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ABSTRACT

This study explored how the recovery of victims of séamise is shaped by services
available. Using the philosophical underpinnings of critibabty within the framework
of Honneth’s recognition theory this study provides an umaedsg of participants’
experiences and views of recovery from sexual abuse.sfudy was conducted with
ten adult survivors of sexual abuse using semi-structureddndi interviews and two
focus groups with eight service providers.

The analysis identified that the recovery from sexalse is the development
of a positive sense of identity reflected by participas&df-confidence, self-respect,
and self-esteem. In this study this is described as theegsoof identity formation.
Services shaped recovery from sexual abuse by providingiexpes of recognition
and disrespect. Recognition was given in the form oftmal support and care,
cognitive respect, and social esteem that led to gmowement of participants’
functioning. Disrespect was perceived by participants ag theiggled with the
invisibility of sexual abuse, with inequality, and wittetlack of understanding, through
which their overall functioning deteriorated.

Recovery emerged as a dynamic process that, most cd@lired from services
that they provide experiences of recognition and fromrigors that they accurately
perceive that recognition was given to them. For regote occur, participants needed
to balance experiences of recognition and disrespgxaess in which they needed to
surrender the longing for the entirely good and benigngoage and accept that both
‘good’ and ‘bad’ qualities reside in each caregiver, ageti@rapist, or generally the
‘other’. This balancing resulted in the development dfemtfidence, self-respect, and
self-esteem.

Recovery was experienced by participants when they wble t® resist
disrespect and either engaged in fighting for their sightremoving themselves from
situations in which their rights could be violated. Only by hg\a practical experience
of being able to protect their physical and psychologiotégrity did participants
become aware that they had recovered from the legatiesxual abuse and could

proceed with their lives without professional assistance
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CHAPTER ONE

RECOVERING FROM SEXUAL ABUSE: REFLECTIONS
FROM MY CLINICAL PRACTICE

In my sixteen years of experience as psychotherapystivate practice | have assisted
many survivors of sexual abuse on their journey towegdsvery. For many, therapy
became the safe haven where they felt safe enouggtiktabout their past experiences
of sexual abuse. Here they shared their hurt feelirogs frot being loved and cared for
in the way they needed, about being betrayed and losingitrystople, and about
feeling responsible for the abuse. They talked about feelitgob control and not
trusting themselves, about their shame and guilt, abeuirt hlopelessness, and about
their sense of powerlessness and victimisation.

Although survivors of sexual abuse battle with intrusivestptraumatic
symptoms, depression, anxiety attacks, obsessive compbéaiours, addictions, or
urges to harm themselves, | learnt that how well teged depended to a large extent
on factors other than therapeutic interventions. | dotlese observations supported by
Lambert’s (1992) seminal meta-analysis of over 40 yeanssgéhotherapy outcome
research. He identified the main factors accounting herapy outcome as: extra
therapeutic factors (client, client’s life) 40%, factotcommon across all therapeutic
disciplines (e.g. therapeutic alliance and empathy) 30%.apbkatic models and
techniques 15%, and the remaining 15% are attributed to placefoosfdhopes and
beliefs).

| concluded from that research that only 15% of therapeomitcome is
attributed to therapeutic models and techniques. The relga®% are attributed to
life circumstances and relationships survivors have tateither be discouraging and
detrimental or supportive and facilitative of recoveBver since | learnt about
Lambert's (1992) research | have been interested to rexptow service providers can
draw on the 85%, maximise the effectiveness of treatmeamd thereby accelerate
recovery.

My experiences in practice taught me how significantticeiahips in general
were for survivors’ recovery. The breakdown of relaglips with significant persons
in their lives was often the catalyst that brought thieto therapy. Relationship
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conflicts and the sense of injustice, disrespect, anamigztion survivors reported in a
variety of contexts often remained as the dominant ¢helwring therapy. These
conflicts seemed to evoke feelings of immense distresseaminded survivors of abuse
experiences from their past. The focus of therapgices thus had to be on helping
survivors to cope with the emotional distress they e&peed in their interactions with
others. It was not unusual that survivors not only receivgdhpsherapy, they might
also require psychiatric treatment, crisis care, nadaare, support from social
services, or occupational assistance and support. | isammg work with survivors that
the more they struggled with the legacies of sexual albbsenore services were likely
to be involved in their treatment, and the more oppdrasarose for interactions that
were perceived as unhelpful.

At times survivors experienced distress with me for heing supportive
enough, making mistakes, or not being compassionate enoAglother times their
distress was due to interactions with other providers ssclpublic mental health
services, social services, or the Accident Compensatiopdtation (ACC). Sometimes
survivors’ distress was due to interactions with pergotiseir social environment, with
family, or friends. Repeatedly survivors asked me “Dimave a sign on my forehead
that says ‘kick me’, or why do | always meet people wkat me badly?”

There were moments when | felt survivors accuratelyntitied acts of
disrespect and | was dismayed at what appeared as theofacompassion and
understanding of some professionals in the mental healthor. At other times it
seemed that survivors’ perceptions were distorted by belrefy had formed as the
result of abusive experiences in their past. Frequentiyshed that more of these
relationship conflicts could be avoided and distress, dékerioration of survivors’
functioning, their psychological de-compensation, paradaiidoehaviour, or suicide
attempts could be prevented.

Many of my colleagues reported similar experiences andomdered why
unhelpful experiences with services are such a persigtente in the recovery from
sexual abuse. What are the needs of victims of sexuakadmd are services able to
meet these needs? What are the assumptions and exmsctd victims of sexual abuse
and of service providers? Are victims' perceptions of diseet based on actual
occurrences or distorted interpretations? Are relahgs indeed so pivotal for
survivors’ recovery, or is that just my personal exgare? If they are, how can

relationships between survivors and service providers pmirad?



The above questions about the complexity of interastioglationships, processes, and
outcomes between survivors and service providers ultipnetehed the motivation for
undertaking this study.

Rationale for Undertaking the Study

This study aims to identify how services shape the mgoef victims of sexual abuse.
Understanding how services impact on the mental heélgureivors of sexual abuse
through policies, processes, and attitudes is importamsffiective planning of services,
service delivery, and for appropriate allocation of resaurBPeeper understanding is
justified because sexual abuse affects approximately onethf of the general
population and is therefore a problem of significant magleit Furthermore, sexual
abuse is linked to exaggerated health costs and othes sosh as unemployment
benefit and family assistance that arise due to survivoosnpromised overall
functioning. Finally, there is a lack of research #agtlored the impact of services and
health systems on the recovery of sexual abusedrdlew Zealand perspective.

For that purpose ten survivors with a history of sexbalka and eight service
providers who work in the field of sexual abuse recoverehzen interviewed. Their
views are represented in the findings chapters and forrbasis for the conclusion of
this study.

Prevalence of Sexual Abuse

Knowledge about the extent of sexual abuse occurresdaagportant for the planning
of services for the recovery of survivors of sexuaisgb That planning includes service
provision, the training of health professionals, and d&lecation of resources for
preventative measures. Reviews of studies that investibaterevalence of sexual
abuse produced varying results. These variations are due uselof different inclusion
and exclusion criteria and to methodological shortcominiggh makes it very difficult
to come to a conclusive percentage. Another problenmas most studies rely on
official statistics, which, as many scholars acknowledggiously underestimate the
prevalence of sexual abuse because they do not inclugke dbat is not reported
(Brodsky, Cloitre, & Dulit, 1995; M Cloitre, Tardiff, Mauk, Leon, & Portera, 1996;
Horen, Leichner, & Lawson, 1995; Lipschitz et al.,, 1996; M@ Drummond,
Candy, Checinski, & Farmer, 1996; Russel, 1984). In gpitthese shortcomings,
widely accepted estimates suggest that 12-34% of women and &fi@8én have
3



experienced sexual abuse in their lives (Finkelhor, HgalLewis, & Smith, 1990;
Gorey & Leslie, 1997). “Enough credible figures cluster adoon exceed 20% to
suggest that the number of female victims has been athesasigh” (Finkelhor, 1994,
p. 37).

The Ministry of Health’s (MOH, 1998c, pp. 161-162) statistiassiexual abuse
in New Zealand mirror overseas findings. A study of &gems found that 17% of
females and 6% of males experienced sexual abuse by thef dde (Fergusson,
Horwood, & Lynskey, 1996). In contrast, an Otago study ofmem between the ages
18-65 reported that as many as 32% have experienced sexuabafursethe age of 16
(Romans, Martin, & Mullen, 1996). Julich (2001) indicates her study about
restorative justice and sexual abuse in New Zealand ppabx@mately 600,000 females
and males have experienced some form of sexual abbosdadt that there are so many
persons affected by sexual abuse highlights the importansederstand their recovery
needs so that services can be provided that effectgsligt in survivors’ recovery.

Costs Associated with Sexual Abuse

Linking the high number of individuals who have, accordmghe prevalence studies,
experienced sexual abuse to studies that explored treassstciated with sexual abuse
underlines the considerable impact sexual abuse has oZ&sand’s expenditures for
health and mental health services, social servicesc@amectional services.

Overseas studies (Arnow, 2004; Glaister & Abel, 2001; Wadkeal., 1999)
concluded that adult survivors with a history of sexualsaluave significantly higher
health care costs than persons without sexual abuseiinhiktory. Determinants for
the high costs of sexual abuse include medical and p®gibal treatment and the
indirect costs that accumulate due to victims’ compredhiinctioning in society; For
example for child welfare, correctional services, aaddfits such as invalids benefit,
domestic purpose benefit, or unemployment benefit (Do&gdhanahan, 2001; Julich,
2001; Loewenstein, 1994). Julich’s study (2001, p. 321-323) stated thaasssciated
with sexual abuse in New Zealand amount to $2,465 billich gaar which have to be
carried by the government and by affected individuals. idengag the financial burden
of the direct and indirect costs of sexual abuseoild be economically and financially
important to understand how services shape the recoverigtons of sexual abuse.
Appropriate, effective, and timely interventions thadeto recovery could ease the
financial burden to the government and to the affectedidwal.



The Research Gap

Since sexual abuse has come to the attention of hwalthssionals in the 1970s there
has been ample research and literature about the ¢émetatrinsurvivors of sexual abuse.
Some examples of this vast literature are the publicsitaf Briere (2002), Herman
(1992), Courtois (1999), Frawley and Davies (1994), and Cloittecalleagues (2006).
They offer principles and guidelines for abuse-focuseatrirent of sexual abuse that
consider survivors’ special needs for safety and reparatiationships and are widely
used by counsellors and psychotherapists.

The only studies that explored or explained the impadeofices and health
systems on the recovery from sexual abuse lookecatmpact of negative or positive
support from health care services and social servicesgfcsupport) and from family
and friends (informal support). Being listened to, be@eminformation, being able to
talk about the abuse, being believed, and being validatdaeleasmentioned as positive
support in a number of studies (Campbell, 2005; Draucker, 1989;U#man, 1996;
S.E. Ullman & Siegel, 1995). Hyman, Gold and Cott’s study (2008itified that
being understood and being valued as an individual was seippartive and helpful
by survivors, whereas van Loon, Koch and Kralik’'s (2004)dgt participants
highlighted that being in control of the treatment anohdpéold what to expect from
treatment has been perceived as supportive and helpfuhfes given for negative
support were ‘being stopped from telling the story, victimmiate, being treated
harshly’ (Hyman, Gold, & Cott, 2003) and ‘being ridiculed angosed, (van Loon,
Koch, & Kralik, 2004). While these studies identified survivongews of helpful or
unhelpful support and linked that to the improvement or desgigor of survivors’
(mental) health problems, they fell short by not inigeding what specifically the
function of positive or negative support is that makesoitsignificant in the recovery
process.

This study aims to fill this gap by investigating the impagiegiences with all
involved service providers have on survivors’ recovery freemual abuse and by
exploring what the significant function of helpful onhelpful interaction is. There is
also a lack of studies that take into account the uniquéiqrosif service provision for
survivors of sexual abuse in New Zealand that is addreastusistudy. Referred to
here is governmental funding for the treatment of #ngadies from sexual abuse
through the Accident Compensation Corporation (ACC) tvhio turn contracts

privately practicing counsellors and psychotherapistsduige the treatment.



The Use of Terms

In this study | have used the term ‘survivor’ when | refegeneral to discussions of
literature and knowledge that has been accumulated ididlde of sexual abuse. It
encompasses all victims of sexual abuse and indichegstihiey have survived the
assault and coped with its legacies to the best ofdbdities.

| have used the term ‘participants’ to identify survivofssexual abuse who
have participated in this study. References made tdicants’ only describe the
experiences of survivors of sexual abuse who participatedis study. They are not
representative of all survivors of sexual abuse.

Similarly, 1 used the term ‘service providers’ in the gehealiscussion of all
professionals that are involved in the recovery of sursiad sexual abuse. In contrast,
the term ‘participating service providers’ is used to idgrihe views and experiences
of those service providers who patrticipated in this study.

Recognition

The word recognition has two different meanings inEhglish language. One refers to
experiences of identification, re-identification, acknowledgement. This is not how
recognition is used in this study. Instead, recognitioneasl irere in the second meaning
of ascribing a positive status to a person or a group ebpsr Examples are a country’s
recognition of another country, recognition given for eagbments, such as Nobel
Prize, awards, medals, titles, and distinctions, reciognibf equal rights, such as

women’s rights, human rights, gay rights, and thetrighvote, and recognition of

subjects needs, such as children’s rights and socidsrighus, the term recognition is
used in this study as an act of affirmation that ackadgés a person’s or groups’ vital
need for care, equality, and appreciation which activliperson’s ability to develop

a positive sense of self (Honneth, 1995b).

Disrespect
Honneth (1995b) speaks of disrespewhen a person’s normative expectations of
recognition have been violated and due recognition has een Qiven. Disrespect

covers not only discourteous behaviour but encompassesenqes such as physical

! The German word ‘Missachtung’ is poorly translated asedpect. Disrespect is commonly interpreted
with ‘no respect’ or ‘discourteous behaviour’. The Ganmeaning of ‘Missachtung’, however, is a
rather strong word and much more attacking of a persoirig bEhe verb ‘missachten’ means to despise,
having disdain or complete disregard for the other.
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and sexual abuse, neglect, rape, torture, exclusion, danmadhts, discrimination,
disenfranchisement, humiliation, degradation, insultsg atenigration (Honneth,
1995b). Because the word disrespect is often used in eyeiccumstances in the
context of lack of respect, Honneth’s meaning can eds#lymisunderstood. For
Honneth, disrespect represents the withholding of mogakts human beings have
inherently by being part of humanity. These rights areekample: The right for care,
food, shelter, freedom, equality, and appreciation. Dpg@ismeans stripping a person
of these basic human rights.

Structure of Study

CHAPTER TWO introduces recognition theory developed by ldtni1995b) as the
philosophical underpinning this study is based on. It providem-a@lepth presentation
of recognition theory and traces the influences Hegegdyland Habermas had on the
development of recognition theory. The chapter concludds a rationale for using
recognition theory as a framework for this study.

CHAPTER THREE explores the definition of sexual abus# @utlines the history of
sexual abuse. Controversial issues of social denial fentvacklash are discussed and
the legacies of sexual abuse are presented. The chisptancdudes a discussion of the
prevalence of sexual abuse and its implications fottipeac

CHAPTER FOUR provides background information for the reppfrem sexual abuse
by describing recovery models, key issues of formal anadm@bsocial support, main
services involved in the recovery from sexual abuse, angetsato inter-professional

co-operation.

CHAPTER FIVE explains the methods applied to collect andlyae the data,

introduces the researcher in her historical and culbanatext, and shows in detail how
the research question evolved, how the selectioneopénticipants for this study took
place, how the collection and analysis of the datacgwded, and how ethical
considerations have been adhered to.



CHAPTERS SIX to ELEVEN are dedicated to the presentatiaihe findings starting

with participants’ view of recovery (Chapter Six) falled by participants’ experiences
of perceived misrecognition by public mental health servi@@hapter Seven),

experiences of perceived inequality in interactions withCA(Chapter Eight), and
experiences of perceived lack of understanding by servicedersv(Chapter Nine).

This is followed by exploring experiences that facithtrecovery along with

discussing the necessity of resisting disrespect (Chapga), and finally with a

presentation of service providers’ view of how servicespsheecovery (Chapter
Eleven).

CHAPTER TWELVE offers an in-depth discussion of thadings, positions them in
the context of existing knowledge about recovery fromuakabuse, and presents a
model of recovery based on the findings of this study. iBhigllowed by reflecting on
the problems encountered and on the suitability of thinadelogy used. The chapter
ends by outlining the implications of this study for theand practice and by indicating
the need for further research.

The following chapter is dedicated to the discussion @fptiilosophical underpinnings

this study is based on.



CHAPTER TWO

FINDING A PHILOSOPHICAL HOME

Understanding and representing the experiences of studgipants involved finding a
theoretical home that offered concepts and a languageasiisted in making meaning
of the social reality of recovery from sexual abudentifying dynamics that impacted
on participants’ recovery, and presenting the findingsterested parties. This chapter
describes the process of finding recognition theory develbpekkel Honneth (1995b)
and why it was chosen to underpin this study; it explbl@sneth’s theoretical position
within critical theory and traces the influences of gient’s shoulders he stood on for
the development of recognition theory, for example Hdgebhd, and Habermas. Table
1 provides an overview of the organisation of this chapterta themes.

The discussion of the philosophical underpinnings of thisysgjdn contrast to
common practice, taking place in Chapter Two becausegmnémn theory is not only
the frame of reference for the design and the anabydisis study, but has also had an
integral part in the review of the literature. To imlboe the main concepts of
recognition theory ahead of the literature review wasethee considered important for

following the argumentation made.

Table 1 Chapter Content: Finding a Philosophical Home

Finding a Philosophical Home

Not Speaking About But Giving Voice to...

Standing on the Shoulders of Giants
Recognition Theory: Grounded in Critical Theory
Creating Emancipatory Knowledge
Social Reproduction through Communicative Action
Identity and Recognition

Core Concepts of Recognition Theory
Recognition through Love
Recognition through the Granting of Rights
Recognition through Solidarity
Controversial Views
The Dialectic of Struggle: Reconciliation and Conflict




Not Speaking About But Giving Voice to...

Once | had made the decision to undertake this PhD studyg thh@e distinct needs
that influenced my choice of philosophical theory. Fgsthe theory had to have a
critical focus on social interactions to reveal dynasmof injustice and domination
survivors had relayed to me over the years. As | invastiga number of critical
theorists | found Honneth and recognition theory. Afterudimentary glimpse at
recognition theory | had an immediate sense of exciteaned knew | had found what |
was looking for. The three categories of love, rightsid solidarity and the
corresponding interactions within primary relationshilggial institutions, and one’s
wider community seemed to address the significant dahead believed influence the
recovery from sexual abuse. | understood that recogrti@ary is closely positioned to
the persons it investigates by making “...the experiencoial suffering ... not just
the object of theory, but more fundamentally its eyist guideline” (Deranty, 2004, p.
304). | envisaged that by using recognition theory | would be &blgive voice to
survivors’ experiences rather than speaking about them. &.imbalance between the
extent to which professional groups and consumer groups\ae a voice in research
journals and in decision making processes about mentdahleslices” (Lothian &
Read, 2002) made giving voice to survivors’ experiences veryrtangdo me.
Secondly, because | had seen many studies that remaméce descriptive
level, I looked for a theory that had the depth to ggbd the description of helpful or
unhelpful, good or bad, and trace the origins of survivdedight in helpful or their
distress in unhelpful interactions. Recognition theamgets this need through its
emphasis on developmental processes that are involvédeiforming of identity.
Honneth (1995b) links social suffering to the frustratibmoral expectations for due
recognition, which he believes harm a person’s identity@event autonomy and self-
realisation. Thus using recognition theory for this stymigmised to provide the
conceptual tools to explore survivors’ struggle within tbeam of identity formation.
The third need | had was to use a theory that is surfiwrdly and uses
language and concepts that are rooted in the practical engeeioé study participants
and can easily be used by them for evaluation of thdysind of their experiences. My
hope was to present a study that is not only usefuls@wice providers and/or
academics, but also informative, educative, or maybe eméghtening for survivors.
The emancipatory focus of critical theory alreadysseaed me that this need could be

met. Recognition theory emphasised this by the use akptsisuch as love, rights, and
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solidarity that provide easy accessible meaning for readeyeneral and survivors in

particular.

Standing on the Shoulders of Giants

Recognition theory is Axel Honneth’s (1995b) contributian dritical theory that
describes social processes through which individuals desease of self and identity.
He asserts that positive relationships with one-selif-¢elations) depend on successful
intersubjective processes with others who give recognéimh approval to a person’s
being, abilities, and accomplishments.

Honneth (1995b) claims that recognition needs arise ire thierent social
contexts each requiring a distinct form in which recognitis given. Recognition
through love is given in the context of emotional borafs intimate (primary)
relationships. It is given specifically in the mode afational support which leads to
the development of self-confidence. Recognition giveaugh the granting of rights is
given in the context of legal systems in the mode ghtve respect which leads to the
development of self-respect. The third form of recognitis solidarity given in the
context of a community of shared value orientatiorh@mmode of social esteem which
leads to the development of self-esteem (Honneth, 199H8mMse three forms of
recognition are discussed in detail in the section ‘coreeuts of recognition theory’
further on in this chapter, pages 20-32, after the exploratib the theoretical
foundations of recognition theory.

Honneth (1995b) and Taylor (1992) share the belief thatgretwon is a basic
and vital human need. It is this very claim that captungdattention when | searched
for an underpinning philosophical framework for this studyhdld the promise that |
would have the opportunity to make visible survivors’ expeesrof being granted or
denied recognition in their interactions with service prowdand how their basic
human needs are affected. Honneth, who is at preserditéctor of the Institut fur
Socialforschung (Institute for Social Research), kham, Germany, also known as the
‘Frankfurt School’, has developed recognition theory friois1 deep understanding of
critical theory. The following shows how Honneth’s agaoition theory is indebted to

concepts from other critical theorists.
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Recognition Theory: Grounded in Critical Theory

After the First World War several German philosophestablished the Institute for
Social Research in Frankfurt that came to be knowthas'Frankfurt School’, the
birthplace of critical theory. Established in 1924, theituist began as a place where the
history of socialism and Marxism could be researched thithhope to “...one day to
hand it over to a victorious German soviet state” (Wighaus, 1995, p. 9). The
institute attracted philosophers such as Horkheimer, Poliircknm, Adorno, Marcuse,
and the Marxist Carl Gruenberg. They saw themselves ies dleMarx and Hegel
(Wiggershaus, 1995) and had in common the vision to creatéicalctheory that
explained the social, political, and cultural problemsthair time (Calhoun, 1995a;
Wiggershaus, 1995). Their aim was to reformulate Marxisirthand make it relevant
to society of their time which they saw as being affddy ever increasing capitalism
(Agger, 1991).

Critical theorists of the early Frankfurt School urseod the development of
the human species to be hampered by disturbed relatiggreduction that led to class
struggle. In contrast, Habermas’s emphasis is on pracessavill-formation. He
believes that the formation of beliefs and convictitimst motivate persons towards
taking actions, thus the formation of will, is dist@rtby social, cultural, or political
conditions that perpetuate dominance and inequality (Hbnd€97). “So a critical
social theory correspondingly analyses the procespexdies will-formation in order to
free it from the force of un-comprehended dependengidshineth, 1997, p. 239), a
dynamic also described as false consciousness.

Honneth (1995b) expands critical theory's traditional foous relations of
production and redistribution by widening the focus of criitingestigation to include
all forms of social suffering. This step flowed from higlerstanding that contemporary
social struggles are the result of interactions of grdbps find themselves in social
situations in which they feel disrespected because thwiral expectations for
recognition of their physical integrity, social integribr honour and dignity have been
violated (Honneth, 1995b). Thus recognition theory is thasethe description of social
suffering which is the result of his deep-seated commititinan “...theory should never
be severed from the real social experience, fronddmh and multidimensionality of
social suffering as social” (Deranty, 2004).

When Honneth developed recognition theory he turned to I8gd€l79) early
writings that, influenced by the Aristotelian model o gholis-states of antiquity, had
already described the struggle for recognition. Honnetk tbhe basic principles of
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Hegel's ideas and developed his theory of recognition. \Watognition theory he
claims he developed a normative theory that explains iatetprets the moral
development of society (1995b). With this aim Honnethotedéd Hegel, who was
interested in exploring the moral development of ensiocieties and in identifying
conditions that lead to the formation of ethical lffédonneth, 1995b). Hegel (1979)
suggested that the ethical progression of societies tdaes fhrough struggles for
recognition. He proposed that subjects who are denied metadmition are unable to
achieve individualisation and ego-competence and recurringl adritzeir recognition
needs leads subjects to engage in social struggle fayméon. The progress of ethical
life, according to Hegel (1979), reveals itself in thee¢ghrecognition levels of love,
rights, and state, whereby each level shows incregsidgimanding and complex
patterns of recognition.

Honneth (1995b) follows Hegel and distinguishes Love, Rjgand Solidarity
as the three forms of recognition necessary for thesldpment of positive self-
relations. He divides social life into three distiaceas and states that social integration
is to take place “via emotional bonds, via the grantingigitts, and via a shared
orientation of values” (Honneth, 1995b, p. 94).

Creating Emancipatory Knowledge

Recognition theory is firmly grounded in the principles wtical theory of confronting
social inequalities, domination, and injustice. Critidtadory pursues this aim through
“emancipation and enlightenment, at making agents awan@dén coercion, thereby
freeing them from coercion and putting them in a positioddtermine where their true
interests lie” (Geuss, 1999, p. 55).

By incorporating the principles of self-reflection frdfreudian analytic theory,
critical theory provides a framework for examining te&ationships between power and
knowledge, how these relationships impact on the socidtiwand for re-interpreting
the meaning of these relationships (Agger, 1991; Geuss, 1999)fodhe on self-
reflection is one of the concepts that distinguistioai theory from positivism. Critical
theorists reject positivism because as a theory ohseigt does not require the
investigation of its own interest in maintaining the s$aquo and it harbours the notion
that knowledge can be discovered and simply reflectsotyject of investigation.
Habermas’s (1984) concern is that science, which is ctethée positivist views of the

world, is no longer understood as only one form of pos&ibteviedge but has become
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the most dominant form of ideology in late capitaliste believes positivism promotes
passivity and fatalism and reproduces existing relationslomination and social
inequality by reducing the social world to patterns of caudeséfact.

A criticalist is broadly defined by Kincheloe and McLaréikincheloe &
McLaren, 1994) as a researcher who offers social anrallcriticism with the
assumptions that “...all thought is fundamentally medidtggower relations that are
socially and historically constituted and facts can néeeisolated from the domain of
values or removed from some form of ideological insaipti(p. 263). Facts and truth
statements need to be evaluated within their discucsiméext and under consideration
of existing power relations.

It is Habermas’s (1984) position that knowledge about thddwasound us is
constituted with a certain agenda or interest in mindoora specific purpose that
motivates the generation of knowledge. He distinguishesveen three major
knowledge-constitutive interests. They are the technieahp{rical-analytical that
answers cause and effect questions), practical (hermersaiéinces that cover the
intersubjective dimension of human interactions)d ahe emancipatory interest
generated by critical sciences. It is knowledge gener&tech the position of
emancipatory interest that aims to reveal sociaktraints that perpetuate dominance
and inequality (Criab, 1984; Habermas, 1984; Held, 1980; Honneth, 198Mett’s
(1995b) recognition theory is used in this study to explotieeife are social constraints
survivors of sexual abuse may be under. The experiarfgearticipants in this study
will be explored by reflecting on the circumstancesannahich their recognition needs
are met or not met. By tracing the development or maamtee of survivors’ self-
confidence, self-respect, and self-esteem links willnbede as to which of their
recognition needs may have been affected. Conclusionstheih be drawn about
pathways that assist the recovery from sexual abuse.

Social Reproduction through Communicative Action

By developing recognition theory Honneth aimed to addnessat theory’s lack of “a
model of social conflict grounded in a theory of commutiocé (Honneth, 1997, p.
xvii). He built on the work of Foucault and Habermas veltready had started to make
the domain of social interactions a focus of crititaory. Habermas had already
moved away from the original program of the Frankfurhdad with its emphasis on
class struggle and the sphere of production by introducingepts of individual and
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social psychology to explain the link between socia estitutional power dynamics,

ego development, and individual identity formation (Hel®80; Honneth, 1997).

Honneth sees the action-theoretic paradigms of Fdiigatruggle and Habermas’s
concept of mutual understanding as “...attempts to intenpi@niew way the process of
a dialectic of enlightenment” (Honneth, 1995b, p. xi). Tleekaof both these theorists
has provided concepts of struggle and mutual understandingrihbted Honneth to

clarify and advance his own theory of recognition (Hghn1997).

Struggle has become a core concept of recognition theoityregresents the
pathway to mature relations of recognition and the dgweént of identity. Honneth
(1997) describes Foucault's concept of power as “...onlpmentary systematic state
that...remains exposed to a continually renewed procesesthd through social
conflict” (p. 160). However, Foucault’s concept of power atrdggle is very different
from Honneth’'s assertion that identity development tgdase through overcoming
disrespect through the struggle for recognition.

Although Foucault (1980, p. 92) understands power as “...the prodesh
through ceaseless struggles and confrontations, transfetresgthens, or reverses [a
multiplicity of force relations]”, he only considemhysical demonstrations of power.
Honneth believes that Foucault’s concept of powes fstiort of explaining all human
suffering of injustice because he does not regarthé psychic suffering of individuals
as the social expression of the disciplining and renesshich affects the human
body” (Honneth, 1995a, p. 131).

Habermas, who is less focused on power relations andutittion of conflict
for his conceptions of social change (Calhoun, 1995ajnsa&red Honneth with his
emphasis on the importance of mutual understanding. Indagdal recognition is the
precondition for the development of positive self-ielad. With his major work, the
theory of communicative action, Habermas aimed to deviile normative foundations
for a critical social theory based on the analy$isconmunicative processes itself. His
major concern was that the “increasing tendency to dgiimaetical problems as
technical issues threatens aspects of human lifeeéinbcratic consciousness not only
justifies a particular class interest in domination, &sb affects the very structure of
human interest” (Held, 1980, p. 253).
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Identity, Attachment, and Recognition

Recognition Theory is based on the premise that thelafewent of identity is
dependent on interactions with others in the socibkgs of primary relationships,
legal relations, and community that influence the acomisiof self-confidence, self-
respect, and self-esteem. Services that are involveieinecovery from sexual abuse
occupy these three social spheres. This makes recoguiteory well suited for
examining how they shape recovery. While the actual pavisf therapy may fall into
the sphere of primary relationship and affect mainlydgaelopment of self-confidence,
issues regarding access to services may fall under relgéibns and affect mainly the
development of self-respect. Issues that involve tlmakantegration, appreciation,
valuing, and achievement of survivors of sexual abuse orayhe other hand, affect
mainly the development of self-esteem.

In developing recognition theory Honneth (1995b) also drew ead$ (1934)
theory of intersubjectivity and identity formation. Acding to Mead (1934) the self is
formed in a socialising process that includes experienndsaativities firstly with
significant others, for example parents, and later @dh more generalised others, for
example members of the wider community such as frieteschers, neighbours.
Calhoun (1995a, p. 196) concludes that “In the modern era,itidast always
constructed and situated in a heterogeneous field and aioid affcontending cultural
discourses”. Thus the self continuously shapes and developsponse to experiences
with others. It is this property of the self that givegpe that recovery from sexual abuse
is possible. Self-structures that have been negativedgtatt by the disrespect of abuse
can be influenced positively through experiences of emdtsugaport, care, respect,
and appreciation.

Mead (1934) proposed that identity is formed by the self ¢éma¢rges as a
reflective process in the context of social expemesnclhrough people’s ability to
reflect on their own actions and experiences the lsaibmes an object to itself, the
‘me’ (Blunden, 2006; Honneth, 1995Db). It is this reflexivatythe self that distinguishes
human beings from animals. Reflexivity also means thathe position of self-
observation one is able to reproduce in oneself the mgamat one’s actions may have
on the partner in interaction. It is through this apilithat people arrive at a
consciousness of the social meaning of their behavicars¢iousness) resulting in the
development of a consciousness of their self (seléconsness) (Blunden, 2006;
Honneth, 1995b).
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Self-consciousness is seen as a product of a personsefdattion and the
internalisation of the actions and attitudes of othergards him or her-self. Through
the process of internalisation these actions andi@étst are understood as expressions
of one’s self. Thereby subjects see themselves thrdwgglyes of the ‘other’ (Honneth,
1995b). “...a subject can only acquire a consciousnessetfftibssthe extent to which it
learns to perceive its own action from the symbolca#presented second-person
perspective” (Honneth, 1995b, p. 75).

Honneth (1995b) follows Mead (1934) who understands identityefton as a
process in which the ‘me’ has been conceived through tispgetive of the other. This
perspective gradually expands as the child’s interactionsvievar increasing number
of others to take in. Mead uses the example of ragipd whereby the child imitates
and integrates into its self-understanding pattern®odact of significant others. With
maturation the child moves on to engage in competitive galayeng. Now the child
needs to integrate and represent actions and expestaticaan even larger number of
others. Honneth (1995b) claims that this progression shawms docial norms and
actions are generalised on an increasingly widening ddaleoncludes that a person’s
socialisation takes place along processes of inteat@in of norms and actions of an
increasingly widening group of people that ultimately comgraemembers of society.
Thus Mead’s concept of one’s dependence on the otherderstanding one-self gives
Honneth (1995b) the framework for claiming that through ekperience of being
granted recognition subjects may develop positive selfivaiabdf self-confidence, self-
respect, and self-esteem, the pre-conditions forrealfsation. He states that

...unless one presupposes a certain degree of self-confidegaky buaranteed
autonomy, and sureness as to the value of one’s owneahilitis impossible to
imagine successful self-realisation, if that is taubderstood as a process of
realising, without coercion, one’s self-chosen lifedggilonneth, 1995b, p.

174).

Erikson (1977) is another theorist that claims thattileformation takes place
through social processes in which the self is formedutiirointeractions with the
‘other’. He identifies eight developmental stages @subject’s life-time whereby each
stage requires the subject to resolve increasingly congsgsho-social conflicts. For
example in the first stage between 0 and 18 months thetih&s to resolve the conflict
of basic trust versus mistrust. Crain (1985) explainsdériks trust as being similar to
confidence in the sense that it representsa“basic faith in one’s providers” to be
“...reliable and predictable” (p. 163). If the familial circetances prevent the

development of trust — or, using Honneth’s theoreticatepts, if recognition through
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love is not given — the infant develops mistrust and theldpment of self-confidence
is hampered. Other psycho-social conflicts to be soaredautonomy versus shame
between the ages 18 months and 3 years that leads s, courage and will;
between the ages 3 and 5 initiative versus guilt thatlead sense of purpose; between
the ages 6 and 12 industry versus inferiority that leada sense of method and
competence; between the ages 12 and 18 identity versusordlgsion that leads to
devotion and fidelity; between the ages 18 and 35 intimacy satidarity versus
isolation that leads to affiliations and love; betwéke ages 35 and 55-65 generativity
versus self absorption and stagnation that leads to pgroduend care; and finally
between the ages 55-65 until death integrity versus despairlehds to wisdom
(Erikson, 1977). He believed that problems due to unsucd¢esdfing of a conflict are
cumulative and hinder subjects to be successful withrgplihe conflict of following
developmental stages.

Erikson’s theory of psycho-social development highbgtite importance of
relationships for the development of the self throughmng'’s lifespan. To be in
relationship with the environment and with people has bé&@oughout history, a
precondition for human survival and human developmemt. dlider to experience
oneself as an autonomous ‘I’ we have to experienceéQtieer’. Without the ‘Other’
there is no ‘I"”” (Rahm, Otte, Bosse, & Ruhe-Hollenbat993, p. 80). Thus, a person’s
relation-to-self depends on one’s ability to view otfeseough the perspective of the
‘other’ in an interactive process. Ainsworth (1969) implithat humans may be
genetically predisposed to form close attachments to daeegivers. This is further
explained by Lewis and his colleagues (2001) as a functidheolimbic brain. They
stress that only mammals have a limbic brain, whiely ttlaim organises and regulates
relational schemata of humans that provides the imgetéem strong attachments to
others to insure the survival of the species. New undwlisigs as a result of recent
neuro-biological advances will be discussed in Chaptesd.

Readiness to form a connection or attachment bond isalEdgnthrough
expressive gestures. Expressive gestures of recognitionldwyebeen identified as
necessary for human infants’ psycho-social developnientffect regulation, for the
development of the brain, and for identity format{@wozolino, 2002; Honneth, 2001,
Schore, 2003a; Siegel, 1999; D. Stern, 1977). These authorsoavehced that
expressive acts of care, which Honneth conceptualisgsvax recognition through

love, are so significant in human interactions beeausy signal encouragement and
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caretaking and convey in abbreviated form that the otheomhas well-being in mind
and will engage in caring practices.

Adults have developed a wide range of symbolic abbreviatiotise form of
verbal and nonverbal ways to alert other persons ahtbkation to be empathic and to
treat them with respect and care or with hostilind adisrespect. These symbolic
abbreviations could be expressive acts or gestures ofmidiom such as empathic
gestures, facial expressions, body posture, or a spee@Hameth, 2001; Mead, 1934;
Schore, 2003b; Siegel, 1999). Depending on the context in weckncounter takes
place a person may, for example, smile at someonegba embrace someone
lovingly, greet someone respectfully, or acknowledge sowmefriendly. Each
expression signals a different level of readiness danect with another person
(Honneth, 2001).

If Mead and Erikson are right in their conception tidentity formation
continues over one’s lifespan and is dependent on atiena with others, then service
providers’ interactions with survivors over the years ddwdve a considerable impact
on survivors’ identity formation and thereby significgntthape recovery. It is
conceivable that sexual abuse in childhood may leave sompeavith mistrust, shame,
guilt, or a sense of inferiority which may lead to beimghbie to successfully navigate
all following developmental conflicts and thus be sigraifitly impaired in overall daily
functioning all through adult life.
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Core Concepts of Recognition Theory

The exploration of the concepts of critical thearyihich Honneth’s recognition theory
is embedded in is followed by a discussion of the coreeqs of recognition theory.

The different forms of recognition are examined, Hohisetinderstanding of social

suffering as an asymmetrical recognition relation scalésed, and the dialectic of
struggle is explored. Table 2 gives an overview of the maimcepts of Honneth’'s

recognition theory with further discussion of each farfrrecognition throughout the

study.

Table 2 Honneth's Recognition Theory

RECOGNITION THEORY

Forms of recognition Love Rights Solidarity
Context Primary Legal relations Community of
relationships value
Mode of recognition Emotional Coaniti Social
support ognitive respect ocial esteem
Practical relations to Basic Self-respect Self-esteem
self self-confidence
Forms of disrespect Abuse and rape Denial of _rlghts, Denigration
exclusion and insult
Threatened
component of Physical integrity Social integrity Honour and
personality dignity

(Honneth, 1995, p. 129)

Recognition through Love

Honneth follows Hegel closely by conceiving the firstnh of recognition to be
recognition given through love. Hegel drew his concept frdma parent-child
relationship as the first social relationship in whicé thother’'s and the child’s being
and neediness are mutually recognised (Honneth, 1995b). Haxends the concept
of love to all primary relationships in which strong emoéibattachments are formed,
such as the parent child relationship, intimate sexuatioeships, and friendships.

Moving away from perceptions of romantic love he usege lan the sense of
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“affirmation of independence guided — indeed supported — by ¢domneth, 1995b, p.
107). Although the therapeutic relationship is not specifica@ntioned in Honneth's
text, it is asserted here that recognition through e be applied to the therapeutic
context because of the strong emotional attachmeudtsigpendencies that are formed
between therapist and client (Briere, 2002; Herman, 1992).

When Hegel developed his concept of recognition through loveakaunable to
conceptualise the processes between mother and infantlethafrom symbiotic
dependence to individualisation in which both come to ackedye and love each
other as separate beings (Audard & Grosz, 2000; Honneth, 198%b)accumulated
knowledge in developmental psychology in the two hundredsysice Hegel has
enabled Honneth to fill the conceptual gap in Hegel's modeinkih (1995b) turned to
developmental theorists such as Winnicott and Stersupport for his assertion that
recognition through love is the first form of recognitemd forms the basis for all other
recognition relationships.

For Honneth (1995b) the core of Winnicott and Stern’sribeads the primacy
of the attachment bond between parent and child wherebgietelopment of the self
and a sense of identity is formed through the strugglsyshbiotic self-sacrifice and
individual self-assertion” (p. 96) between child and paréntants are absolutely
dependent on the parent for the satisfaction of the@ds, for learning to be able to
differentiate between self and environment, for thelease of instinctual tensions, and
for receiving tender comfort. Winnicott (1971) claims theseds are met by holding
the infant with love. He perceives that holding goesohdythe physical holding and
includes the creation of an intersubjective space in whaons and thoughts are
governed by love and concern, for which he uses the pbrafe‘good enough
mothering’ (Winnicott, 1971).

Only by being held in this particular way can infants “.. .tetr coordinate their
sensory and motor experiences around a single centréhareby develop a body-
scheme” (Honneth, 1995b, p. 99). He incorporated Winnicoit3’Y) paradoxical
conclusion that subjects (children) through the unsutideatempts to destroy the
other (mother) are able to establish the other (mptereal, different, and available
for the satisfaction of one’s need for love. This akoviHonneth (1995b) to explain the
process that leads from the parent-child’s symbioticross to the establishment of
parent and child as individuated beings, which was missifggel's model.

Honneth (1995b) concluded that bonds based on affectipmeresolving the

tension between symbiosis and self-assertion througm#ans of mutual recognition
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(Honneth, 1995b). If the mother manages the child’s wswouns attempt to destroy
her without withdrawing her love, the child can developresse®f confidence and basic
trust of having his or her needs met. To have basicitrise world as a just place in
which his/her needs are going to be met, allows the ¢bilmature psychologically. It
leads to the child’s ability to be separate, to be eldiffonneth, 1995b; Winnicott,
1971), and to develop a basic sense of self-confidence (@blelonneth (1995b)
understands self-confidence as a subject’s ability to exgrissor her needs, desires,
and anxieties without having to fear rejection or abandonment

Many scholars (Atlas & Wolfson, 1996; Briere, 1994; Brod€Kgjtre, & Dulit,
1995; Gershuny & Thayer, 1999; Herman, 1992; Zanarini, Ruser kdhurg,
Hennen, & Gunderson, 2000) have stressed that the lagoa@d enough mothering’
demonstrates disturbances in the interpersonal relabeteen mother and child.
When these disturbances coincide with abuse and nedlsarders such as borderline
personality disorder, narcissistic personality disorderpost traumatic stress disorder
(PTSD) may develop. Honneth (1995b) explains disturbancesnterpersonal
relationships as the breakdown of the “communicative saispended between the
experience of being able to be alone and the experiehteing merged” (p.105)
whereby the child or the parent is no longer able to “..atetamself or herself either
from the state of egocentric independence or from dhatymbiotic dependence” (p.
106).

Honneth (1995b, p. 106) re-interprets psychiatric disturbaihedsnight be due
to abuse, neglect, or the breakdown of interpersonpkreences as “relational
pathologies in terms of structural one-sidedness in #t@nbe of recognition”. This
places the legacies of sexual abuse not within the Wwamnkeof mental illness but
within @ communicative process of significant relatlbops gone wrong whereby a
person’s sense of identity and positive self-relatiores atacked and/or negatively
affected (Briere & Elliott, 1994; Honneth, 1995b; Kearney-k®@& Ackard, 2000;
Schore, 2003b).

Disrespect in the sphere of recognition through lovexpsessed, according to
Honneth (1995b), in the form of maltreatment, rape,ootute. In rape or torture a
person’s physical integrity is threatened by being foycd®prived of any opportunity
“...to freely dispos€over his or her own body (and) causes a degree of htianiligoat

% The translation of the German expression “gehindertifter seinen Korper zu verfiigen“ is
ambiguously translated with the expression ‘ deprived yfrdispose over his body’ and invites mis-
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impacts more destructively than other forms of disrespecta person’s practical
relation-to-self” (p. 132) (table 2). He claims that bedlejenceless and at the mercy of
others alters peoples’ sense of reality and lastidgimages their confidence in their
autonomy over their own bodies (Honneth, 1995b). Itidetp social shame and the
demise of trust in the reliability of the social wqr&hd ultimately the loss of basic self-
confidence (Honneth, 1995b). He speaks of disrespect wheerson's normative
expectations of recognition have been violated and due reiooghas not been given.
Disrespect covers not only discourteous behaviour but enssepaxperiences such as
physical and sexual abuse, neglect, rape, torture, excjusienial of rights,
discrimination, disenfranchisement, humiliation, degradatinsults, and denigration
(Honneth, 1995b).

The significance of recognition through love for theorexry from sexual abuse
lies in its indication that deficits due to the withholdingr@cognition through love or
acts of disrespect (abuse or neglect) earlier inniyy be reversed through receiving
recognition through love in the form of emotional suppard a&are from service
providers. Alternately, service providers that withhold somal support might add to
survivors’ distress, the demise of their self-confidemecehe collapse of their identity.

Recognition through the Granting of Rights

Recognition through the granting of rights by legal systésnthe second form of
recognition (table 2, page 19). Honneth (1995b) describes legadméon as the
recognition of the universal rights of human subjeces elplains these universal rights
as civil rights such as liberty, political rights suchpasticipation in will-formation, or
social rights that guarantee basic welfare and adiatribution of social resources.
These rights refer to those claims that personsezptimately raise and defend because
they participate with equal rights in the institutionaderas full-fledged members of a
community (Honneth, 1995b).

For the development of recognition through the grantingigtits Honneth
(1995b) interprets Hegel's model of society as a soaretyhich persons are no longer
defined by their inherited social status but are consideyeldetfree and treated as
equals, independent from gender, race, or class. Honnethb(199%3) sees Hegel's
concept of ethical society as a community of free@its in which public life offers

interpretation of the word dispose. The meaning of3Baman text is better translated as ‘deprived from
having full control over one’s body'.
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“...the opportunity for the fulfilment of every single indiwal's freedom” whereby
through “...a process of recurring negations...the ethical oglstof society are to be
successfully freed from their remaining one-sidedness partcularities” (p. 15).
Honneth (1995b, p. 174) associates freedom with self-a¢ialiswhich he defines as
“realising without coercion one’s self chosen life gbalsle believes that self-
realisation can only be achieved through experiencescofjniion that facilitate the
development of positive self-relations of self-confidergelf-respect, and self-esteem.

Honneth (1995b) stresses that it is not enough for lggéms to grant rights.
Marginalized groups need to have the means and be giveppbgunities to be able to
attain existing rights (Honneth, 1995b). To give an examplerder to attain their right
for treatment funding survivors with a history of sexublise need to be given the
opportunity to access services that provide treatmens. might mean, for example,
that information about availability of treatment furglis readily accessible to them and
that services are available that provide such treatment

Honneth (1995b) points out that to practice the rightésitgid by legal systems
individuals require a minimum standard of living such as ddutaand economic
security. In the context of recovery from sexual alihs¢ might mean that in order to
be able to access their right for treatment fundsugyivors need to be informed that
their psychiatric disturbances might be linked to their egpee of sexual abuse. It
might also mean that basic human needs such as foodndnoos safety need to be
taken care of.

Just as recognition through love is necessary for pertmndevelop self-
confidence, recognition through the granting of rights esessary for persons to
develop self-respect. Only when persons are able to “ee@self as a person who
shares with all other members of one’s community thditggsathat make participation
in discursive will-formation possible” (Honneth, 1995b, p.12@ they able to develop
a sense of self-respect, the ability to perceive @has a morally responsible individual

whose actions are respected by others.

Having rights enables us to stand up like men, to look othe¢heieye, and to
feel in some fundamental way the equal of anyone. ih& tf oneself as the
holder of rights is not to be unduly but properly proud, teehainimal self-
respect that is necessary to be worthy of the loveeateem of others. Indeed,
respect for persons ... may simply be respect for tiggits, so that there cannot
be the one without the other. And what is called ‘*hunignity’ may simply be
the recognisable capacity to assert claims (Feinberg quotéanneth, 1995b,
p.120).
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Thus legal rights reassure subjects of their equalitynauy, and generally of their
entitlements to cognitive respect and concern. Theyaspect themselves because they
are respected by others. By having rights such as the prmowatfree health care New
Zealanders may expect to be able to enjoy these rigtisn this is not possible, for
example due to rationing of health care, conditions aeated for the struggle for
recognition to arise. When the discussion is concerngdwho is worthy of society’s
resources and who is not, subjects may feel harmecinpbsitive self-relations and
may suffer feelings of hurt, anger, shame, or indignatAn individual's self-respect is
detrimentally affected by being excluded from certain sodgihts within society
(Honneth, 1995b).

The harm lies not only in the denial of rights or soetadlusion, but also in the
implicit message that one is not equal to others anati@ng granted equal moral
rights (Honneth, 1995b). “Thus the kind of recognition ttra$ type of disrespect
deprives one of is the cognitive regard for the statusahl responsibility that had to
be so painstakingly acquired in the interactive prasesd socialization” (Honneth,
1995b, p. 134).

Recognition through Solidarity

Honneth (1995b) explains that recognition through solid&igiven in communities of
individuals with shared values, shared concerns, and dharerests. These
communities need to be open and fluid enough to refleatdheerns of its individual

members, and in which members are able to earn esteeanddestands solidarity as
“...a relationship in which subjects mutually sympathise witdirt various different

ways of life because, among themselves, they estemh ether symmetrically”

(Honneth, 1995D, p. 128).

Solidarity is related to one’s relationship with thentounity and one’s ability
to attribute social value to one’s own abilities, indual forms of life, and manners.
For the acquisition of “...undistorted relations-to-séfiman subjects always need —
over and above the experience of affectionate cadelegal recognition — a form of
social esteem that allows them to relate positiveltheir concrete traits and abilities”
(Honneth, 1995D, p. 121).

Whereas self-respect is based on legal rights thagnese individuals’ equality
and universality, for Honneth (1995b) social esteem issdasn recognition of
differences and particularities that distinguish indiils from each other. How much
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social esteem is extended to a person or group depentie ealue that is placed by
society on their traits or achievements. These vaduedns are shifting historically and
reflect the self-understanding of certain groups and/aetses (Honneth, 1995b). How
much value is attributed to a particular form of sedfhsation “...depends on the
dominant interpretations of societal goals in each hgbdase” (Honneth, 1995b, p.
126). The attribution of value is also influenced by theitgholf social groups to draw
the attention of the public to their accomplishmentsl &0 demonstrate that their
activities are benefiting and/or are relevant to thatgregood of society (Honneth,
1995b).

Unions are an example where a large group of people (gegdd has come
together in the spirit of solidarity to represent ifterests of the group as a whole and
its individual members. Women’s Refuge is another exarapl movement in which
not only the interests of women who live in violent tielaships are represented
publicly and politically, but who also provide services such safe housing,
information, and practical support. Survivors of sexuailsalfind support, information,
or counselling from a wide range of local agencies arglipport services such as Rape
Crisis centres, women’s centres, or counselling cerftre survivors of sexual abuse.
These services provide not only services but also expesefcsolidarity for survivors
of sexual abuse. However, small local agencies d&ek the ability to draw public
attention to the issues concerning sexual abuse to teatex national organisation
could havé& Such a national body could contribute significanlgte public awareness
of sexual abuse and its legacies and thereby creatgosility for a much greater
experience of solidarity for survivors of sexual abuse.

Interpersonal experiences in which social esteem is dlemie commonly
subject to the struggle for recognition. This struggle takesepwhen groups or
movements aim to increase the social value of theularof self-realisation. Examples
for such recognition struggles are nurses going on strikbefber work conditions or
higher pay, or women organising a ‘rape-awareness-maradtigh the inner city of
Auckland, New Zealand. Honneth (1995b) states that trmoma of these struggles is
proportionally related to the power that groups have aadtiblic attention they can
raise.

When people are unable to acquire self-esteem througlasl, when their
traits and abilities are demoted as inferior, they gk personal self-esteem. The lack

% There have been discussions amongst sexual abuse suppoi¢sgeNew Zealand to establish a
national network of agencies working against sexual violahtee time of editing this study.
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of social approval and group solidarity postulates the datiah of one’s patterns of
self-realization. Individuals “...can not relate to theiode of life as something of
positive significance within their community” (HonnettQ95b, p. 134), which may
result in them feeling denigrated and insulted.

Controversial Views

Critical theorists are currently divided in their vienkthe core-problems that critical
theory should address. Some sides insist that classtistisiggles, economic injustice
and re-distributive issues need to take centre stagseir2003). Others counter that
reforming the representations and interactions of mdrgd@ta groups, for example
groups based on sexual orientation, racial categor&mnal identity, ethnic identity,
or religious movements, is at the heart of today'siadostruggles (Boucher, 2004;
Honneth, 1995; Taylor, 1992). Honneth (2003) claims that h@ryhef recognition is
suited to address both re-distributive and recognitioneggsun fact, he asserts

recognition theory can account for all forms of injosti

...the conceptual framework of recognition is of centrgdamance today not
because it expresses the objectives of a new typeciall seovement, but
because it has proven to be the appropriate tool fogaatally unlocking
social experiences of injustice as a whole” (Honn2@03, p. 133).

Honneth (2003) justifies his claim that all experiencesoafal injustice can be
explained with recognition theory as asymmetrical recagnitelations by referring to
studies that investigated the motivational source behindutalmovements, social
resistance of colonized people, and the women’s movefran which he concluded
that “...subjects perceive institutional procedures as sawgjastice when they see
aspects of their personality being disrespected which betgve have a right to
recognition” (p. 132).

Emotions are given a key role in recognition theory. Tindyrm subjects that
injustice has occurred. He proposes that negative emsatiech as shame, hurt, rage, or
indignation experienced through exclusion, insults, graldation “...could represent
precisely the affective motivational basis in which theuggled-for recognition is
anchored” (Honneth, 1995b, p. 135). He believes that emocéianshe link between
suffering and motivation for action. They allow indiuals to realise that their
legitimate claim for recognition has been denied.

The function of emotions as reliably informing subjectsnqustice is heavily

contested by other writers (Fraser, 2003; Jurist, 1994; Kompi2®04; Thompson,
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2005). Fraser (2003) believes that emotional sufferingotsanreliable indicator that
injustice has occurred because subjects’ internal sses iS open to misinterpretation
or impaired subjectivity. She would rather see that éxploration of injustice
concentrates on situations that manifest externathythat the impediments to subjects’
full participation as equal citizen are publicly verifialdnd accessible to democratic
deliberation. lkaheimo (2007, p. 13) agrees that feelings in #leess are not an

authoritative indicator that social injustice has ocedirand suggests

...to articulate the feelings so that their possible nok@aveight can be
discussed and decided upon in collective discourses. Thasnterequires that
the subjects of these feelings or experiences are respgsiactual or potential)
communication partners, but it does not mean thatdlme can decide the
truth of the matter.

It is conceivable that people feel hurt without injusticevitg occurred, for
example when situations are mis-perceived. Others mdsebted disrespectfully and
not be aware of that fact and do not feel hurt. A whaage of ideological,
psychological, cultural, and cognitive process could leaddistorted sense of injustice
or a distorted emotional reaction to certain inciderf@@®mpson, 2005). Jurist (1994)
explains that trauma victims in particular may be socidfit by the psychological
impact of trauma that they are unable to interpret gn@iotional reaction accurately or
evaluate their situation objectively. This indicates tharvivors of sexual abuse may
not be unable to voice their concerns effectively andrately.

Addressing health professionals assertively may only be p@sshen they
have experienced enough recognition through emotional suppdrtare to develop
self-confidence. Health care practices in which surviebigsexual abuse are not treated
with emotional support and care or respected as equal cowgatiani partners in the
decision making processes may hinder the development of egvaelf-confidence
and self-respect and prevent the expression of disdomtgh the treatment they
receive.

Fraser (2003) and Kompridis (2004) voice the concerns of grdagal theorists
who believe that by basing social critique on ethical eptg of self-realisation the
traditional focus of critical theory on economic réd®ition is abandoned. They claim
that recognition theory inhibits matters of misrecognitioom being discussed as a
violation of justice or the failure to meet the moaodligation for equality and equal
participation in social life. Fraser (2003) fears thatuksing matters of social injustice
on the basis of impediments to individuals’ self-redie and harmed self-identity
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fails to acknowledge that misrecognition is communicatedutih social institutions
whereby “..institutions structure interactions according to cultu@ms that impede
parity of participation” (p.29). She stresses that thancfar recognition should not be
the repair of psychical damage to one’s self-identity foutovercome institutional
patterns that create a category of social actorsamagubordinate, deficient, or inferior.
Fraser’s point of view is opposed by Honneth’'s (2003) who sldinat traditional
theorists who measure the inclusiveness of societyafgylying the concepts of
rationality do not consider that “...pathologies that it pertain to the cognitive
dimensions of human beings [do not]...come to light attladireby resulting in a one-
dimensional philosophical anthropology and an inadequatis b&ssocial critique”
(Rundell, Petherbridge, Bryant, Hewitt, & Smith, 2004, p. 15)

A specific critique of recognition theory is that Honnetltsfahort of explaining
by which criteria the legitimacy of recognition claimsosld be justified, or how
legitimate claims using illegitimate means should be ada (Deranty, 2004).
Although Honneth (2003) acknowledges that contemporary denf@anascognition are
made not only by peaceful but also by militant and nali&tngroups he does not
indicate how to establish the legitimacy of such claiblis account of social suffering
through the denial of recognition claims also falls slebrexplaining the dynamics by
which the suffering of the individual ultimately could leaxthe upraising of social
groups as they struggle for recognition (Deranty, 2004).

The Dialectic of Struggle: Reconciliation and Conflict

Recognition theory regards human integrity to be clodmlyed with patterns of
approval and recognition (Honneth, 1995b). Because of the demende others for
the forming of a positive sense of identity, experierafasjustice and disrespect “carry
with it the danger of an injury that can bring the idgnif the person as a whole to the
point of collapse” (Honneth, 1995b, p. 132). He states tlexiperiences of injustice are
perceived as intolerable and the associated negativéioeiicare shared by many,

social critique may lead to resistance and to collegolitical action.

...the collective resistance stemming from the socallycal interpretation of
commonly shared feelings of being disrespected is nelysalpractical
instrument with which to assert a claim to the futwgaasion of patterns of
recognitions. For the victims of disrespect ... engagimpiitical action also
has the direct function of tearing them out of thppling situation of passively
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endured humiliation and helping them, in turn, on thely Weaa new, positive

relation-to-self (Honneth, 1995b, p. 164)

He posits that subjects engage in various forms of strugbkn their needs for

recognition have not been met. Through resisting discésped raising claims for

recognition subjects are able to dispel emotional tensidrcauld arrive at a new self-

understanding (Honneth, 1995b). He describes this process tagth#ernating stages

of conflict and reconciliation. Honneth (2003, p. 119) ideegipeoples’ struggles with

disrespect not only as public protests or political tsyobut also ranging from

“...confrontations with the authorities, to desperateré&dféo maintain the integrity of

both family and psyche, to the mobilisation of aid byatieés or friends”. Struggles

therefore represent the conflict side of the dialeittét aim at (re-)establishing relations
of mutual recognition and thereby enable the individual tonmee his or her sense of
identity. In mutual recognition a person’s original idgntis expanded by the

recognition of the ‘other’ and leads to the recoatibn between self and other
(Sinnerbrink, 2004).

Honneth follows closely the path already outlined bgald (1934) by asserting
that threats to one’s identity claims provide subjedth weans and insights required
for re-asserting their claims for recognition. Subjdetsn about their own distinctive
identity through “...each new provocation thrust upon theHtnneth, 1995b, p. 23).
Each new provocation gives subjects the opportunity to grdteeir integrity by
identifying positively with all aspects of their beingdainding ways to resist disrespect
(Honneth, 1995b). He states that the development ofe nmoature relations of
recognition is only possible through resisting disrespddtis is based on the
assumption that only “...when actions are problematicaindutieir performance that
humans make cognitive gains” (Honneth, 1995b, p. 72).

Not only individuals’ development of identity but also theral development of
society is shaped by the expansion of reciprocal retiogrihrough morally motivated
struggles for recognition. Honneth (1995b, p. 15) elaboratdkisry stating “...that
the history of human spirit is to be understood as alicturdl process in which the
moral potential inherent in natural life is gradually gafised”.

Recognition theory emphasises people’s struggle to rentoemselves from
circumstances in which they experience asymmetricailalision of power to restore or
develop a positive identity. This emphasis makes recognitheory a suitable
framework for this study in that it provides a vehicle iplere survivors’ struggles

with asymmetrical power distribution between them andiigess of public as well as
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private mental health services. Recognition theory esals to explore sexual abuse as
an assault of a person’s identity and it explains the patdrenefits that can be gained
from counselling or psychotherapy. Most of all, by ustending the significance of
struggle within the importance of identity formation, rgeibion theory can assist
exploring the tension of service provision that may bedand ‘bad’.

Conclusion

This chapter outlined recognition theory developed by Axelrtéth and discussed how
his thinking has been guided, shaped, and influenced by the fgthats of critical
theory and by other theorists who have left their faotprin the sands of history
influencing how people today understand the world around.tfeFoognition theory
follows the tradition of critical theory revealing ardplaining injustice in society by
identifying the social conditions that hinder or faeillé self-realisation, which,
according to Honneth, is at the core of social canflic

Recognition theory is seen to be useful for this stushabse it emphasises the
impact of intersubjective processes on survivors’ pasitelf-relations and identity.
Because recognition theory addresses the spheres ofrprimkationships, legal
relations, and social relationships it is able to @rpllae consequences survivors suffer
as a result of disrespect in a range of differentecds.

The following chapter provides a review of the literatunat taddresses the
relevant issues that arise in the context of recofreny sexual abuse. Explored are

models of recovery, services involved, and the legadisexual abuse.
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CHAPTER THREE

SEXUAL ABUSE: THE INVISIBLE PAIN

Compared to previous centuries that saw widespread abuse aamiseiton of children
and women (DeMause, 1998), the last thirty years haveasbgnchange in how sexual
abuse is dealt with in the public sphere. Sexual absisgow openly condemned,
protective laws regulate how legal institutions deal witbidences of sexual abuse,
literature, both fiction and non-fiction is easilycassible, services that assist in the
recovery from sexual abuse are available, and many ashbhve investigated the
causes and the impact of sexual abuse and explored apdp&ments for recovery
from the legacies of sexual abuse. Whereas the 1980s #aadeaof information and
disclosures of sexual abuse fuelling public and scholarlgrest, since then the
emphasis has been on disbelief, doubt, and denialteéhieg to render sexual abuse
invisible again.

The present understanding of the relevant issues éoretovery from sexual
abuse will be discussed in this chapter to provide theegbror this study. This
includes an overview of the invisibility of sexual abuserohistory, an exploration of
the legacies of sexual abuse, and a discussion ofosensial issues that contribute to

the maintenance of the invisibility of sexual abuse.

Table 3 Chapter Content: The Invisibility of Sexual Abuse

Sexual Abuse: The Invisible Pain

Defining Sexual abuse

Sexual Abuse: A Her&History of Suffering

Controversial Issues
Social Denial
The Backlash

The Legacies of Sexual Abuse
Harmed Self and Harmed Body
Attachment Disturbances
Lack of Social Skills
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Defining Sexual abuse

The focus of this study is to identity how services shagevery from sexual abuse.
Although there is a wide range of definitions used fouaé abuse throughout the
literature, the following definitions for sexual abuse acammonly applied in New
Zealand and will assist in understanding recovery fitormhe terminology used varied
whether the victim was a child or an adult, whether peepetrator was a family
member or a stranger, whether or not penetration had takee, whether violence or
coercion was involved, and whether the experiences invodwgubsure to sexual
material or rather physical contact. Depending on tliiéerdnt circumstances
expressions such as rape, molestation, seduction, igndicest, sexual assault, sexual
violence, and sexual exploitation have been used (J&lxd1).

How specifically sexual abuse is defined depends taa kxtent on the context
in which the definition is applied. Rather than being ablagree on one definition that
everyone can agree on, different agencies, individaalsesearchers use their own
definitions that meet their explicit or implicit und@ng interests or focus within sexual
abuse. Studies that investigated experiences of sexuak aénd its legacies have
usually set their own operational definitions that wouddve the interest of their
studies. Most studies set inclusion/exclusion criteriaufpyer age limit, nature of the
abuse experience, the relationship to the perpetrater,age difference between
perpetrator and victim (Julich, 2001).

Child protection services may use a much broader defingfosexual abuse
than, for example, used by research studies. The vergrgedefinition used by the
New Zealand Department of Child, Youth and Family (CY¥) their web-page
‘Reporting Child Abuse and Neglect’ states “Sexual alsigénen children (sometimes
even toddlers and babies) are used in a sexual way by semdaer. This includes
everything from obscene exposure, touching the genitals ixualseay, to rape. It
doesn’t include normal sexual play between children ofapmately the same age”
(CYF, 2003a).

In contrast, definitions used by the legal system nelebs wide ranging. The
Crimes Act 1961, on which ACC'’s criteria for treatmenmtding are based, limits the
legal definition of sexual abuse to contact abuse.cludes sexual violation, sexual
coercion, incest, sexual intercourse, indecency, seaggdult, infecting with disease
and female genital mutilation (ACC, 2002).

The American Psychological Association (APA) idaesf as the central
characteristic of sexual abuse the “...dominant posiiban adult that allows him or
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her to force or coerce a child into sexual activity” (AP2801). These activities may
include contact abuse such as “fondling a child’s genitasstumbation, oral-genital
contact, digital penetration, and vaginal and anal ¢otaise” (APA, 2001). They also
include non-contact abuse such as exposure, voyeurismhaagarnography and the
abuse by a peer.

The broadest and most inclusive definition of childhoexuial abuse has been
made by the Standing Committee on Sexually Abused Childviath¢tra & Biswas,
2005), stating “Any child below the age of consent may benddeto have been
sexually abused when a sexually matured person has engagpdrmitted the
engagement of that child in any activity of a sexualiratvhich is intended to lead to
sexual gratification of the sexually mature person’1(f).

Julich (2001) mentions that the definition of sexual abaiso differs whether a
study uses offender-centred criteria such as motivationffending, the nature of the
abusive action that should be included, and the severityeodbuse, or whether more
victim-centred criteria are applied, for example betraydrust, misuse of power, and
the inability of children to consent.

Discussing the wide range of definitions used in a tard contexts gives
already a pre-view of how difficult and complex exjpigrsexual abuse is when already
at its onset the question ‘what is sexual abuse’ has auotultitude of answers.
Recognition theory perceives maltreatment (abuse) that taway a person’s control
over his or her own body as a threat to their physitabrity. It constitutes the denial
of recognition through love in the form of emotional suppand harms the

development of self-confidence and a positive identig (sble 2, page 19).

Sexual Abuse: A Her&HisStory of Suffering

The circumstances under which children grow up in preseytN#av Zealand are
probably better than ever before as there is a govetah@ffice of the Commissioner
of Children. Clear policies about the welfare, headiid treatment of children (CYF,
2003b; MOH, 1998a) outline strategies for the prevention of @bladse and neglect,
for interventions with problem behaviours, educationajpams, health development
programs, and programs for child health services (MOH, 13989)3).

Research of sexual abuse and child abuse has drawnirgcpitture of the
acceptance of sexual abuse over history and the sygfférihas caused males and
females throughout the world (DeMause, 2002; A. Miller, 1988%HR 1980). Rather
than occurring as isolated incidents, sexual abuse &as bommon practice over
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history. DeMause (2002) suggests it is more accurate to gfghlke universality of
incest than of a universal incest taboo. DeMause (1998, p.b2li&yes that “...child
abuse has been humanity’s most powerful and most sfietesual...it has been the
cause of war and social violencand the eradication of child abuse and neglect is the
most important social task we face today”.

He explains that abusive childrearing practices have lteendrm over history
where parents have used children as ‘poison contaings’which they could poor
their unacceptable or ‘bad’ feelings and rid themselvedeptession, anger, or fear.
From the tribal societies all through antiquity and rise of Christianity to the Middle
Ages children’s role was to be sacrificed for the singheir parents, to save the world
from chaos, to appease the gods, and to give emphasieittgitélyers for prosperity,
good luck, and health. Children were killed, tortured, madatand emotionally
abandoned (DeMause, 1998), or sold as slaves, as servdmis @s sacred prostitutes
in temples (Rush, 1980).

DeMause (1998) explains that raping girls was advertise@javenating and a
way to overcome the fear of death. Raping girls wdasanrime against the child, but
against the father’s sovereignty over his child andais wustom for fathers to brutally
punish and even kill the raped girl (DeMause, 1998; Rush, 198Qgré&sty, boy rape,
and boys serving as temple prostitutes was widespreadt iimversal in all early
civilisations in Europe, the Near and Far East, Asia, Aamerica. In Ancient Greece
and Ancient Rome men were expected to have sex with Boysy who could not find
a pederast for himself fell in disgrace. Boys were mjit@ guests for sexual use, and
doctors prescribed sex with boys as therapy (DeMal@@g; Rush, 1980). With the
rise of Christianity children were sent to wet-nursgsofessional feeders and
professional killers’, monasteries, foundling homedd &5 slaves, or sent into debt
bondage where they led a life of hard labour and physichksaxual abuse (DeMause,
1998; Rush, 1980).

DeMause (2002) concludes that the lack of care and con@arrthéir
psychological and physical wellbeing resulted in children grigwp to become adults
who project their feelings of anger, hate, and feao ‘their children/poison containers’
or they tried to dispel these bad feelings through act®te#nce, crime, and even wars.
Thus history teaches that unacknowledged sexual abuséawaya devastating impact
on society. Learning from history would entail acknowledgsexual abuse and help
survivors to deal with the legacies so that re-enacttmeatigh crime and violence will

cease to occur.
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Honneth (2007) views acts of crime and violence as a resptin experiences of
misrecognition. When there are no democratic structthvas enable individuals or
groups to draw attention to their experiences of vidation or disrespect, they could
turn to crime or violence. A strong correlation wasrd in the United States as well as
other countries between income inequalities, low so@alist and poor social relations
with a higher rate of homicides, violence, mortalitycrease of relative deprivation,
poor quality of life, and poor health (Wilkinson, 2002).

During the centuries in which the social order was estased, individual rights
were directly linked to social status that depended on, lagh, function, and gender.
Honneth (2003, p. 138) assumes that there must have beadyate implicit, basic
practice of love and care in estate-based societiesvithaut which children’s
personalities cannot develop at all’, even though recogrtiimough love as a universal
right had not yet been developed. He believes that tsechild protection laws, the
acknowledgement of childhood as worthy of parental pratectnarked the beginning
of a new form of social relations that was built @motional support, love, and care.
With the beginning of the 12 Century Church moralists, paediatricians, and
educationalists started to warn against sexual and physisgleatment of children.
Protective laws, schooling, and child instruction manualskedathe beginning of a
historical development that led to the emergence of higtig religious, and political
revolutions that announced the early stages of our maees (DeMause, 2002).

It took a long time for these early attempts to effedyi curtail the sexual and
physical abuse of children and women. Women and girls stéfrepen prey for men of
medieval families. Parents forced their daughterssamg to have sex with boarders,
lent them to guests as part of one’s hospitalityeburn for expected favours, gifts, or
money (DeMause, 2002). Pederasty was common in medievas tnd seen as the
main reason that the average man did not marry befareedily 30s. Schools,
monasteries, taverns, or shops, all were placesenbeys were in danger of being
sexually abused by men. Favouring boys for sex was desptiead in medieval times
that it was even suggested that public female brothelsdheuéstablished in order to
try to keep men away from boys (DeMause, 2002).

From about the beginning of the "™L&entury through to the end of the™9
Century sexual abuse was not just widespread in lowss d&milies but also very
common amongst the aristocracy, descended into thecgecf family. Although the
courts began to deal more frequently with rape and inessiscthe majority of victims

were not believed or cases were hushed up through bri®kitdren contributed to the
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household income by child prostitution, or were openly sbidgublic advertisements
in most European cities” (DeMause, 2002, p. 368). Rush (1980) estirtizdit in
Victorian London one in sixteen females was a pnagtitvho started her career either
after childhood rape at home or through being sold by hemngsaneto prostitution.
While child abuse has been condemned publicly, medical redanoh the 18 century
speak of widespread venereal diseases on children’s geaitalses, and mouths that
corresponded with their fathers’ ulcerations of the @eand of the birth of a large
number of babies as the result of incest (DeMause, 2002).

The beginning of the 1'6Century marked the time when more families started
to raise their children themselves rather than giviegntho wet-nurses, monasteries, or
selling them as slaves. The first mentioning of the conogf¥other’s Love’ in the
literature was found in the early L&entury, the beginning of people developing
empathy with others. The improved level of care led tolime in child mortality,
emotional bonds with parents became more noticeablemandages were freed from
economic or social pressure making place for feelingsffgfiction, care, and love
between partners (DeMause, 2002). Children advanced innpérgmowth through
more care from their parents. They also witnessediedafove and companionship
between their parents and use them as a model forothailife. “The recognition that
individuals reciprocally bring to this kind of relationshgloving care for the other’s
well-being in light of his or her individual needs” (HonmeR003, p. 139). DeMause
(2002) is adamant that the central cause of violence lie tound in the abusive and
love-less childrearing practices throughout history.

The ubiquity of child abuse and neglect in historical sesiroakes even the
most horrific descriptions found in contemporary clinigad child advocacy
reports seem limited in comparison. It is no wonder tigtbrians have chosen
to hide, deny, and whitewash the record here uncoveredjen  avoid
confronting the parental abuse of children that has theecentral cause of
violence and misery throughout history (DeMause, 2002, p. 379).

DeMause (2002) believes that the provision of love andtlwsdeen central for
society’s development towards empathic and caring rem@mnongst its members and
the establishment of increasing individual rights over gh@uries. Since the beginning
of the 20" Century children grew up being loved and cared for. DeMa2@@2] is
convinced that parents who support their children in reachiig gbals and their full
potential and do not use their children as poison congireamtribute to a more
humane society. He sees evidence for that in thosagyadults who protest in our

cities against wars, discrimination, and oppression. @Qus society’s ambivalence
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towards sexual abuse has diminished and protective lavs @lace in New Zealand
that condemn the (sexual) abuse of children and adults.iF discussed more fully in

the following section.

Controversial Issues

The world has seen devastating catastrophic events suchtaral disasters, extreme
poverty and famine, wars, political terror, slavery, amel abuse of individuals on a
grand scale. Yet, in the aftermath of devastatiomntedized individuals have usually
been able to recover and rebuild their lives and treinties. Experiences of trauma
seem to be a normal part of life of individuals and camites who go through “...an
ebb and flow of suffering and disintegration, alternatwith social unity and hope”
(deVries, 1996, p. 398). One characteristic of human scxietighat people come
together and seek closeness with others to help wehirttegration of traumatic
experiences. “Emotional attachment is probably the pyimpastection against feelings
of helplessness and meaninglessness; it is essentiaibfogical survival in children,
and without it, existential meaning is unthinkable in adylks3lk & McFarlane, 1996,
p. 24).

The importance of social support in the recovery fr@xual abuse has been
documented over the years by many scholars (Briere, 20@2cker, 1999; Glaister &
Abel, 2001; Herman, 1992; Kolk & McFarlane, 1996). They consigeternal
validation and human support vital for the recovery freexual abuse and for the
prevention and/or treatment of post traumatic strespsyms. However, social denial,
the backlash, and medicalisation contribute to theilmiity of sexual abuse, creating a
climate in which the provision of social support and thevede}i of services for the
recovery of victims of sexual abuse are negatively tdtec

Social Denial

Throughout history sexual abuse, as shown in the previotisrsdtas been a ‘normal’
experience of women and children, although perpetratotgutiens, and scholars have
discounted and denied the extent to which sexual abuse eddiDeMause, 2002).
This changed with the rise of the feminist women’s noaet in the early 1970s that
brought the extent of (sexual) violence against womenh amnldren to the public’'s

awareness. Rush, who was one of the first women wholyoppoke out in 1971 about
sexual abuse called her book “The Best Kept Secret:SExeial Abuse of Children”
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(Rush, 1980). Indeed, secrecy and denial were the most ocgcudynamics that
accompanied sexual abuse.

Julich’s (2001) feminist analysis explains the invisipildaf sexual abuse with
society’s patriarchal acceptance of men’s dominance @w@mnen sustained by
constructs of denial and justification by scholars, aitikey religious leaders, and
psychiatrists. DeMause (1991) claims that this shroud oficglavas maintained by
studies that state that incest has been prohibited kyp@Nn cultures since the dawn of
mankind and which conclude from this ‘universal incest taltoat, not only has incest
rarely taken place, societies would not have survivewdst had occurred.

Survivors of sexual abuse contribute to the invisibilitysexual abuse through
dynamics that are part of the legacies of sexualeabderman (1992) observed that
victims assign blame and responsibility for the abusbdmselves. They may feel they
could have prevented or stopped the abuse, that they dbowtle to cope better, or
that they should ‘put the experience behind’ them. Thiisprevent them from bringing
attention to their struggle and impedes the public discusdisexual abuse.

Survivors also contribute indirectly to the social éénif sexual abuse. Sidanius
and Pratto (1999) suggest that survivors’ self-debilitating \beties such as silence,
withdrawal, refusing to ask for help, excessive dependen®eniices, self-harm, and
suicide attempts, give support to ideologies held by semiogiders that maintain
discrimination and provides them with a rationale for grd@sed stereotypes. In
addition, low self-confidence, learnt helplessnesx] &elings of shame and quilt
prevent victims from expressing their needs and effectisedéking help (Kolk, 1996).
These survivors may not get the caring attention otlnesiv®rs may get and not feel
comfortable to disclose their history of sexual abusevi€es may therefore not be
informed of a history of sexual abuse and instead tregbrigsenting symptoms such as
depression, leaving the person’s history of sexual abusébilevis

This tension between needing help and self-blame is mifroge victims’
immediate environment and by society who fluctuate betwamampassion, blame,
feelings of revenge, and responsibility. Kolk and McFarrg®96) explain that society
at large becomes resentful of being reminded that safetypeedictability is at best
tenuous and Herman (1992, p. 2) reminds us that “The knowlddigermble events
periodically intrudes into public awareness but is rarefained for long. Denial,
repression, and dissociation operate on a social thasven individual level”. Society’s
reaction then seems to follow more conservative ingsuils the attempt to maintain the
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belief that “...the world is essentially just, that ‘gogdople are in charge of their lives,
and that bad things only happen to ‘bad’ people” (Kolk & Mé&kae, 1996, p. 28).

Similar to other countries, New Zealand’s societgcte with ambivalence
when dealing with victims of sexual abuse. Reports of chidiadeabuse are usually
met with compassion and public demand for safer environmentsur children and
harsher punishments for perpetrators. However, once ehilgrow up and become
adults, their plea for support and compensation is viewadter suspiciously. Adult
survivors of childhood sexual abuse may suffer signifigdnbm the long-term effects
of their abusive experiences and therefore rely ombksources. This reliance on help
and support may put them at risk to be seen as threateniisgdia fabric simply by
not being able to be self-reliant and instead being dependastcial assistance.

Recognition theory states that autonomy and independsrahieved through
recognition in the form of love, rights, and solidariFor victims of sexual abuse to
become autonomous and independent they would need toerecentional support and
care, receive recognition that a criminal act has hmepetrated on them, and be
socially esteemed for their struggle towards recoveoynfsexual abuse. Society’s
ambivalence in dealing with victims of sexual abuse doesnet these needs and may
hinder recovery.

Kolk and McFarlane (1996, p. 33) warn that the “failure td dath the plight
of victims can be disastrous for a society. The cobkthie re-enactment of trauma in
society in the form of child abuse, continued violerened lack of productivity, are
staggering”. By not fully comprehending the full scopeedusal abuse in society it will
be impossible to clearly identify to what extent séxalause trauma may be causal to
incidences of child abuse, violence, and poverty.

The Backlash

The question whether sexual abuse happens to the extemsvand many researchers
claim generates considerable public interest both overaedsin New Zealand.
Although most prevalence studies indicate that sexualealmgsurs in epidemic
proportions (Bremner, Shobe, & Kihlstrom, 2000; JamiesoalkgV, Daicar, & Reid,
1998; Kaplan & Manicavasagar, 2001; Ross, 1995), scholars, poofelssi and
supporters of the false memory interest group have guestithese claims and
dismissed them as bizarre, confabulated, products of pedpletasy, or as outlandish
attempts to seek attention (Acocella, 1999; Hood, 2001;e3amj Walker, Daicar, &
Reid, 1998). Julich (2001) describes the reasons for thedsdcklith a string of
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incidents that created panic and stretched people’s willisgioelselieve. It started with
allegations in the United States of satanic ritual alarsk widely publicised créche
cases that involved alleged multiple offenders and plaltiictims.

In the wake of these lawsuits, interest groups of peeyie, claimed they had
been falsely accused, started their campaign to underati allegations of incest and
sexual abuse. The most widely known is the False Mg®gndrome Foundation. This
foundation was predominantly focused on what is calledvexed memory or delayed
memory retrieval of sexual abuse. According to themagiists implant false memories
of abuse into the mind of unsuspecting (female) cliefitss claim has found a
welcoming home in the minds of many professionals and démple alike because it
plays on people’s fear to be taken advantage of (Maf@& Kolk v.d., 1996).

Jilich (2001) points out that claims of implanted falgamories do not take into
consideration that only a small percentage of survivepent delayed memory retrieval.
Although most have never forgotten about the abuse @hdadineed the prompting of
a therapist, they only understood in their adult yebhed they had been sexually
abused. Jilich (2001, p. 53) claims that prior to adulttfdbd way in which children
have understood their circumstances has been infludnycte interpretation of adults
around them”. Elliot and Briere’s (1995) study that inveséidgbost-traumatic stress
related to delayed recall of sexual abuse in a generalgiepuktudy concluded that
traumatic memories cannot be implanted in peoples mirdyetk memory retrieval is
common whether people are in psychotherapy or ndtaamesia after experiences of
trauma are not dependant on social class.

McFarlane and Kolk (1996) noticed that delayed memory retrieas neither
contested nor of any public interest as long as it wasidsed in the context of combat
neurosis of Vietnam veterans or amongst survivors astkss. Only when children and
women reported similar symptoms in the context of takegall steps against fathers
and/or men for incest and sexual abuse did the discusdiout delayed memories
become passionate and controversial. It appears thert atcusations are made that
strike at the social fabric of society and challertge pgatriarchal order, both male and
female bystanders join the battlefield and accusatidnsexual abuse have sparked
passionate responses from scientists, journalistspaliticians. McFarlane and Kolk
(1996) noticed that these responses in support of victimseadtused often stand out
for only paying selective and biased attention to the comgseies at hand.

The most publicised cases in New Zealand involved thestChtrch Civic

Creche that led to the conviction of Peter Ellis, aloeeworker, and the Centrepoint
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Community in Albany/Auckland that led to the conviction e¥eral adults. Both cases
generated much public interest and claims were made byadbhased and their
supporters that therapists had sparked these false @lfegaly suggesting that sexual
abuse had taken place (Hood, 2001; Julich, 2001).

Hood (2001) supported Peter Ellis and claims that his conwietas unjust. She
goes on to call prevalence studies unrealistic tlthtate that about one in four females
and one in ten males are sexually abused by the timduhey{8. She believes that the
extent of sexual abuse is not known and questions whexperiences of sexual abuse
are indeed causing lasting damage. She wonders whethel abusa is just one of the
adverse experiences of childhood. Her book, which éasived the Montana Medal for
Non-Fiction in 2002 has caused strong reactions amongse tlscholars and
practitioners that work with victims of sexual abuse [avies & Masson, 2003).
Davies and Masson point out that the book is unbalaseddf poor scholarly standard
lacking any scientific basis, that it is based on 25 ypddh studies that have since then
long been proven wrong, and that it makes unsubstantiatieusc

McFarlane and Kolk (1996, p. 567) suggest that “...The method ofigeda
legal arguments does science and society a disservidigufzaly in the field of
trauma”. They see problems arise when the argumeattast right or wrong rather
than focusing on how to help victims to recover fromrdssing states caused by
distressing memories. Once victims ask of society tdystander while they accuse
their perpetrator and ask for compensation and recogndifficult issues arise for
legal systems. Courts follow the strict rule of remgirevidence against any accused
person, which is deemed innocent unless proven guilty. Taderdhis evidence is in
most cases very difficult because victims usually aatnprovide physical evidence and
rely solely on their recall of the events of ab(ideFarlane and Kolk, 1996).

There is not only the difficulty of verifying one’s itof an event that in most
circumstances has taken place in secrecy and privacy $eem to be also sizable
financial interests at the heart of denying the problensedfual abuse. Individual
perpetrators and powerful social institutions such as insaremmpanies, armed forces,
and churches have a great interest in sweeping abuse ocesrtarder the carpet. For
them enormous sums of money for compensation and danhaiges are at stake
(McFarlane and Kolk, 1996).

Unfortunately, the multifaceted interest in denying #welity of trauma is so
powerful, the fear of being taken advantage of is so de&pthe human need to
find specific individuals and organisations to blame for dsiislso pervasive,
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that this debate is unlikely ever to be driven primarily thgrdion to the facts
(McFarlane and Kolk, 1996, p. 39).

The Legacies of Sexual Abuse

Sexual abuse is a traumatic event that, due to itgensonal nature, leaves behind a
trail of a person’s impaired sense of self and systefmattachment and meaning
making (Briere, 2002; Herman, 1992). Herman (1992, p. 96) desthbeallemma of
children trapped in abusive environments as “Unable to carerfprotect herself, she
must compensate for the failures of adult care and praeeith the only means at her
disposal, an immature system of psychological defences”

To what degree a person is affected by sexual abuse demendse
circumstances of the abuse and the person’s resili@m@@mstances such as the age of
the victim, the victim’s relationship to the perpetratbe frequency of the abuse, the
severity of the abuse, and the available social sugpothe survivor of sexual abuse
influence the affect sexual abuse has on a persoer€Bgi Elliott, 1994). In general, the
younger the victims, the more frequent and severe thesea and the closer the
relationship to the perpetrator, the more destructiveéhes impact of the abuse
experience for the victim (Spaccarelli & Kim, 1995). Fastohat have shown to
increase victims’ resilience are high sociability, @ettoping style and a belief in one’s
ability to control one’s life. People with these qgtiai are seen to be able to use others
for support, are actively applying coping strategies, and ha internal locus of control
(Dufour, Nadeau, & Bertrand, 2000; Heller, Larrieu, D'Imperd,Boris, 1999;
Herman, Russell, & Trocki, 1986; McFarlane & Yehuda, 1996; Spatic & Kim,
1995).

It is difficult to ‘prescribe’ specific interventionand pathways to recovery
because the affect of sexual abuse on victims can signifficantly from person to
person and treatment therefore cannot be generalised céinceivable that a person
could be affected to a degree that s/he is unable toidaret all without intensive and
continuous support from health professionals, whereassotimay only be mildly
affected and need very little assistance, if any at all

In order to provide services that lead to the recovermfsexual abuse, health
professionals need to understand each survivor's expesa@fcabuse and the affect it
had on his or her physical and mental health, self-dpuedat, cognitive functioning,
and interpersonal functioning. How these areas could feetedl by experiences of
sexual abuse is explored in the remainder of this chapter

43



Harmed Self and Harmed Body

The trauma of sexual abuse is especially harmful tpewson’'s self-development
because it signifies the severing of intersubjective odiores with caring others.
Honneth (1995b, p. 132) understands sexual abuse as the ldihghof recognition
through love that deprives a person of The successful integration of physical and
emotional qualities [which are] subsequently broken up ftweroutside, thus lastingly
destroying the most fundamental form of practical remstto-self, namely, one’s
underlying trust in oneself”. For the development of pesitself-relations and a
positive identity individuals need recognition through lomethe form of emotional
support and care (Honneth, 1995b). Without receiving such reémgmdividuals will
not be able to develop self-confidence and autonomous funmgioni

Recent research (Cozolino, 2002; Perry, Pollard, Blakghker, & Vigilante,
1995; Schore, 2003b; Siegel, 1999) investigated the connectiedretbuse, neuro-
biological process, and the development of self and predenew information about
the impact on mind and body. They concluded that from th@ent of birth, the young
infant depends on the mother for adjustments andotiganisation of his or her
physiology, for example body temperature, breathing pattéigestive system, and
emotional states. Through supportive interpersonal expssewith attuned caregivers
neural processing networks develop that integrate affectitates, sensations,
behaviours, and consciousness into functional corticaliics which give the growing
child the ability to cope with increasing levels of stiniola and arousal. Cozolino
(2002, p. 23) explains, “The human brain does grow in respondgndderate)
challenge and new learning”. The development of thenliakes place through positive
and negative interactions within significant relationshwdgereby the quality of these
interactions is represented in the structures of neetalanks (Siegel, 1999).

These neural networks are involved in a person’s constructi the self and
form the matrix for the developing personality through wesaving of conscious and
unconscious experiences of somatic, temporal, or intspal nature into a narrative of
ourselves and our identity (Cozolino, 2002). Honneth’s (199Blncthat recognition
is a vital human need, finds confirmation in the new ustdading of brain
development that explains clearly the necessity oigogiven recognition through love
for a person to be able to regulate affective statdg\nours, cognitive processes, and
have a positive sense of self.

Just as positive interpersonal experiences are asswaaath building neural
structures that assist with the regulation of affecsvates and the development of a
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positive sense of self, the absence of these expesaa connected by Cozolino (2002)
with lacking these structures. Growing up in an environnoérgbuse and/or neglect
may cause the neural development of the child to berupted, arrested, or reversed,
leading to the inability to regulate and control staitearousal and subsequently to a
lack of self-confidence (Cozolino, 2002; Lewis, Amini, &rmnon, 2001). Indeed,
research using brain-scans has revealed that childraravhitstory of abuse or neglect
had brains that were less developed and smaller in lsge lirains of children from
supportive families (Schore, 2003a).

It is believed that neural structures for the regulatibraffective states are
compromised by stress experienced through abuse or négleatting on a neuro-
physiological level by an increase of the child’s legs€lnorephinephrine, dopamine,
endogenous opioids, and gluccocoricoids and a decreaseotorsn (Cozolino, 2000).
As a consequence, adaptive mental processes may callegisare needed for the
maintenance of an integrated sense of self and overaital well-being (Cozolino,
2002; Schore, 2003a; Siegel, 1999). Such collapse could manifdfsinitseoherent
narratives of past and present experiences, disturbariceentity and self-relation,
fear, over-compliance, non-compliance, aggressivepesdisiveness.

Survivors of sexual abuse may encounter a wide range ofhipsyic
disturbances that can be linked to compromised neuralonetwnecessary for self-
regulation and overall functioning (Cozolino, 2002; ReRollard, Blakely, Baker, &
Vigilante, 1995; Schore, 2003b; Siegel, 1999). Besides causingepr®bivith
regulating internal states, these disturbances mayabeeable in the inability to
establish and maintain social contact, in problems migimory and reality testing, and
a negative sense of self (Cozolino, 2002; Lewis, Aminil.a&anon, 2001). Together,
they may cause a complex trauma response that tifemwsven into the structure of
personality, often making it difficult to identify ancat” (Cozolino, 2000, p. 263).

Van der Kolk (1994) has been one of the first psychiatitigtsinvestigated the
connection between neuro-physiological changes and tradmeaand others (Kolk,
1996; Perry, Pollard, Blakely, Baker, & Vigilante, 1995; Rokilsl, 2000) stated that in
cases of trauma and stress, such as sexual abusepahatver an extended length of
time, the heightened stress-states may lead to conignand excessive stimulation of
the amygdala. This over-stimulation is seen to interfeith the regulation of cognitive
processes and may result in alexithymia or speechless, termained as a person’s
inability to express experiences in meaningful linguiftiens (Kolk, 1994).
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Without access to linguistic representation victims matybe able to make meaning of
their experiences through self-reflection and self-espion. As a result their
experiences remain un-differentiated and un-verbalizede Te-somatisation of
emotions, that usually takes place through symbolic reptason, is thereby inhibited
and traumatic memories remain unorganised and un-synibatisthe psyche (Kolk,
1994; Kolk et al., 1996). Instead, symptoms may be communitatedgh the body as
somatic symptoms or re-enactments (Rothschild, 2000). $osyahptoms have been
identified to function as a substitute for communicatngjress, for symbolising cruel
relationships, for containing internal conflict, or for ragmg interpersonal issues
(Aaron & Anderson, 1998).

The recovery process may be delayed or side-tracked wharesdi is
communicated through somatisation. Depressive affedgsste# heightened anxiety,
mood-swings, and anger, so often encountered in perstna Wistory of sexual abuse
(Briere & Elliott, 2003; Feiring, Taska & Chen, 2002; Drosamalesserman,
Nachman, Gluck, Toomey, & Mitchel, 1990), may have beconme gfasurvivors’
personalities and any obvious links with experiences afaebuse may have become
invisible (Cozolino, 2002). “Because victims cannot makearctut statements that
convey the reality of what happened to them, traunmaimories start leading a life of
their own in form of disturbing symptoms and the victimsooee patients” (Kolk &
McFarlane, 1996, p. 27). The connection between trauma anut@ynhas been lost
and victims and service providers may be unaware of slick. a

The insidious infiltration of sexual abuse trauma intpesson’s mental and
emotional processes and shaping of identity over timéamgphow the legacies of
sexual abuse in fact contribute to the invisibility exsal abuse in society. Having lost
the connection between trauma and symptom, victimsxofas@buse present to others
their impaired ability to regulate states, to think, dmeirtsense of flawed personality.
Herman (1992) explains the impairment to the victim's s@th a loss of power,
control, and autonomy. She explains that victims’ “...cagador intimacy is
compromised by intense and contradictory feelings of neddfear” (p. 56) as they
struggle with feelings of shame, doubt, guilt, inferiorityganost of all the lack of trust
in self and others.

Recovery from a neuro-physiological perspective hdesdd to the building of
new neural structures that enable positive affect raguoland biological homeostasis.
This is made possible through the brain’s plasticity cvgrerson’s lifespan and its

ability to continuously grow and reorganise itself (Sch@@03b). The pathway to
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recovery is in experiencing environments that provide stinoumacomplexity, new
knowledge, and the learning of new skills through stage-apptepoptimal challenges
within significant or primary relationships based on suppuodt @are (Cozolino, 2002;
Schore, 2003b). “Our history of being close with others, haaffective attunements
and resonating states of mind, allows us to connect atitlrs and to have a sense of
coherence within our own internal processes” (Siege298). Recovery from sexual
abuse is therefore possible when service providersfiaetieely attuned and able to
connect with victims offering emotional support andecarhey thereby facilitate the
organisation and coherence of survivors’ internal proses® have been negatively
affected through experiences of sexual abuse (LewisniA&iLannon, 2001).

This section has explored the impact of abuse on naatogical processes and
the connection between receiving recognition through e the development of
neural structures necessary for overall functioning. fidllewing explores in more
detail how sexual abuse may interfere with attachmemtgsses and impact on the

ability to have meaningful and effective relationships.

Attachment Disturbances

The importance of emotional bonds and attachmentsuiman functioning, prospering,
and self-development has been discussed over theigealarge variety on contexts by
a large variety of scholars (Ainsworth, 1969; Bowlby, 1988gi®, 2002; Harlow,
1986; Herman, 1992; Honneth, 1995b; Mead, 1934; D. Stern, 1977; Windi@aft).
Lewis and his colleagues (2001) suggested that humans antthexllmammals have
inbuilt neuro-physiological structures in the limbic carterough which they attach to
the parent or caregiver. This attachment dynamic &ssore the physical and emotional
survival of the individual and the species. Harlow (1986) waes of the first who
showed in his seminal study with rhesus monkey babieshbateed for attachment
and contact for these little monkeys was stronger thameed for food. Altogether,
these studies confirm Ainsworth’s (1969, p. 970) argument ‘thitachments are
durable, even under the impact of adverse conditions iffiplies the formation of
intra-organismic structures presumably neuro-physiologicaature”.

These intra-organismic structures that initiate attactireeeking behaviours are
also of significance in understanding the legacies wfiaeabuse and in formulating
needed experiences to assist in the recovery from lsebuge. Herman (1992, p. 51) is
adamant that
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The damage to relational life is not a secondarycetietrauma, as originally
thought. Traumatic events have primary effects not onlthe psychological
structures of the self, but also on the systems aclathent and meaning that
link individual and community.

In the case of interpersonal trauma that threatemsngcphysical and/or mental
survival, they are drawn to attach to the perpetraton imreonscious attempt to elicit a
caring response and to minimize the threat to theasl{Graham, Rawlings, & Rigsby,
1994; Ross, 2000). This attachment to the perpetrator becomesrneve noticeable
when the perpetrator is a family member or otherwisewknto the victim. When
abused by a person close to them, victims struggle to ateetre fundamental human
task of attachment with the instinctive recoiling frgain through withdrawal or
shutdown, which is a source of considerable emotional coirilithe recovery process
(Anderson, Martin, Mullen, Romans, & Herbison, 1993; Hrey998; Ross, 2000).

In order to become or stay attached to the perpewaterhom the child’s well-
being depends, it assigns responsibility for the abusesedi. iIRoss (2000) calls this
psychological phenomenon ‘the shift of locus of cahtFor reasons that make perfect
sense to it, the victimised child comes to believé ithdeserved to be abused or even
has caused the abuse (Briere, 2002; Freyd, 1998; Ross, 2000¢o@hisve shift of
assigning responsibility to itself not only protects thaldés attachment to the
perpetrator but also provides it with a sense of contret clianging the situation. By
being extra ‘good’ and anticipating the wishes and wantbeperpetrator, the child
might now be able to elicit a caring response from th@qimtor (Ross, 2000). For
some victims of sexual abuse ‘being good’ becomes a litipo of being over
accommodating and over compliant with the people ardunmh.t

The damage caused by this attachment dynamic to the \@cteif-relations, in
particular to their self-confidence and self-respesbisundamental that it becomes one
of the main foci of recovery. Ross (2000) and Briere (20@&h imply that the
recovery process needs to address the attachmewst pefbetrator issue by attending to
the cognitive distortions that are inherent in victireshse of responsibility for sexual
abuse. This is often strongly defended against, becausefhgreservative instinct to
attach is reactivated by starting to view the perpeti@ddsad and hurtful (Ross, 2000).
This process that is usually accompanied by intense feebrigloss, isolation,
abandonment, or even impending death is described by Ross (R(#4) as “...the
deepest conflict, the deepest source of pain, and tliarfuental driver of the (clinical)

symptoms”.
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The dynamics discussed here as the attachment to tipetqaéor may also be

instrumental in victims’ contribution to the invisibilityf sexual abuse. Once victims
have assigned responsibility for the abuse to thesdhey may either not feel the
need to disclose incidences of sexual abuse or theyrable to talk about the abuse or
vital aspects of it due to feelings of shame, guilt, dermalstrong loyalties to the

perpetrator (Anderson, Martin, Mullen, Romans, & Herhjst093).

Lack of Social Skills

Herman (1992, p. 51) stated that “Traumatic events call goistion basic human
relationships. They breach the attachments of farmigndship, love, and community”.
The betrayal of the child’s trust by a person close amd the disrespect for the child’s
physical integrity and autonomy is believed to be the cafiserange of problems in
the long-term social functioning of victims of sexual ab\Briere, 1994; Herman,
1992; Julich, 2001; Kolk & McFarlane, 1996).

Because sexual abuse takes place in the context eé)alelationships in which
the child is overpowered by age-inappropriate actions thab@iza a betrayal of the
child’s trust and a disrespect for the child’s physiotdgrity and autonomy, victims are
often left feeling unsafe in the company of people, whicddea being ambivalent,
fearful, unresponsive, and uncomfortable. The wide rarigghgsical, mental, and
psychological problems prevent survivors of sexual abuse fhaving rich and
meaningful social relationships. Their struggle with isaafeontrol, self-esteem, trust,
and intimacy keeps them from initiating relationships aiadtens it difficult for them to
maintain any relationships they may have formed. Asaltresurvivors of sexual abuse
often feel alienated from other people and from tkemmunity. Instead they often
withdraw socially and live in isolation (Briere, 1994; Hamm 1992; Julich, 2001; Kolk
& McFarlane, 1996). Honneth (1995b, p. 133) describes the ingfaabuse with
“...the loss of trust in oneself and the world, and thieci$ all practical dealings with
other subjects, even at a physical level”.

Survivors may have problems with sexual intimacy and reay denerally less
satisfaction in their relationship. It is not unusual foogde with a sexual abuse history
to engage in abusive relationships and they are proneing be-assaulted. Other
survivors may go to the other extreme and engage inrbr#iple sexual relationships
and sexually acting out. Also, a history of sexual alsesems to be directly related to
teenage pregnancies indicating the difficulty victims ehavith maintaining their
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boundaries and possibly confusing the concepts sex and loweee(Br Elliott, 1994;
Herman, 1992; MacDonald, 2001; MOH, 1998b).

Survivors’ difficulties with navigating relationships aaso contributing to the
invisibility of sexual abuse in society. Some survévoray struggle so much with trust
issues that they are not able or willing to leavertiseilation and engage with services.
Others may not be able to engage effectively with serpioviders and struggle to
convey their experiences and express their needs, wraghremder them to repeated

re-traumatisation.

Prevalence of Sexual Abuse

If the world lasts into the ﬂcentury, future historians may

well ask how it could be that human society at theddritle

20" century was so irresponsible that it could let sevitibn children be kept

in slavery to serve the sexual appetites of adults.

O’Grady in (Paterson, 2003, p. 19)

Prevalence studies have an important role in the umrdelisg and treatment of
psychological problems related to incidences of sexuakalesides informing society
of the size of the problem, it informs policy makergmothe need for child protection
policies and services, for policies regulating funding fozatment, and for the
justification of specialist places for treatment. Létber studies, prevalence studies also
raise the question of how representative they are andaccurate they reflect what is
really going on.

Prevalence studies vary simply because most resguiojcts use different
definitions of sexual abuse (age of victims/perpetratoositact/non contact abuse,
force), different research methods (survey, questiognamterviews, review of
literature, official statistics), different inclusi@xclusion criteria  for
participants/informants (general population, patient irphals/mental hospitals, prison
inmates, occupants of shelters, prostitutes) and thetyad@r do not control for under-
reporting, over-reporting, non-reporting or false reportiBgo@sky, Cloitre, & Dulit,
1995; M Cloitre, Tardiff, Marzuk, Leon, & Portera, 1996; Fesgus Horwood, &
Lynskey, 1996; Moncrieff, Drummond, Candy, Checinski, & Farml996; Russel,
1984). Thus the following exploration of prevalence stuslesild be read with caution
bearing in mind it does not claim to provide any conclusivermation, but aims to
show a useful continuum for conceptualising the extetiteproblem caused by sexual

abuse.
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Overseas findings estimate the number of people whorierped sexual abuse lie
between 12-34% for women and between 8-16% for men (Finkéftmdaling, Lewis,
& Smith, 1990; Gorey & Leslie, 1997). These estimatesairky tonsistent world-wide
and accepted internationally by researchers and healldasspimnals. “Enough credible
figures cluster around or exceed 20% to suggest that the naifegnale victims has
been at least this high” (Finkelhor, 1994, p. 37).

The national statistics from the Ministry of HeaftiOH, 1998b, pp. 161-162)
for sexual abuse in New Zealand mirror overseas firsdiAgstudy of teenagers found
that 17% of females and 6% of males experienced sexuaé dyushe age of 16
(Fergusson, Horwood, & Lynskey, 1996). In contrast, an Otstigdy of women
between the ages 18-65 reported that as much as 32% havierogrbrsexual abuse
before the age of 16 (Romans, Martin, & Mullen, 1996). Tistastics indicate that
approximately 600,000 New Zealander, females and males, éxpsrienced some
form of sexual abuse (Julich, 2001).

DeMause (1991) insists that more realistic and correich@&®s of sexual abuse
for the United States are around 60% for girls and 45% fgs,b&imilar to studies
conducted in Canada, Europe, Middle East, India, Asia, Afnda. These higher
percentages came about after he made adjustments famagihg non-contact abuse
(e.g. exhibitionism), the requirement of force or a fivaryage difference for sexual
abuse of children over 12 years old, by including populatibat usually have a high
percentage of sexual abuse history such as prison innpabssitutes, psychotics, and
occupants of shelters, by considering the fact thatge lpercentage of participants of
each study refused to be interviewed who might haven ike most abused, by
accounting for unconscious memories of abuse, and hyuating for abuse prior to
age five that people usually do not recall other than gomg therapy.

One important question that comes out of prevalenceestusliihow significant
the studies are considering that Mullen and colleagues (1@®&)l that only 7% of the
abused women had reported the abuse to either thendpngdpofession or the police
(MOH, 1998b). This number is fairly consistent world-wide. ISuc low rate of
reporting to services raises rather more questions thaalpnee studies answer.

How then can it be determined whether services are tiwg#gc providing
treatment for the legacies of (childhood) sexual abussnwhrrent research conducted
in clinical settings represents at best 7% of persdrs suffered from such a history?
According to my understanding there is no evidence the¢areh with treatment

specific foci such as modality, theoretical backgroundremuency that only considers
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less than 10% of those persons that had been sexually/dadarsde representative for
any conclusive statements about how they shape theergcioom sexual abuse.

If prevalence studies indicate that about 20% of womes baperienced sexual
abuse, is our understanding of the impact of sexual alousectif the understanding is
only based on 7% of the indicated cases in the prevalkndes? Are the remaining
93% of survivors who do not seek treatment also struggling eaily functioning,
health, or mental health issues or are they symptee?ftHow many survivors do
experience health or mental health problems but dottrdiude them to their history of
sexual abuse? Do they seek help for their problems auag dre these services helpful
in alleviating their symptoms? Is there a need to rettitment protocols in mental
health settings given the high percentage of sexual ate$aical populations?

Answers to the above questions might give relevant nméion about the
factors that ameliorate or prevent the development amtereance of health or mental
health problems due to sexual abuse. Knowledge about hey doped with the
experience of sexual abuse and what enabled them ig iavolving services could be
very valuable to policy makers, service providers, angigns alike. Thus research
that would access those survivors of sexual abuse that @ used services would
provide valuable information that might shed an unexpected dgow things are.

This would be an important topic for further researchidetsf this study.

Conclusion
This chapter has provided the context for this study by erglaelevant issues of
sexual abuse. As the history of sexual abuse was déestiissas noticed that, although
sexual abuse of both females and males has beenocasseoncial issue throughout
history, the extent of the abuse has been invisiblearpublic sphere. This only started
to change around the 1 Zentury when laws were passed to protect children from the
unbridled assaults of adults. The increased love andasaongst families led to an
improvement of children’s circumstances and marked thmieg of the development
of a new sphere of intersubjective relations that based on emotional support and
care.

The discussion of the controversial issues surrounairgas abuse showed that
society as well as survivors of sexual abuse contribtgethe invisibility of sexual
abuse by complex processes of denial and dissociation fraumatic events. The

controversial points of view of the delayed memory tielieve been discussed and it
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was concluded that the adversarial handling of sexuakahsslosures was detrimental
to science and society and did not help finding solutionsudovivors recovery needs.
The exploration of the legacies of sexual abuse focasdtie harm that is caused to a
person’s self-development and the body. It emergedihtastwined both were mainly
through the neuro-biological processes whose functiothasregulation of affective
states, assistance in meaning making, and memory processimgietiro-biological
processes that were compromised by the experiences xoflsabuse led to a
disturbance in attachment behaviours and to a lack inlsiiis. As a result survivors
of sexual abuse struggled with impaired sense of self,iiegpability to function in
everyday life, lack of meaningful and intimate relatlips, and with social isolation. It
has been pointed out how these processes have alstwi®d to the invisibility of
sexual abuse.

The chapter finished with a brief discussion of pravedestudies that outlined
the extent to which sexual abuse is prevalent in thergepepulation in New Zealand.
When the prevalence results were contrasted with thep&reentage of survivors that
become know to services the question was posed whetheunderstanding of the
impact of sexual abuse and of effective treatment I&l \given that the relevant
research is based only on those 7% of survivors of sekusk that approach services.

In the following chapter the services will be discusded are used by survivors

of sexual abuse during their recovery journey.
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CHAPTER FOUR

RECOVERY AND SERVICES

This chapter is dedicated to the discussion of recoeey of the main services
involved in survivors’ recovery from sexual abuse. Tableo¥ides an overview of this
chapter. The notion of recovery will be explored throdlyé lens of abuse-focused
frameworks of Herman and Briere, through the lens @bBeition Theory, through the
‘Recovery Model' as the basis of New Zealand's mengalith strategy, and through
investigating the relationship between recovery and ssagort.

The exploration of services will be limited to publicental health services,
psychotherapists and counsellors in private practice, &0@ As the main service
providers involved in the recovery from sexual abuse. Theusisson of the services
might evoke the impression as if they are homogenou§edirsystems that can be
summarised under the category of, for example, ‘publicitatehealth services'.
However, Calhoun (1995b, pp. 220-221), states that using th@@hsss of categories
“encourages framing claims about them as though theyedffertrump card over the
other identities of individuals addressed by them”. Tramgjahis concern to the
discussion about services may mean that, for examglag the broad category of
public mental health services may not do justice to saboaks that are collapsed
under this term. For example Community Alcohol and Drugvi€es, Crisis and
Emergency Services, or individual mental health profesdsothat make up these
services may not necessarily share the same quahtésite discussed in the sections
about services.

It is therefore acknowledged here that using broad caesgmvolves a certain
amount of reductionism and objectification. This risk leetato be able to explore the
relationships and interaction between survivors and laggeerss that provide services

for the recovery from sexual abuse.
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Table 4 Chapter Content: Recovery and Services

Recovery and Services

Recovery
Abuse-Focused Models of Recovery
The Recovery Model

Recovery and Social Support
Forms of Social Support
Impact of Social Support

Services and Social support

Services
Public Mental Health Services
Psychotherapists and Counsellors
The Accident Compensation Corporation (ACC)

Otherness: Barriers to Inter-Professional Co-operat  ion
The Drama Triangle

Recovery

The notion of recovery is interpreted very differgntdepending on who defines
recovery and in what context the term recovery isluse the context of this study
models of recovery are explored that are relevargdorivors of sexual abuse.

Abuse-Focused Models of Recovery

The term abuse-focused therapy describes treatmeatsctimsider the multi-level
impact of sexual abuse on a person’s emotional, mgsttggical, psychological, and
social functioning (Cohen & Mannarino, 2000). Scholars agnming to see evidence
that

The brain continually changes to reflect aspectssagnvironment. In other
words, its neural architecture comes to reflect the enmemt that shapes it. An
enriched environment is one that is characterised byeadé stimulation and
complexity that enhances learning and growth; an impoetishvironment
presents little stimulation, novelty, or challenge ZGlamo, 2002, p. 22).

Abuse-focused treatment models are based on the préraisehildhood trauma and
neglect interrupts and/or inhibits the normal developnadrihe child in the areas of
brain-growth and development, psychosocial developmdatelopment of self-
structures, and the acquisition of affect regulatiofisskrhey take into consideration
that treatment has a role in providing experiences thaistain developing such
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structures (Cozolino, 2002). This may involve building intespeal skills (i.e.
assertiveness, trust, intimacy), emotion regulatiahssi.e. observing and describing
emotions, tolerating strong emotions), the decontamimaif cognitions (i.e. attribution
of responsibility, people are unsafe), and one’s seltept (i.e. freeing self from blame
or shame) (Briere, 2002; Herman, 1992; Ross, 2000).

Treatment goes beyond the reduction or control of iMeusr disabling
symptoms and usually considers the development of skitlsself-resources needed to
live well in spite of the experiences of sexual abuBeef(e, 2002; Herman, 1992;
Linehan, 1993). Models that can be termed abuse-focusedsadtiee developmental
needs that enable the establishment of positive saliort of self-confidence, self-
respect, and self-esteem that Honneth (1995b) identifiedtalsfor a person’s self-
realisation and autonomy.

Abuse-focused treatment models have been identified &t effective in the
treatment of sexual abuse survivors and may incorporatemé theory, cognitive,
behavioural, and psychodynamic theories and representnden of widely used
therapeutic approaches (Briere, 2002; Courtois, 1999; Herman, K392, 1999;
Putnam, 1989). They have in common that treatment baamterventions of
exploration with interventions of consolidation an@rdby “challenge and motivate
psychological growth, desensitisation, and cognitive praggswithout overwhelming
“...internal protective systems and retraumatise [thengliand motivate unwanted
avoidance responses” (Briere, 1992, p.10).

Treatment progresses in three main stages. Thepfiste of treatment is the
establishment of self-resources such as affect regulakills and the ability to
maintain a coherent sense of self. Self-awareness gositive self-relation are equally
important self-resources. This phase is followed byn@aprocessing which consists of
identifying the traumatic event and by exposing the survivabuse related material.
Such material will be emotionally and cognitively proeekérstly by being activated
and secondly by experiencing disparity between the otigk@erience in the past, for
example not being believed, and the present experiengeirtd believed in treatment.
The third phase pays attention to developing the ‘newy’'sbr a coherent narrative of
one’s life that includes a new sense of identity and a waw of relating to self and
others (Briere, 2002; Courtois, 1999; Herman, 1992; Kluft, 1999; Ryth889).

Herman (1992) explains that the experience of sexual amsEmpanied by
coercion, force, unpredictability, authoritarian coht@nd powerlessness erodes the

survivor’'s trust in people. She believes that “The fpsanciple of recovery is the
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empowerment of the survivor ... No intervention that takesver away from the
survivor can possibly foster her recovery no mattew Inauch it appears to be in her
immediate best interest” (p. 133).

Abuse-focused treatment models embedded in the traditiopsychotherapy
attend predominantly to survivors internal processeseasntent proceeds. The main
focus is to provide an environment of empathic understandiacg, insight, and
cognitive de-contamination to promote the development oftip®sself-structures.
Whilst empowerment and re-connection with one’s commgusiin important principle
underlying abuse-focused treatment, therapists in privatetiqggraare limited in
providing opportunities for social interaction outsidehsf therapy session.

The Recovery Model

The notion of recovery has been a major paradigm ishiftental health care. This shift
was initiated in the United States in the 1980s by consumeitihgs (Deegan, 1988;
Leete, 1989; Unzicker, 1989) about their experiences of eegditom mental iliness.
These writings were followed by long-term empirical ssdreviewed by Harding
(Harding, 1994) that showed that recovery from mentalsfiee was possible even in
cases that were traditionally thought of as being chr@ner time a consumer driven
model of recovery emerged in the United States that ves®dbon consumers’
collaboration, equality, and participation in their treant (Anthony, 2000).

Core to the recovery model is the generation and mantenof hope in the
possibility of a better, healthier, and meaningful liuch hope is ideally shared
amongst families, caregivers, and the mental healtiegsimnals involved in the
treatment of consumers. Hope directs the focus tdnmed outcomes and points
towards the steps that need to be taken to achieve th#semes. It provides the
individual with the motivation to continue in the reeoy process when difficult and
painful times have to be mastered and it symbolisegration of a person’s ability to
overcome mental iliness. Such recognition is instrumentge development of self-
agency and building of a person’s self-confidence (Honneth, 199%ibhout hope
recovery is impossible. “Loss of hope kills recovefiy'HC, 1998, p. 15).

Other mainstays of the recovery model are the prinrgipfeempowerment that
emphasise survivors’ ability to be responsible forrtbgin recovery, and the principle
of education that encourages the expansion of survivamsiledge base instrumental

to maximise and self-direct their recovery. The aintoisinvolve survivors in their
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treatment and in their lives, to achieve full partidpain society and in the planning of
mental health services (MHC, 1998). The Mental Health @mgion’s vision is to
have services that are sensitive to the changing reestipreferences of people, are
accessible, culturally safe and sensitive, are costtefecrespect people’s rights,
create supportive social environments, and that work irtiegha on all levels to
achieve maximum wellness and independence for survivors (NIBES, p. 15).

The aims of the recovery model (MHC, 1998; MOH, 2005) spoad with the
concepts of Honneth’s (1995b) recognition theory in thpe@on’s self-relations are
positively influenced by being cared for and supported (redogritirough love) which
enables the development of self-confidence. By beingetleas equals, capable of
taking part in meaningful decision making, survivors ar@eeted as a full-fledged
citizen (recognition through rights) and thereby enabled te@ldp self-respect. By
being able to contribute actively to the shaping of smetovery path and of service
delivery, survivors are given the opportunity to demonstraetheir contribution is of
value to the community (recognition through solidarityjict enables the development
of self-esteem (Honneth, 1995b). Thus by following the gples of the recovery
model, survivors of sexual abuse are given the opporttmityevelop positive self-
relation of self-confidence, self-respect, and sekk@&st and move towards autonomy
and self-realisation.

Although the recovery model was adopted in 1998 by the NewazZeal
government (MHC, 1998) its implementation into mentallteservices has been slow
and is far from being achieved (Goldsack, Reet, Lgps8eGingell, 2005). This is
partly due to traditional thinking in the mental health sethat emphasises health
practitioners’ expertise and medical technology (assests, tests, pharmaceutical
intervention, psychological interventions, and caseagament) and de-emphasises the
importance of the relationship between patient and rhéw@alth professionals and
patients’ knowledge and competence (Anthony, 2003; Barnettafsley, 2006;
Draucker, 1999).

A frequent concern of mental health professionals withedical orientation is
that implementing recovery principles such as empowat;reguality, and participation
in services that deal with acute mental illness endangatgents’ safety and
compromises the effectiveness of services. These piofiads sometimes perceive the
recovery model as appropriate for rehabilitation servimats not for acute services
(Goldsack, Reet, Lapsley, & Gingell, 2005). However, Galkisand colleagues studied
home based treatment programs in New Zealand as paegcovery oriented acute
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mental health service and found that recovery concepts can align well with acute
service provision” (p. 32).

Patients’ push towards recognition of their rights aneirtlability to have
something to contribute towards the designing and delivergrofces challenges the
traditional identities of mental health practitioneranélples of the recovery model are
incompatible with traditional understandings of mentadlie services of the past
century (Anthony, 2000). They require mental health prajesss to give up long held
identities of being the only experts in the recoveryninpsychiatric disturbances. The
struggle to implement recovery principles in mental hesdifvices could be understood
as a recognition struggle between mental health professi and patients. The gain in
positive self-relations of patients would require a givapgof status of professionals.

The recovery model is an overarching concept that coudrporate abuse-
focused treatment, but has a much wider scope than @atmient. It includes mental
health services, crisis services, support services (lusiwork programmes, day
centres), and primary mental health services (famittats and general practitioners).
Thus, in contrast to the ‘power over model of traditib psychiatry, the recovery
model offers a philosophical framework based on equalitypanicipation that guides
a holistic approach to recovery from psychiatric distncles.

Recovery and Social Support

Traumatic or catastrophic events are a common fatiteoind, according to a large
American study (Kessler, Sonnega, Bromet, Hughes, &d4els995), experienced by
over half of the general population (50% of all women, Gfi%ll men). Traumatic or
catastrophic events are interpersonal trauma (abuskne#® or crime), accidents,
natural catastrophes, or war trauma. Yet only 2.5% of amel 5% of women develop
chronic psychological problems that require professiattdntion (Schore, 2003a).
Similarly, not everyone who has experienced sexualsa develops psychiatric
disturbances. A literature review of studies of the lbengn sequelae of sexual abuse
concluded that between 20 and 44% of victims of sexuakats recovered well from
the trauma and functioned effectively in adulthood (DufiNadeau, & Bertrand, 2000).
Their findings, combined with the prevalence researchdbatluded that only 7% of
survivors of sexual abuse come in contact with serfises page 51), indicate that
resilience factors such as personal resilience and sagmdort are vital factors for
preventing psychiatric disturbances in the aftermatiesfial abuse.
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Forms of Social Support

The finding that a large number of victims recover wedinf trauma has prompted
intensive study of the factors that influence a persoaslience for psychiatric
disturbances after experiences of sexual abuse. Siddi@sfied that the level of stress
and the severity of psychiatric symptoms found in surghafrsexual abuse depended
on the child’s age at the onset of the abuse, theiseaad frequency of the abuse, the
child’s relationship to the perpetrator, and the presencabsence of supportive
structures within the abused child’s environment (Dufour, Nad&eBertrand, 2000;
Heller, Larrieu, D'Imperio, & Boris, 1999; McFarlane & Mela, 1996). The outcome
of these studies led to the current understanding thatréwsion and/or restoration of
social support is a main buffer against the destructives fofstress and trauma (Runtz
& Schallow, 1997; Spaccarelli & Kim, 1995; Tremblay, Hep&rPiche, 1999). Social
support and closeness with others helps survivors withirtiegration of difficult
experiences and are vital for survivors’ recovery (Hern1992; Kolk & McFarlane,
1996). “Emotional attachment is probably the primary mtaie against feelings of
helplessness and meaninglessness; it is essentlaibfogical survival in children, and
without it, existential meaning is unthinkable in adults” (K& McFarlane, 1996, p.
24).

Hyman, Gold, and Cott (2003) define social support as tassis provided to
individuals who are coping with stressful events” (p. 288)cial support can occur in
the forms of formal and informal social support. Stasky, Ullman, Filipas, and
Townsend (2005) see romantic partners, parents, otheryfamaiinbers, and friends as
informal support sources, and clergy, police, medicalsqgpenel, mental health
professionals and rape crisis counsellors as formal sugparces (p. 418). Hyman,
Gold, and Cott (2003) have identified four different formsoéial support. They are
appraisal support, tangible support, self-esteem supportedomhing support.

Appraisal supportis giving advice or guidance for coping with problems and loa
given by formal or informal sources. Being able to acéessbudgeting advice services
may be an example of appraisal support. Contact withcgeproviders could generate
appraisal support, especially services that offer trainingivimg skills, distress

tolerance skills, or interpersonal skills.
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Tangible supportrelates to having access to material resources tkat as
coping with stress. Tangible support is most likely gibgriormal support sources and
may be therapy, education, justice, or other supportrzigtski, Ullman, Filipas, &
Townsend, 2005). ACC funding for treatment and compensat®two specific ways
in which New Zealand society offers tangible support.

Self-esteem suppor$ the perception that one is valued by others. “lthes
positive evaluation of the self in the social contead, well as social support, that
corrects the negative effects of stressful evemts¥/(ies, 1996, p 400). Hyman and his
colleagues (2003) conducted a study with 172 women and conclakedetf-esteem
support and appraisal support are the forms of support mosighktrrelated to the
prevention of PTSD and to effective adjustment. Tleeaibeutic relationship might take
on an added importance when health care professionaiseapgimary source for self-
esteem support due to the lack of social contact comnabydgrved in survivors of
sexual abuse (see page 55). Interventions and interacbased on equality,
empowerment, respect, empathy, and understanding maypbdeziced by victims as
being emotionally supported, cared for, and valued, which etbnf1995b) describes
as the mode of recognition that facilitates the devetoprof self-confidence and self-
esteem.

Belonging supporis the last category and relates to the feeling migoeart of a
group that has a shared interest (Hyman, Gold, & Cott, 2@hg part of such a
group (belonging support) and being valued (self-esteem supporijgtbe context in
which individuals are able to thrive because social grampsthe site in which a
person’s self-understanding may thrive (Honneth, 1995b).vifus have the
opportunity to encounter solidarity within their communithen they experience that
their concerns are equally meaningful to others, tharegteare their interests, and that
their values are values others live by as well. HonriE9B5b) states that “...one cannot
conceive of oneself as a unique and irreplaceable persibongis own manner of self-
realisation is recognised by all interaction partnerbe@ positive contribution to the
community” (p. 89-90). Survivors may experience a senselohging support within
their social environment when friends disclose thein @xperiences of sexual abuse, in
the therapeutic context, as they attend support groupsefarals abuse survivors,
through reading the stories of other survivors in the anediin books, or through

support groups on the internet.
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Impact of Social Support

Several studies (Draucker, 1999; Glaister & Abel, 2001; PalBrewn, Rae-Grant, &
Loughlin, 2001) explored what constituted helpful mental theabre and what
facilitated recovery from survivors’ points of view. Beestudies identified that health
professionals needed to listen and be empathic, be wastworthy, non-judgemental,
and understanding. Furthermore, professionals needed to siwateors’ pain and
provide the opportunity for connections with other survivacknowledged survivors’
feelings, be accepting, respectful, and, overall have rapowering approach to
treatment. These studies concluded that survivors arescohuch concerned with
‘what’ health professionals did or what techniques and aues they used, but how
health professionals engaged with them. These findingsnastark contrast with the
general direction of research that aims to identify best therapy model or therapeutic
technique. “While clinicians and researchers are busygryo determine the most
effective approaches and techniques, survivors are concentiedupport, validation,
kindness, and most of all, empowerment” (Draucker, 19997p.The attitudes health
professionals displayed towards survivors have been th@ Mactors in shaping
recovery and in forming the basis for effective healtbc(Heginbotham & Elson,
1999). Wells (2004), a survivor of sexual abuse and a user of publttal health
services in New Zealand appealed to services that tlaely Istening to survivors’
stories of pain and abuse instead of eagerly medicating gvaay. Wells' request
reflects the conclusions of the studies mentioned Imoethe effectiveness of social
support for survivors of sexual abuse. Services that wereeived as helpful and
assisted effectively in the shaping of recovery wereethbat integrated the principles
of social support into service provision.

Whereas empirical studies have shown that the edtaidist of social support
has been linked to improved perceived health and a decre&3eSD symptoms, they
also indicated that negative responses from formahformal support sources, were
linked to a decrease in perceived health and an incregsgyamiatric disturbances
(Andrews, Brewin, & Rose, 2003; Campbell, 2005; CampbelteA$, Sefl, Wasco, &
Barnes, 2001; Starzynski, Ullman, Filipas, & Townsend, 2005naén indicator for a
person’s ability to cope in adulthood with the legaciésexual abuse is perceived
social support. Runtz and Schallow (1997, p. 223) concluded ttiat sopport may be
one of the factors that “...differentiate between thosa#treated subjects who are
relatively healthy and those who continue to show ewadeof their struggle with the
after-effects of child maltreatment”. Those survivotsovhave had social support may
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be those individuals that have shown to have no neegrédessional help and cope
satisfactorily with the challenges of every day life.

Services and Social Support

Campbell (2005) was interested to find out whether survivonEepéion of the way
they have been treated by service providers correspondech@t service providers
viewed these interactions. She interviewed 81 rape survamdss6 service providers
(26 nurses, 18 doctors, and 22 police officers) these survivaas contact with.
Campbell found that survivors’ perceptions of interactior@ched service providers’
recall of what happened.

Interestingly, Campbell (2005) found out that doctors an&@alfficers were
unaware of how distressing and re-traumatising their restiave been for survivors.
This was in contrast to nurses, who have been awar@wftheir actions affected
survivors. Campbell concluded that some service providers beaynaware of the
detrimental impact of their actions and procedures, edlyewsiben these actions and
procedures have been established as normative and ngcdesaexample when
policies are followed that require restraining of agdaserrvivors. It is Campbell's
(2005) recommendation that service providers who may no¢ mawdepth clinical
experiences with survivors may need specific training tadsadditional stress or even
retraumatisation of survivors of sexual abuse.

Another study by Liebkind and Eranen (2001) investigated thiedes of 875
future human service professionals (lawyers, medicalodscnurses, professionals in
social sciences, police officers) towards trauma victand concluded that severely
traumatised victims with poor adaptation elicited morgatiee attitudes then low
trauma/well-adapted victims. “The depressing conclusionaisttie general attitudes of
the future human service professionals in our study werst negative toward those in
greatest need of help and support” (Liebkind & Eranen, 2001, p. 471)

Social support studies (Andrews, Brewin, & Rose, 2003; Calinpd@05;
Campbell, Ahrens, Sefl, Wasco, & Barnes, 2001; Starzyridkman, Filipas, &
Townsend, 2005; S.E. Ullman & Filipas, 2005) indicate that attitudes towards
victims by informal sources such as friends and famdies by formal sources such as
providers of social/helping services may have a signifitapact on recovery by either
alleviating or aggravating psychiatric disturbances. Sesvimay find that integrating
the principles of recognition and social support such agoemrment, care,
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understanding, and valuing into service provision survivoserfial abuse will be able
to develop self-confidence, self-respect, and selie@std his will impact positively on
survivors’ recovery and lead to their overall improvemeo autonomy, and to a

positive sense of identity (Honneth, 1995Db).

Services

Services involved in the recovery from sexual abuse ar€@ AQd privately practicing
counsellors and psychotherapists, and public mental hhesstvices. These three

services are discussed in the remainder of this chapter.

Public Mental Health Services

The New Zealand government provides funding for mentakhesrvices through
District Health Boards (DHBs). There are in total 21E3Hvhose function is to provide
funding for provision of health and disability serviceshieTmainstays of clinical
services provision are community mental health centedfedtby a multidisciplinary
team of mental health nurses, psychiatrists, psychtdogiscial workers, occupational
therapists, and support workers. Survivors with psychiatigturbances will be
provided with assessment, treatment, support, and, if cabd, with referral to
specialised services. Problems are treated “...usually métication and sometimes
with psychotherapy” (MHC, 2007). Other public mental Heakrvices funded through
DHBs include crisis services, in-patient hospital unitsspite services, supported
accommodation, support and rehabilitation services, sw¢ mothers and babies,
children and young people, older people, services for Msenvices for Pacific People,
alcohol and drug services, eating disorder services, #mer én-patient or community
based forensic services. In 2003 DHB providers have in titegidded to 86,676 people
and made 851,658 contacts with service users to coordinatamdprovide individual
treatment (MHC, 2007, p. 40).

As mentioned previously (p. 58), in 1998 New Zealand incotpdrdhe
recovery model into the national mental health policgasling principles for service
delivery (MHC, 1998; MOH, 2005). Although incorporating the recpuwaodel has
been the aim of the national mental health policy @rer eight years, the
implementation of this policy is slow. Goldsack andleajues (2005) assume that
recovery principles of self-help and survivor participatwa more likely to be adopted
in the area of rehabilitation rather than in servides treat acute mentally ill people.
This may explain why many mental health services have yed implemented
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government policy and translated recovery principle® inobmprehensive system
changes.

Anthony (2003) criticises the reluctance to fully implemté recovery model.
He believes that the implementation of the recovesgehinto mental health systems is
hindered by traditional mental health thinking that createdls between health
professionals and survivors and impedes survivors’ recovkryurther states that such
thinking favours specialist knowledge and technology and restimates the potency
of the therapeutic alliance between health practitiamer survivors. Instead it reflects
the still widespread attitude that persons with mentaltheproblems are unable to
make useful decisions and choices about their recodatp¢ny, 2003).

The executive summary of the National (United Stafs$earch Project For
The Development of Recovery Facilitating System d¢tenince Indicators (Onken,
Dumont, Ridgway, Dornan, & Ralph, 2002, p. 5) identified that

...the formal system often hinders recovery through burafiag@rogram

guidelines, limited access to services and supports, abusateesa poor

guality services, negative messages, lack of ‘best praptogram elements,

and a narrow focus on a bio-psychiatric orientation thatactually serve to

discount the person’s humanity and ignore other pracgisgchological, social,
and spiritual human needs. At the core of such hinderimgdas the
operationalisation of society’s response to meritadsls, that of shame and
hopelessness and the need to assert social contrahevenknown and
uncomfortable.

While necessary changes to integrate the recovery motielmental health
service delivery in New Zealand are still waiting to badey public mental health
services are criticised for not providing services neefeccent study identified that
survivors were driven into a state of mental crisis dgydein receiving mental health
care (Barnett & Lapsley, 2006). Barnett and Lapsley interie40 young adults (aged
18-29 years) who have had significant contact with mehéalth services. They
concluded that community mental health services act &skegper for accessing
specialised non-acute services, turning survivors away, [@edent access to services
by people who are outside the 3% of the population whee hhe most severe
problem....those with symptoms of non-psychotic spectruordiéss had a far harder
time gaining access” (Barnett & Lapsley, 2006, p. 89). They abted that community
mental health services provide only the most basic sewficenedication, a little
support, and referrals to occasional appointments withhggyists” (p. 91). Thus

survivors often live in outpatient settings, are heavilydiceted and numbed by the
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lack of meaningful activities in their daily lives (Bath& Lapsley, 2006; Vaughn,
2006).

Barnett and Lapsley’s research participants complaimeidthey were not asked
about abuse in the assessment phase and had not beeargogportunity to talk about
sexual abuse trauma or other forms of trauma theyhaag experienced. The lack of
attention to abuse or trauma histories by mental healtieggionals has been discussed
widely. Although between 50-80% of survivors in psychiatriceclaave a history of
trauma, these incidences are seldom inquired into by meetdth professionals
(Cusack, Frueh, & Brady, 2004; J. Read, Young, Barker-Colld;la&rison, 2001).
Read et all (2001) surveyed 114 psychologists and psychiatribtew Zealand who
stated they did not attend to abuse issues becauséddey attend to more pressing
issues, they feared clients would be additionally dise@dy inquiring about trauma,
they feared they could induce ‘false memories’, or thay & belief-system based on
biological etiology of psychiatric disturbances.

However, research has shown that those survivors ichjadyic care who did
not progress, all had a history of sexual abuse (Ev&r&allop, 2001; Jennings, 1994,
J. Read, 1998; J. Read & Fraser, 1998). Thus by not attendaiyse issues recovery
is hindered, because the origins of their psychiatric dishuds are not addressed
(Everett & Gallop, 2001; J. Read, 1998; J. Read & Fraser, 19%eall, Young,
Barker-Collo, & Harrison, 2001; Wells, 2004). An examplethé possible tragic
outcome of this silence is given by Jennings (1994) who desctiized¢ase of her
daughter Anna. Anna struggled for 19 years in the mentahhggtem with severe and
chronic psychiatric disturbances. She had been treated farmber of disturbances
such as borderline personality, schizophrenia, conduct dis@derexia, bulimia, and
obsessive compulsive disorder without giving attention tohistory of sexual abuse.
Comments by Anna or her mother regarding a history of $etusse were ignored.
After repeated, unsuccessful attempts to have her salkuaé trauma addressed, Anna
took her own life at the age of 32.

Failing to place psychiatric disturbances in the contéxdboise is discounting
the violation and injustice survivors have experienced Glohe, 2002; J. Read &
Fraser, 1998). Both the discounting and the pathologising mftthkama symptoms by
attaching the label of mental iliness is a withholdifigurvivors’ rights. Their right is
to have the injustice of the abuse recognised andwe tfnaatment that addresses the
distressing experiences that drive psychiatric symptodwhngtone, 2002; J. Read &
Fraser, 1998). By withholding legal recognition in the farfrignoring the abuse and
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not providing abuse-focused treatment, survivors’ sefigeismay be injured (Honneth,
1995b).

Although the connection of psychiatric disturbances amdadeabuse has been
mentioned in many studies discussed here, acknowledgernis link is still missing
in official governmental reports. The recent releasth@fmental health survey Te Rau
Hinengaro (MOH, 2006) mentions mental disorders, suicidehaviours, and
disabilities in the New Zealand population without memtig sexual abuse at all in the
whole study. Similarly, the story of the developmehimental health services in New
Zealand, Te Haererenga mo te Whakadranga 1996-2006 (MHC, 200gmeesexual
abuse only three times in relationship to sexual abusgatibns in the Lake Alice
Hospital case (p. 35), in the description of Moana Hol&edin, a therapeutic
community for male offenders (p. 58), and in the contextnenhtal health promotion
and prevention (p.223) as one of the factors that neeel éirbinated for mental health
and wellbeing to be achieved. This lack of attention tcuaeabuse leads to the
conclusion that, although sexual abuse is repeatedigected with the occurrence of
psychiatric disturbances, the shroud of silence and imitigils maintained by society,
mental health services, and policy makers and stilbithhawareness and insight into
the magnitude of its impact on the population’s mental healt

Psychotherapists and Counsellors

Psychotherapists and counsellors (theraistee both able to look back over a long
history of ethical values that have as central themepanthry obligation the physical
and emotional wellbeing of clients, their right to confidality, privacy, self-
determination, and a secure therapeutic working relation®gAC, 2006; NZAP,
1986). Saakvitne and Abrahamson (1994, p. 189) explain “The goatadfqikerapy is
to understand the complex meaning of psychological andgpersonal events, largely
through the creation of meaning in the therapeutic oglahip”. The NZAC (2006)
formulates the nature of the counselling relationship‘@sunselling involves the
formation of professional relationships based on ethi@ues and principles.
Counsellors seek to assist clients to increase timgierstanding of themselves and their
relationships with others, to develop more resourcefylswof living, and to bring about

* For the rest of this study the term ‘therapist’ istufse both psychotherapists and counsellors and the
term ‘therapy’ for psychotherapy and counselling. Theritibn is to avoid ideological discussions about
differences between psychotherapists and counsetidracknowledge that both terms are used by
professionals who come from a wide range of professioackgrounds (i.e. psychologists,
psychotherapists, counsellors, social workers, nutsgspvide abuse-focused therapy.
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change in their lives”. The guidelines in the respectivdes of ethics (NZAC, 2006;
NZAP, 1986) envisage that therapists create an alliantteswrvivors that is built on
collaboration, respect, reliability, understanding, lleinge, and autonomy. Judith
Herman (1992) describes the nature of the therapeuticoredaip with survivors of

trauma as follows:

Though the therapeutic alliance partakes of the customgenyday contractual

negotiations, it is not a simple business arrangemeut.though it evokes all

the passions of human attachment, it is not a |deér afr a parent-child

relationship. It is a relationship of existential engagame which both partners

commit themselves to the task of recovery. (p. 147)

The landscape of therapy in New Zealand changed drathatioathe late
1970s, when the public became more aware of incidencexwélsabuse and survivors
were able to apply to ACC for funding of their thera@gsions. From here on therapy
for sexual abuse in New Zealand became linked with neghagre principles. A
managed care company is defined as an insurance companyragridttyethat manages
the “delivery and financing of health care with the ini@mtto eliminate unnecessary
and inappropriate care and to reduce costs” (Langwell in hMhgd, 1998, p. 433).

Until then therapy was mostly used by financially afit clients who paid
privately for their treatment. The focus of therapyswagotiated solely between client
and therapist. The availability of ACC funding me#mt a large number of survivors
of sexual abuse, who may otherwise not have beert@llford therapy, started to use
therapy as a pathway to recovery.

The conditions and arrangements under which therapy tack pltere no longer
negotiated solely between therapist and client but aigolved ACC. The client-
therapist dyad became a triad that “...behaves diffgremecause of the tension
between the different assumptions, goals, and valuessespiesl by each leg of the
triad” (Wineburgh, 1998). While therapists’ primary obligatiovas the client’s
wellbeing they found they had to comply with ACC’s procedwaed policies that were
perceived to limit their ability to provide optimum caf&he feelings of helplessness
that force adaptation to managed care practices arpaceth to the traumatic bond
between victim and abuser...[and]...subvert the identity ofpyehotherapist and the
humanistic aims of psychotherapy” (Cary, 2001).

The changed circumstances demanded therapists to re-ti@inkapproach to
therapy and adapt to managed care principles. Clients m@refrequently from a
socio-economic group that was unable to pay privately tfair treatment and
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compliance with ACC procedures became paramount foiviegereatment funding.
Therapists struggled to acclimatise to the level ofrsigat ACC exercised through
reports and assessments and to their clients’ dependené&yCG for funding. Cary
(2001) and Edward (1999) describe managed care practices as albwisiEve,
unethical, compromising survivor's safety, and being destrudtivehe therapeutic
alliance. Similar sentiments were raised in New @edlwhere therapists have found
that the managed care framework adopted by ACC prevahessd from shaping
recovery within their traditional understanding of ethjgeactice and was harmful to
survivors’ recovery (Carroll, 1997; Mitchell, 2003; NZAP, 2003).

Providing treatment under the umbrella of ACC funding guaed a steady
flow of clients and therefore income. Therapists elnehts paid for it with the loss of
independence and freedom to proceed as they please. Wandgids’ main concern
should be clients’ wellbeing they became agents of AGG khave to follow procedures
and policies that put restrictions on therapists’ abitityrovide care, because the client
“...has now entered a disciplinary technology centred oduygtion, for health care has
become a commodity that is managed to achieve a p(&iitg-Keenan, 2001, p. 216).
As concepts of the therapeutic dyad and autonomy am@nger guaranteed in the work
with survivors of sexual abuse, therapists are chaltengeunderstand the impact of
ACC on their therapeutic work, on their professionandards, on their ethical
principles, the social reality, and on their econahieality.

Over the last ten years ACC has increasingly introdiuzmntrol strategies to
monitor therapists and their work through increasing tleguency of reports and
reviews, increasing requirements for therapists’ apprasaCC counsellor, requiring
therapists to annually confirm supervision arrangemems continuous training,
requiring compliance with medication suggestions, and jpoaetr profiling whereby
for each therapist the average number of sessiohscligints are registered.

Therapists overseas and in New Zealand (Edward, 1999; Mijtck@03;
Wineburgh, 1998) believe that these control strategiesyinipht therapists are
incompetent, not trustworthy, and do not adhere to professstaatiards. Edwards
(1999) points out that therapists are hindered in theiityabil be fully attuned to their
client when their knowledge and expertise is constantlgtepreed. Constant control
strategies undermine clients’ confidence in the theragistapable, strong, well trained,
and skilled. Clients with a severe history of childh@edual abuse need to be able to
perceive their therapist as strong and capable to resisit process terrifying

experiences. Jung and colleagues (1996) have shown thatcldms are not able to
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believe in those qualities in their therapist but percsifne is powerless and vulnerable
to the managed care company, they get disillusioned, thevapy and the potential
outcome negatively, and may not even engage in theraggrumanaged care. As
clients strive for self-determination and autonomy at @iaheir recovery, they need to
experience these qualities in their therapists asflactien of potency and power.
Indeed, power “...often plays a very important role, foe therapist without power,
although he could do little harm, would also have littlelitgbto help the patient”
(Chodroff, 1996, p. 301).

Once clients are refused further treatment fundingafhsts have the ethical
responsibility to assure that clients remain safe aadlale to continue treatment. There
may be no free services clients could be referred ttherestablished therapeutic
relationship has become important to the client’stgafeking it ethically irresponsible
to refer clients to other services or therapists. Tiesns that therapists at times may
have to provide treatment for a significantly lowered(i&neburgh, 1999).

This section has explored the tension between thésapl ACC. Having a
stable income source through working with ACC funded survizonses to the price of
having to give up some aspects of freedom the professiditionally enjoyed. Due to
this tension many therapists have chosen to stop wpnkith ACC funded clients
(Mitchell, 2003). Such silent retreat, however, means ppodunity is missed to
engage in a political dialogue with the government and©€ about proudly upheld

care-principles.

The Accident Compensation Corporation (ACC)

Survivors with a history of (childhood) sexual abusediggble for funding for therapy
through ACC because treatment and compensation for pérsonmental injuries
sustained through accidents are covered under the Accidepbr@tion Compensation
Act of 1972. Absorbed into the ACC scheme was the ‘@ramninjuries Compensation
Act 1963’ which covered a wide range of criminal acts teadl to injuries, including
personal and/or mental injuries caused by sexual abuseWA2004). ACC funding is
the only public funding source for sexual abuse therapy.

The government’s aim was to provide an accident insurdnate’...guarantees
all New Zealanders essential care and compensationeinevbnt of an accident
occurring anywhere in this country” (DOL, 2000) regardlessaoe or fault. Under the
Act ACC is obliged to return victims to their role inettommunity as quickly as
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possible without significant personal financial loss, poovide comprehensive
entitlement, to assist with complete rehabilitatitmprovide ‘real’ compensations, and
to provide a range of services to reduce the impact of imaryndividuals and the
community. Services include initiatives to prevent injyrtesprovide case management
and rehabilitation services, to manage the relationshipls health professionals
throughout New Zealand, and to be administered effigi€BOL, 2000). In return for
this comprehensive insurance the scheme removed individughd’ to sue under
common law for damages based on fault (MOJ, 1999).

New Zealand’s welfare system has is roots in the atgobf the first Labour
government under Prime Minister Michael Joseph Savage (1935-#&403nvisioned
“a more just society, where all may live in comfondasecurity” (Labour, 2003). The
aim of the Social Security Act (1938) was to provide “asegausly as possible, for all
persons who have been deprived of the power to obtairsanaale livelihood through
age, iliness, unemployment, widowhood, or other misfort(ldeston, 1999, p. 3). This
act included the provision of a free and universal heath system that gave all New
Zealanders access to services on the basis of ndedt thain on their ability to pay
(Bowie & Shirley, 1994). A growing economy and full employmen a global and
national level made these ideals financially sustainable.

A dramatic worldwide reduction in the rate of economiavwgh combined with
rising unemployment and an explosion in expendituresdoiakassistance in the late
1970s caused the shift towards a more market-oriented busnoetes (Boston, 1999;
Bowie & Shirley, 1994). The free and universal health cgstesn New Zealanders
were accustomed to until the early 1970s changed into amomwcally oriented
business-model. Whether services would be provided was nugeriadetermined by
survivors’ needs but by rationing decisions made by bureausastxd on prioritising
certain conditions and on economic considerations tpsl999; Bowie & Shirley,
1994).

This shift has also affected ACC policies. Being a govermtrenterprise known
as Crown Entity, a body owned by the Crown but not a rtieeat or office of
parliament, ACC was “to operate on a commercial bagth the clear intention that
they be profit-driven” (Bowie & Shirley, 1994, p. 307). ACdcome consists of
levies received from employers, employees, self-engalpynotorists, and government
contributions for unemployed people. From these incemegces they have to cover the
costs for the rehabilitation of accident victims. Inclddare costs for medical,
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psychological, and dental treatment, income compensgi@yments for permanent
impairment, and living assistance (alteration of housbsglchairs etc.).

ACC responded to spiralling costs by increasingly enforciegptfinciples of
managed care. Like managed care companies overseas Afdugdd control-
technologies such as frequent and detailed reports, aktassessments for the
authorisation or re-authorisation of treatment, andedetng the number of sessions
approved with the rationale to improve efficiency, achiekigher levels of
accountability, and improve the health status of the rgépeblic (Boston, Dalziel, &
St. John, 1999).

There is widespread acceptance within New Zealand thatetihesry of health
care services is subject to restraints and trade-affiecbon urgency, need, and severity
(Coney, 1997). However, the Health and Disability Corsiaiger of New Zealand has
been cautious about the benefits of managed care sthsihg...cost containment or
cost effectiveness do not, in themselves, produce betdthhoutcomes or improve
efficiency” (HDC, 2006). Suggestions were made to expand theepbt of managed
care to fit the specific circumstances of New Zed/dor example to involve consumers
in decision making, to assure equitable funding of serviaed, to deliver services
according to consumer needs (Coney, 1997; HDC, 2006; Patets).

Since ACC adopted the principles of managed care, susviaod service
providers of abuse-focused therapy were significantlyricesd in shaping recovery
processes according to survivors’ needs (Mitchell, 2003)cdéiures had to be
complied with that controlled and influenced the therapeptocess and marked the
beginning of the tension between therapists and ACGw&tz and Weiner (2003),
case-managers in a managed care company, give as lmtimmathese control
technologies increasing accountability of therapiststarehsure that services provided
are necessary and appropriate. Ahles (2002), however, dlaahshese technologies
are hidden rationing of health care because they save moréigdoyiraging survivors
from engaging in therapy.

Many writers (Cary, 2001; Edward, 1999; Karon, 1995; Saakvitne &
Abrahamson, 1994; Sperling & Sack, 2002) claim that the diifelayers of oversight
and control reflect managed care companies’ distrust @& d¢bmpetency and
trustworthiness of therapists. Schwartz and Weig603, p. 393) explain that “...as
the insurance industry refers to it, these conditiorstera ‘moral hazard,” which means
that the existence of a benefit may ultimately infeetthe formulation, diagnosis and

treatment recommendations”. The suspicion is thaath&ts might be tempted to ‘over
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diagnose’ and provide services that may not be needesl pnokided to survivors who
may not be entitled to receive them. Many therajstéew Zealand have responded to
the lack of recognition of their integrity and competehg refusing to work with ACC
funded survivors (Mitchell, 2003; Tyler, 2003a).

The following excerpts from the ACC Injury statistics 2009CC, 2006a),
section 13.1., Sensitive Claims (Table 5), is used to higihlige tension between
therapists’ concerns for appropriate care for thegntt and ACC’s concerns about
exploding costs. The intention here is not to providenatlepth cost-analysis but to
highlight points that may be relevant for understandmoyv the use of funds is
prioritised and how this may influence recovery.

Table 5: ACC injury Statistics 2005 - Cost Sensitive Claims

Costs New and Ongoing Claims by Expenditure Category - claims
2004/5 — ($000)

A B D
C E F G

Year Total Total Assess- Indep. Med Fee | Weekly Miscell.

Nr of Costs of Allow. 6 N

. . ments 5 | Counsel. | Compens.® | Admin.

claims Claims Lumps.
94-95 11.820 13.440 683 5.204 246 1.960 4.889
04-05 11.054 29.778 676 3.876 784 9.877 11.173
g‘ecéfsgsé -65% | +121% | -1% 255% | +218% | +403% | +128%
Percent of Total o o o o o o
Costs for 2004/5 100% 2.3% 13.0% 2.6% 33.0% 37.5%

The total costs for new and ongoing claims in the perideiden July 2004 and June
2005 have been just under $30 million. The five categorisgsasents, independence
allowance/lump-sums, medical fee/counselling, weekly mmensation, and

miscellaneous and/or administration’ make up 90% of allsclostsexual abuse claims.

> Lump-sum or independence allowance is paid if the injuryshasrious, long term effect resulting in
permanent impairment) .

° Weekly compensation is paid for loss of earnings asudt reflsa mental injury suffered through sexual
abuse

" The category miscellaneous is for administrative castording to ACC statistics department, emalil
from 14 April 2004.
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The remaining 10% are for dental treatment <0.0%, hodp&aiment 0.09%, medical
treatment 0.1%, support for independence for non-seriousyi.5%, support for
independence for serious injury 2.6%, transport to treatment &% vocational
rehabilitation 1.3%. As a benchmark: the Consumer Rndex (CPI) inflation rate
according to the Reserve bank of NZ (Reserve Bank, 2006¢bst®995 and 2005 has
been 20.9%.

Column A and B:

As table 5 shows, the total number of claims has desuelag 6.5% over the last ten
years, yet the overall costs have increased by 121%.iAdnsase is mainly due to the
rise by 218% in counselling fees, by 403% in weekly compensatimh by 128% for
administration costs since 1995. The following explonesflip how these costs may
translate into factors that shape recovery.

Column C: Assessments

The costs for assessments have been 5% of the tetalaoclaims in 1994/95. Whilst
the number of claims has declined by 6.5% in the period 94/95/a6, costs for
assessments have declined by only 1%. However, this dbéake into consideration
the overall inflation rate of 20.9% for that time peridd.contrast, except costs for
independence allowance and lump sums, all other costgisawnesignificantly and far
beyond the inflation rate. This leads to the conclusi@at either less assessments are
performed, or assessments are more effective and prowde useful information to
assist ACC with monitoring clients’ progress. The redurcin costs for assessments,
after consideration of inflation, give rise to quesiny the perceptions of therapists and
clients that ACC is increasing their monitoring of therapeutic process and progress.

Column D: Independence Allowance/Lump- sum

The costs for independence allowance/lump-sums repr&8émtof the total costs for
claims in the period 2004/05. However, compared to the p&€6d/05 total payments
for independence allowance have declined by 25.5%. Survofosexual abuse are
entitled to these benefits dependent upon medical assesthat documents permanent
impairment (independence allowance or lump-sums) (AQQGQ6b). Lump-sum
payments for sexual abuse had been abolished by 1992 and suwereronly able to
claim for independence allowance up to $40 weekly for paemt damage due to
sexual abuse. This changed in April 2002 when lump-sum paymieapsto $100,000
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were possible again, although survivors have to wait forywars after counselling has
started to demonstrate that their condition is permanent

This suggests that independence allowance and/or lump-sunepasymay be
harder to get and ACC’s assessment criteria may Hewied more stringently.
However, it might also indicate that survivors inciegly attend therapy, because
independence allowance and lump-sum payments are only given {pbrmanent
impairment’ is still assessed two years after survivbase started therapy. The
decrease in independence allowance/lump-sum payments etsddindicate that
survivors have a better recovery outcome through thexagytherefore less permanent
impairment. The decrease in independence allowance/lumpasginthe increase in
counselling fees could also be a reflection of survivoiagugherapy more than in
previous years. Yet, without accurate therapy outcometbatagjauge the effectiveness
of therapy, the reasons for increase/decrease umes remains guesswork.

The issue of granting independence allowance or lump-symeyas has been
hotly debated and concerns have been expressed thatnbkid lcould be exploited and
may lead to a flood of fraudulent claims (Forbes, 2002eMy2003b). Although
survivors will be assessed by a mental health professimnastablish permanent
impairment, they are not required to report the abuseetpahce or disclose the name
of the perpetrator to ACC. Not making the reporting ofuséxabuse mandatory has
many implications that will be considered here briefly.

Sexual abuse is the only area in which ACC makes payrf@ntempensation
or allowances on the basis of self-report without reqggirevidentiary support, a
criminal conviction, or at least a report to the poliQeestions of justice arise about the
different treatment compared to victims of other crirsash as burglary or physical
assault. Why is childhood sexual abuse treated differémtghildhood physical abuse
or neglect? There is incongruence here and the only rpehst benefits from the
differential treatment is the perpetrator, who walkgy from his crime a free man or
woman. Not requiring reporting could be seen as a radlecti societal collusion with
sexual abuse perpetrators. However, survivors of seatusgde might not have strong
enough self-structures (self-confidence and self-respeti @ble or ready to lodge an
official complaint against their abuser and face thesjtlity of revictimisation through
the legal system, the media, or the perpetrators fgaleration of social denial and
backlash on pages 38-42).

Also, compensation has to come from public resourceseabesome members

of the public believe that “Compensation for sexual absisould be the result of a
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criminal prosecution, not administered by bureaucrats anadng&lirators who might
make the wrong decisions” (Tyler, 2003b). However, rapésstat (AWC, 2006) show
that only 10% of reported rapes are presented to thescotisvhich only one third
result in convictions. Statistics with such poor outcofoe convictions are not
encouraging survivors of sexual abuse to proceed withl lagi@ons against their
perpetrators.

Starting court proceedings against sexual perpetratotddwalso be difficult
due to the lack of evidentiary support for sexual abuse cl&8mwivors of sexual abuse
are often engulfed in a web of shame, guilt, and fBlais makes it difficult for them to
present their case convincingly. Without physical evider®y have to rely on their
report being believed. Yet often dynamics such as attaghmee the perpetrator,
discussed in Chapter Three (page 47), impaired memory pescegspter Three (page
45), and fear of destroying one’s family when the perpetistarclose family member,
may prevent the disclosure from sexual abuse. Evidgnsiapport can also not be
derived from the psychiatric disturbances survivors mafesi@fom because up to this
date scholars have not been able to prove a causdbdinkeen incidences of sexual
abuse and psychiatric disturbances. At present it cagnbentlemonstrated that amongst
those people who claim to have experienced sexual abusamber of psychiatric
disturbances are common (see discussion in Chaptee Tipages 42-49).

Many survivors of sexual abuse may miss out on treatmehey only get
assistance when they provide evidentiary support for th@ims. They might not be
eligible for treatment within public mental health seed if their psychiatric
disturbances are not amongst the 3% most severe Irheatth problems. This could in
turn lead to a decline in functioning of a large number opfeeand cause an escalation
of the demands on social services and social assistance

Column E: Medical Fee/Counselling

Whereas in the period 1994/05 costs for counselling have been bi8%$20.80 per
claim, this amount has risen to 2.6% of the total edperes in the period of 2004/05,
or $70.90 per claim. Thus the average cost per claim ipdesdtiin the last ten years.
This rise in expenditures is partly due to an increase inhthely fee ACC pays
counsellors. A few years ago ACC has, after a decadetaddjusting the hourly fee for
counsellors, increased the payment from $50 per hour tentiy$ 69.70 per hour.
This increase accounts for just over 39% of the incredsthe total amount for

counselling fees.
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However, the remaining increase is still substantiak @ypothesis for the increase has
been given earlier under column D, independence allowlangesums, arguing that
the decrease in lump-sums and independence allowance emaydsult of improved
mental health due to intensified use of counselling. Ehousduction of independence
allowance/lump-sum may have to be balanced with thee@ase in counselling costs.
Other explanations may be that counsellors use geyenalle sessions per client. This
could justify ACC’s increased suspicion whether treatsgmovided are appropriate
and/or effective. It could also be that therapy isenatilised by survivors because it
has become more acceptable to see a counsellor. It atsaldbe that clients present
with more severe psychiatric disturbances for which thdynot find help in the public
mental health services. Without having reliable outcome dh&t demonstrate a
baseline of functioning at the beginning and at the endGE funded treatment, all
these hypotheses are at best interesting possibilities.

Interesting as well as disturbing is the comparison obesditures for
counselling fees to other costs. Given that abuse foametselling/therapy is the most
effective treatment for the recovery from the lagaof sexual abuse (Briere, 2002;
Herman, 1992) it is deeply concerning that only 2.6% (6%3f transport is included)
of the total costs for survivors of sexual abuse is tspantherapy. Almost as much
(2.3%) is paid for monitoring treatment through assessnaaseports and just under
15 times as much (37.5%) goes to administration along jwithunder 14 times as
much (33%) which is spent on weekly compensation.

Column F: Weekly Compensation
Expenditures for weekly compensation for the loss obnme (weekly compensation)
have been 33% of the total costs for sexual abuse diaithe period 2004/05. This is a
steep rise of 403% from $2m to $10m in the past ten yedrtharargest increase of all
categories mentioned in the above statistic. It expl&G@C’s insistence on frequent
reports and assessments and must be of great conckemto t

Claimants who have to stop employment due to stress amdAmrhiatric
disturbances that are linked to experiences of past sakuak can apply for weekly
compensation for loss of income instead of going ontasitlieess benefit. They have
to present a medical certificate that testifies rthieability to continue working and
attend a psychiatric assessment to establish the seotthe impairment and the link
with their history of sexual abuse. If ACC approvestlwdir application for weekly
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compensation survivors will be paid 80% of their last incal®pendant on presenting
medical certificates at regular intervals.

There are several hypotheses that could be entertaingalérstand the reasons
for this large increase. One explanation could be thiat the years, through better
information, both survivors and medical professionadsraore aware of the availability
of weekly compensation. Survivors might apply thereforeremoften for weekly
compensation rather than trying to cover living expensesvamlthe sickness benefit.
Another possible hypothesis is that some survivors dideueive effective treatment
and have deteriorated to an extent that they becamaeuta continue working. Of
course, it is also possible that some people abussydtem by applying for weekly
compensation by lying about their condition or exaggerahag symptoms.

Although receiving weekly compensation might be a blessimg rhany
survivors, it comes with some drawbacks. All those eomg given by politicians
against making access to benefit too easy is also apf@idor weekly compensation.
Being on weekly compensation may reinforce learnt bBsfpless and survivors may
become dependent on the benefit making it difficult tentegrate into the workforce
after an extended time on the scheme. Survivors may tlees motivation to better
themselves and may have come to get used to a life witheuiressure of the work-

environment.

Column G: Miscellaneous/Administration

In total 37.5% of the expenditures of $30 million for sexualse claims are paid for
case management and administering the recovery prddassneans that for each NZ
dollar spent on treatment ACC spends 14.25 times as muddfeinistration and case
management. While the actual number of claims has asmleby 6.5% over the last
ten years, the cost for administration has increaseil28%o. Like with other categories
in Table 5 the increase can only be explained to a sxiaihiewith the inflation over
the last then years.

The increase of expenditures for miscellaneous/admaticsh could be
explained with a number of contributing factors. Firsthe large increase in payments
for weekly compensation may require additional admiatgtn for managing the
increased workload and for assisting claimants to kHategrated into the workforce.
Regular assessments need to be organised, regular cetgegmenay need to take place
to assure that claimants have access to availalgigtivoal programmes and ‘back to

work schemes’ and claimants will be closer monitocedssure that they do not remain
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unnecessarily on the scheme. Secondly, ACC might [fferieig, like other large
institutions, from a disproportional administration doanultiple layers of bureaucratic
procedures and responsibilities.

Table 5 shows a concerning gap between expenditures &maet (2.6%) and
expenditures for administration (37.5%), compensations, indeper allowance, and
lump sum payments (46%). Repeated calls for a review &f pi©cesses and payment
regulations may be justified to fully understand the i@ships between the high costs
for administration and other payments of compensatialtmyances, and lump sums.
Doubts have been expressed here whether current preeessexpenditures are indeed

the best way of assisting sexual abuse recovery.

Turf Battles in Providing Sexual Abuse Survivor Services

The previous discussion of public mental health servigeschotherapists and
counsellors (therapists), and ACC has revealed a dreegm view and positions in
relationship to the treatment of survivors of sexualsab It has emerged that public
mental health services have a technical/medical orientab finding solution to
psychiatric symptoms, whereas therapists focus ond@epoping self-structures
through reparative processes within the therapeutic oeftip. ACC, on the other
hand, has adopted a case-management system of providdiggdar treatment in an
environment of financial constraints and exploding castséxual abuse claims. In an
ideal world the involvement of three different instibuis could be celebrated as a rich
and varied source of assisting in the recovery froruaeabuse. Survivors of sexual
abuse would not get the best of both worlds they wouldrgebest of three worlds if
these three institutions would co-operate to achievedbeoutcome for survivors.

However, perceiving the ‘other’ professional worthy ofageration has been
difficult in the provision of services for the recovesy survivors of sexual abuse.
Historically evolved values of psychotherapy, psyckiaand administration have
produced a baggage of presuppositions and assumptions abdaththe that have
hindered the mutual recognition of each other and creatiedd® that inhibits fruitful
dialogue. Schon (1991), a strong proponent of inter-priofeglsco-operation states
that inter-professional co-operation is impeded because

Many practitioners, locked into a view of themselvesahnical experts, find
nothing in the world of practice to occasion reflectibhey have become too
skilful at techniques of selective inattention, junkegairies, and situational
control, techniques which they use to preserve the aoogbf their knowledge-
in-action (p. 69).
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He explains the dilemma with health professionaléanee on technical knowledge and
their un-ease or unwillingness to reflect with prastéirs from other professional
groups on the effectiveness of treatments and inteorentiSchon (1991) claims that
inter-professional reflection is required to become eansensitive to patients’ needs.
Through sharing successes and weaknesses from cliniciit@rbealth professionals
may learn from each other and create new knowledgemaytcombine experiences of
clinical practice, the swampy lowlands of messy pnoislethat are usually more
significant for human existence but less accessiblergrirical and rigorous research,
with theory that is generated through scientific methbdsdescribe the high ground of
manageable problems suitable for the application of relsémsed theory and technical
interventions, although they are seemingly unimportasbtiety (Schon, 1992).

Barriers to inter-professional co-operation betweeregsionals in the mental
health sector may be the lack of existing structurestla&e inter-professional dialogue
possible, the lack of time set aside for processesavédHearning, discomfort by some
with reflecting on successes and failures, unwillingriesgive up power and show
weaknesses, and/or the lack of recognition that there ee for such inter-
professional dialogue (Schon, 1991). Barriers are alsctegte¢hrough professionals’
allegiance to a specific theoretical model that isallg believed to be unique, different,
and better than other models. Botella (1999, p. 1) linlsalégiance to processes of
identity formation and claims that

...the process of developing one’s identity as a psychqils¢rentails. ..
positioning oneself with one of these competing discouBesnging to a
theoretical persuasion does not only provide a way to agpipmical practice,

but also has important social functions such as providlagguage and a

supporting structure made up of Journals, conferences, trainingeso and

associations.

Decades of psychotherapy outcome research has shaivaldhpite repeated
attempts to establish the superiority of one model dwerother, no theoretical model
has shown to be better than others. Instead, albappes work for some clients some
of the time (Botella, 1999; Lambert, 1992; S. Miller, Dumc& Hubble, 2004;
Wampold, 2001). The resistance amongst professionals éptait@at specific models
and techniques have no specific effect is explained by &ahnand Bohart (1999) with
the rewards a professional receives by claiming s/heurasve powers. They list such
rewards as status of leaders of specific approachespfi@tonity to ‘sell’ technical
training programs, and to establish professional legidymBotella (1999) hypothesises

that the dominance of the medico/biological model in tleatiment of psychiatric
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disturbances is due to the worldwide support of the phautiaakindustry on which,
as Read (2006) claims, professional organisations, conégejoarnals, research, and
teaching institutions have become so reliant.

Schon (1991) has described professionals’ need for recoyaitio respect as a
pre-condition to engage in meaningful dialogue about cainpractice. However,
recognition and respect are not always given. A resemty by Goodyear-Smith and
her colleagues (2005) investigated the effectiveness of phariapists and counsellors
compared to psychiatrists and psychologists. For the ¢gerfo2003, counsellors
attended to 86.6% of all claims with an average of 12.8%\p&r claim, psychologists
attended to 12.7% of all claims with an average of 9.llisviper claim, and
psychiatrists attended to 0.7% of all claims with arraye of 8.89 visits per claim. The
researchers, a general practitioner and lecturer at Angtkliniversity (Goodyear-
Smith), a psychologist and lecturer at Auckland Univer@ibbb), and a senior analyst
from Child, Youth and Family (Mansell), conceded theyrevanable to access any
outcome data that could have shed light on the qualitheofreatment provided or on
the recovery experiences of claimants. Nonetheleghpowt providing any evidence
they concluded that psychiatrists and psychologists “...aehHwetter outcomes and/or
similar outcomes with fewer treatment visits per ckmti simply due to their higher
professional qualification and recommended that “...bottiainand final Diagnostic
and Treatment Assessments” should be introduced becausarect initial diagnosis
and instigation of optimum treatment may be cost-&ffe¢pp. 389-390).

Unfortunately it is not revealed how the study was fundedlat the interests
of the researchers were. This is particularly regoédtgiven that ever since Goodyear-
Smith’s husband had been convicted of sexual abuse cshe$iad been an activist for
a group of individuals who claimed they were wrongly aedusf sexual abuse crimes
(Julich, 2001).

This study is an example of the subtle disrespect cmmynseen amongst
different groups of health professionals in New Zealahdre judgements are made on
the grounds of training and qualifications. MacKinnon (1993,18), reported from her
experiences in a multi-disciplinary psychiatric emerges@yices team that “After two
hours of interviewing the patient and accompanying family be¥s) we presented our
assessment to the psychiatrist in charge. He then sperdverage five minutes
disputing the assessment and making orders for what whapigen”. MacKinnon, a
trained social worker and family therapist reported ofdemp dissatisfaction when she

had to learn that her perspective was rarely taken sbribyspsychiatrists, although
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her training had prepared her to believe that both her andlieats’ view would
matter.

A recent Canadian study (Austin, Rankel, Kagan, Berg&ni,emermeyer,
2005) discussed the moral tension psychologist experienteedie following agency
policy and meeting patients’ treatment needs. Theinrfgidvas that psychologists felt
disrespected and unsupported by their colleagues and gleeicyawhen they looked for
support for difficult ethical treatment decisions that rhaye been outside of agency’s
policy. Without being able to consolidate patients’ caeeds with agency’s policies
these psychologists suffered from increased leved$re$s and, in some cases, resigned
from their agency.

Disrespect and the withholding of recognition are alsoceable in the
professional contact between therapists and ACCciBsland procedures implemented
by ACC without consultation of therapists have beergieed as an excessive need to
control and monitor treatment and implying mistrust talsatherapists. Not only did
therapists feel they were no longer able to providatiment that would meet their
ethical and professional standards, they also perceivedta®@hhold recognition of
them as capable and competent health professionalsh@Wjt2003; NZAP, 2003).
Schon (1991) laments that policy makers and managerstarenoft aware of the sense
of alienation evoked by changes that are imposed wittmngultation and preparation
and wonders whether managers are willing to enter iorstauctive dialogue with
professionals and clinicians.

Therapists’ frustrations and distress about the gisidshey perceived in their
working relationship with ACC has been strong. Many shibtkeir disrespect of ACC
by refusing to accept working with ACC funded survivors, lyimg that ACC s
unethical and uncaring (Mitchell, 2003). Yet, disrespectucaiot only between
institutions and other professionals, but also insidgela institutions. The New
Zealand Herald (2004) reported that Unions had warned ACGstennRuth Dyson
several times that ACC is bullying and overworking stafthough ACC has denied
the allegations, staff have reported “...they knew of egllees who had nervous
breakdowns as a result of working in a stressful and péisgcenvironment” (p. 1).
The article claims that the relationships between AGahagement and staff are based
on mistrust, blame, and favouritism and almost a thirdtaff at the sensitive claims
unit, the unit that only deals with sexual abuse clalefsjn the twelve months period
leading up to April 2004.
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It appears that mutual recognition amongst professiosal®ti always present
and the lack thereof interferes with inter-profesdi@aaoperation. Schon (1991) states
that inter-professional co-operation is only possibleenviprofessionals have self-
confidence, self-esteem, and a clear sense of theibidepa. Only then will they
engage in a process of sharing their territory of exgeeréind relinquishing power.
However, rather than receiving recognition for the difficwork in the ‘swampy
lowlands’ (Schon, 1991) some health professionals fekspected by others that
focus more on the ‘higher ground’ of technical ways ofki@. Service providers who
are caught in dynamics of disrespect will experiencairdshing self-confidence, self-
respect, and self-esteem which will negatively impacther professional identity and
may negatively affect their work (Edward, 1999; Honnet@95b). If survivors of
sexual abuse with their need for care are added to thenibgyaconditions are met for
the victim/rescuer/persecutor dynamic of the drama tieatagunfold.

The Drama Triangle

The previous section has explored how inter-profeskmiaeespect flourishes amongst
professionals in the mental health sector. Karpman'segnof the drama triangle
(figure 1, page 84) may give useful insights into the dynarhas are commonly
noticed in work with victims of sexual abuse. The dyr@naf the drama triangle may
be one explanation for the breakdown of mutual recognii&tween involved service
providers. For example, while the victim is in distresd auffers, the ‘good’ therapist
might be incensed with the allegedly unskilled or clitycaangerous ‘bad’ health
professional, while the latter in turn question thedpests’ alleged over-involvement or
the dependency creating behaviour.

The drama triangle is a model that demonstrates humtarraction from a social
and psychological perspective. It has first been de=tby Karpman (1968) within the
framework of transactional analysis as a tool to deschabitual role positions
individuals take on according to their life-scripts. Aating to Karpman (1968) the
drama takes place in the switching of roles, whereby eadlvidual occupies
interchangeably each of the three available positions.
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Figure 1 The Drama Triangle

Persecutor, Service Provider :

o Rescuer,
Victim ~ Service Provider Y

4
v

It is not difficult to imagine how these dynamics oveéme could split health
professionals into opposing rescuer or persecutor roMsile “Patients’ intense
identifications with all aspects of their story leatlesm alternately in the psychological
spaces which correspond to victim, perpetrator, and reSd@&nefetz, 1997, p. 259),
the dynamics of the drama triangle invites all thréseygrs to take alternately the
positions of victim, perpetrator, and rescuer.

All positions have in common that they are ‘real’ fhe players who feel
genuinely entitled to act in the role-specific way. Wiatim (figure 1) feels persecuted
by service provider X and appeals overtly or covertly tadseued/helped by service
provider Y. Together, victim and service provider Y may parfblame service
provider X who then becomes the victim and may in turisquerte/disrespect service
provider Y who takes his turn in becoming the victim. Abhased positions of victim,
persecutor, and rescuer are re-enforced rather than new @fabehaving being
explored.

Therefore, inter-professional co-operation has brokewndand the lack of
mutual recognition might have exposed service providersrésssor even vicarious
traumatisation. That could have a negative impact oncgeprbviders’ ability to attend
therapeutically to the needs of survivors and therdfare a negative impact on the
shaping of recovery from sexual abuse (Blum, 1992; Edward, 1999).
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Summary
This chapter has explored issues relevant for the eegovom sexual abuse. Core
concepts of the recovery model and abuse-focused tmetatmedels have been
discussed and compared. This was followed by a discuskstudies that explored the
important role social support has for the recovery freerual abuse. Public mental
health services, psychotherapy/counselling and ACC baea looked at as the main
three service providers used by survivors of sexual abugenéral overview has been
given about how recovery from sexual abuse is treatethdyhree main providers.
Barriers to inter-professional co-operation and its rhgan the shaping of recovery
have been presented and the drama triangle has outlineddrwice providers and
survivors of sexual abuse might get caught in the retem@nt of abuse dynamics.

The following chapter provides an in-depth account of thehoust used to
explore the research question “How is the recovemyabims of sexual abuse shaped by

the services available”?
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CHAPTER FIVE

METHOD

This chapter describes in detail how this qualitative studyleasloped, starting from a
clinician’s thoughts of concern, moving through a studertitude of curiosity and
culminating in the researcher’s determination to conteibatthe knowledge in the field
of recovery from sexual abuse. It starts with introdgi¢che researcher and her personal
and professional background. This is followed by an in-ddeseription of the research
process, including a discussion of participants’ rigtiésa collection and data analysis,
and finally explores the trustworthiness of the studbl& 6 gives an overview of the
chapter content.

Table 6 Chapter Content: Method

Method

The Researcher: My Personal and Professional Journe y

The Research Process
Developing the Research Question
Sampling and Accessing Participants
Participants’ Details

Ethical Considerations
Do No Harm
Informed Consent
The Right to Self-Determination
Freedom From Coercion
Confidentiality

Data Collection
Interviewing Participating Survivors
Interviewing Participating Service Providers
Focus Groups

Data Analysis
Wrestling with the Data
Coding Using NVivo
Psychological Processes and the Drama Triangle
Working with Models

Trustworthiness of the Research
Credibility
Transferability
Dependability
Confirmability

Conclusion
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The Researcher: My Personal and Professional Journey

| am starting this Chapter with a personal introductiothab the reader may get a sense
of how the background of my life has influenced the psses involved in completing
this study.

| was born in 1949 in Hamburg, Germany. At that time Germaayg #till
reeling from the impact of World War 1l (WWII). My faihgi belongs to the working
class and had been actively involved in the socialistemznt for some generations,
fighting for economic justice, equality, and emancipatidaving survived WWII and
political persecution like many other socialists, myhéatbecame a member of the
Socialist Party in post-war Germany. He felt passidpatbout human rights and the
equality of the working class. His frustration was tatiéer WWII the same ‘group’ of
people succeeded economically and politically that had peaminent before the war,
while labourers were still second-class citizensilllr@member joining my father as a
young child on Labour Day demonstrations calling for alcaguality and emancipation
of the working class and the underprivileged in generalahtk | used to spend long
evenings together debating the pitfalls of the ‘Wirtsidvafinder’ (own translation: the
miracle of economic growth in the ‘50s and ‘60s), theidig widening gap between
rich imperialists and poor working class members, and wamghts. My father was
convinced that education and the acquisition of knowledgddmo® needed for the
working class to have opportunities equal to those of itldlenor upper class.

The socialist legacy has always been the background agdiith | formed my
interests, thoughts, and actions. While raising threeremltl was actively involved in
women’s groups, women’s refuge, and the German equivaleptagfcentres. Like
many other Germans of my generation | have been in¢er@s— if not obsessed with —
the need to understand people and the interactions bepeeete. | linked that to being
bewildered and ashamed by Germany’s past and the need to andepstople’s
motivation to eagerly follow the Hitler regime. Thisd me, with some detours in
between, to start training as a psychotherapist stien laarrived in New Zealand in
1988.

As my professional career unfolded | noticed that | hegpexcial affinity for
working with trauma survivors. Whereas | often heard cgllea shying away from
trauma work, | always felt comfortable and ‘at homethamrauma. Growing up in a
society/country where everyone was traumatised thromgériences in the first forty
five years of the last century, trauma has a pecfdmiliarity for me and holds no fear.
| know trauma can be survived!
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Although with the passing of years and changing socialumistances my
political stance has somewhat softened | still bring fanitke critical view about social
issues to my work as a psychotherapist and as a rheeaithus my stance as a

researcher is best described with a quote by Carspecken AIR965) as

...a researcher or theorist who attempts to use her ardnisas a form of social
or cultural criticism ...(and) finds contemporary societyée unfair, unequal,
and both subtly and overtly oppressive for many peopledd\Vieot like it, and

we want to change it.

One way of changing society is to generate what Hader(@984) called
emancipatory knowledge, revealing hidden coercion, icgistor domination. To
achieve this, | will utilise my skills and experiencesagssychotherapist working in the
field of trauma to increase the understanding of teauimat has resulted from
interpersonal abuse and violence.

However, my background as a practicing psychotheragistcallls for particular
attention to ideas and beliefs | hold which may infleenty interpretations. My skill as
a psychotherapist assists me in establishing rapport théthparticipants during the
interviews and bringing a deep understanding of develo@hesycho-social, psycho-
pathological, and psychological processes to the asalyslata. While this enables me
to approach the data with an enhanced sense of thebssitsitivity, it could also keep
me from approaching the field ‘fresh’. However, by beingngparent and by
identifying the different lenses | am using, the reader tha opportunity to come to
his/her own conclusions.

It is understood that the creative process of analysigluenced and shaped by
the researcher’s orientation on what is studied and byab#ty to make sense of
available data (Munhall & Oiler Boyd, 1993). | anticipatedtthy compassion for
survivors of sexual abuse would impact on my researchci@pattention had been
given in supervision to tracing the impact of my assummgtithat might lead me to
over-identify with the participants of my study. | té®re concentrated to my best
abilities on being a researcher and not a psychotherapis

My assumptions impacted on the study in all phases girtheess. | started this
research with the rather naive expectation of being tbleeveal a ‘right way' of
delivering mental health services for victims of sexualsab | immersed myself in
literature about the injustice of social and culturatwinstances that lead to sexual
abuse, and of the impact globalisation has on spaéties. However, the more |

researched the more | became aware of the compéegitisocial life and the obstacles
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governments and services face in developing policies thatstioe to all members of
society, and the obstacles survivors face in accesahgtdising the services available.
My assumptions about the injustice of mental health sesyipolicy makers, and ACC,
as well as strong convictions about survivors’ treatnme@ds underwent a radical
transformation over the years.

The writing of the study has been a long journey of haodk and personal
growth that crisscrossed through the emotional landscabeexcitement, fatigue,
hopelessness, stubbornness, and determination. | had torggttitand my frustration
grew when | was told there was ‘too much of this, or iitle bf that’, and re-writing or
editing was needed. | believed that | should have bedmadt the ‘right way' was and
that | did not get the help | needed. Only much later walsld to notice the parallel
process between me writing this study and survivors recmy@om sexual abuse. The
‘helpful’ interventions, for example encouragement andport gave me the energy to
continue. Nonetheless, the perceived ‘unhelpful’ intetieas, for example being told
to re-write or re-think a chapter, offered me the oppdstun improve and strengthen
my argument. | came to understand that | needed to dealdre ‘helpful’ and
‘unhelpful’, the emotional support and care as welhaschallenge, for my identity as a
researching psychotherapist to develop and grow.

Rather than just adding new information to my knowledgsebahe PhD
journey became a journey of personal growth. Values ahdf® | had held for many
years needed to be re-evaluated, discarded, or updatdwbr R@n repeating what |
have learnt | had to integrate the new knowledge, digiestake it mine, stand by it.

Understanding became standing under what | had learrtcdaiehg it up high.

The Research Process

The research process started with the developmeheaésearch question, the research
proposal, and the application for ethical approval for shedy from the Ethics
Committee of the Auckland University of Technology andnfrthe Health and
Disability Ethics Committees, Northern X Regional Eshi@ommittee. Ethical approval
was given on 10 December 2003 (Appendix A). Prior to applying for ethical apgdrova
consultation with the Maori Representative form the Kaied University of
Technology had taken place to make sure the reseacomssstent with the provisions
of the Treaty of Waitangi. Appendix (L) describes hoesthprovisions were observed.

89



Developing the Research Question

The initial focus was on the power inequalities betw&€C and survivors and was
formulated as “The interplay between policy, provisidnmental health services, and
the consumer: Survivors of trauma and ACC”. This fochisnged over time through
reviewing the literature of the wider context of recgveom sexual abuse. The excerpt
of my memo from 29 July 2003, figure 2, shows parts of thieldement. It also
shows the strong assumption | held about ACC in thenbeg, an assumption that
underwent a remarkable shift by the time | completedttigys

Figure 2 Memo: Refining the Research Question, 29.7.03

The working title in my head is ‘how does ACC mess upctieat? -
| know there are a lot of presuppositions in that questimtly clients are messed Up
—and...not all will be, and secondly that it is ACC wdre doing the messing up.

| think it is important to limit the research to theverely disturbed/affected clienty —
recognising that many clients with less severe psycha@bdamage ‘cruise’ through
their therapy without much hassle. It becomes a prolbdmn ACC is providing
funding for serious mental health issues — and are thegpguto do so?

Is it the counselling services that shape clients’ wellige | think ACC is alsg
shaping the services. | don't like the emphasis of thetmueto point away fromn
ACC. Yet | also think...that ACC is shaped by wider socm aconomical factors.

Is the question becoming too big? Will | be able to adda#idbe different aspectg?
Or will I focus on one area more deeply while only askiedging other contributing
factors? | want to avoid writing a study in the scopéHow to address worlg
hunger” going on about the big and global without being abletspecific enough to
be relevant and practical for people.

By the 3% of December the Application for Ethical Approval was dehin with the
research question finalised as “How is the recoverniaims of sexual abuse shaped
by the services available?” and the focus had shifted dmeay ACC to all service
providers involved in the recovery from sexual abuse.

The more my reading informed me about the scope of regavad all the
different factors that have an impact on the recp¥em sexual abuse the more | felt
the tension between ‘showing all that is relevamd ahe constriction of what is
possible to address within the scope of this study. Oncphif@sophical framework
was chosen | decided to make the interactions betweervetg\and service providers
the focus of this study.
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While | was looking at a number of well-known critid¢hkorists | came across Axel
Honneth and his recognition theory. Recognition theomneahiately appealed to me
because it spoke the language of psychodynamic undergjatitat good enough
experiences are needed in early childhood for a persaotessful journey through life.
| could see that recognition theory had the conceptuaéptavguide the interpretation
of conflicts experienced in close interpersonal relatgps, with institutions and
agencies (legal systems), and within the wider societt ingportant for me, however,
was that recognition theory provided a framework for arplg how conflicts in these
three main areas harm a person’s psychological welglend development. | believed
that these qualities made recognition theory suitablexXpfaining the impact services

have on survivors and on the recovery from sexual abuse

Sampling
After | had decided on the theoretical framework that gpide this study and the
approval from the ethics committee had been given/iestglanning for the collection
of data. The initial plan was to conduct up to 20 serestired interviews (schedule
Appendix K) with sexual abuse survivors with a historyefual abuse and depending
on the interviews to invite up to ten providers of sexual abas&ces to participate.

| contacted 52 psychologists, psychotherapists, and ebanssin the wider
Auckland area by mail in January 2004. Their addresses wera fan the
membership list of the New Zealand Association of Rstfterapists and from my
personal mail-out list. They were asked (Appendix Bp#&ss on the ‘information
sheet’ (Appendix C) and the ‘consent form’ (Appendix D) g elient with a history of
sexual abuse they considered suitable for this reseakcturther 55 letters with the
same request went out in February 2004 to psychologistshgibgeapists, and
counsellors taken from the ACC provider list for sexumis® counselling services.

For inclusion in this study participants had to have egpeed sexual abuse and
counsellors needed to assess whether their clients alde to engage in the reflective
interview process without the risk of being adverselycaéig by it. Excluded were
clients who were in the active phase of trauma psiegsas defined by Herman’s
(1992) second stage of trauma treatment. No further inclasierclusion criteria have
been made for this study.

Should participants identify any services as significarghiaping their recovery,

the intention was to interview relevant services.eAfinterviewing six participants
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public mental health services, counsellors, and ACC head bmentioned by participants
as influential for their recovery. The decision whsn made to begin with the service
provider interviews. Fifteen therapists with experienicepublic mental health services
and/or private practice were approached by mail and byehath the request to

participate as service providers in the research (Appendix Fhgy had not been

connected to the participants.

The initial plan was to conduct semi-structured intergie(8ee schedule
Appendix M) with service providers. After three interviewave been conducted it
became apparent that providers introduced issues so dfstincsurvivors’ data that it
was decided in consultation with my supervisors to stoprum@wing individual
providers. The analysis of participants’ data emphasigsedgy the struggle they had
with public services. It was then decided in November 2008k sthical approval for
conducting a focus group with service providers who were exqpaxd in public and in
private mental health settings.

Accessing Participants

Twelve survivors responded to my call for participatiomhiis research project.
Nine survivors were female Pak&hane a female Méadtiand two were male Pakeha.
After consultation with one female survivor and her psyodi@pist it was decided that
participation in this research might be harmful dueh® state of distress she was in
when the interviews were to be conducted. One male BRakaek excluded from the
research because he had experienced physical abusedaxuad abuse. The remaining
ten survivors participated in this study project. Nine hefmt had experienced sexual
abuse in their childhood. One participant had been #gxassaulted about two years
prior to the start of this research. See appendix (NJdtails of participating survivors.

Nine providers of counselling services expressed theiresttén participating in
this research. Two of those providers were unabletémditat the times scheduled for
the interviews. Seven providers have been interviewed. awended individual
interviews in 2004, one attended an individual interview in 20@4panticipated in one
of the focus groups in 2006, and four attended focus groups in 2d0garAtipating
providers were female. Four providers worked in private psty@rapy practice as well
as having current or past experience of working in the pufintal health sector. Two

8 pakeha is a Maori term used in New Zealand for whiteigrants/residents/New Zealanders.
® Maori are the indigenous people of New Zealand.
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providers worked in private practice. One worked in privatetigra@nd had held a
teaching position in a recognised counselling training progranreTwas therefore a
variety of experiences the seven providers could dravsea.appendix (O) for details
of participating service providers.

In 2005 | approached the ACC sensitive claims unit to inqabeut the
possibility of interviewing case managers. Participantrmédion for service providers
was included (Appendix F-J). | have been unable to inter@&®& case managers but a
senior manager from the sensitive claims unit wasingilto answer some of my
guestions during a telephone conversation. The ACC managdreen included in the
above list of participants.

In using the qualitative research method underpinned bgatriheory the main
sampling criteria is that rich data was aimed for tite¢ded to be in depth from each
participant. The sampling method for both survivor partiipand service provider
participants has been purposive (Baker, Wuest, & Stern, 199®posive sampling
describes the practice of selecting participants thatkaosvn to have or have had

experiences that put them in the position to ansveerdbearch question.

Ethical Considerations

Studies that are conducted with human subjects have tglgowith rigorous
requirements for the protection of participants’ righfthis is especially important if
study participants are considered to be vulnerable, suchhiédren or subjects
experiencing mental or physical ill health (Polit & Hierg 1991). The main
considerations regarding participants’ rights are bridi¥gussed here and a description

is given of how these rights have been addressed isttidy.

Do No Harm

A main concern for clinical practice and clinical rasd is participants’ right not to be
harmed (Polit & Hungler, 1991). Because survivors with tohysof sexual abuse may
still be vulnerable and struggle with psychiatric disturbantetose not to contact
survivors directly. Instead | approached psychotheraists counsellors with the
request to identify survivors that, according to their judgegmenay be advanced
enough in their recovery that the research processdwmtl harm them. | requested
that participants had either finished their therapy orewe the terminating phase to
ensure that they had worked through and / or gained enoughcdistaam their

traumatic past to minimise any possibility of re-trausadion. Participating survivors
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and service providers were informed about the availabilityhe Health Advocates
Trust and received the Trust’s contact telephone nusiboeuld they have any queries

or concerns regarding their participation in this redeéee Appendix C,D,F,l).

Informed Consent

One of the mainstays of clinical studies is participantgdit to informed consent. To
meet the requirements for informed consent, full dsale about the study process has
to be given and the right to self-determination hasdoassured (Polit & Hungler,
1991). Participating survivors in this study have been givemtbemation material by
their psychotherapist or counsellor and were able tkentlaeir decision within their
own time. Participating service providers were given tfi@rmation sheet directly.

The information material for both participating survis@nd service providers
gave clear details about the nature and the purpose stiithe (Appendix C+F) prior to
the commencement of the interviews. It was also pdimtut that participants had the
right to seek clarification about any aspect of therimégv or the study before, during,
or after the interviews.

Participating survivors and service providers were giméormation about how
to contact the researcher should they wish to. I$ aiso explained that informed
consent would be an ongoing process and participants codiecide and stop their
participation in the study at any time. Such a provisidkeganto account the fact that
the study process is difficult to anticipate, is everging, and might bring pleasant or
unpleasant surprises for the participant (Munhall & Cieyd, 1993).

The Right to Self-Determination

The right to self-determination is a cornerstone fidorimed consent. Honneth (1995b)
explains that for subjects to be able to practice thgints they need to be given the
opportunity to do so. For participants to be able torase their right to self-
determination they need to be given sufficient inforomato fully understand what the
study is about, whose interest is being served, and wetrole in the study involves.
To assure participants are given the opportunity to prachee right for self-
determination participants need to be enabled to refuseipation at any point of the
research process. This includes the right to stop at any giing the interview (Polit
& Hungler, 1991).

94



Freedom from Coercion

Participants also have the right to freedom from @oar(Polit & Hungler, 1991). In
this study this principle meant that participants who werems of sexual abuse were
not coerced to participate in the study. This was asshyedaving participants
contacted by their therapist who had no personal gamerest in them participating in
this study. During interviewing, questions for survivors weeslengeneral with a broad
focus, to enable participants to speak about any issuestanpoo them. They were
also invited to answer only those questions they felt caatfle with. When | noticed
during the interviews that a participant was stirred up lopestion or a topic he/she
was talking about, | suggested a pause and inquired whetkewagsure s/he wanted

to continue.

Confidentiality

Confidentiality is a primary obligation in any researchjgect Participants have the
right to anonymity and the right that their informatibe exclusively used for the
proposed study (Polit & Hungler, 1991). To keep the confidiégtia my study | have
asked participants to choose a pseudonym, which | would use Iwbké@rred to their
responses. Audiotapes of the interviews and any demograghiotparticipants will
be stored for 10 years at Auckland University of Technploga locked facility. Any
written material will only use the pseudonym of particiga®nly my supervisors and |
viewed any information given to me by the participants.

Data Collection

This study explores how services shape the recovery f@xual abuse. Because the
request was that participants were in the end-phadeeoftherapy, the focus of data
collection was participants’ recollections about exg®es in their near and/or distant
past. Given that mainly historical data was to be ctticinterviews of approximately

90 minutes length were conducted as the main source of datarfdividuals and the

focus groups. They were audio taped and transcribed.
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Interviewing Participating Survivors

Ten survivors were interviewed once and four of thoseswserviewed for a second
time to further explore the shaping of recovery. Thas®views were audio taped and
later transcribed. My clinical background gave me the stdeding that the
establishment of trust and safety is pivotal in workaith persons who have a history
of interpersonal abuse. | considered it crucial to delee enough time to establish
rapport so that participating survivors were comfortablexpressing their thoughts and
experiences about their recovery, and for the interpeacess to unfold safely. A
posture of ‘indwelling’ was aimed for, in which the resé®r can be “at one with the
person under investigation, walking a mile in the othesqr@s shoes, or understanding
the person’s point of view from an empathic rather tlasympathetic position”
(Maykut & Morehouse, 1994, p. 25). To be able to spend an exteimde period with
the participants will often allow participants to voleet more sensitive material and to
become accustomed to the researcher, an importanteemguit of credibility (Krefting,
1991).

The survivors’ interviews began with restating the ainthe research and the
broad stated question “I would like you to tell me theyswiryour recovery, all the
events and experiences that were important to you’e @acticipants started talking,
they needed very little encouragement. On the contrédmg, researcher had the
impression participants were all too glad and willing tarshtheir story. Initially, very
little direction was given during the interviews apart fragking for clarification. As
the study proceeded and the data of the first intervieas analysed, questions were
used to expand on certain statements to explore an fresuea different angle. Such
interview skills enhanced and supported the credibilityhefresearch project (Krefting,
1991) and aided the process of comparative analysis of dadas,cand emerging
concepts.

After initial analysis of these interviews | decidedrtterview participants again
in 2005. | was able to contact four of the participating sorgiand invited them to be
interviewed for a second time. The aim was to clarifgicepts and categories and to fill
gaps that emerged from the first interviews. After wmiawving four participants for the
second time it was decided to stop further interviewsiofigors because the questions
that arose from the first interviews were answereadl @am new information had come
forward. It was then decided, following discussion witly supervisors, to start
interviewing service providers to also draw on their vievishaow services shape

recovery from sexual abuse.
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Interviewing Participating Service Providers

Three service providers were interviewed individually for apionately one hour.
Although these interviews were audio taped two of therwgws were not audible due
to a fault with the recording device. Thus a summarymade on the basis of recalling
the interview. The service providers’ interviews startét W would like you to tell me
about how you/your service shapes clients’ recovery gerual abuse, all the aspects
in your day to day work with this client group that you edessimportant”. It seemed
that the individually interviewed provider participants stredglvith answering the

guestion, as is illustrated with the following excerpini my research-journal, figure 3.

Figure 3 Field Notes 12.10.2004

FIELD NOTES OF INTERVIEW

| was struck by the fact that this experienced counsethar is respected for providing
good service for sexually abused clients, has difficultsirticulating the impact other
services have on her and on her client. When | asktdhow the experience x has
shaped her ability to work” she struggled for words and stayaidly vague in hef
descriptions. Addressing the question from different andjig$elp marginally. Onc
| offered some concepts for her experience, she wakldoavledge “Yes that’'s how
IS, exactly”.

137

—

The counsellor in the above field note had had a veryuhetperience with ACC (see
page 213, Alexandra’s quote) just a few days before tleeviatv. When she talked
about the impact that experience had on her she disptayeldr symptoms to those
clients display after being traumatised, for exampldicdify talking about her
experience, difficulty conveying the impact on her, and atthgbsigns of dissociation
and/or numbness.

After the first three provider interviews | realiseoht they introduced new
issues, for example professional supervision, workloaalatisn, lack of support,
vicarious traumatisation, and a case load with high ptmpoof trauma victims. These
issues, although relevant for the provision of therapyictims of sexual abuse, were
so distinct from survivors’ data that | felt they needmtbé explored in further research
that focuses on requirements for therapists to bectafe in assisting recovery from
sexual abuse.

The data from participating survivors showed the high véidag put on support
and care, a clear understanding of what recovery edtaihd the struggle they had with
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public service providers. Therefore the decision was mad2005 to recruit further
service providers with experiences in both the private abdicpsector to deepen the
understanding of survivors’ data. The decision was madeséothe format of focus
groups, to expand and explore within a larger group questiors loasthe issues that
have been raised by survivors. The Auckland Ethics Ctieenwas approached again
seeking approval for conducting focus groups with service providlais approval was

given on 29 November 2005 (Appendix E). | recruited anotkendividual providers.

Focus Group

Three service providers were interviewed in a focus grougdproximately 90 minutes
and this interview was audio taped and transcribed in time &b a summary memo. A
further two service providers were interviewed in a focusigrfor one hour. During
this interview | took notes and transcribed these laténenform of a summary memo.
One service provider was interviewed by telephone com@nsduring which notes
were taken. These were transcribed later in the &@ransummary memo.

Focus groups as a qualitative research method have beeasimgly used in
the social sciences (Morgan, 1997). They are usually sgnalips of less than 12
participants in which the researcher provides the focushef interview and the
interactions of the group provide the data (Morgan, 1991¢. Key characteristic that
distinguishes the focus group from group interviewing is thephasis on the
interactions between participants in the context &f tbpics that the researcher
introduces. Group interviewing in contrast is interviewingesalvpeople at the same
time and the main interaction is that participantpoesd to the researcher’s questions.

The purpose of focus groups is to generate data about pargigdtitudes,
feelings, beliefs, experiences, reactions and to exphterelegree to which participants
agree on a certain topic (Morgan & Krueger, 1993). Focus groays proven to be
useful at different stages of a research projectexample in the explanatory stages to
specify questions and guide the further path of a study treaend to evaluate and
assess findings that have been made. They have beerasishd single method of
research or to complement other methods such as indivicteaviewing (Krueger,
1988; Morgan, 1988).

| used the focus group in my research to explore servaadars’ view of the
recovery process. For that purpose service providers as&exl how they understand
their role in the process of recovery from sexual atausl to clarify how they perceived
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that services shape the recovery from sexual abuseaskpoups are ideally positioned
to reveal the deeper structure of given issues throughinteeactions between

participants who may offer multiple meanings and understgsdiuring the interview

(Lankshear, 1993). This was apparent in both focus grouggipants took cues from

each other and expanded on each others’ concepts. Thistaan rich data about their
role in assisting the recovery from sexual abuse.

Besides the usual limitations that are common to ewesgarch method there
are some that are characteristic of focus groupssibban noted that the researcher has
less control over the data produced (Krueger, 1988; Morgan, 1988, that
participants may not be expressing their individual viewpeimen the consensus in the
group is a different one. Also, the limited confiderntyalmay have influenced
participants’ answers because speaking in the group corgtembti providing the
anonymity individual interviews may offer.

| wondered about this particular point in my experiencth wile two focus
groups | conducted. | could imagine that psychotherapistshemsitate about expressing
their individual view in front of others if that view dibt confer with the ‘politically
correct’ stance about sexual abuse or the ethicatigeaaf psychotherapy. However,
having conducted two separate focus groups and 4 individual ewexvi found that all
these sources discussed similar issues of concerncdmmonality suggests that the
data reflects a position representative of a rangeeofice providers who were
psychotherapists or counsellors.

Data Analysis

Data analysis is described by Morse and Field (1995) as am gebcess in which
theory emerges from data with active intellectual arehtove participation of the
researcher. This process calls for full immersion famdiliarity with the data. Clarity
about the data was sought through repetitive questioning andsiagalyy writing of
memos, in discussions with supervisors, in looking at thstiegi literature, and in
discussions with colleagues who work in the trauma field.

Processing the interviews showed that survivors felt latned, shamed, and
unworthy in response to some interactions with serprowviders. Their sense of self
was diminished by these interactions they termed aselpfilf. These interactions
impacted on their self-understanding, on their being, andhow they defined
themselves. The interviews also revealed interactioaiswwere termed as ‘helpful’ and
that had a positive impact on survivors’ sense of self.
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The data was explored sorting firstly by service providgegories and secondly by
how they impacted on survivors’ sense of self. This gafegmation about which self-
relation (self-confidence, self-respect, self-esteesa affected. The reverse path was
taken as well. Interviewees’ accounts of, for examfdeling belittled or not feeling
treated like a responsible adult, gave information atdnith form of recognition (love,
rights, or solidarity) was not given and/or expected tgilsen by survivors. Thus both

a top-down and bottom-up strategy was used in the amalfythe data.

Wrestling with the Data

A difficulty in analysing the data was found in decidingetier incidents with service
providers constitute a withholding of rights or a withhoddiof emotional support.
Service providers could also be institutions when theyadbiehalf of the government
and provide funding or treatment. They thereby becomenlf@cer of legal systems
who can grant or withhold rights and interactions coué& doded under legal
recognition. Yet when survivors come into contact wehvice providers such as Work
and Income Support New Zealand (WINZ) or ACC they de#h wersons (staff) with
whom survivors have some form of relationship. Thus emati support or the
withholding of emotional support extended within these @tships could also be
coded under recognition through love.

| wrestled with the data and investigated the codes frarows angles using
Honneth’s recognition theory. An example of ‘wrestlingh the data’ and exploring
coding possibilities is shown in table 9. The example deinates that interactions
between people are very complex and may affect them oumber of psychological
levels and coding under all three main categories ‘LoVRights’, and ‘Solidarity’
could have made sense of the data. Not linking psychdistiarbances to one’s history
of sexual abuse was finally coded under ‘Rights’ becauwseantbraction took place in
the context of legal systems rather than in intenatimary relationships.

| searched through Honneth’s articles and books but waseuteafihd guidance
for how to deal with the ‘grey’ areas that indicatecuerlap of the categories Love,
Rights, and Solidarity. | concluded that recognition thiemray need to be further
developed in order to account for incidences in the headtfossin which legal systems
(recognition through granting of rights) may also be sbarce of direct care and
support (recognition through love).
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Table 7 Wrestling with Data

WRESTLING WITH DATA

The node ‘not linking’ contained survivors’ experiences
Of not knowing that their problems may be linked to sexual abuse
and service providers not asking about sexual abuse

Possible Interpretations using Honneth:
Lack of Recognition through either...

- Rights -
Is it lack of cognitive
respect when

- Love -
Is it lack of care when

- Solidarity -
Is it lack of giving
social esteem when

...providers treat survivors ag
mentally ill and not as victims
of abuse?

...providers do not
acknowledge whole person —
including her history?

. ...providers don't give
" information about possible ...Providers don't
links between problems and | acknowledge survivors’
sexual abuse and thereby struggle with the legacies of
Jﬁinder survivors from making| sexual abuse?
4nformed decisions about thelr
‘treatment?

...providers don't offer possiblé
explanations for survivors,
suffering?

...providers treat symptoms ar
not possible underlying causes

...providers don't refer victims
of sexual abuse for abuse
focused therapy?

...providers hinder survivors
from accessing ACC
compensation and treatment?}

Coding Using NVivo
Data collection and data analysis went hand in hand.aRalysis started immediately
after conducting the first interview with substantiveimtial coding. The transcribed
interviews were examined line by line in order to discdkierprocess expressed in the
data (P. N. Stern, 1994). For the analysis of the trdrestrinterviews | used the
computer software program NVivo 2.0. This program allowsrésearcher to handle
rich text-based information and enables deep levels dysasavith linking, shaping,
searching, and modelling.

Sentences or parts thereof were coded under child and perées in a tree
node system. A node is the result of categorizingestants made in the interviews
(figure 4). A parent node is a higher level category wisegeahild node is a sub-
category of the parent node. A node tree was set upakathe main node categories of
services (sentences in which services are mentioned bgipamnts), shaping (access,
interactions, attitudes, availability of services, abtm®is, communication, funding,

101



information, knowledge, policies, people skills, redaships, partnership, case
management, and miscellaneous issues), issues (bddeis services and about self,
expectations, emotions, consequences), recovery (diomsnsie. beginning, pre
treatment, hard times, hindering recovery, helping recowsny definition of recovery)

client rights (entitlements, complaints, code ohtg), wanting from services (staff with
heart, trained staff, people oriented, respected, umahelisg, not pressured, time),
aftermath of abuse (beliefs and messages that areidsgaf sexual abuse), and
participants’. The following figure 4 shows a small exceffmm the first node

‘Services’ after coding the first interview.

Figure 4 Example Node Tree

Services
| I l
Counsellor School ACC CMHC
— J Y
™ I I ™ ™
Betrayal Interfere with Caring anc Funding Long waiting
treatment support time
\ J J Y
Breaching Grateful for
Boundaries funding
\ J J

The first interview generated 170 different nodes in tétat. ordering the data in this
early stage of analysis | was informed by processes @@@lin grounded theory
(Glaser & Strauss, 1967), for example open coding or fragtuhe data into small
analytic units, constant comparison of data, codesearetging concepts to define the
parameters of categories used. Conceptualisation, thepsioly of categories, was
delayed to avoid contamination of the data with preceedeideas | might have and to
make sure that important categories were not overlooked.

The coding of the first three interviews fractured tisga into 257 different
nodes. In the next stage these 257 different nodes weupegt using concepts from
recognition theory using main nodes of ‘Services, Disrespatognition, Community,
and Bonds of Love’. After three interviews | was Mfth a feeling of drowning in data.
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The large amount of data, themes, and possible avemudsavel down, was
overwhelming. At this point | started to compare sulistarcodes with each other to
identify their similarities and their differences. ThHad to the next step. Nodes were
collapsed or grouped together into larger categories by askiegch node what it was
an example of. The aim was to reduce the number of @uakt explore the full range
and scope of each category, their dimensions, andrtiationship to other categories.

It also increased my confidence in being able to mattayamount of data.

Psychological Processes and the Drama Triangle

After all the survivors had been interviewed once, tha @&l into two distinct good-
bad polarities. Participants reported that their regovers been shaped by acts of
disrespect by services that were creating obstaclegeorarested their recovery (bad)
and by providing recognition through emotional support that edabkem to overcome
the obstacles and move towards recovery (good). | faly dissatisfied with the
simplistic black and white view and looked further. Thdofeing memo (figure 5) is a
demonstration of a frequent struggle in the analysis odidte that | solved by using, in
addition to recognition theory, psychological theories arrive at a deeper
understanding.

Jacob’s ‘fighting the system’ through rebelliousnesd anminal acting out
gives him a focus for releasing his anger, but it keeps rom fvorking through his
pain and sexual abuse trauma. Thus ‘fighting the systeotégs his parents whose
betrayal and abuse is unprocessed. He remains depemd&he system’ and on his
parents, which prevents him to achieve individualisatiach @rtonomy. And although
his anger at ‘the system’ may be justified, not shiftanger towards one’s abuser(s)
keep survivors of sexual abuse hostage to their past (Ra33).

What would have happened if he had received recognition kgl smrvices
when his parents were sent to jail? It is possible hiigapath would have been different
and he might have become one of those 93% of survikiatcope with life without the
help of agencies or services (see page 62). It is alsibposhat the abuse had already
interfered at this point with his self-relations to theent that he would have ended up
at the same point he is now no matter how much hetpdsved.
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Figure 5 Memo: Analysis - The Drama Triangle

Once people engage with services and problems occur — eltteetto their owp
psychological problems or inadequate service provision octstie — we can often find
a re-enactment of the drama triart§le This is particularly demonstrated in Jacqb’s
interview. While he is absolutely furious with ‘the systeand can not find much gopd
to say about the government, agencies, health and Intezglhh professionals, helis
surprisingly quiet about the role his parents playedsHifa. He ascribes responsibiljty
to himself and to ‘the system’ for not finishing schdmcoming a criminal etc., Qut
doesn’t mention that his parents were the perpetrators. édplains very clearly the
trauma modéf, whereby the parents are kept free of blame in ordstagoattachmenj-
worthy and all his anger is either turned against himselagainst the system. His
counsellor is in danger to occupy the position of theues

Rescuer Persecutor
Counsellor The System

Victim
Client ®urvivor

(Karpman & Fleener, 2005)

This model (figure 5) shows clearly the danger that thetgpnay align or collude with
clients as they vent their anger towards ‘the systamthe other provider of services. It
also showed me that | could, in the analysis of the da&taempted to put ‘the system’
in the position of the persecutor that is responsiblehierinteractions of disrespect, the
therapist in the position of the rescuer who providésractions of recognition, and
survivors in the position of the victim who had been uaablchange their situation. |
had to be vigilant not to act on the constant inwtatby participants’ compelling
stories of pain and trauma to re-enact the drama taangl persecute ‘the system'.

My question of recognition theory as a model was haauld reflect the extent
of survivors’ responsibility for the choices they makeheir lives. That was possible
once | started working with models and developed a mddlibhcorporated mutual
recognition. Now | was able to show that subjects wnlly receive recognition from
persons or systems when subjects are able and/or widligiyé recognition to them as
well (Honneth, 1995b).

19 For a discussion of the Drama Triangle see pages 91r@§jring the Other: Barriers to Inter-
Professional Co-operation
1 For a discussion of the trauma model see pages 56-58haigat Disturbances
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Although the data did not change in any significant way angrharas for a long time
undecided how to represent the different categoriesamaeeaningful presentation of
how services shape recovery. Sometimes codes seegrtdo black and white and did
not reflect the complexity of the incidents. An exampléhe participant who stated that
she would have had a better life and would have cost the gosetriess money if
someone had asked her 20 years ago whether she had beddly sdxused. | wondered
whether not inquiring about abuse is an act of disredpettie service provider. Who is
responsible, the service provider or the survivor? Had cesvbeen offered and the
survivor had been unable to take advantage of them? Dwitesegroviders lack in
caring or was the survivor avoidant, in denial, or naidyefor treatment? These and
similar questions came up for me at many points of théysinaand caused a fair
amount of creative impasse.

The therapist in me saw all the possible psycholbgiyeamics of learnt
helplessness and distorted cognitions, whereas the ckeeareeded to decide how to
code the incident. | decided to code the incident as thehhmafessional’'s failure to
inquire about possible abuse or trauma in the person’sipastever, examples such as
this one also showed me the difficulty a study is faggd when data collection relies
on the recall of survivors of sexual abuse. Without legthe researcher ‘hat’ behind
and slipping on the therapist’s *hat’ during the intervigivss impossible to ascertain to
what extent the interviewee is aware of all the dyica that led to not receiving
services and to what extent their thinking may still bata@minated by abuse-based
beliefs that may have prevented them to engage with esrvic

Working with Models

The use of models and diagrams helped greatly in anglysé data. Models were used
for looking for connections, for indications of gapsattimeed to be filled, to indicate
possible next steps, and for conceptualising and providingvenview over the large
amount of data collected. Most of all, the models gaee an appreciation of the
complexity of influences that determine the shaping ofwego

Figure 6 shows how the analysis in the early stagesddcan the influences
that shape survivors, service providers, and the commumityhich they are both
embedded in. Survivors, indicated by ‘self’ in figure 5, iafllenced by the legacies of
sexual abuse that are reflected in self concept, physitakional, cognitive, and social
functioning. Service providers are influenced by the knowlettgg guides their
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practice, by staff qualities, and by policies and procedufé® community is
influenced by willingness, knowledge about sexual abuse#,sanial conscience. The
quality of the interaction between the three determiheshaping of recovery, which is
reflected by self-esteem, self-confidence, and self-oéspe

Figure 6 Process model 19.6.2005

(Social functioning )
Seff Conoent

CNEATD

Polcies &Procedures CQuality of Interaction ) Social conscience

Staff Services Community Wilingness

<
Knowledge v

Shaping Recovery From Sexua@

@@

Knowledge of CSA

The above model in figure 6 shows clearly the wide scopeetdearch could take if all
factors that contributed to recovery would be addressed it emphasised the
complexity of recovery from sexual abuse. However, ribgrictions given by the
parameters of the PhD study made it necessary tothmiscope of the analysis. While
acknowledging the impact of influencing factors of alltjggr involved, survivors,
service providers, and community, as a researcher | detideestrict analysis to the
interactions between service providers and survivors.

| have used several visual models at different stagdatafanalysis to improve
my understanding of the data. The problem | faced wastbgnresent the data in ways
that do justice to the complexity and the non-lineacess of the shaping of recovery.
The following model in figure 7 demonstrates another stéperanalytic process.
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Figure 7 How Service Shape Recovery - 8.3.2006

Legal Disrespec:
The Denial of Rights
to Abuse Focused
Treatmen

Access To Abust

Focused
Treatment

Legal Recognition:
Providing Abuse
Focused Treatment

!

CSAis Ignored Legal Disresyect: Disrespect Recognition
No Services for Men No Participation Relationships of
Lack of Information Assessments & Reports AL p through Love

Diminished Diminished Diminished Self- Developirg Selt

Self-Confidence Self-Respect _Confidence: confidence
o Retraumatisation Distress and Crisis

Giving up Loss of powe

Victims Become Victims are Not Enough With Enough
Patients Disempowered Support: Support:
Give up Fight
t | !
Recovery

The model in figure 7 showed already the impact disresattrecognition have on
survivors’ self-confidence, self-respect, and self-estelaum, it lacked in detail and
clarity. It did not show, for example, in which fornsespect was given and why it
impacted on survivors’ self-relations. What struck mehwiitis model was that, for the
first time, | could ‘see’ that recovery is connectedhvgome form of fighting, and that
the ability to fight was linked to receiving support. Howewehat it did not show was
the positive impact of ‘unhelpful’ experiences through iwading survivors to engage
in fighting for their rights. | also wanted to shove thackwards and forwards movement
of the recovery process, which did not show in figureTiie following figure 8

demonstrates the next step in the analysis.
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Figure 8 Balancing Assistance & Challenge - 26.11.2006

Balancing Assistance & Challenge

Services: Services
Assistance / Hindering /
Recoanition Disrespec

Invisibility
of CSA

Structural

- Power
Understanding

Interpersonal
Disrespec

\_
A

Although the model in figure 8 was an improvement frompitevious one and showed

Believing

a further step in the unpacking of the data, it lackedsttarpness to express the circular
dynamics of recognition and disrespect, whereby for elathe therapist being caring
creates a chain-reaction of improvement in the suryimespect towards the therapist,
caring by the therapist, improvement. It was imporfanime to demonstrate within my
model that survivors are not just passive recipients i&, daut that they co-create the
circumstances of the recovery process. Using the symba scale to show the
movement between helpful and unhelpful interactioss & successful step towards
highlighting the non-linear and dynamic nature of the reppprocess. | was satisfied

that balancing the polarities of recognition and disrdsp@s the core of the recovery
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process. Still, my concern was that interactionsevgtitl divided into good and bad and
rather uni-directional from service providers towards songyv

While | reviewed literature | discovered by chance arclartabbout Cambodian
refugees with treatment-resistant PTSD and panic attackiis article the researchers
demonstrated their findings using a circular model thatsswith a point of symptom
inducing incident that leads to arousal, aggravation of sesgnmgptoms, to escalation
and panic attacks (Hinton et al., 2005, p. 619). This model g@vthe idea to present
my data in a similar way. | knew | would need two ciscle demonstrate the impact of
both recognition and disrespect on the recovery protedso saw an opportunity to
incorporate the actions of survivors that contributechéorhaintenance of the cycle of
recognition or disrespect. This model is presented in idriskion chapter (page 222)
as the final model that shows my understanding of hawcss impact on the recovery

of victims of sexual abuse.

Trustworthiness of the Research

It has been mentioned that to do justice to qualitatnearch it has to be evaluated
with criteria other than those for quantitative reskgGuba & Lincoln, 1989; Krefting,
1991). They propose credibility, transferability, dependgbiéind confirmability as the
four main criteria by which a qualitative study should le=asured.

Credibility

Credibility of the study is ensured through knowledgeable uskeeodtrategies inherent
in qualitative research that allow for accurate regmestion of the experiences of
participants. | have been familiar with qualitative sesé strategies as this has been my
second large study project involving interviewing subjects aqtesenting their
experiences in the study’s findings. | knew from my previaiudy that it was
important to spend sufficient time with the participargs, that a dependable and
reliable identification of the reappearing patterns coaite {place.

Credibility was also established by seeking feedback froerspand from
participating survivors and service providers. In the eatdges of the study the
research methodology has been tested in a paper ptesenteat was given at the
Annual National Conference of the New Zealand Assasiabif Psychotherapists. The
presentation with the title “Love — Rights — Soliddritgxplored the usefulness of
Honneth'’s recognition theory in the field of psychotherdhe audience could relate to
the three main categories and a lively discussion statieut the ethical implications of
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equality in the therapeutic process. One comment was thatd@sychotherapy is too
much concerned with the personal inner world of cliearid does not take enough
consideration of social contexts and social respongsiltherapists have. Overall, the
reactions from the audience were encouraging and supportethdloe of theoretical
underpinning for this study. Preliminary findings have alsserb presented and
discussed in three research seminars organised by thdtyFaduHealth and
Environmental Sciences at the Auckland University of Teldgyo

These presentations were very useful because theyadguie to clarify the
preliminary findings and sharpen my thinking around conceptscandequences as
well as taking in the questions and suggestions made bythenae. The process of
presenting to audiences of peers was also useful inttdaimonstrated to me where
blind-spots were, as well as indicating directions fotherr analytic thinking.

At a later stage | presented the findings to particigasarvivors and service
providers. Although both survivors and service providers wergrised with the
finding that conflict and resisting conflict is necegstr recovery to take place, both
groups were able to confirm that the process of recodenmtified in this study fitted
their own experiences. | have been given the sanubéde& by survivors with whom |
had a conversation about my study and its findings and vene mot participants in this
study.

Transferability

Transferability of research findings is established mihés possible to transfer findings
from one particular group of study participants to aedéht group of people with other
particularities. For example, a question could be whetteefindings of this study could
be transferred to persons whose recovery from sexuesleadid not involve therapy or
to children recovering from sexual abuse? Can findingsdmsferred to persons who
recover from other stressful circumstances such eeffiects of war, natural disaster,
iliness, and/or mental illness? To assist in this prottesparticipants in this study are
described in some detail so readers of this study may feemdwn conclusion about

the relevance of the findings of this study to other groups ttremselves.

Dependability

The method of data gathering, analysis, and interprethtisrbeen described in detail
to provide an audit trail. Findings have been examinecklgiogith the supervisors for
this research to assure that the procedures have biesvefib and the findings represent
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the data. The supervisors’ familiarity and expert knowleidgthe health and mental
health field enhanced the quality of the research prarebshe data analysis.

Coding has been extensive and, as already described unddnedaing
‘credibility’, colleagues and peers have been consuledeview the findings and
participating survivors and service participants have beatacted to assure that the
findings represent their experiences of recovery fdnidhood sexual abuse. | am
confident that the analysis in this study reflects pgnts’ experiences and therefore
the requirements for dependability have been observed Howadd.

Confirmability

The research process has been outlined in detail in trgeovide an audit trail, which
is understood to be the major technique for establishing rogadfility (Guba &
Lincoln, 1989; Krefting, 1991). The reader can understand arafdlie researcher’s
decisions so that another researcher could arrive mpa@ble conclusions given the
same data and research context.

Conclusion
This chapter has introduced the researcher, outlined ogation for conducting this
research project, and drawn the link between the resradamily history of socialist
interest and choosing critical theory as a philosopliieatework. The personal section
ended with a discussion of how the personal biasesilpaEted on the study and how
they have been considered in the analysis. The respaychss has been detailed step
by step to demonstrate how the research developed. Medlsatdsgve been put into
place to safeguard participants’ right to give informedsemt have been discussed. The
section on data analysis provides an audit trail tdblenthe reader to follow the
cognitive processes that led to the generation of thenfisd

The following chapters are dedicated to the presentafidhe findings of this
research. Chapter Six gives an overview of the findipgssents participants’ definition
of recovery and presents those experiences thatipartis identified as being granted

recognition.
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CHAPTER SIX

RECOVERY AS THE PROCESS OF IDENTITY
FORMATION

The journey of recovery for survivors participating in thisdy has been a journey of
pain that over time became hope and towards the enddtinteedelight. Even though
recovery was seen as a lifelong process, a significaleistone was achieved when
coping without professional help became possible. It fsasmany a journey that
departed from an experience of brokenness of the salfit@ at a sense of wholeness
and peace with one’s self. The recovery journey wasigey of transformation at the
core of survivors’ self-understanding, affecting thelf-sgations and identity.

How this transformation took place and how services shapedrecovery
journey is explored in the following five chapters. Expeces survivors perceived as
hindering recovery by initiating a cycle of disrespectdiseussed in Chapter Seven as
struggling with invisibility of sexual abuse in the public n&nhealth system, in
Chapter Eight as struggling with inequality in relationship WABC, and in Chapter
Nine as struggling with the lack of understanding. Chap&sr discusses experiences
survivors perceived as facilitating recovery by initiatingycle of recognition.

This chapter is dedicated to introducing survivors’ percapbiowhat recovery
meant for them, how they understood their recovery mpegad how they knew
recovery had taken place. An overview of this chaptersert is offered in table 10.

Table 8 Chapter Content: Recovery as the Process of Identity Formation

Recovery as the Process of Identity Formation

The Beginning: Self-Recognition

Survivors Define Recovery: The Journey of the Bloss  oming Self
Self-Confidence Through Improvement of Symptoms
Self-Confidence Through Improvement of Self-Perceptions and Cognitions
Self-Confidence and Self Esteem Through Improvement of Social Functioning
Self-Respect Through Improvement of Responsibility and Autonomy

Coping Without Professional Assistance
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The Beginning: Self-Recognition

For the journey of recovery to begin participahtsad to become aware that they had a
problem for which help could be available rather thaneb#lg they were deficient,
crazy, or just odd. The first step towards recovery grasg recognition to their need
for care and approaching a health or mental health sgovacader for help. To do so
implied that they gave empathy and care to themsedwes, if that recognition through
love was given only in its smallest measurement.

| think my recovery started when | first realized thhad a problem. | didn’t

even know | had a problem. And once | recognized that hdve a problem

that started me on the way to recovery. (Helen)

Helen showed that participants had to realise thdwason and value
themselves enough to approach service providers for help thejetrecovery on the
way. Yet recognition of one’s needs alone may not alwey® been enough to start
recovery.

In knowing that you needed help! Well, knowing that liggllto be different,

and knowing that we couldn't live like we were. (Anna)

| think my recovery started the moment | survived, physiclrvived the rape.

That was the same evening. One level of recovery haedthen... Even

though | had sort of to virtually split myself, for a lotige | was very

dissociated. But here was something in me enough, evegtthiowas just a

very thin thread that told me that | actually wantedve. IAnd | think that’s

what | mean that one level of recovery has starée@diise that little thread was

there and that kept me going. Yeah, | think actually tivaltien it started.

(Johanna)

The will to live and to live a life worth living was eqlyaimportant for recovery
to start and had become for Anna and Johanna the noti@hsource to engage with
service providers. This will is a reflection of the itesduman drive to survive and to be
whole, as described by Lewis and his colleagues (2001). Both’®\and Johanna’s
account demonstrated how tentative their connectionfeohad become when their
physical integrity was violated through the disrespect edfhd sexually abused. The
damaging impact of sexual abuse is also mentioned by Ho(it@®5b) who speaks of
torture and rape as causing “a degree of humiliationithaacts more destructively

than other forms of disrespect on a person’s practdaion-to-self” (p. 132).

2 The term ‘participants’ is used from here on for sumévaf sexual abuse, who participated in this
study.

13 Anna used both ‘I’ and ‘we’ when she referred to héisahe interviews. She had been diagnosed
with Dissociative Identity Disorder (formerly Multiple iRenality Disorder). Survivors with that
diagnosis often use ‘we’ instead of ‘I".
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| don’t know where it came from. | don’t know wheteame from like give it

another go. Because there was nothing left...And we @idatn. We rang. We

put ourselves out again, | don’t know where from ... Do watwado this

again? Is it going to be the same old thing? (Anna)

For Anna the need to live and live in wellness was stroogigh to overcome
deep seated doubts she had after feeling abandoned andietistgr two previous
therapists. It gave her the courage to approach antitbespist. Marion described
another road to recovery. After disappointing encogntath therapists she described
as unhelpful, she embarked on helping herself and studiegtl@ngrto do with sexual
abuse and recovery.

So I think | have to stick to saying that | have read esargle book that you

can possibly buy. | have studied it, read internet, T\ggams, | have done

everything that | can do, that they recommend to do...[®mwaying that my

treatment didn’t really start until | met my presentigsellor, | suppose with

myself, | had come a long way. (Marion)

The above examples indicated that participants’ recogniif their need for
professional help was one pivotal aspect for theiovey to commence. They knew
they needed something and they had the determination todo@ktherapist who was

able to meet that need, even though they may not havedide to name this need.

Survivors Define Recovery: The Journey of the Blossoming Self

In the course of the interviews participants shared thelerstanding of recovery. They
described how they have been helped and supported by serviadepsamia variety of
ways and how that help led to an improvement in th@wnha response. The term
trauma response is used in this study as the collective f@mhe commonly known
legacies of sexual abuse survivors struggle with (Chagieze] pages 32-53). They
include symptoms, self-perceptions and cognitions along witlalsfumctioning the
ability to be responsible and autonomous. Using Honnetl'85b) recognition theory,
improvements of symptoms, self-perceptions, and cognitiane been linked to the
development of self-structures as described in ChapteeeT(pages 44-47) and
interpreted as evidence of the development of self-camfelethrough emotional
support and care. Improvements in social functioning have Ibdezu to development
of self-confidence and self-esteem because they indibateldvelopment of trust in
oneself and others as well as social integration, hvilonneth (1995b) assigns to
recognition through love and through solidarity. Improvetman responsibility and

autonomy have been linked to the development of sgife@ because they indicate the
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person’s willingness and ability to participate in sociasyfull-fledged member with
responsibilities and rights. Table 11 gives an overvievparticipants’ definition of
recovery.

Table 9 Survivors Define Recovery

Survivors Define Recovery

Self-Confidence
Through Improvement of Symptoms

Self-Confidence
Through Improvement of Self-Perception & Cognition

Self-Confidence
Self-Esteem
Through Improvement of Social Functioning

Self-Respect
Through Improvement of Responsibility & Autonomy

Self-Confidence Through Improvement of Symptoms

The symptoms commonly associated with the legacies»afas abuse are for example
impaired memory processes, impaired emotional regulatidrdistress tolerance skills,
flashbacks, sleep disturbances, and heightened anxagdg st he improvement of these
symptoms is understood in this study as leading to the deweldpof self-confidence
(table 11). From Honneth’s perspective it demonstratéghbgperson has been able to
move from a rather chaotic internal state to a rafanced and quiet internal state with
the help of emotional support and care. Participantsesagence for progress in their
recovery in their increased ability to deal with themnotional states and cope with the
intrusive symptoms of post traumatic stress, for exarfigddbacks, hyper arousal, and
hyper vigilance.

| am also starting to remember things. Times are bdtier now. | am putting
things into better perspective. Whereas before it ikad khut dates and times
and moments out and | actually got mixed up quite a lot ewi#nts, what time
they took place. And now | am remembering because | waBotd'’s like | can
put things in order. And that was part of how | got arotnmbss, | jumbled
everything up. So the event that | thought was first wasadly last. And stuff
like that. Now | am actually going through everything toaeetter timeline for
my events and how they actually took place. So | canlderaore precise about
me. That is coming out of therapy. (Jacob)
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Its many things. It’s getting to a place where you can fanatiithout any
problems...I am functioning at a level where you aren’t abagrnot being
noticed for your oddities. (Anna)
Jacob mentioned that his inner world and his thought procegees now more
organised and less chaotic whereas Anna rejoiced in feedimgah Both experienced
progress in their recovery when psychiatric symptomselesd and they developed a
more positive self-understanding. It allowed them &at# a meaningful narrative about
their lives, which Cozolino (2002) considers to be impdrfana coherent sense of self

and for one’s identity.

| think recovery for me has been to be able to idemttigt my body is picking
up. Being able to listen to my body and respond in a heafipsopriate way.
Keep myself safe or to soothe myself when | get distde§seknow where to
go to for support. How to look after myself. How to @lvgetting into situations
where | could be at risk. Like being conscious of whathatesafe situations.
Being able to stand up for myself and assert myself, aodt@lprotect others.
And in particular children, if | see a situation, | litebe able to recognise that.
And that is something that once upon a time, | wasn't @baut. And that is
dangerous. But | am very clear now, very, very clead Ahave no problem
advocating stuff like that. (Marama)

And | can handle quite a lot. | can handle my gridfich is still quite deep
sometimes. And you know | am fine now. | know how to tige ups and
downs. And the ups and downs are small no#®ut | have got, | have got a lot
of external and internal resources that | never hatde(Ruth)

Marama and Ruth had a sense of recovery when theihipsyc symptoms
decreased and they were confident that they could respprdpriately in a variety of
situations that involved strong feelings. Their affect tagpn skills and distress
tolerance skills have improved and they had more respatddeir disposal. This gave
them a basic trust in themselves and suggests a sighitefh in their ability to
exercise self-control. These indications of self-@wgrice imply the acquisition of self-
resources that have been discussed in Chapter Three, $&gd&sand by Honneth
(1995b) as a result of receiving support, care, and age appeaghalenges.

Not until | started to see counsellor that | made anyafarbnnection
whatsoever. And | can clearly see my patterns now. rédgvery was a
lessening of the panic attacks and having coping mechanismsinkriat
when | have panic attacks | am not going to die. And havidgsbanany and
getting over it. And just be able to cope with life. (&8l
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| would say it is the therapeutic relationship and theathethat recovery has
happened under. Instead of just feeling bad by not turning uptsencehings |
can actually face up to a number of things in a diffeweayt. And doing things
in a different way. (Cassie)

A major point (of recovery) was when | started workiwith my counsellor.
When the headless running around in different directioqgpstband | was kind
of getting myself into one direction that was usefiilat would have been
definitely the major point, where the more focused pftihe recovery started...
| didn’t see myself as victim anymore. The times betwsanc attacks in public
would have lengthened to at that point | didn’t had anyloua4 or 5 months.

| didn’t have night mares anymore. (Johanna)

He (a friend) was pretty supportive but | didn’t need himelp Ime recover. For

me to recover | needed myself and the therapist to wgéther. (Jacob)

Closely linked to the improvement of symptoms and a sehsecovery was
participants’ relationship with their therapist. Jacabicated that the support of his
friend was important, however for his recovery he ndetie therapeutic relationship
and what this relationship had to offer. Therapy helped tieeumderstand behavioural
patterns, learning to handle situations more effectiviefit previously caused panic
attacks or strong emotions, making connections betwsablaig symptoms and sexual
abuse, and have a sense of direction. Participants! ¢dvfunctioning increased and
with it their sense of control and self-confidencelldwing Honneth’s (1995b) and
Mead’'s (1934) understanding of identity formation, partisipacomments indicated
that they were able to see themselves through the adydeeir caring therapist and
reconcile the therapist’s positive view of them vthikir own self-perception.

Participants mentioned that they knew that recoway progressing when they
noticed that the abuse history had lost its hold okemt In the past they may have
been consumed by intrusive post traumatic symptoms sudsabdicks, nightmares, or
overwhelming emotions. They had a sense of recovery wisnnoticed that they had
been able to free themselves from the adverse afféexwha.

Hm, probably the main thing that | noticed over the lagt months is that | am
not being ruled by the past. | don’t have that at etlesyght or | don’t have
anymore triggers and anything more like that. | am copingroetfand living a
life where you know you can make choices and you areeiog) bbuled by
previous experiences. (Anna)

Yes absolutely. And | can think about my childhood and atksairthings that

happened and they are just things that happened. | don’t gekgéioir worried
or stressed. | can say | am over it. (Helen)
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| was actually looking forward to do things when | I¢ie thouse. | would plan a
future again. | was thinking of what areas of my lifeduld want to develop
more to kind of build on that. Whereas before my fdwas been on decreasing
of frequency of panic attacks, getting myself out of bethenmorning,
functioning as a mother. (Johanna)

Rather then being ruled by their past participants could make choices based
on experiences in the present and their focus could tww towards the future and the
things they wanted to achieve in life. Memories of thst pead lost their significance.
Just as Herman (1992) described, the incidences of abuseé@est one aspect of
participants’ lives, and not even the most important ofgngaging in therapy has
transformed memories of past abuse into ‘just anate@mnory’ and future prospects
started to hold more excitement and promise.

Improving the symptoms signified for all participants acexdble reversal of the
post traumatic legacies that are commonly observed iimaabif sexual abuse. These
legacies have been explored in Chapter Three (pages 435f)seegulated neuro-
biological processes, attachment disturbances, and ladoail skills. In the past
contaminated thought processes, intrusive symptoms andgdistexrl affect have all
had a disabling impact on participants. Recognition througk o the form of
emotional support and care from their therapist enabldaipants to regain a sense of
control over themselves and their body. It alloweehtihto regain self-confidence and

thereby contribute to the undoing of the harmful impdseaual abuse.

Improving Self-Perceptions and Cognitions

Participants made the strongest link between recoved their ability to see
themselves in an increasingly positive light. Their seltpptions improved and
cognitions that were contaminated by the abuse had been r@aiskd11). Improving
self-perceptions and cognitions are understood in this saady result of emotional
support and care that led to self-confidence. These impravis reflected participants’
underlying trust in themselves and confidence that their Isepiaronment will meet
their emotional and physical needs, which Honneth (199%lnexts with self-

confidence.

That all aspects of myself as in the BELFcan blossom. That | am capable of
realising my potential in all of these areas, just likave been before.
(Johanna)
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Oh my god, who was that person. | don't recognise thabpeat all any more.
No. And | am very much more at ease with myself. Batigh the last four and
a half years haven'’t been easy, it certainly has bdmrge turning point. (Anna)

Yeah. With recovery | wanted to feel good about mefeBbchanged. Let’s say,

instead of putting myself down all the time ... recoverynf@ was just to

handle my emotions, to put things better into perspecine to just, to know

me better. And just operate normally. (Jacob)

For participants the outcome of their recovery joumeg their restored sense
of self-confidence that allowed them to feel good altbeimselves. For Anna this
process was so fundamental that she found it vericuliffto identify with the person
she was before she embarked on the journey of recdRecpvery became noticeable
by the transformation from the traumatised, negateress of self to the establishment
of a positive sense of identity.

That | like myself. | think to be able to feel that Vaaas much right as
everybody else to say what | want to say, do what | weadb. That if | am in a
situation where maybe | am put down or something by somelhbddgh
happens, that | can keep that in perspective, of thatisoated incident and
doesn’t necessarily mean that | am a crap person.I Taatretain some self-
esteem and belief actually that | am an alright perlsion blindly alright, you
know, not I am perfect | have no faults. But even whibse | am actually as
good as anybody else. (Cassie)

Because | actually feel ok enough and healed enough tadpetacefully.

And | mean | am very happy. | am very, | like who | avho | have become. |

am very confident. (Marama)

Restored self-confidence was reflected in participaattdity to like themselves
and to cope with put-downs without the collapse of tliEntity. The development of
self-confidence was reflected in participants’ convictibat tthey could handle their
life, that they had re-established a basic trust in teéms, and that they were able to

express their needs and wants without fears or arietie

Improving Social Functioning

Improving social functioning is understood in this study asagerty of self-esteem in
Honneth’s (1995b) sense as it represents survivors’ alalgé their mode of life, their
manners, and their beliefs as having positive significaritten their community.

The biggest thing for me is that | can go to places sga@alii work and
everywhere | go, | feel that | do fit now. And thatnh @aot broken and that
people don't see me broken anymore. And know | can siotaintost any
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situation and feel confident enough to pass so to speaks Bheool feeling.
(Anna)

| (feared) | was always going to be that person livinthatbottom of the scale

of life and drinking and drugging it out. Just having no life ec&very for me

would be being able to operate with Jo-public, get out and atboahings on

my own with happiness. | didn’t have many people in mgidatlife. That is

changing now, but before | started therapy | realiyndihave many people

around me. (Jacob)

Anna and Jacob described how their sense of recoveryinkad with noticing
an improvement of their social functioning. When theyevable to move away from
isolation and towards feeling connected to others theitgullife improved. Honneth
(1995b) describes subjects’ need to be esteemed in a comrthatityhares the same
values with the concept of solidarity, which, accordiaghim, is a pre-condition for

developing self-esteem.

| would have never done stuff that | am doing now, onel day at athletics,
next | am talking to school teachers, parent interviewage of that would have
been possible. | go to ‘Pack and Save’ every day, takkids with me if they
want to come. That would just never have happened...l know metw &m
capable of things. ... It's like | am out there now willirgtty things to feel
what would be me. .. Now all these other things, do@®pening up ... | know
that at the end of the day | am not going to be packing. ¢dacob)

...on Saturday night | went to the concert in the park and f@riety of reasons
| chose to go on my own. And | did that about 7 yegosand | remember
feeling utterly bereft standing in a park full of peoplé #mnking there is not
one person who really knows or cares about you antireent. And on
Saturday night | was dancing around and | was walking alengaths and |
was absolutely fine being alone, because | knew | had &idRSdheryl)

Once participants experienced recognition in the formnodtional support and
care, their self-confidence grew. This enabled them toutynew ways of behaving, to
engage more with people, and gave them the opportunfgetovalued by their peers.
Jacob’s example shows how his self-confidence grew wkdnok more responsibility
at home and did volunteer work at school and in the aklelub. It helped him to feel
recognised by others and his self-esteem increased. Ho(i@®bb) states that a
person’s social worth or standing in the community i/ vauch linked to what he or
she can achieve and how useful one’s abilities or eagdor “shared praxis” (p. 129).
Other participants had similar experiences. Through emgagore with people they
experienced being accepted and valued. Thus their sedfrese@w when they felt they

fitted in their social environment.
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| understand people better. | can actually empathisepsiiple some of the

time...I definitely relate to people better, absolutelpdA lot of that comes out

my therapist listening to me ad nauseum, other people listemime in the

group, or me listening to them. | find now rather than makimap judgements |

am actually listening to what somebody else has tol €@n even quite like

them if they say things | don't like. Or things | don't agwith. | can talk to

people better. (Helen)

Significant for Helen’s recovery was the developmentocial skills and the
increase in her social functioning. Recovery for herowsd in developing
understanding and empathy for others, even if she didiwatys agree with their point
of view. Honneth (1995b) asserts that important for tindimg of self-esteem is the
ability to have social relations in which the par@sseem each other symmetrically. He
sees that as the reciprocal valuing, liking, toleratimgl, @anderstanding of one another

in one’s unique and individual traits, views, or abilities.

Improving Responsibility & Autonomy

Being responsible for making decisions about one’s ownalifd being autonomous is
understood in this study as a property of self-respect innétt’'s (1995b) sense,
because being morally responsible, being able to participaimportant decision

making, and having rights and the ability to exercise thgbés are all aspects of being

a citizen who is equal to others. These qualities adl te having self-respect.

No being reliant on others, on the state. Doing dailygs without any ...(hick-
ups) panned out fantastically. Because here | am, foua aid year later, and
we are working full time. Living on our own, we are indedent of everything.
We can do pretty much everything. (Anna)

Anna has moved from being constantly in crisis, being unabigork, being
dependent on high dosages of medication, and feeling unabkurvive without
therapy, to being able to live without assistance ftbengovernment or mental health
professionals. The newly gained sense of independence amsbieaytandicated to her

that she had succeeded in her recovery.

Because it wasn'’t that | just wanted to be rid of théatmigares and the
flashbacks and depression and forcing myself to get dhedfouse and all of
that. | was more than that. That was not how | fum&d before. | functioned
before as a capable and intelligent person who was hapipyer children, who
has managed very well with her separation. That's Whais before. And |
think to be able to make a full contribution again to owrety, that's what full
recovery is about. (Johanna)
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Johanna explained that for her recovery was more théingeid of disabling
symptoms. Her expectation of recovery was to re-attnmath the person she was
before the abuse and regain the sense of control stieéaibave. She recalled how well
she functioned prior to being sexually abused, how casiglevas, and how positive
she felt about herself as a mother and a member adtgoBiecovery for Johanna was
reflected in regaining a sense of autonomy.

| know a shit load about boundaries and how to put thgstace, and | feel
satisfied and in control. That's it. Absolutely, tisathe word that describes it. |
am absolutely in control of myself. (Marama)

What | think today has an effect on my future. And Lialty really like that

feeling of having that control. (Anna)

Being responsible and autonomous meant for Marama andb®&mmg in control
of their inner states and all other aspects of tha#sli This notion was shared by other
participants as well. Being able to direct their livesagprom interferences of the past,
of restricting governmental requirements for treatmantling, and of needing to rely
on a mental health professional for functioning gave ppaiits a sense of control. This
allowed them to respect themselves as fully functioninghbegs of society who were

able to make a contribution to society.

Coping Without Professional Assistance

All participants had a clear understanding of the regopeocess that began with them
realising they needed help and finding a therapist to conmith. They identified
recovery as an ongoing process that did not have arceridibut was rather a life-long
process. However, there came a time when participaate able to cope without
professional assistance (table 10, p. 112).

(I am) Near the end of the course so to speak. | thodwezy goes on for ever.
Because | also deal with how it impacted on my perdgnab yeah, that goes
on and on. (June)

| finished my work with my therapist. | think | have alys work to do, but |
think |1 need to do it with other people in different seggs. | don't think it will
ever end. | think it comes in different levels. You wnadt’s like a spiral, and |
just get to the same stuff but at a different levehe $hame and things still
cycle through occasionally. | suppose at the beginning kina great idea |
would be fixed. (Ruth)

Whereas on one level participants perceived recovesylds-long process, on
another level there was a clear indication thatigpants knew when they had reached

a point in their recovery when they no longer neededtasse from mental health
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professionals. Both June and Ruth knew they needed ty #pplskills they had
acquired in therapy outside of the therapeutic settinghfar recovery to progress.

As far as full recovery goes, | don't know whetheaarthis such a thing. It is
something that | am never really sure what it is kizeh hoping | am ending up
like. And | don’t think that is something that ever stdpt, | tend to think well,
what will | be like? | guess a sense of ‘I am OK’ islgably the biggest thing

out of all of that. (Cassie)

Cassie expressed her awareness that memories, feam®ther legacies of
the historical abuse may never completely disappeamlgiit surface again in the time
ahead. Herman (1992) explains that through the processimgumhatic memories the
abuse history will have no greater significance thémiolife events and becomes part
of the person’s narrative about herself. Being able ¢ébdeod about themselves and
being able to function in normal day to day activities wwamain indicator for all

participants that they had progressed enough in their eegtw stop with therapy.

So | have never missed a session when | wanted it.a&&eow the need (for
therapy) seems to recede. | don't need it. (Jacob)

So we reached a mutual place the therapist and | wheesam this is, now is
the time. You know, you've got your wings now, go and flpdAyou know,
initially that was, holy shit, but it's been great ggiout into the real world and
testing everything. (Anna)

| had the sense that | was OK enough to go. There @tagig more that |
wanted to do. My relationship was the healthiest it hexl been. | felt
contained, | felt safe. l.didn’t need, | literally did not need to come into
sessions. | am sure, | could have stayed in theragnfather ten years, but it
was like | was OK, | was functioning extremely well. (fdaa)

Jacob, Anna, and Marama pointed out how their need fer ptiotective
environment of therapy subsided. Instead they wantedstaheir ability to function
independently, even if that notion caused some anxiety.th&noindicator that
assistance from mental health professionals was melaequired for recovery was the
sense that life waited for them to be lived and therapy getting in the way of doing
So.

But one of the things | always remembered, when | wetite group and |
asked how do | know when | don’'t need to come anymore? |t told,
when there is something that you rather do than conee Aed | always
remember that. And it got to that point... | found theesn’'t the compulsion to
go. There were other things that | really wanted to do. |Amebw that | could
cope if | did those other things and didn’'t go to therdpiglen)
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Helen mentioned that she came to a point where sheedvém do other things with her
life then going to therapy. This was representativetber participants’ experience.
Their self-confidence had developed to such an extensténahg dependent on therapy
and therapists was rather hindering than facilitatingvego
All six participants, who had completed therapy by tivetthe interviews were

conducted, initiated the termination of their therapyrtéelves once they felt they were
able to function without professional help. The need taddienomous and self-reliant
was stronger than the need to be taken care of bytygdayeACC, or by therapists.

| know I am coming near the end. Or at least not haeeapy for a while. |

come to another point like, you know, | am getting ouhaf group because |

want to do life. (June)
While participants have been involved in regular therapyr tleeovery had taken
precedence over all other areas in their lives. Onaeveeg progressed and their need
for assistance lessened regular therapy became a disruptilife rather than an
enhancement. Participants knew it was time to stomplyeror their self-confidence,
self-respect, and self-esteem to be maintained and geywnbw needed and wanted to

rely on their own resources and continue the recovergess by themselves.

Conclusion

The recovery from sexual abuse has been explored irchiagter as the process of
identity formation by using the lens of recognition thedrfis process only started
once participants were able to care enough about themdelvagproach health or
mental health professionals in their search for helgtidg@ants clarified in the
interviews that their main concern was the recovemg/@ development of those
aspects of their self-relations and their identity thatl been harmed through sexual
abuse.

It has been shown that recovery is more than thenglesof symptoms.
Although the absence of symptoms indicated to participatsthe recovery process
was on its way, more important was that they felt gabdut themselves as persons.
They noticed improvements in their symptoms and in tkelf-perceptions. Using
recognition theory, this is explained with an increasganticipants’ self-confidence.
Participants had a sense of self-responsibility andnaaty when they felt they had
control over their lives and were able to function with the assistance of the
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government or mental health professionals. The impromenad their overall
functioning resulted in a sense of self-respect, seifidence, and self-esteem.
Participants were able to re-connect with their comtywand started seeing themselves
as valued members of society. The social skills theg lgained enabled them to make
new social connections which facilitated the developroéself-esteem.

According to Honneth (1995b) recognition theory explainc@sses of social
groups rather than complex developmental processesliwfdnals. This has certainly
been a limitation in this study, as explained in moreidetaChapter Twelve under
limitations. However, by using inductive and deductive anatyssslimitation has been
largely overcome.

The next chapter discusses how participants struggled tithnvisibility of
sexual abuse when they had contact with public mengdthheervices prior to engaging
in ACC funded, abuse-focused therapy.
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CHAPTER SEVEN

STRUGGLING WITH INVISIBILITY OF SEXUAL ABUSE

For participants the journey of recovery began withréadisation that they needed help
and many initially approached public mental health servidébough they struggled
with a wide range of psychiatric disturbances, partidipaften did not know that their
problems were related to experiences of sexual abuseiirp#ist. Instead they thought
their problems were due to something that was organicalbngvivith their mind,
something they did wrongly, or they thought wrongly. Mobwing that sexual abuse
could have caused the psychiatric disturbances they empediethey also did not know
how to ask for abuse-specific help. This chapter explooss participants struggled
with public mental health services. Participants’ ladkunderstanding the origins of
their problems was compounded by public mental health servaek of addressing
and processing sexual abuse as a cause of psychiatnibdrstes. Table 12 provides an

overview of this chapter’s content.

Table 10 Chapter Content: Struggling with Invisibility of Sexual Abuse

Struggling with Invisibility of Sexual Abuse

Cassie’s Story: Feeling Crazy

Helen’s Story: Living with Anxiety

June’s Story: Lost Years

Jacob’s Story: Becoming a Criminal

Marion’s Story: lllness and Hopelessness

This chapter demonstrates with the following storie€adsie, Helen, June, Jacob, and
Marion how the recovery from sexual abuse has beeeragvthreatened by public
mental health services keeping sexual abuse invisible. eXamples will show that
participants have not been given recognition through lovihenform of emotional
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support and care because they did not receive the trgathey needed for symptom

reduction.

Instead participants experienced disrespect in the fbthealenial of rights. By

not being informed that their psychiatric disturbanceyg have been a result of sexual

abuse, participants were denied the right to give inforcoedent to their treatment, to

make an informed choice between using public mental hsaithces or ACC funded

therapy, and the right to access ACC compensationhi®idamage sexual abuse has

caused. Helen reported that she was coerced to complgmightreatments which took

away her right to participate in relevant treatmentigdens, and Jacob was denied

access to social resources that would allow him a mimmstandard of living. Being

denied these rights led to an escalation of participatmesima response. Their

symptoms, self-perception and cognition, social functioramgl, self-responsibility and

autonomy declined. This hindered the development of selfa®mie, self-respect, and

self-esteem, culminating in the breakdown of mutual retimgnand the perpetuating

cycle of disrespect (figure 9).

Figure 9 Cycle of Disrespect: Struggling with Invisibility of CSA
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Honneth (1995b) states that in order to obtain exisigigts subjects need to have the
means and be given the opportunities to practise the figgnis systems are granting
them. Survivors of sexual abuse were denied to obtaimxtisting right to apply for
ACC funding and compensation by the invisibility of sdxabuse by public mental
health service providers. The following examples show prior to engaging in ACC
funded abuse-focused therapy participants instead strugglethfor years with feeling
crazy (Cassie), living with anxiety (Helen), lost ye&dsne), becoming a criminal
(Jacob), and illness and hopelessness (Marion). Thesmpées have been chosen
because these participants had extended years of dedlnthe public mental health

system without having their sexual abuse history addressed.

Cassie’s Story: Feeling Crazy

Cassie struggled since early adolescents with psychigirniptems such as depression,
self-harming behaviours, and suicide attempts. Yet,hsldenot had the awareness or
the understanding that her disturbances were linked thistery of being subjected to
sexual abuse.

| didn’t come out and say hey, I've been sexually abuskat Was something
that | just took into myself and figured | was just scréwp. You know, that
was just me. (Cassie)

Cassie grew up in the 1960s before the feminist movemergusdeed the issue
of domestic violence and sexual abuse into the publicaafgntil then sexual abuse
was not discussed in the media but remained a problem indwidtralggled with
privately. Without being able to link ‘being screwed up’ te thstorical experience of
sexual abuse, Cassie saw herself as defective andnabte to convey her treatment
needs effectively. This was re-enforced by her doctdissnissive response to her
suicide attempt.

...when | cut my wrist the doctor | was seeing at thetgaid "Now that was

stupid, wasn't it?” and that was the end of it. So theae never any follow

through with it. And | mean, | was only 15 or somethinghat point. And | was

too shy and too scared to say anything or try and take it ammgfurt

When Cassie’s doctor did not enquire after the reasumbelr suicide attempt
and called her action stupid, she had not enough sefidemce to take the initiative to
explain her action or disclose the abuse by a family lmeeniNot being able to link her
distress to the experience of sexual abuse, she dilnoev the questions to ask that

would give her access to professional help. For theviallg years her doctor’s
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misrecognition kept her from seeking professional help addd an escalation of her
response to trauma and self-debilitating behaviours.

| had several wrist cuttings and OD’s and so on, nonwehafth were bad enough
that | was hospitalised or anything. | mean, | never wetite doctor once for a
cut. It never came up for me, no matter how bad it veasee somebody for
help with that. | looked after things myself...I never t@viough ... it sort of
was more of a cry for help. It wasn't a suicide aggenAlthough it was, | never
knew enough to know how much was required. (Cassie)
This changed a few years later when Cassie developexkeeseating disorder.
Again she sought the help of health professionals.

It was about 1984. | became anorexic. And so | was goingdatment ...for

the anorexia.l.had to fill in a questionnaire about things. By thagethpretty

much knew that a lot of my problems were related to buga. And | never

talked to anybody about it before. And | just thought, Iganmg to put it here

and just let them...., because | can’'t do anything. | need smiyedise to do

something here and help me out. So, without going itiova by blow account

| wrote on this thing that I've been abused by various peaplt, ahm, they

never took it anywhere. They just carried on with thengadtuff. And | was

thinking it's got to be related. Surely that is what wdlyeshould be talking
about. And they never did. The hospital people neverteadrit any further,

(Cassie)

After years of passivity Cassie finally found the c@erdao disclose on the
hospital's intake questionnaire that she had been dgxalased. She had hoped that
the health professionals would be able to address thelsabuse during the family
meetings they organised. Cassie believed that she whkeunaconfront her family by
herself. Yet her disclosure was not acknowledged abwlthe clinical personnel.
Instead the focus of the consultations was limited talls®rdered eating.

Foucault (2003) asserted that mental health professiobalsrved, measured,
and categorised the visible symptoms, while the symptonesisions and the secrets of
the causal links were kept invisible. This reductionist vierofessionals in the public
mental health system allowed for the injustice ofus¢xabuse to go unrecognised.
Cassie’s sexual abuse history remained invisible. Hon(2091) conceptualises
invisibility as a social interaction mediated throughduage and gestures that excludes
subjects from being socially integrated. He defines satdration “...as the result of
processes of recognition through which subjects are nwehatincorporated into
society by learning to see themselves as recognised wgpeake to certain
characteristics” (p. 249). The consequences for Casseeaexéensive.

...| often came away from the hospital after having leere for ... | think I've
been there for 5 months. And at the end of that tijustisaid I'm not going. |
just stop going. It's a waste of time. They are ndpihg. Nothing is changing. |
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don't feel any different. | just won't go anymore...Bvuer seemed to get better,

so | totally went the other way. It was just up yourdoh't want to know. | am

out of here. In so many respects it not only killedfenth in God it killed my

faith in anything improving or getting better. (Cassie)

After months of treatment without making any progress i€dstt the treatment
without expressing her disappointment with the hospititer trying to express her
needs more clearly. The disrespect of sexual abuseyeard of disrespect through
misrecognition by health professionals had silenced hereturn, Cassie had lost all
faith and respect in mental health professionals andiahuecognition had broken
down (figure 9, page 127). The outcome of the perpetuating oyaerespect was a
halt in Cassie’s recovery.

The common practice of public mental health serviceketep sexual abuse
invisible is explained through the long history of the imaldmodel (Botella, 1999), the
lack of understanding of sexual abuse, the lack afitrgdeducation specific to sexual
abuse (Cusack, Frueh, & Brady, 2004), and a combination cfomar and
organisational issues (Lothian & Read, 2002; Wells, 2004). \With@ceiving
recognition of her abuse history by health professiossie struggled for years.

| mean there were various coping mechanisms that | Gsexlof them was

bulimia, and after my anorexia (I swung to) sort of Bkerexic, bulimic,

anorexic, bulimic. And the bulimia was sitting theoe & long time and then |

would have anorexia again. So that was one way.
In the following twenty years Cassie used various @ppiechanisms to get by. She
understands now after years of therapy that swingetgyden bulimia and anorexia was
her way of coping with the legacies of sexual abusadi& suggest strong links
between a history of sexual abuse, illnesses, and thefusedical services (Arnow,
2004; Arnow et al., 1999; Kolk, 1994; Kolk, McFarlane, & Hart, 1986thschild,
2000). However, it is impossible to assert that keepeégia abuse invisible causes
serious illness. Yet some writers suggest that the deffyived of recognition and
emotional support, finds through illness a way to ensure dbae care is received
(Herman, 1992; Rothschild, 2000).

When | was overseas, while things were new and differevas like | am

focusing on everything is fine.Then when things start to get not so good I'd go
somewhere else...and | am thinking things are getting onftole @and my job

is getting me and | can’t cope. | would go for six month&fteca because that
was something new and different. And then it was like ] gk back to England
for a while. So every time things got on top of medvllap the country. Because
as long as things were changing and were different | duweadd put my reason
for not having a partner down to being moving because | amllirey. Because
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that (not having a partner) was always the thing that gohtoghe hole.

(Cassie)
With constantly moving between England, Africa, and NexalZnd Cassie could find
something new and different to distract herself from pr@blems. She stated in the
interview that only after returning to New Zealand artdrafvo failed relationships did
she approach the public mental health services again in harfquéelp.

| did the initial interview with the person over the pbaanHe probed whether

there was sexual abuse involved and him saying to me ‘do yaw thrat you

could get funded or subsidised’? That was like a lightnirigtbane. It was like
how come nobody ever told me this. You know | was ateidting disorder

clinic, I had in desperation when | first got theretien out everything. And

they knew that. How come nobody there ever said toyme know, you can get

funding for this, you could get counselling. And then whenntve the

therapist | ended up with, he charged me full price fenvthole time. He never

said anything about it either. | mean, how come these pdopletell you. It's

this whole ‘don’t tell her’. It's like some big conspira¢Zassie)

Cassie was distressed when she learnt she could laavabuse focused therapy to
advance her recovery instead of struggling for over 20 yednsdigabling psychiatric
symptoms. She perceived the silence around sexual abusACdfunding as a
conspiracy. With the benefit of hindsight, Cassie griefor time and opportunities lost,
for avenues that were not explored, and for financg&sds she had.

Yet, 25 years ago the law changes that provided for AG@irfig for sexual
abuse therapy had just come into effect. More imptytasexual abuse was just
beginning to be discussed both in public and amongst hhgatifessionals as a
significant cause of mental health problems. The awaseoesexual abuse and the
impact it has on a person was in the early stages and oot be compared to today’s

context.

Helen’s Story: Living with Anxiety

Helen grew up in a family environment where child abuse, alatddrug abuse were
the norm rather than the exception. A succession ¢éntionen stayed with them and,
as a result, Helen and her siblings all have differehefat

| mean our family was involved in a lot of alcohol aslyears went by with
drugs and, you know, not a lot of nice things. So agenciasyokind were not
welcome in our home. And we grew up saying nothing to anybaty if
anybody approached the house, it was ‘keep your mouth gimat’everybody
kept their mouth shut. Like, although, we got beaten up arfidlige that, we
weren'’t frightened of getting beaten up. That wasn't ihat\ive knew was when
to keep our mouth shut and when not. There wasn’t anyrdasagencies to
come to the house, because nobody ever said anythingaihenever said
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anything. Not ever. Nobody said anything, nobody went anywheickwe, we

didn't talk to anybody, because there was nothing wrgrgrything was

perfectly normal. (Helen)

Helen described that it was not the fear for punishmenk#y her from telling
the authorities about the circumstances at home. Halkde already internalised her
family’s ways of living with violence and abuse as ndrarad had learnt to keep quiet
about them. By the time she had reached adulthood she koketo talk about her
problems but ‘get on with it’.

A common theme from interviews was that participants ot link their
psychiatric disturbances to their history of sexual abU$mat lack of linking and
childhood conditioning of silence and passivity affectedr timtial encounters with
mental health professionals. This passivity, widelgcdssed in the literature as a
common phenomenon frequently observed in victims oérparsonal violence
(Herman, 1992; Kolk, 1989; Myhrvold, 2006), may prevent individuedsnf being
effective in seeking professional help and from protgchim or herself from possible
future emotional, physical, or sexual attacks (Herman, 19@#st, 1994; Kolk, 1989).
Helen gives an example of not being effective in sepgrofessional help.

It began, with what | recognise now as panic attacksl Bualn’'t know then. |
thought | was really sick. And, you know, it took a longdirtt was not just a
few days. It took months, probably even years. It just@tite stage where |
couldn’t leave the house. And | got really, really ill...outdn’t go out, I've got
headaches, and | started vomiting. All sorts of thingswag also what | see
now as really depressed, and | was crying all the tinveas functioning very,
very well during the day, with six children, sick fathedaw... And | said | just
can't do this. | can't do this. And | would collapse. | wogé&t unconscious in
the bathroom and wake up in the early hours in the mortteden)

Helen grappled for many years with what she now understaseds panic
attacks. These attacks manifested over time and incraasélte severity of the
accompanying, physical symptoms. Although she saw a doctor dhosg years, she
was only treated for the variety of symptoms she struggidd Neither Helen nor her
doctor made any connection with possible past abuse athef recognition of sexual
abuse by Helen and her doctor has caused a continuing tescalé her trauma
response in the form of anxiety attacks and the somatiptoms she experienced.

Not at that time. | never really thought about it.dver occurred to me. | had no
idea. The past and sexual abuse had nothing to do wittfeny hiave never
thought about it. (Helen)

Six of the ten participating survivors did not link thpsychiatric disturbances

to their history of sexual abuse. They were unawatbesignificant role sexual abuse
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had in their psychiatric disturbances. It did not occupddicipants to talk about their

past abuse. They had to wait until they met a healtfegsmnal who identified their

psychiatric disturbances as a possible legacy of sexuakadnd asked them whether
they had experienced such abuse.

Helen was 44 years old when her doctor suspected an anx@etgeli and sent
her to a clinic that specialised in anxiety disorder&@rRo this referral Helen reported
that, although she had periods where she had been ‘OKalsthdiad years where she
suffered terribly.

The psychiatrist said to me, is there any history of deatuzse. And | said yes,
and he said can you be more specific, and | said noigmbtnow. Because |
didn’t want to talk about what happened then, so | saichotoright now. And
nobody ever asked me again. It never got mentioned agairkngav. They
concentrated on panic attacks, and nobody ever askegusSmeéver brought it
up, | never thought about it. (Helen)

Like Cassie, Helen had mentioned that she had beealseabused during her
initial interview and the subsequent treatment she regelicknot take any notice of her
abuse history. It focused solely on managing the symptdmasxiety. Helen’'s response
‘I never thought about it’ indicates that she reliedtbe health professionals to point
out the relevance of her sexual abuse history. Whaindid not happen, she did not
think that the abuse was relevant for her treatment.

And | just sat there. | didn’t do anything. | did their housdwbcleaned the
rooms. | just did that. And they had groups. And you got t@gesy/chiatrist
ever now and again one-on-one, and sexual abuse diém'tceme into it... |
honestly don’t know what it did for me. But | know thaelkfcomforted by
being there during the day...the fact that they weren't fre@ke when | have a
panic attack..and they dealt with the panic attack, not with why it
happened...It’s just a panic attack and it will pass. And tisene need for me
to explain it all...I think they helped me to controlrthbetter...but | don’t think
| would recommend for somebody to go there, if theYiyered help. (Helen)

Helen reported that she benefited to some extent frsmdhaer anxiety attacks
normalised and from learning how to manage the attacks eftaetively. However,
these attacks did not stop and it took another seven géasuggle until Helen’s
doctor inquired about the possibility of past sexual alansereferred her to a therapist
who provided abuse-focused therapy. It had taken Helen aitoego accept that her
panic attacks and other problems may be linked to her erpesi®f sexual abuse.

Recognising the sexual abuse thing didn’t come until prolatimyt just a few
weeks before | first saw my counsellor...Even when wa ot into the sexual
abuse thing | felt, no, because | always had a problémpgbple blaming the
past all the time. This is your life now. Just get orhwtityou know. | can see
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now how people are shaken by their past. But | alwaysgit people were

making excuses for themselves. (Helen)

The lack of public education about the effects of seximise, childhood
conditioning of being silenced, and the misrecognition bytheaiofessionals over
more than thirty years have contributed to the viciousleciof keeping sexual abuse
invisible. Not being fully informed about her conditiand the possible causes led over
time to an escalation of Helen’s trauma response,cedlyeher symptoms and self-
perception and cognitions. The cycle of disrespect ( fiQumage 127) initiated by the
public mental health service’s denial of Helen's rightfud information about her
condition was maintained by Helen’s disappointment atimitack of improvement in

the wake of which she became dismissive and disrespettf service.

June’s Story: Lost Years

June’s story very much echoed what has been describ€ahdsie, Helen, and others.
She too struggled for years with ‘not feeling right’ and hawmgrwhelming urges to
harm herself.

Once, when | was in town, I think | just had my secolmitt, and was walking

across the Grafton Bridge, and the urge to jump off was/erwhelmingly

strong. | walked down town to where my Auntie workedi&line. | walked in

there and said | have got to talk to somebody. And | hade@owhat that was.

(June)

June knew she needed help, but she had no idea what sdg tidiehad to be.
Like other participants she did not link the psychiatlisturbances to the history of
sexual abuse. It therefore did not occur to her tolasiscthis particular part of her
history. She was completely unaware of the impacsexdual abuse on her social,
psychological, and cognitive functioning.

| never forgot about the sexual abuse. | always remedbgralways in the

greatest detail. But | couldn’t see the relation betvteahand my flaws. |

thought | had problems because | hadn't worked hard enobglnlt been

good enough, | hadn’t prayed hard enough. | hadn’t anything enougk) (J

Without being able to link her problems to the expeesmaf sexual abuse June,
like other participants, perceived her problems as a iitatver personality. Her self-
perception and cognitions were contaminated by the expesi@ricbuse. June’s lack
of awareness was re-enforced by health and mental lesadiltes that did not pursue
taking a detailed personal history that included incidencabuse.

| always think, if somebody had asked me the right questiwhen they put me
in the bin (psychiatric ward), you know, 25 years ago. And fh&¢ money and
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got it done then, | would have had a better life. Sodhgdr | lived without it,

the more it cost the government. (June)

June was bitter that the ‘right’ questions had not beerdasken she stayed in
the psychiatric ward of a hospital. It took her anotB&ryears of struggling with
psychiatric disturbances until one doctor inquired aftgredences of sexual abuse.
Only then had she been informed about ACC funding for alogssed treatment.

The examples of June, Helen, and Cassie show thahttsgility of sexual
abuse in public mental health services can have sevasegquaences for survivors. It
could cause survivors of sexual abuse years of sufferinchjagsic disturbances that,
with receiving abuse-focused treatment, would not have heeessary. It indicates
that the denial of survivors’ right to be fully inforcheabout their condition and
available treatments led to the cycle of disrespignirg 9, page 127) in which mutual
recognition had broken down and participants’ trauma respbad escalated and their

recovery was hindered.

Jacob’s Story: Becoming a Criminal

Jacob’s childhood has been a continuous experience oftphysmotional, and sexual
abuse. His parents used him and his sisters in theirt@riwathel until they were
arrested and sent to jail when he was about 15 years old.

| was hoping that there was something out there when reyisafirst went to
jail when | was 15 or 16, that | could get help from the gawent for this or
that. | tried to. | didn't try to get help for the melrsale of it. Back then it was
more financial and educational side. But there was none fifldt two years
when they first went away, | had two attempts to gleicl felt not needed or
wanted, and nobody cared about you. Society certaidtytdli..you look at
other people and talk to other people, everything got me dowsyskem got
me down, because, there is nothing there for me. l§Jaco

Jacob described his struggle after his parents had beeto @htAlthough this
meant the abuse had stopped, he now was left without $ugd@or extended family or
a place to stay. He had nobody to turn to who wouté tzare of him or guide his
actions. He received no recognition for his need for sacidl financial assistance and
became hopeless and suicidal.

| think | was nearly 16, because that’s why social weltaen said, you know,
we are not going to pay for your School C. You are ne&glyou can get a job.
That’s what they said to me. So | had to leave schootrééfactually finished
that year. And that was the year when | was goinghisHimy school C, but so
it couldn’t happen and it didn’t happen...she (his younger ymi@s sent to
Bollard, a home for problem children. They live in a hotisey get schooling,
whatever. They get counselling or psychotherapy help ot eves. (Jacob)
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Jacob reported with bitterness that he was sent outhetevorld to fend for himself

while his sister had been helped after their parents hadl dEnt to jail. She had been
sent to a home for problem children, was housed, clotlee,had schooling, and

received counselling. He tried to get financial support femial welfare to finish his

schooling and pay for boarding accommodation and food.edexy these efforts were
unsuccessful. The denial of his right to access soesalurces in the form of financial
assistance or benefit opened the door for a life dtitige of society.

| didn’t really look after myself or coped at all. ddihings that would take my

mind off the chaos that was created by people not bkerg,tthe government or

the system just wasn’t there for me. So | just feltdyetd and | just felt that |
could do what | wanted to do and didn’t care about the B®gause it wasn’t
there for me, so why should | abide by it? So that wasarly days of

thinking...I drank, drank and drive, just did the things that | ybd, know. Let

off shotguns, because hey, | could. Even if the ladl seouldn’t. When was the

law there for me?

Jacob described how he sank slowly into a life of dnmkdrinking and driving,
petty crimes, and later on robbery and drug dealing. Heidgaltred by the legal
institutions and rebelled against this by ignoring the knat guide social life.

Jacob’s example shows the tragic effects of being ¢amgthe perpetuating
cycle of disrespect. In contrast to his sister whieireed help from social welfare, he
felt disrespected through the denial of his right for stasce. He took that as
permission to disrespect the laws society is guided by. Breakdown of mutual
recognition led to the accumulation of several crimgmalvictions that, as he explained
in the interview, are still affecting him to this day, foy example limiting his career
choices.

...Yeah, but | felt | was forced onto it just to survivehe beginning, because |
had no money from social welfare. They told me to gebal still needed a
place to live which I didn’t have. | had to really gebh,jbecause living under
the bridge wasn’t good...Oh, I'd say (I lived under the bridgg $x month. It
probably was more like three, when | think about it,ibseéemed like an awful
long time day by day, when that was happening in your life...

You just fight back. It just wasn't right. | didn’t likeand fought back by

drinking booze. And to get the money for it | had to Ibeief. And later on that

wasn’'t enough because it was too complicated so | sold dkagghen my

criminal record was getting bigger and bigger because | wiadrjuking and

driving and did silly things. (Jacob)

Jacob spent many years being angry with the systemeliéxdd that he should
have been helped when his parents were sent to jargiNalised and without a voice

he became involved with drugs, alcohol, and robbery andnadated a number of
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criminal convictions. Being recognised as a criminal appetyedave been more
tolerable for Jacob than being treated as sociallyirieignd being ignhored by social
institutions for his specific needs as a survivor of seabake.

Being denied the right for social assistance led, inkJaamase, to an escalation
of self-debilitating behaviours. His recovery and theedlgyment of self-confidence,
self-respect, and self-esteem was not hindered, it aeven given a chance to start.
Honneth (1995b, p. 136) states that the absence of recaghitizvould open up a
psychological gap within one’s personality, into which niegaemotional reactions
such as shame or rage could step”. Without the emotgupgdort of a caring and/or
therapeutic relationship Jacobs’ rage was turned towards ettiernal world.
Unfortunately, Jacob’s story is not so unusual. Studedes, 2005) have pointed out
that in many instances a history of sexual abuse daaciespecially amongst males,
with an increase of criminal activities.

The only help you had was when you had an alcohol problenvdren you

went to court and got done for. Then they sent you aipywhat was that place

called? Ah, fancy forgetting that, because | went & sleveral times..Yeah,

that’s it, it was the probation office. That was abihe only help that you could
receive. Even when the signs were there that yoa egpeat offender on
whatever you were doing, alcohol or drugs or whateveritBuas like they

never put it together, that, hey, that person might iedp. Let’s give him

counselling. (Jacob)

Jacob reported that he had dealings with a wide rangerwetss such as his
school, social welfare, the police, and the courtet hé felt that none of the services
even attempted helping him to deal with the legacieserfiad abuse. Similar to the
mental health system in the previous examples from, Jdeken, and Cassie, sexual
abuse was ignored by the legal system. With the terafhindsight Jacob indicated
that counselling might have helped him to leave the crinpati and get his life back
on track. However, the judicial system traditionakytifies transgressions of law with
punishment instead of counselling or therapy. The outcoméatob was that for many
years he did not receive abuse-focused treatment andoaalcgupport and care. He
explained that it took him over ten years before he emyagé mental health services
for therapy. He had been told about ACC assistanceefaras abuse counselling and
was searching for a counsellor. However, he had to teatrfinding help was not easy
for men.

So, that made me even bitterer towards men and woreeay$e | thought it

was a bit unfair that there were places for women ahdnea. To actually find
counselling for me was hardthere was plenty for women but not for men. So |
sort of found it hard to get into wanting to help mysetha beginning, because
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there were no places out there for mehthink back then, it was like no, it

didn’t happen to men. And | think everyone’s’ attitude ba@hatvas hey, it

doesn’'t happen, you are lying. (Jacob)

Jacob found that most services were offered for woamehhe could not find a
counsellor who was willing or able to work with him untiuch later. He was
marginalised by stereotyping that saw only females dasna®f sexual abuse.

| wanted to be a scientist or somebody in that sofielaf. So when you are

young and your teenage life is based on that sort of draasiall comes

crashing around you don't really feel like getting off youeaad doing

everything a normal person would...If that had panned out back thvould be

somewhere else, instead of trying to get to that gilaee now. It's like |

wasted so many of my years like 18 to 20 years at leastdasily been wasted.

And it's hard to try to get back that time for me...Whakis point. (Jacob)

Jacob saw all his dreams falling apart. He pointed tsdlogl institutions that
have denied him recognition of his needs as a young, maimoétsexual abuse and
denied him the right to vital help at a time when his futuwedibeing was at stake. He
was bitter, discouraged, and could not see a point irgttgirmake something out of his
life.

Honneth (1995b) asserts that human integrity is linked patterns of approval
and recognition because of our dependence on others fédorthmg of positive self-
relations. Jacob’s experiences are a fitting exampléoaneth’s thesis that experiences
of injustice and disrespect, such as misrecognition thraogkibility, can bring a
person’s identity to a collapse. Services shaped Jacebis/ery by denying him the
right to access means for basic living and the rightstatment for the legacies of sexual
abuse. A cycle of disrespect (figure 9, page 127) was $tabhl that led to the
escalation of his self-debilitating behaviours. This dinmad his self-relations and

prevented recovery to commence.

Marion’s Story: lliness and Hopelessness

Marion felt hopeless about the many times she reaahddfor help and was
disappointed. Staying alive became hard work, having to corfeleding rejected,
abandoned, and not helped.

There were so many times where it would have been sb easier not to be
alive, especially when you go and try to get hegnd. the people that are
supposedly there to help you or the people that you havediveeted to, they
don’t help. Then it's like, well, what am | bothering? .. you can go through
really tough times...1 didn’t feel | got anywhere with hiewould walk out the
door and just think, ha, just wasted another hour. ThatislHelt...Yeah. | just
felt let down and | just, the whole system | couldn’'tdo¢hered with. (Marion)
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The lack of effective emotional support and care had dasieffect on her as it had on
other participants. Worn down by the disappointments they gg pursuing their
recovery for some years. Being denied recognition thrologk in the form of
emotional support and care Marion was trapped in the oyaerespect (figure 9, page
127). She responded to the lack of recognition with disréisgeservices and turning
away from continuing to seek help. Mutual recognition hadkdm down. That led to an
escalation of her somatic symptoms and self-debilitabiegaviours and halted her
recovery for many years.

So, | lived, yes | lived for 38 years. But, they haven'tréhtgasn’'t been a lot of

joy ... Which I put down to | had those problems because |éwgtything

bottled up. You can't keep it bottled up. And that was whyrtweéhen | was 16

to get help, because | didn’'t want them to be bottled djpln't get what |

wanted... It [cancer] is not in the family. The doctaexe quite mystified,
especially at my age. But, and it is quite ironic thatttho cancers came out in
cervix and breast. | mean, how clever is the brain&ridn)

Marion understood her struggle with cancer as her bodgldestructive
response to her inability to process the emotional waenever she approached health
professionals for help. Although Marion took responsibility ‘bottling up’ her
feelings, she implied that she might not have had caheer she received due
recognition and emotionally supportive treatment for dealintp the sexual abuse
experiences.

Helen, Cassie, and Marion have experienced years ditdety illness which
they blamed on their history of abuse and the many unssit¢e@attempts to get help.
This hypothesis is supported by Boscorini (2004) who identifiettcag connection
between the experiences of trauma, including sexual abunsethe occurrence of a
wide range of physical conditions such as cardiovasculsease, diabetes,
gastrointestinal disease, fibromyalgia, chronic fatigymdsome, musculoskeletal
disorders, and other diseases.

Marion’s suspicion that her cancer could be connectethéoabuse and her
inability to process her experiences is echoed by heatifegwionals (Hay, 1999;
Heard, 2004) who believe body and mind are linked and aféett ether. Hay and
Heard are just two of the practitioners who contend ‘#nary cell within your body
responds to every single thought you think and every wortd sgeak. Continuous
modes of thinking and speaking produce body behaviours and postdreases or dis-
eases” (Heard, 2004, p. 1) Hay (1999) who explores alternadaéng) solutions
outside of conventional medical practices suggest thater is associated with a
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person’s deep hurt, longstanding resentment, and the hemdpalaep secrets of grief

that are eating away at the self.

Conclusion

This chapter has described participants’ experiences wiilicpuental health services.
It came into view that policies and procedures shapeddwnjadical alignment with the
medical model and by limited funding, did not meet thattnent needs of participants.
They were treated for symptoms while their historyefumal abuse remained invisible.
The disrespect reflected in not attending to participandésimatic experiences and
merely treating symptoms resulted in an escalatiohaf trauma responses. Although
not inquiring about a history of sexual abuse may be commnactice for which health
professionals in the public mental health services hawarder of rationalisations, this
practice turned out to be costly and damaging for particippotstive self-relations
and identity.

In hindsight participants perceived this as an injusticedénied them access to
their consumer right of informed consent. They were falty informed about their
condition and the possible causes which hindered them ke ara informed decision
about their treatment. The invisibility of sexual abuwdso denied participants the
opportunity to make an informed choice between using puidintal health services or
ACC funded therapy and withheld access to ACC compemstdr the damage sexual
abuse had caused. Instead participants had been treatechawy years in the public
mental health system for any number of psychiatrichilisas without any or only little
progress made. They felt hopeless and discouraged almuistiuggle, the lack of
progress, and their frequent disappointments.

Even though participants’ interactions with public mem@hlth services show
the asymmetrical power distribution and inequality betweservice provider and
survivors, their main concern was not this inequality betitlvisibility of their sexual
abuse history. Inequality became participants’ main eona their interactions with
ACC. The next chapter discusses how participants struggladhe inequality and the
lack of power and control they perceived as they engaggdACC for funding for

their abuse-focused therapy.
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CHAPTER EIGHT

STRUGGLING WITH INEQUALITY: SURVIVORS'
RELATIONSHIPS WITH ACC

When participants had been informed that they mighelmgble to receive abuse
focused therapy funded through ACC they felt great reli€he treatment they had
received from public mental health services had natltezt in improvements of their
psychiatric disturbances and their financial circumstandig@sot allow them to pay
privately for therapy.

In their experiences with public mental health sewiparticipants had contact
with health professionals who were trained to deah\piérsons in psychiatric distress
and who made the decisions as to what treatment andvhuwh treatment would be
provided. This changed considerably when participants engagedA®IiC. They now
had to deal with administrative staff that hadditblr no training in dealing with persons
in psychiatric distress and they, not the health psitdesl, decided what treatment and
how much treatment would be provided. Participants had ta at ACC funding
came conditional to complying with processes they aitlamticipate, for which they
had been unprepared, in which they had no say, and whicthdéegh with a sense of
powerlessness.

This chapter discusses how the recovery from sexualeahas been shaped
through processes that reflect the inequality between AG( participants. Honneth
(2003) understands the uneven distribution of power betweeral sgroups as
asymmetrical recognition relations causing subjects sudfesiimd social deprivation.
Participants perceived that the uneven distributiopafer between them and ACC
became an obstacle to their recovery.

The disrespect they perceived was reflected in theiresehbeing financially
dependent on ACC, having to compromise their confidentiadtruggling with a lack
of transparency of processes, and being lulled intdsa feense of participation. As a
result their trauma response deteriorated and the dtiteama with ACC hindered the
development of their positive self-relations. The fellog figure 10 gives an overview
of this dynamic.
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Figure 10 Cycle of Disrespect: Struggling with Inequality

CYCLE OF DISRESPECT
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_ % ACC ’

This chapter explores in detail how participants respondeth@éoasymmetrically
distributed power reflected in reports, assessmentsyeanelws and how the mutual
recognition between ACC and participants brakes down. llitb&i traced how this
inequality has led to the deterioration of the traunspagase (symptoms, cognitions and
self-perception, social functioning, and responsibility aotb@omy) and how this
deterioration impacts on the maintenance and/or atiquisof their positive self-
relations. Table 13 provides a visual overview over théptdr’'s content.
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Table 11 Chapter Content: Struggling with Inequality

Struggling with Inequality

Exploiting Financial Dependency

Compromised Confidentiality

Lack of Transparency

Pseudo Participation

Weekly Compensation
Anna’s Story
Cassie’s Story

Financial Dependency

In order to have continuous therapy approved participantsoheollaborate with their
therapists and needed to give detailed, sensitive informfttiiaregular progress reports
that had to be submitted after every 20 hours of therdpgse reports were each
reviewed by ACC psychologists who then decided whethéndutreatment is justified
or whether an assessment conducted by independent psyclsotrgssychiatrists is
required before funding decisions are made. After eachr 80smme cases 50 hours of
therapy every survivor has to attend an independent psgibal or psychiatric
assessment to have their progress and the effectsvemdbe therapeutic relationship
reviewed. The relief participants experienced at tlggnioeng of their involvement with
ACC turned quickly into feelings of dependency, helplessnessierlessness, and
anger once their therapist had to submit the first report

Navarro (1986) suggests that health care services reprodeiat retations of
dominance of the helping agency and subordination of the s$silsjeeding help. This
control is possible because patients need the setaicaset their basic need for health
care. Participants believed that being reliant on A@Ctrleatment funding gave ACC
the power to control the conditions upon which they wogdant funding for sexual
abuse therapy.

It was very hard in the beginning. And basically the saeson that | went
through with the ACC process is because financiallywsee very cash
strapped... If | could have done it without [ACC], | would havecause |
suppose it’s just again... Because it was like the wholeggsowas about
exposing myself to the system and people that | didn’t kaew. No faces...
So | felt actually from the beginning | felt really trappéah. interesting

143



dynamic, | mean because it's the whole dynamic agdeeting trapped.

(Abuse dynamic) Yes, all over again. It's sort of likerimg to look after

somebody else’s needs in order to get my needs look thiesort of thing.

(Marama)

Marama explained that she only applied for ACC fundingabse she was
unable to pay for therapy herself. To receive funding sttetb comply with ACC’s
requirement of submitting reports. Marama experienced etimsure of the most
intimate details of their lives to a ‘face-less’ gystas intrusive and disrespectful. She
described that she felt trapped and exposed and that it renmiededf the abuse
dynamics of her childhood.

Yes, | have been forced, in order to get the ongoingtbatd needed and
wanted, | was being coerced into talking about stuff thatill extremely
difficult for me to talk about. And it was humiliatingSheryl)

Sheryl also described that they had no other choicemanbiply with ACC’s
requirements for submitting reports because she wouldvatgenot have been able to
afford therapy. She felt humiliated by having to talk abaspects of her abuse that
were still difficult for her to face and express. Abrticipants in this study mentioned
that they complied with ACC’s requirements reluctantly

It was that condition to tell all. | could not seeddrstill don’t see the need for

it. To this day | found that that was abusive. It feligibe. (June)

June was unable to see why ACC needed elaborate deth#s abuse history
for approving her application for funding. Instead, she ffelabused by having to
comply with this requirement.

It got mixed up in a sort of paranoid stew from thera@stsg in the office

having a good laugh about me thinking and talking about my prétatie down

to them doing it in Wellington. Well, and there is a mdnne that says, hang on,

get real. But it’s still out there and on paper. To, yoovkrflattering around the

rubbish dump with my name and my abuser’s name on. (June)

Without having the process and the rationale for thel lefvdetail required for
the reports made clear to her, June became paranoidw&hevorried about the
confidentiality of the intimate details of her life amshagined people talking and
laughing about her ‘stuff. This paranoia interfered withr bbility to develop trust
towards her therapist and therefore also interferatd ter therapy (figure 10, page
142).

With the lack of abuse focused treatment availableutin public services,
participants who want to recover from the legaciesexiual abuse and who are unable

to fund therapy privately, have no other choice than tgrtonACC for assistance. The
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trauma literature (Briere, 2002; Herman, 1992) emphasiseshhae-establishment of
personal power and autonomy is a main therapeutic aihmeitréatment of victims of
sexual abuse. These aims have also been indicatedtimypaents in this study as vital
to their experience of recovery. Circumstancesabajure up a sense of powerlessness,
humiliation, undue exposure, and abuse are the exact itppmpersonal power and
autonomy. They caused a deterioration of participamstienal states and tied their
perceptions and identities to the victim role. Self-warice, self-respect, and self-
esteem were harmed by the uneven distribution of pomeéeparticipants’ recovery was
hindered (figure 10, page 142).

Compromised Confidentiality

The right to confidentiality is a cornerstone of hleand mental health services. It is a
crucial part of the code of patients’ rights (MHC, 1998Y a the code of ACC
claimants’ rights (ACC, 2003). However, participantshis tstudy had concerns about
the level to which ACC is protecting claimants’ confidelity. June’s doubts that her
confidentiality is adequately protected by ACC were camdl when she experienced a
dreadful breach of her confidentiality.

...one of my letters (from ACC) came, private and atenritial, and it was
opened. It had been addressed to somewhere in Aucklahdpareone had
opened it. It gave me a dreadful shock. There was nothiighat, you know, it
said sensitive claims unit, | think | had been accepted @rmtherapy or
something. But it gave me an awful shock. And | meamg (ACC) and they
were so blaség swallowing hard)(June)

A letter from ACC was sent to another address in Auxkld& hat person had
opened the letter, saw June’s address on the letterdnechdorwarded it on to her. She
reported that this shook her deeply. June was equatiesied about ACC’s ‘blasé’
response when she rang them about the incident. Byakotg survivors’ concerns
about confidentiality serious ACC conveys the messageg they do not give
noteworthy priority to confidentiality issues. Althouglklaimants’ right for
confidentiality is clearly outlined in the Code of Clamsl Rights (ACC, 2003), the
staff member June dealt with did not seem to beeskilh dealing with her complaint in
accordance to the Code.

Most participants doubted that confidentiality is adeqyabdserved in ACC
and feared that their needs for privacy and confidetytiadlight be compromised. This
fear is echoed by Edwards (1999, p. 95) who states that “Notnaundy a patient be

concerned about what will become known of them inpitlessent but they must contend
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with the possibility that what they say will be on retdor the rest of their lives and
eventually threaten their future”. Sensitive details udbiheir personal life or their
psychiatric disturbances might, for example, interfeté future employment prospects
or with unbiased treatment by health services.

And that sort of power dynamic. You don't have that sarand parts of my

life, a very private part of my life, is held somewhthat | don’t believe | have

any control over in terms of bringing them back to regts. if my stuff would

go to a Maori house. You see | touch my heatrt. Its like,been received into a

whare that follows the tikanga, the honouring of manand Aam not

altogether sure that the ACC structures are that wdyl auspect they are not

because there are not a lot of places that are, els asthey use Maori words

and all the rest of that sort of stuff. So yeahpuld love a Maori unit, | would
love to have felt that my stuff is going to a kaupapa tisart of place to sit and
rest. (Marama)

Marama described the sense of powerlessness she haddtdiaing in control
over the way her confidential material is treated. 8kgressed cultural concerns and
was worried that her most private information may ®teld in a place that complies
with the cultural expectations and needs Maori survivoesy have. Even though
Marama was very concerned, she was unable to coneeycténcerns to ACC.
Powerlessness, lack of control, and the associatéidgeef anger and fear prevailed
not just for Marama but were experienced by all partitipa

Well, it's almost like the abuse is happening again bedtdasen authority

figure. And you have no control over who sees that f@mit’s almost abusive

again. It's like a lack of control again. You have no cardver who sees this

private stuff that supposedly belongs to me, you know,ishay world. So it's
almost, yeah, | reckon it almost verges on abuse agfirth)

Ruth expressed that the lack of control evoked in heocaggons of being
abused again. The disclosure of sexual abuse is diffmumost victims. It may be
accompanied by strong feelings of fear, shame, or amgebyinvoking powerlessness
and victimisation could be re-traumatising to victimssexual abuse (Herman, 1992).
As soon as disclosed material leaves the confidespide of therapy, victims have no
control over how this material is handled and what kmsmens are made by the
recipient of the disclosed material.

| always felt very uncomfortable, because ... the thetdgad to get a little bit
more specific, and that felt, | felt betrayed in a wiaythat here | was sharing
my story with the therapist, and little bits had to gamother city, to people |
didn’t know, and that made me feel a little bit sortlinfy, in that like somebody
else was having a piece as well. (Anna)

Anna shared that she had a sense of betrayal whenenapigt had to be more

specific in her reports about the abuse. To have theleinces of her childhood
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humiliation described in the reports left her feeling ydiBy feeling dirty Anna
indicated that she took responsibility for the abusive petpetrated on her. Although
the perception of having responsibility for the experiencedsehbs a common
phenomenon observed in victims (Briere, 2002; Herman, 19@&s,R2000) the
therapeutic effort is to focus on reversing this beliedudboneself and freeing the
victims’ identity from this undue responsibility. Anna didtmeport that she was able to
share her sense of betrayal with her therapist and workeversing the belief of
responsibility. Instead, as ‘bits of her story’ left tt@nfidential space of therapy her
identity, contaminated by the abuse, had been reaffirmeadigh her perception of
dirtiness.

Anna’s example is a good illustration of how the subios®f reports might
interfere with the recovery process by initiating a eyoff disrespect and hinder
recovery (figure 10, page 142). Sperry and Prosen (1998) refleicip@ants’ concerns
regarding confidentiality and warn that supplying poorly preparenhirastrative
personnel in managed care organisations with highly semsnaterial may ultimately
lead to survivors’ deterioration because such practice magch confidentiality and
interfere with therapeutic roles and boundaries.

Lack of Transparency

Other obstructions to participants’ recovery were dyica interpreted in this study as
‘lack of transparency’. ACC dominated processes for aisidoon and re-authorisation
for treatment through reviews, assessments, and replortd ehich participants’
believed they had no control over and were unable tcheegsefulness of.

| used to, especially in the early stages go through gutecess. Because what

we would do, about by session 17 going through and using thersets

basically write the report. And it would take me proballg br three sessions
on the other side to actually get over it becauseuldvget so stirred up and
angry. (Marama)

Marama described that she became so stirred up and angjng process of
preparing for ACC reports that she needed two or theesians to process the impact
the ACC report had on her. Rather than being able to fodireir therapy on building
strength and developing healthy ways of conducting theirs,liy@rticipants were
constantly reminded through the reporting process of bioniliation and victimisation
through the abuse.

This is emotions, and re-tracking all of the stuff that i)lave gone through
brings up a whole heap of things...| suppose again, they areiwetrMghen it's
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that ACC day, you don’t have any choice. You've got tohgough it what

you've learnt, how do you think, it’s just questions, gieest questions, and

guestions again. And it’s like, | am trying to get betitéry to be the person |
suppose that | was born to be. | just wish they'd letdm it. And it's a waste of

a whole hour with my counsellor. (Marion)

Marion aired her frustration about not being able to usepticious hour with
her therapist for her therapy. She resented the spest and felt disempowered by
having to meet ACC’s need for reporting rather than medtergtherapeutic needs.
Certainly, attending assessments has been stresshll participants.

| was just so terribly nervous about going. And | thinkspent some time
before the appointment just spending time talking abotit el it seems,
looking back, an extreme waste of time...the strésecassessments in itself
has added to the need for more hours... Sometimes it Ih#isatewe spent an
awful lot of time talking about the effect of the AQerventions on me. And
all the way through I had other difficulties to deal w{tBheryl)

Sheryl expressed resentment for session time wastesbriegthing that she did
not perceive was fostering her recovery or advancingreatment. She explained that
she was hindered to talk about more pressing issues she meetisd with by having
to comply with ACC'’s requirements.

| felt threatened that the support that | had foughtrfahe first place quite hard,
was at the edge of being pulled away from me. And | didrdinkkhow to pay

for the support that | felt | still needed. That made ey Wnsecure. Especially
in the beginning | felt | didn’t allow myself to realfjet into the session
sometimes because | wasn't quite sure how long it would leet@ltdst. And
what would | do then? It stopped after a while. But cegamthe beginning
that was an issue and it definitely prolonged my recoumgause | held back in
order to protect myself, because | didn’t know what wasgtm happen. And
that wasn't very useful at all. (Johanna)

Johanna commented on the stress and the fear aseessmeews, and reports
had caused her. Not knowing whether the continuatidreotherapy was secured, she
was unable to immerse herself fully in the therapeuticgss. Both Johanna and Sheryl
feared that the continuation of their treatment vmagopardy. Their lack of being able
to control this vital aspect of their therapy led teitmeed for additional sessions. The
literature of managed care (Cary, 2001; Sperry, 1998) inftnatgeports, reviews, and
assessments do not meet survivors’ needs and may ea@rtdea deterioration of
clients’ condition due to their lack of power and contredr their treatment.

At some stage | started counting it, and knowing wherag eoming and | got a
bit anxious because we would have to do this report agalnyesh... because
as | started to get well, | also started to get anxiousal®, so what are they
going to expect of me? (June)
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June reported that she became anxious when it was tisesmtoanother report to ACC.
She was unsure of what was expected of her. Helen siadlar reaction.

But then | would get really anxious that if | hadn’t donewagh, that they would

cut me off and then there would be the whole processta if they cut me

off? | can’t afford to come, | got this far, and it seehto be all the time this

was coming up. (Helen)

Not knowing whether ACC would have approved another 20 hduitsnding
caused Helen great anxiousness. She feared that she mghtohdiscontinue therapy,
her source of emotional support and care. Both Helen and Koew that the
continuation of their therapy depended on the progresstsegmthat they continued to
receive the financial support. Yet, they believed they lmadomtrol over whether these
reports would assure continuing funding through ACC.

Participants perceived the evaluation of the reportseasy one-sided and non-
transparent. They did not know whether they were unam@ugh, too well, whether
they had worked hard enough in therapy, or whether thag waking too long to
recover. They were unable to predict how ACC would redpafter each report or
assessment. That left them feeling powerless anckskstd.

The absolutely worst part of the whole process, | gubeg,add and add and

add to the feeling that | already had that | was takindaiog. You know they

allocate sessions for a number of hours and you hgustity why you need

more. And the thing is you really don’t know why you needeandiou just

know you are not OK. (Sheryl)

Sheryl explained the worst part was that she had tdyjwsser and over again
the need for more hours. It was her perception thafrél@ient reports and assessments
implied that she took too long to recover. The threat ACC might cut their funding
for treatment before they were ready to leave thehag been felt by all participants.

... and all of a sudden it's me and this ACC lady and | dikmow anything

about her. Well, that lady sat in the chair and | ftrdifficult to speak to

strangers on a very personal note. If she had saidns #mything that you

would like to know about me, | could have asked, well, atefs@am Auckland,

are you married, have you got children? Just a little tel@tlsybit and then |

would have had a feeling of some interaction between usahstet being her
and me, and her assessing me. (Marion)

Marion described her struggle with a recent ACC assedsrhé® many
victims of sexual abuse she has difficulties talkingatetranger about very personal
details. She would have liked a few personal comments fhe assessor to put her at
ease and feel less objectified. Yet that did not hapidew stressful the interview was

for her showed in the strong somatic reaction sheliatbtlowing day.
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And the following day | had a migraine that ‘bed-roomed’ iirfeey had to get

the doctor and | was ‘pethidined’ then. So that seems tmlwemy body seems

to react to things. | thought | was going to die. | had nmgbefore. | certainly

never had a migraine like this. | was sick the entirekwg@darion)

Marion needed several pethidine injections for her stnoigyaine and was
bedridden the entire week. That she was able to particppédey weeks later in the
interview with the researcher, who was also a stramgeicates that her strong somatic
reaction had more to do with the significance of theessment process than with the
familiarity of the interviewer.

You know, which really worried me? Measuring my sanitybat it was. They
don't do that when you break a leg. No. People with pastatic stress
disorder are not malingerers. They are not trying to suekystem. Oh, sure,
you might get one or two, | don’t know, but I think timajority, nobody wants

to go through that. (June)

June felt discriminated and branded a malingerer throughasisessment
process. Anthony (2003), who has been a main proponéme oécovery movemetit
pointed out that assessments maintain a ‘discriminati@¥ between survivors and
service providers. He considers this discriminative walbe¢odetrimental to recovery
because it denies survivors the status of equal citizenship equal rights and
responsibilities.

Whereas progress reports have to be submitted by partgigharapist after
every 20 hours of therapy, psychological or psychiassessments are conducted by
independent, ACC appointed health professionals that areownkto the survivor.
Ongoing and repeated clinical assessments are meanirtggaltivey are used to inform
clinical practice. Ideally, this is a process in whichthb@linician and survivor
collaboratively come to an understanding of the prol@dehmnd and the pathway of the
treatment ahead (Rahm, Otte, Bosse, & Ruhe-Holleni®&3).

However, psychological or psychiatric reviews/assessnarranged for by
ACC are only available to the therapists who work wlit& assessed survivors on their
request. They are used by ACC for other purposes. The facknsparency of what the
function of assessments is and how they are goibhg tesed by ACC, has given rise to

many assumptions and interpretations by participants.

| was just like, no way. And | said to her, this is AG@iay of actually culling
the claimants (attending data assessments). Becaagkllbet you, like
anything, there must be hundreds of women who are likeayd rather not do

14 See Chapter Three, the recovery model and public mesethhtservices, page 46
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anymore therapy than go through this procelss rather die than go through

this (assessment), like hell... | mean it all soundyg m&re, but underneath it is

just a way of reducing the numbers of claimants wha@ansuming the

resources. (Marama)

Marama believed that the main purpose of assessments Save costs by
discouraging survivors to requests further funding forttneat. She felt very strongly
about not attending any further assessments or revievslegided to not apply for
further ACC funding. Marama’s belief is echoed in therhture about managed care
(Ahles, 2002; Beitman, 1998; Coney, 1997; Edward, 1999; Weisgerber, i&@9} is
pointed out that reports, reviews, and assessments thaviinction to control and
monitor the therapist and survivor dyad and save moneyisgouraging further
requests for treatment funding.

ACC'’s lack of transparency in relation to the use pbres and assessments and
the lack of involvement in the decision making procegsrding their treatment caused
participants significant distress and fears. It leéinthwith a sense of powerlessness and
a need for valuable session time to process participgrnitsrances with ACC. Blum
(1992) believes that services limit survivor’s ability toluehce treatment to maintain
the power inequality that exists between service providadssurvivors. This power
inequality, which Honneth (1995b) identifies as asymmetniegabgnition relations,
hinders recovery by detrimentally affecting participant'soéonal states, and by re-
enforcing participants’ abuse-based beliefs of not beiggale This obstructed
participants’ ability to develop positive self-relaticansd therefore obstructed recovery
(figure 10, page 142).

Pseudo Participation

ACC portrays to the public a policy of partnership and ggdtion which is further
defined in the ‘Code of ACC Claimants’ Rights’ (ACC, 200Bere claimants are
assured that they have the right to have their viewsidered (right number 2) which
suggests claimants’ involvement and consideration. Althquagticipants may have
expected to be able to participate in decisions about tteatment, the following
examples show how their expectations were disappoifstead they felt hopeless,
powerless, and frustrated. Figure 10 (page 142) shows that asyoamnrecognition
relations led to a deterioration of self-confidencef-isspect, and self-esteem and
caused a deterioration of participants’ trauma respons@ebymentally affecting
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symptoms, cognition and self-perception, social funatigniand responsibility and
autonomy.

But | had a terrible conversation with the ACC caseagan She was just

awful to me because | made a complaint ... and she saitl, e call centre
people are all trained”. Trained to do what? You knowwemn a set of phones?
... She was just really rude, and cold, utterly cold. Nomtiarin the voice at
all...I didn't feel like a partner at all. In fact whémwent through the code of
patient rights, well that’s just a load of nonsensgidt hasn’t happened like that
for me. It just hasn’t happened. And there is no wayhadlenge them (ACC)
because they are not listening. (Sheryl)

Sheryl had made a verbal complaint about the treatstenteceived from the
call centre staff and was rudely brushed off by the osseager she spoke to. She has
lost faith in the Code of Claimants’ Rights being adleto by ACC staff. Sheryl's
sense of helplessness in getting her point of view saon@s echoed by Cassie and

Jacob.

(With ACC) There is a big sense of helplessnessgitti there. That it doesn’t
really matter what | think or say or do. | can’t, httechange anything. | can't.
(Cassie)

They (ACC) tell you to work with them, say your sidetltem, but they will
never ever use your side to dictate what they are goidg tn your healing.
They have already made up their mind about the sequendedh things are
going to take place, when they are taking place and htsaike, they control
what they (ACC) want you to do. You can't control yolfrse the therapy you
want. They control everythingwhile you are going through your healing, the
whole idea is to get control of yourself and to get cmrmf your feelings, your
thoughts, your ideas, and to get control of your life. \Bitlh them it’'s them
controlling it. That’s the how I feel, they contrbl.i Yeah, and when | don't
sign these things my benefit gets cut immediately. Sait like a partnership
is it? When | don’t agree with it | can’t change . S it a partnership where
they make an agreement where there is only one sitleytuihave to sign it. If
you don’t your benefit ceases. You can disagree withuit hey, it doesn'’t
matter. If you don’t sign you don’t get your benefitagqdb)

Cassie and Jacob had a deep sense of helplessness amtbgsness because
they believed that their viewpoint had no weight in siecis that were finally made.
Jacob was told by his case manager that his rehabilitptéon would be developed
together with ACC. However, he believed that his comgewere not taken into
consideration. His case manager had already stipuladecbtirse and conditions of his
rehabilitation. Jacob was told he had to sign the agreeondns ACC funding would
be discontinued. He felt that ACC controlled everythamgl that he had no control at
all. Jacob believed that lack of control was counterajieutic to the recovery process

he identified as regaining control over his inner statdsoaer his life.
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Lister (2005) describes “...being involved in phoney participatiynpeople who don’t
listen, when things don't change” as the ultimate disrésgearticipation in one’s
recovery is not just to engage in the therapeutic workalaat about being listened to
and being heard in a democratic space that is governed by |Imetognition and
respect (Howard, 2003). This may explain the deep frustrati distress participants
expressed about the lack of participation they belieeg ttad in making important
treatment decisions. The disrespect reflected inalygnmetrical recognition relation
between ACC and participants hindered recovery by impactingmaeitally on
participants’ trauma response, causing symptoms, cogniamas self-perceptions,
social functioning, and their self-responsibility and autoyoto deteriorate. This
obstructed the development of participants’ self-confidersedf-respect, and self-
esteem.

Participants described in the interviews how their egpees of feeling
disrespected by ACC distressed them deeply and led tdordakdown of mutual
recognition. Honneth (1995b) states that mutual recognsiemnal for the development
and maintenance of self-confidence, self-respect, afieesteem and forms the basis
for subjects to view themselves as autonomous and indiisddamembers of society
(Honneth, 1995b). Mutual recognition is therefore a precoomdifor recovery to
proceed.

...there are a lot of people that work for ACC, case-margaand so on. | don't
for a moment, and | could be wrong, | don’t believedanoment that case-
managers are trained in any way. | just feel like wham talking to my case
manager, | am talking to a clerk. And | don't think theyéiany understanding
of what goes on... | wonder how much gets fobbed off or #gtipmugh because

| am dealing with somebody who is not a professiomathene who is not

trained, even trained in what they are doing. (Cassie)

Cassie had not a lot of faith in her case managersifigaibn or capacity to
understand her situation. She felt at times fobbed raff@werless due to the lack of
participation in the decision making. Without interactitlased on mutual recognition
and respect the connections between ACC and participbatame strained.
Participants perceived that they were not given due remogiy ACC and in turn they
did not recognise ACC as an agency that is professioaahg, skilled, and operating

within ethical parameters.

...the ACC inspector, | had to tell him about my back. Itfedt he had the
feeling that | was making things up or | was claiming fongkil shouldn’t be
allowed to claim for...Not only was he not tactful or myavay diplomatic, he
was very insensitive and quite ignorant as well...Hs seamebody who, | don’t
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even know his name. But he was working in the sensitaiens department.

How he got there, | have no idea. He certainly would ma¥deen my choice

of person to be there. (Johanna)

Johanna described her interaction with an ACC inspectorskib perceived as
insensitive, ignorant and tactless. Feeling disrespectddshysinuation that she ‘was
making things up’ she quickly discarded him as not fit tovoeking in the sensitive
claims unit. The breakdown of mutual recognition betw®E& and claimants has not
only been mentioned by participants in this study, but ladésn discussed in the media
“Another claimant has recently written to ACC CEQyry Wilson, complaining about
the way his staff are abusing and ignoring the law. "#od your staff think you are
above the laws of this country and use intimidationllybtactics, threats and
disentitlements. You say that you have not been madeeaof complaints, well | am
complaining, he wrote” (1943). Claimants feel disrespettedACC and in return
disrespect ACC. Jacob provides another example of thisndig.

Useless...they don'’t even consider you to be a part oétgodi’s like you are
tainted... Because at the moment with ACC it’s like latyurden. That's how |
feel. | am a burden to them and society because | angtaknd yet | am taking
only because | need help. And | want to get the help. &reyrying to make

out that they are doing you a favour, when in actualtfeey should not look at

it that way. There are rights that are there for loezause | paid for them

anyway as a taxpayer and an ACC-levy-payer.... Insteadti&g you feel like

you are ripping them off and that you are not trying tohgdp and that you are
not doing the work. (Jacob)

Jacob perceived ACC'’s actions as disrespectful. HetHatt ACC treated him
badly because he used ACC resources for his recovesn tBough he believed that he
had the right to ask for their assistance, the wafeldreated left him with bitterness
and critical about ACC. He felt that he was not given gegnition and, in return, did
not extent due recognition to ACC. The breakdown of mutwalgm@tion signified the
disrespect between ACC and participants that lead tesaalation of participants’
psychiatric disturbances. It hindered recovery through ttranmdntal impact it had on

participants’ self-confidence, self-respect, and setest(figure 10, page 142).

Weekly Compensation

Weekly compensation for loss of earnings (weekly comp@amais given an extra
section because it is a complex issue. Although netctdy related to treatment that
facilitates recovery from sexual abuse, weekly comgigors provides survivors with

their weekly income to cover living expenses. To be dblepay for one’s rent,
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mortgages, groceries, power, petrol, and other living expemsg a great significance
in a person’s life. Maslow (2002c, p. 2) asserted that basman needs such as
housing, food, sleep, and safety have to be satisfistdofdfore psychological needs can
be addressed. Receiving weekly compensation that providasthefor meeting these

basic human needs has a vital part in the shapingamivery from sexual abuse. It
might provide the foundation that allows a persontaa sind/or remain on the recovery
journey.

Victims of sexual abuse can apply for weekly compeosatthen they are in
paid employment and become unable to continue working due tedacies of sexual
abuse. ACC requires a medical and a psychiatric stseed to ascertain that sexual
abuse is the cause for the inability to continue wark{@nce that is given survivors,
who qualify for weekly compensation, receive 80% of theome they earned before
they had to stop working.

Weekly compensation makes up 33% of ACC’s total expendittoe sexual
abuse claims (table 5, page 73), which is the second lagesafter costs for ACC'’s
administration of sexual abuse claims. To protect fireancial interest and to ascertain
progress in recovery in relation to survivor’'s rehadtiion plan, ACC requires frequent
medical and psychiatric assessments of survivors. dll@ving two stories of Anna
and Cassie explore how applying for and being on weeklypeosation and meeting
the increased demands of ACC impacted on both partisigewct shaped their recovery.

Anna’s Story

Anna applied for weekly compensation when she was dabarhbark on a particularly
intense and difficult phase in her therapy. For ysaeshad struggled at her workplace
and hoped she could focus more fully on her therapyikwtesses were eliminated.

We did apply for it, and it was an absolute nightmare..w8dad to endure a
session with a psychiatrist, and it was one that AidGetommend. That was
on their list. | feel angry, because the report thatgdsychiatrist wrote wasn't in
favour of our application... there were these insinuatibaswe were lying...
ACC would come back and say, well, we will need to fi@smalingering and
factitious disorder, based on what? Based on 90 minutesavpisychiatrist, not
the x number of years previously in the system? Tlaet stattering!.l.was
being re-victimised again. Put in a situation were we wetslieved. We had
to go and have tests, psychological tests and we haditononths for reports,
not knowing what the outcome was. (Anna)

Once Anna had applied for weekly compensation she fefipéich in a

nightmare. Rather than having stress reduced, her applicaissed her even more
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distress. The psychiatric assessment implied that siseswnulating her symptoms of
severe dissociation and ACC requested several psychallogsts to determine whether
she was malingering or not. Being disbelieved discounted ydastuggle with the
emotional and physical pain she experienced as a @&sh#ing sexually abused and
being suspected for lying and malingering was an insult anttark @n her integrity.

(ACC should have listened to) my therapist who would knswbetter. Some

psychiatrist from 90 minutes discussion, or my theragpligt we worked with

for over two years at that stage. It was ridiculdusias like we were like little

ants, trampled.

Anna was distressed that ACC would go with the findingsadd0 minute
psychiatric assessment and not consider her theragsstéssment of her condition and
her needs. It is interesting to note that Anna hadvedeACC funding for therapy for
several years. Thus numerous reports must have been taabinyither therapist without
any suspicions or doubts about her condition arising. Tthatchanged immediately
after she applied for weekly compensation and ACC Bento one of their contracted
psychiatrists is a dubious coincidence. Anna is joined by rumeACC claimants
whose applications have been declined following assedsni®y ACC appointed
clinicians. Howard (2002b) described this practice as “Claisa 2002 are not getting
treatment and rehabilitation and claimants are #f#red to ACC medical "hit men"
who seem to be in for the fast ACC buck to write faable reports for it”.

The denial of recognition through love in the form of &iomal support and care
had shattered Anna and caused an escalation of her psgchisturbances she
described as crippling in the following quote.

Fortunately we were very lucky to have my therapistélwho was committed
as | said before and we were able to talk to her antdrgagh the whole range
of emotions with the whole thing, and the impact iswaving on us. It was
like, it was almost crippling. (Anna)

Anna described that she was able to rely on her thetadgt on her side in this
difficult time of being disbelieved by ACC. She was abldalance the disrespect from
ACC and ACC appointed assessors with the recognitionesleéved from her therapist.
This enabled her to cope, even if coping was very difficul

You know they help out financially, but it comes withaich, you know, that’s
what it feels like. And the catch is that we now opei...We say x number of
reports have to be written. We say who we think youtnreat should be by.
Not by my therapist, by somebody else. We say who ye@gaing to see, we
say what tests you undergo...They are abusing their powert wHsa
shattering, because we had got to a stage with my thevdpese we were
feeling safe, trusting, and all that sort of thing. And thkknf a sudden there
was this thing bigger than life, and it was ruling our life.
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Anna felt abused by the demands ACC put on her. They eveteavaer to stop with

her therapist, who had been her lifeline for thregsjeand continue with a therapist of
their choice. She felt disempowered, humiliated, amg fearful that her therapy would

be in jeopardy. After years of mistrusting people sheflmedly found a therapist she

could trust. After years of ineffective therapy she Ifinaoticed that she was feeling
safe and able to trust.

And again from somewhere deep it came, that you desettez.b&/e had a
number of discussions on how to handle it. And we cdonen to either we wait
for them to decide on our future or we do it. We makedlitierence. And it was
a very good step. And we cut them loose. We said naovet deserve to be
treated in this way... | am furious, absolutely furious. Astll would love to
walk into ACC, into the sensitive claims unit, and speak touple of
people...They had the power and | had to take it back becalesevisdn | was
headed down the wrong way. And it has been a huge celigfg them free.
(Anna)

Anna had a deep sense that she deserved to be treatediaShe longer
prepared to let ACC determine her future and took back thieatahat she had lost by
applying for weekly compensation. That she was able tsadonplied that her self-
confidence and her self-respect had grown strong enouglgtihtbe emotional support

and care she had received from her therapist. Heitiglares no longer that of a victim.

ACC never responded to me or to my therapist. And thatyastlike ... it just
proved to me that they didn’t care. They didn't ackrezigke it by phone call,
email, nothing. No nothing. And that was just like, wedlal, they don't care
about you. They don'’t ring because they don’t have to. Vot another one
off their books, they don’t have to subsidise anothesqgrerThey can save some
money. It does hurt, it does hurt. | sometimes thidKave to ring them up and
say, why didn’t you. But then | don’t want to go backHhatt hearing the same
old crap. | mean, not even to acknowledge the letter. dwlatdge that you are
no longer on their books or system. Nothing! | mean, ttinat’s like you didn’t
even exist. (Anna)

Anna was shaken to the core for being treated as itlishaot exist. She was
completely ignored by ACC after she had complained émthbout their treatment of
her and stated that she would no longer require ACCirigndshe took that as a
confirmation that ACC did not care about the people anly cared about getting
claimants off their books to save money. Anna kneat &CC had received her letter
because they did not insist on her attending the assesthey required. For a while
she considered to ring ACC up and question them about #dokiroff recognition. She
decided against ringing them up because she did not wantdgpbsed to the same

accusations and justifications she had been given oveattéwelve months. Her need

157



to protect herself from continuing disrespect outweighedneed to express her anger
and hurt.

The contract is now between my therapist and melanddre no longer pulling
the strings. It has empowered me. And | think it so cbalee easily gone the
other way with ACC...If | hadn’t taken back the powéd,lde a mess...l know |
wouldn’t be where | am now because if | had continuddttthem control me

like that, | would have gone back repeating the whole ayiciey childhood, of

being told what to do, of being directed in one way, thaily. (Anna)

Being able to stand up for her rights and resist dis@sfrom ACC has
empowered Anna. Resisting disrespect became possildedseshe had built positive
self-relations. She demonstrated by her ability to redistespect that she had
strengthened her self-confidence and self-respect duringdhese of her recovery
journey. This was possible by the relation of mutual ge¢@n between her and her
therapist. By balancing the disrespect from ACC wligh tecognition she received, she
found that the recognition side of the scale outweighedlisrespect side. The endpoint
of professional assistance for her recovery is ingnasp.

Anna’s story is an example of the extensive mendingpsEraon’s self-relations
that needs to take place before victims of sexual alvesabde to assert their rights and
resist disrespect. Prior to engaging in abuse focuseaphéne psychological impact of
abuse affected her ability to respond assertively tmdasf disrespect. Only after years
of therapy that exposed her to emotional support andveaseAnna able to act on her
feelings of being disrespected and remove herself froemaimonment she perceived as

abusive.

Cassie’s Story

When Cassie first applied for weekly compensation AC@ declined her claim.
However, Cassie was able to enlist the support of heéodand her therapist to face the
dispute tribunal. She won her case and had been onlyweakpensation for some
years now.

So how can we be in partnership when ACC at the erteaday have the
control? They are the employer. Effectively thegide to fire me when | am
not doing what they want...l don't feel that | have @ayver. | think when |

was still working and | wasn’t on compensation | felatilsome power because
effectively | was paying for my therapy. Ok, it was sdis®d, whereas with the
compensation they suddenly have ownership of me. All aflden they can

pull my strings. (Cassie)
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Cassie described the lack of power she had in relati®C® and felt that her
dependency on weekly compensation forced her to comply ACC's requirements.
These requirements, however, caused her significanesistr

Why do | have to keep proving that something has gone wrongd®@rThat |

have been abused? Why do | have to keep fighting thiskeayp proving every

time it has happened? When all the time it puts doulstyimind that the reason

| am so screwed is because of the abuse, you knowssiéfa

Cassie questioned why she had to go through the many assestn@ove that
she was still entitled to the compensation she redei8be reported that the constant
requests to justify that she is not able to go backdkwaused her to doubt that her
psychiatric problems were a legacy of the experienced sakuak. She did not see that
she had a choice. ACC was not only funding her therapwastalso her only source of
income for living costs.

But the hoops you have got to jump through to get what yowunstiee in are

just too much. | was at a point where they said you bavéo have an

independent medical assessment, another data, anothklapsy@ssessment.

You know they want all these things and they want abé¢hdifferent people to

do them...And you don’t know whether, they have all goedHfit criteria.

Yeah, | mean, it'’s all too hard, too hard...And in some rddpfeel weak

because | need this. (Cassie)

Cassie felt worn out by the constant demands from AGC ongoing
assessments. She described the stress of *hoop juniping’cognition and funding as
too hard. Although she felt weak for needing ACC compemsashe saw no way out
of this dependency. Without ACC she believed that sbaldvnot be able to afford
therapy and without therapy she would not be able wvesc

Holtgrewe (2001, p. 2) elaborated on the tension betweetingxielations of
recognition such as the ACC legislation that regulateslements for sexual abuse
therapy and the misrecognition embodied in the requiresmiengosed by systems to
access these entitlements. This tension not only itedidae infringements on subjects’
autonomy, it also prevents the development of self-cdspéet self-respect does not
just develop by having one’s rights recognised. She statedkiadtis required is often
“...a certain amount of non-conformism for which in tuetegnition is sought and
claimed”. She referred to resisting circumstancesat@perceived as disrespect. Cassie
had not yet built enough positive self-relations of-selifidence and self-respect to
counter-balance and resist ACC’s disrespect in the fof intrusive and disabling

requirements.
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The ACC side in many ways made me feel that | am afgpatithat | am not
allowed this, that | am getting something that | shouldxrd part of that is my
own shit. (Cassie)

Cassie believed that the ACC processes implied thatwsisecheating. Her
tentative acknowledgment of her own contributionhat tfeeling may be the first step
towards becoming aware of her critical self-judgemegfarding receiving weekly
compensation. At present she projects her self-cmicsto ACC.

What it does do is that some of our sessions witeken up purely with my fear
of what will happen to me if ACC pull out. And there vioé whole sessions
where | am dealing with coping with panic and ... and | mdaavé panic

attacks and stuff like that. What would | do? So dealing pathic attacks,

dealing with anxiety, there will be sessions quite wast&tlell part of me just

thought to give up. And because the financial pressureavasge for me that
give up was a big give up...l was suicidal...because | ca®t lican't live. |

can't really see a point in living. | haven't got thatrgyeto fight. (Cassie)

Fear, anxiety, or even panic attacks have been mentifreggdiently by
participants in relation to reports, reviews, and assests. Cassie could not see how
she would survive without weekly compensation. Her dependewey SO
overwhelmingly strong, that she even considered takiaeg life. Such crippling
dependency confirms concerns that have been raised byn&leyW2006) about the
destructive effect of long-term welfare dependency.ofg las Cassie was frightened of
losing ACC compensation and freeing herself from that ddgreay, her recovery was
under threat or certainly slowed down.

There are constant things that are coming in toasaglon’t want you on it, get
off, get off, get off. So there is the fear all thaeithat they are going to throw
me out before | am ready...But there is this huge feahaltime that the time is
going to be a problem. (Cassie)

Unlike Anna who was able to free herself from ACC’stoolnover her life and
thus progressed towards recovery, Cassie was still lockdeer fear of losing the
financial support without which she felt unable to survive. élerwhelming sense of
dependency indicates that, even after years of thethpyemotional support and care
from her therapist has not been able to strengthemsdierelations enough for her to
resist disrespect. Her functioning was still dominatedtddgrating dependency and

disrespect in which self-doubt and self-criticism preagiil
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Conclusion

This chapter has described participants’ experiencesA@ . It showed that policies
and procedures shaped by ACC’s need for control, accoutyabitd containment of
expenditures, clashed with the treatment needs of jpamis. Participants felt shamed,
blamed, fearful, angry, and/or powerless and believeud theovery from childhood
sexual abuse was inhibited by systemic requirements shey as evidence of the
uneven distribution of power between them and ACC. Partitspatiuggled with
inequality reflected in their experiences of financial dejeecy, compromised
confidentiality, lack of transparency, and pseudo participaand when they applied
for weekly compensation. The emotional distress calmsedthis struggle led to an
escalation of participants’ trauma response. Partitshagmptoms, self-perception and
cognitions, social functioning, and their sense of selpoasibility and autonomy
deteriorated. Not only did this deterioration negativafiected the development of
positive self-relations, it also led to participantsgageve view of ACC. The outcome
has been a breakdown of mutual recognition relations eetw&C and participants
and a perpetuation of the cycle of disrespect in whicbvery is hindered.

The discussion of weekly compensation for loss afiegs showed with Anna’s
example that resisting the disrespect involved in applyingvéekly compensation had
helped her to grow her sense of identity, regain cootret her life, and advance her
recovery. Cassie’s example illustrated how remainingmeekly compensation and
submitting to ACC’s requirements caused her feelings of langpplependency and
inhibited her recovery.

The next section explores interpersonal disrespect eggmining how
participants struggled in interactions with service providéet tvere perceived as
providers lacking understanding of what the treatmeetdsdor survivors of sexual

abuse are.
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CHAPTER NINE

STRUGGLING WITH LACK OF UNDERSTANDING

The previous two chapters have explored participants’resqpees with larger systems.
Perceived disrespect that hindered their recovery fhanegacies of sexual abuse was
linked to procedures and policies that had evolved over fithis. chapter explores
intersubjective processes that were not based on follppolicies and procedures but
rather reflected service providers’ lack of understandingggzants’ limited ability to

cope in a variety of treatment situations. Table 14gyareoverview over this chapter.

Table 12 Chapter Content: Struggling with not Understanding

Struggling with Lack of Understanding

Lack of Treatment Preparation
Inaccurate Information
Mismanagement of Therapy Termination

Clinical Misjudgements

Victim Blaming

Breach of the Code of Ethics

It has been mentioned in Chapter Three (page 43-46) howiexpes in therapy
directly influence the shaping of a person’s neuro-bigkigstructures. It is shown in
this chapter how this influence is not just caused by tbblggms discussed but also by
the care and respect reflected in the way health profeds have addressed and/or
approached participants. Therapy aims to provide exmpesethat symbolise a ‘safe
emergency’, meaning that survivors are exposed to the egrated material that
causes the psychiatric disturbances and avoidant behawidile providing them with
the tools and nurturance with which to integrate the expeeis (Briere, 2002; Courtois,
1999; Herman, 1992; Kluft, 1993; Putnam, 1989).
While successful therapy strives to provide an enhancedoanwent in which

recovery may occur (Chapter Four, page 68), interventioats lacked support and

nurturance have shown in this study to be detrimentphtticipants’ recovery. Instead
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they caused a deterioration of participants’ traumparese (figure 11) by negatively
impacting on participants symptoms, cognitions and self-pgores, social
functioning, and/or on their ability to take responsipifind be autonomous. As a result
the development of positive self-relations was hindenedparticipants disrespected the
service provider involved in the detrimental interactiohBis breakdown in mutual
recognition was a symptom of a perpetuating cycle of spee that hindered the

recovery from sexual abuse.

Figure 11  The Cycle of Disrespect: Struggling with not Understanding
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The following interactions discussed in this chapterpalgfh painful and distressing for
participants, may not have been due to service providenmstahtion. They may simply
have been a reflection of the complexity and diftigwlf all communications in human
encounters. They may have been the consequence ofinu@rstanding trauma
dynamics, misjudging needs, unreal expectations, emdathices, or thoughtlessness.
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Lack of Treatment Preparation

Most experts in the trauma fiefd(Briere, 2002; Herman, 1992) agree that the initial
stage of therapy needs to prepare survivors for the thdérapeork ahead of them.
Such preparation will help them to have some senseireftibn and control in a
potentially bewildering process. The preparation stageeafrnent therefore focuses on
the establishment of safety, the development of tarsl, on the establishment of a

functioning working alliance.

Inaccurate Information

To give accurate information about the conditions undechvtieatment will take place
iS one way to prepare survivors and create a safe enwaranfor the therapeutic work.
Giving accurate information at the beginning of therapy alsans to respect survivors
not only in their neediness and their right to recen®tional support and care, but also
in their competencies and their right to be respectegtjaal partners in the contractual
encounter called therapy. Survivors may be hurting, but dbas not automatically
mean they are incapable of making sensible decisioositatheir treatment. The
following example described how insufficient preparatidisabled Sheryl from
becoming a collaborative, equal partner in her therapy.

Never thinking for a moment that | would be going moanth dozen times. |
thought | just went along, told what happened, and thattheend of it. Every
thing would be fine. | had no inkling at all of the compigxaf what was going
on for me. | just didn‘t have any idea. | didn’t even knolywwas going to
counselling. And so to come up with goals (for ACC) and $hat of thing was
just impossible. | didn’t even have an idea what counseliag at that stage...
And then, when it did take that long and longer and lorigew that as there is
something wrong with me. So | was feeling as though | andaiog this right.
Even though | was being reassured that what was happenirthevasay it was
suppose to happen and it was fine. And then having to go aify jugself to
somebody else. That was truly terrible. (Sheryl)

Sheryl described that she had no comprehension of theledtypof her
problem and for how long she would have to attend therapy.d®l not know what
counselling was or why she attended counselling. When sheegraised to state goals

for her therapy, she was unable to do so. The edtaidist of the therapeutic alliance
that is based on the collaborative efforts of bothaist and client was insufficient and

5 The term ‘trauma’ is used in this study in relation toemxiely stressful or life-threatening events in a
person’s life that cause significant emotional or psyafiiokl injury. Often, survivors of trauma are
diagnosed with post-traumatic-stress disorder.
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Sheryl did not know what she could expect of the treatnaew what would be
expected of her in return. Instead, she became upseA@{thfor asking information of
her that she was not willing or able to provide. Shaimecinsecure and distressed. Her
psychiatric symptoms escalated and hindered the developmeetf-@bnfidence and
self-respect. The progress of her recovery had beenuotext (figure 11, page 163).
Not being given accurate information was also difficait Johanna.

One of the things that | was told was that, when ahdéfcided to go to the
police, because at that point | didn’t want to do teatmebody from Rape Crisis
would be available to go with me and would make sure tratyapoint |

wanted to stop the process, that that would be pos3ihée.turned out later to

not be the case...That was also quite hard, becauseof $ad relied on

information from them and then it turned out to be wgromat that point | didn’t
trust anybody anymore. | hadn’t been very trusting beforéhbut that really
was the last straw for me...Because everywhere | durfedt let down.

(Johanna)

Based on the information Johanna had been given she aksbateshe could
initiate the prosecution of her attackers once shestiginger. She was also told that she
could stop the process should she get overwhelmed. Tinadtout not to be the case
and Johanna lost all trust in people. By not being acelyratformed, disrespect was
shown to Sheryl and Johanna by lack of recognition iatiogl to their need for
emotional support and care. Inaccurate information deprivhedySand Johanna from
re-gaining a sense of control and self-agency, the foiom$abn which self-confidence
and self-respect could be built.

The following section shows how unprepared participanis baen for therapy
and for the conditions under which therapy had to takeepwhen their therapist
terminated the therapy. This lack of accurate informaliad a devastating impact on

some participants.

Mismanagement of Terminations

An important part of preparing survivors for the therapgaal is outlining therapists’
limits and the consequences if these limits are owppsd. Such preparation signals
that the therapist respects the survivor's adult-capacitoperate within these limits.
The following examples show how the lack of being prepésethe therapist’s limits
hindered participants’ recovery when therapy was terndnate

We became suicidal ... And she couldn’t handle & Nadd an incident where we
overdosed and then went to see her in the hope of dyeng. tBtrange! ...The
psychologist then said that’'s too much. You are too muahi going to refer
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you to community mental health. And they made an appeinitmvithin two to

three weeks. (Anna)

When Anna attempted suicide her therapist decided not & wih her
anymore and transferred her to community mental hea&thices. Without being
prepared for her therapist’s limits and informed aboatdbnsequences of becoming
suicidal, she felt abandoned and punished. Although being prefoarkdr therapist's
limits might not have changed the course of everits, lack of cognitive respect
prevented Anna to find out whether she could have controkedsuicidal urges and
worked within these limits.

The establishment of healthy attachment patterns iatagral part of recovery
from sexual abuse (Briere, 2002). Anna’s attempt to die mtlerapist’s presence
could be an indication that she had formed some atta¢htméer therapist. Instead of
understanding Anna’s suicide attempt as a significant thetiapevent that could
provide information about her abuse history, the therépdtAnna she was ‘too much’
for her. After Anna had worked for five years with hextntherapist at community
mental health services she was faced with anotheiirtation.

After the first psychologist palmed us off we startegirsg the psychiatrist.

From the beginning it was like it will only be a mattetiafe until you pass us

on. And all the reassurances were given (by the psyshiahat no, this will

not be until you say soAnd towards the end, not knowing that it was the end,

we started to discuss a little bit more about the alArs@ there it was, bang. |

can't see you anymore...we thought what'’s the point. Whieipoint of trying

to get better? You might as well just curl up and die. koaw, and the old

messages, that no one will like you and no one wititwau, all that sort of

stuff, that was just like, yeah, | tried because it was just before Christmas and

how we got through that Christmas | don’t know...we sank \@r then. And

another option was to go and see somebody else, aag iike NO, we can't

put ourselves through that ... (Anna)

Anna, who had been disillusioned by the first theraptstrmination of therapy,
had been reassured by her next therapist that she woauldwith Anna until it was
Anna’s own wish to stop therapy. This reassurance atlofena to open up and enter
more deeply into her abuse experiences. When Anna hadrtothat the information
given was inaccurate and her therapist terminated #rapih Anna was pushed to the
limits of her coping skills. Her self-confidence wasrhad and old messages, given by
her abusive family of origin, that nobody will ever waer, like her, or help her were
re-enforced and she was close to losing her will ta e start with another therapist
appeared impossible at that time. The progress of Anpatsvery had been hindered

(figure 11, page 163).
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Frerichs (2000, p 209) concluded in her study about the therameqgriences of
survivors with Dissociative ldentity Disorder that thernbination of the therapeutic
relationship by the health professional is always diffi for survivors and is usually
accompanied by a loss of trust, the loss of couragegagenwith a new therapist, and a
strong sense of abandonment and hopelessness. Anna alds tm prepare for this
termination because the therapist made promises she nafdeuo keep. Instead of
being a collaborative partner in the decision makingigddhe termination and its time
frame Anna had no participation in how the terminatia@uld best be conducted. She
was powerless and had no participation in the decisionngnakocess. Anna was so
distraught that her psychiatric disturbances escalat¢dl@ became suicidal. Her self-
confidence, self-respect, and self-esteem had been haantedecovery had been
hindered.

...l started to see this woman who was actually a traingchgrist. And she

was incredible. She cost me a fortune, and | had veltta x-towrt® to see her.

And she got married and left the countrs.l saw the psychiatrist, | suppose |

felt like | was making steps, but she went away and llefagr no-man’s land.

Of course they start things slowly and they don'’t teli yhy they are going

down that channel. And then they go away and you areviagldown that

channel. And you don’t know what is going to be at the end 8b | never felt
that | had accomplished anything...my psychiatrist, if sha'dget married and
shifted, we would have gotten somewhere in x-towtnwas only months. Only
just a couple of months. (Marion)

Marion reported her experience with a psychiatrist whmiteated the therapy
after two months because she got married and moved tiheeedi country. Marion
thought that the psychiatrist was very skilled and helpedim small measures to
progress. However, when the psychiatrist terminatedplyeso unexpectedly, Marion
felt she was left in no-mans-land.

Although the psychiatrist must have known that she isgyto get married and
about to leave the country, she did not inform Marioruatber limited availability but
was willing to see Marion for as long as she couldafsubstantial fee. By withholding
such vital information the psychiatrist showed lack agrtive respect and took away
Marion’s right to make an informed decision whether slaated to engage in short
term therapy. Instead, Marion’s expectation to be abtedolve her issues was abruptly
disappointed. She was denied recognition through emotional sigmebcare as well as
the respect as an equal citizen who is capable of makingimyéa decisions for

herself. Marion did not express any resentment abasimiEmanaged termination, but

16 Name of town changed to assure confidentiality
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her disillusionment became apparent in the fact thatoik her many years before she
was able or willing to put her trust again in a therapigr recovery came to a halt
(figure 11, page 163).

The following example shows that survivors are not harmeehwhey are able
to play a vital part in making the decision to terminaedjy.

| saw her for 8 months...It wasn’t working. When | waggdo switch to my

therapist | went to her and said, my therapist sardepl might be able to work

with your counsellor, we might be able to work togetheru ¥ome and do

some action work with me and keep working with her. So when | spoke to my

counsellor, she said na na na na na, | am sorry, t €naw anything about it

(action work) and she was not willing to go. So | said @idt’s it as far as she

and | are concerned. | want to work differently. | wemnwork with

action...Well, she asked me to come back for two sesaioas did. But, you

know, | would rather not have at that time. You knowyaisn’t actually up to

me to sort out her feelings about it. | said, lookavénseen the way he works,

and | want to work differently. But she didn’'t agredhat. She said oh we are

just getting something. And | thought maybe, but it's not ugefune to be

here. (Ruth)

While Ruth was with her therapist she had the opportunitysde another
therapist doing some action work in a group setting. Stié¢hesense that just sitting in
a room and talking was not working for her and was imprelsgete other therapist’s
skills and the possibilities of group work. When she apgred her therapist to work in
combination with the group therapist, her therapist wagllimg to do so. Instead, she
dismissed Ruth’s strong interest in group work and tried tsup€ele her not to change
therapists. Although this showed some lack of cognitivpeets Ruth had enough self-
confidence to express her preference for working the otieeapist. Instead of feeling
rejected or abandoned she felt empowered by her decision.

Ruth’s example shows that participants were empoweateerr than harmed
when they participated in the decision to terminateaihyeor change therapists. Being
able to have a vital part in making treatment decisionsngtinened their self-

confidence and their self-respect and thereby facilitdiegrogress of their recovery.

Clinical Misjudgements

An important part of the initial phase of therapyashelp survivors to gain the skills
necessary for dealing with the emotions and distressatteompany the revisiting of
traumatic memories. Briere (2002) uses the metaphor othdrapeutic window that

describes the parameters of safe therapy. He clashsat much exposure to traumatic

" Modality substituted to assure confidentiality
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material may exceed survivors’ ability to cope and cregisyahiatric emergency and
too little exposure to trauma may not be effective amvivors may not experience
progress in their recovery. The following examples slutinical misjudgements that
have exposed participants to traumatic material befay blad acquired the skills to
cope with the feelings this exposure evoked (figure 11, p 163).

So | put my trust in her in thinking, well she knows whea s doing. And then
she tried to put me into a group of women, and | was ighéayoungest. And
they were all sitting there, sort of reminiscing ashsoictheir past
experiences...And | went back to my counsellor and said, lo@ally don’t

want to go to that. | walked away feeling worse then wilad when | went in.

Because, not only did | have all mine (problems), | hathalls as well. And

fathers that have been sexually abusing their childxed.you know, | was only

16 and | was really naive, and | just felt sick to my stdm&o anyway it sort of

just fizzled out and | stopped seeing her. (Marion)

Marion’s therapist misjudged Marion’s therapeutic needsdndiag her to a
group of adult survivors of sexual abuse. Marion becamewbhedmed when she
listened to abuse stories that often involved sexuasalperpetrated by their fathers.
Burdened by these stories she often left the group medéatysg worse than she had
before. Marion had not yet learnt the coping skikeded to accommodate this level of
sexual abuse disclosure. She reported that she lostirtrber therapist and stopped
going to her for treatment. Her recovery came tolta ha

Well after so many years all of a sudden there wasttasger who we saw

once a week for 50 minutes. And we were disclosing thepensonal ... it was

very difficult for us to be feeling, all of a sudden faglithings. All the different
feelings, mobbed by them! You know like feelings running at yothe time.

And then it was like, ok, see you in a week’s timéwadiad our 50 minutes.

And it was like, oh my god, what are we doing with etl@ng in between? And

it just opened up things that we didn’t know what to do wittle became

suicidal while seeing her, quite badly suicidal (Anna).

Anna described how she struggled at the start of herpjheoacope with the
flood of feelings as she started to disclose more persiwtails. She deteriorated
quickly and became suicidal. Her therapist had madeclihal error to encourage
disclosure before Anna had acquired sufficient skillsrégulate her emotions and
tolerate the distress they caused. She did not eete@vemotional support and care she
needed to contain her distress and develop her selfieont.

Therapists inexperienced in working with a victim ofxw& abuse can
underestimate the time and effort needed for establishngf tand safety. This
inexperience can lead to therapeutic errors that canéhde®astating result. Wheelock

(2000) outlines the vulnerability that can be expected invithrl with sexual abuse.
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...the individual with immature and fragile defences and pgor functioning is

more likely to respond to an empathic invitation to expfesdings by losing a

sense of self-other boundaries and regressing to a momgye level of

functioning. In these cases a few sessions of psychpthara likely to stir up

strong dependency longings, chaotic emotions, and,aikiy feelings of

intense vulnerability rather than empowerment.

Another clinical error was reported by June. She had beleased from the
psychiatric hospital under the condition that sherated an out-patient group program
that was using psychodrafias a way of processing problems.

At (x program), one ‘very wise’ lady picked me with #exual abuse and then

blew it in the middle of this ‘great’ psycho drama andi saiid you enjoy that?’

And | thought ‘stop’, ‘stop’. It was nearly out. This funkipsychodrama

therapist! And | stopped. And | thought nobody is going tatgéll never go

this far again. (June)

June reported that during the psychodrama the drama-thenagighe inkling
that she may have been sexually abused. She was dhoglkle provocative question
‘did you enjoy that'? June was not ready to discléeeabuse and her psychological
defences went up. She stopped participating in the psychadaathwas determined
not to disclose to anyone what had happened to her. Spedsaway from mental
health professionals for many years.

Like Anna and Marion, June did not have the resoutoesope with the
disclosure of her experiences of sexual abuse and didanetthe holding of a trusting
therapeutic relationship that would provide emotional suppartare. The unexpected,
premature, and tactless comment of the psychodramapiseforeclosed any further
exploration of her sexual abuse experience. Her reg@eild have started there with a
more skilful intervention, but it was halted beforéegun (figure 11, p. 163).

Participants also described clinical errors by serpic@viders in the form of
lacking care and understanding for the needs of victimexafed abuse.

| felt really guilty about being there anyway, you kn@nd they weren’t out
rightly saying you don’'t deserve to be here. But theyagdit made it perfectly
clear that they don't like overdosed people. And then hasye a psych. person
come and see you. And then, it's like, well, look hera taxi chit, and it was at
night it was after ten o’clock at night! See you latés. like you are thrown out
in the dark again. (Anna)

Anna described how she was treated at the hospital afteattempted suicide. She

perceived the treatment she received by the hospifahstaostile and punitive. Instead

'8 psychodrama is a therapeutic modality that uses actietisods in the form of drama to explore
problems people may have. Developed by J.L Moreno. Sebldreno, 1987, Psychodrama Vol. 1,
Springer Publishing Company
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of being cared for she was sent home by taxi in the midélthe night. She had an
equally disturbing experience at another time when she again admitted for
attempted suicide.

| think the first time we went (x Unit) we were getting I2ur care with

somebody who cant be more than an arm’s length &eayyou, even going to

the toilet, which was humiliating... How could it be bengfi being a sexual
abuse victim going into the public hospital psychiatringv@nd sleeping in
corridors or in rooms of two or three people? How coudd &b all be

beneficial? It's not. For sexual abuse victims? losrandous! (Anna)

Anna described how she has been on close watch for 24 &odisven had to
go to the toilet with the nurse at her side. She dessrihe horror of having to sleep in
corridors or in rooms with other people who were psych@hna was adamant that
such circumstances are totally inappropriate for victimsexual abuse. June had a
similar experience.

They zonged me out with this medication. And | did rnicg t. | did not like

being in there with people coming in like on reprimand,dhuggies. And there

were people fornicating at the end of their beds thienegs utter shock for me. |

mean we are talking convent girl plus, you know. And | samdnt out of here.

(June)

When June was sent to the psychiatric hospital sheneagly medicated. She
did not feel safe amongst the many psychiatric patisateg of whom were fornicating
in plain view of her. June and Anna did not feel thathbspital made allowances for
the needs of victims of sexual abuse, for example tlesd for sensitivity, privacy, or
safe accommodation.

All participants have commented on the disrespect expead in a variety of
health care settings through the attitudes and in the laekotional support and care
of health care personnel towards victims of traumaa#$t donveyed to them that their
needs are not seen as important and that they arewodhy to be respected.
Participants believed that the injustice of the seabake had been re-enforced through
the injustice of the treatment they received.

Instead of experiencing an improvement of their psychiatisturbances as a
result of seeking help from professionals, the intereestidescribed here led to an
escalation of participants’ trauma response by affectagatively their symptoms, self-
perception and cognitions, social functioning, and self-resipdity and autonomy.
The development of their self-confidence and selfees was hindered and recovery

was obstructed.
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Clinical misjudgements were also made in the contexdssessments. The following
two examples show a lack of understanding of sexuadeabud a lack of sensitivity to
the issues victims of sexual abuse struggle with.

| wonder if he had any experience in sexual abuse heedluse the wording of

his report implied that the abuse wasn't actually abusause | had agreed to

it...as an eight year old. (Cassie)

Cassie reported that she had to see a male psychfatriah assessment for
ACC. She doubted that he had an understanding of sexwsd Aboause he implied that
she was not sexually abused but had consented to thal setivities with an adult
family member. He totally dismissed that she was oigiteyears old. By condoning
the paedophiliac actions of Cassie’s abusers the psyshiatt only condoned the
injustice of the abuse, he also threatened monthseo&peutic work that had focused
on convincing her that children are never to be blamedhtisexual transgression of
adults.

She (assessor) didn’'t seem to have any idea that this Wwe difficult for me.

She’d ask me questions that | wouldn’t even ask someané iave known for

months. Just direct questions. As though | should be abddktabout those

things to a total stranger. | was just sort of speechleasnost felt like another
violation. And it does actually. It is not too strong ard.. the whole process
felt undermining of the work and humiliating to me persiynéEheryl)

Sheryl commented on the assessors’ lack of understatidat she struggled
with talking about intimate issues. She felt violated H®y direct questions the assessor
asked her and mentioned that they undermined the work weiththerapist and
humiliated her. The assessor misjudged the clinical t®tudy not taking Sheryl's
vulnerability into consideration. Spending some time pgttBheryl at ease and
involving her actively in the assessment process could baemgthened her self-
agency and given her a sense of self-confidence andespkgat. Sheryl's experience
with service providers being insensitive to the vulneraedibf victims of sexual abuse
was not an isolated incident.

That was horrendous. And | was told that my concentrapan was only about
4 minutes and the average person’s was 40, 45 minutes. dihaously have
difficulty with the windows. And that | would need tafa to fully concentrate.
And it was like, how can you expect me to do that, wddethese people are
walking up and down and they can see me? (Anna)

Anna felt that her therapist ridiculed her attentipars The room the therapist
used had a large window that opened to the hallway and expesé¢d all the people,

patients and clinicians, who constantly passed by. Skedstracted by these comings

and goings and felt that her need for privacy and confalgntvas violated. Instead of
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receiving emotional support and care Anna felt blamed. Thee Sherapist also
demonstrated in other ways the lack of understandingeofumerabilities of victims of
sexual abuse.

Initially we were just medicated. And when we discugbedsexual abuse, we

had some bad times and ended up in the hospital through digvima$eing

ready enough or whatever to talk about it. So it wasemskills, trying to learn
some skills to, yeah, like, the psychiatrist said gafoun in the forest. And go
throw pebbles in the ocean...Well, the nearest forast w, no it wasn't really
helpful...I don’t have that many good memories. | don’'t have, timgt
psychiatrist was ok, but we were still doing the samegt{isehaviours of self-
harm). Life hasn’t really changed much other than gld@ima little bit more
sleepily. (Anna)

Anna reported that her treatment has mainly focusedspeising medication.
As soon as she started talking about the sexual abusdegti@orated and became
suicidal. Her therapist responded to that deterioratioth suggesting superficial
distraction techniques for emotional regulation. Anna empth that neither the
medication nor the skills helped her in this diffictithe. She still engaged in self-
harming behaviours, albeit more sleepily.

Anna’s experiences within the public health system haenIshared by other
survivors as well (Wells, 2004). Wells described how rathen engaging in abuse
focused therapy and listening to survivors’ stories of @laursl pain, the emphasis in
public mental health services is on medicating the pairy dellowed by marginally
effective suggestions and advice. Anna stayed for many yedts mental health
system and lost hope of ever recovering because ‘notiiagged’. Treatment that
erodes hope jeopardises recovery because hope isdkigoba of recovery (Anthony,
1993). Withholding of emotional support and care in a timeeefd signals to survivors
that they are not worthy of care. It thereby formsegative sense of identity and
hinders recovery (figure 11, p. 163).

Whereas clinical misjudgements can occur because tbesajust like other
people, are only human and sometimes just don’t geght,rthe following section
‘victim blaming’ discusses interactions that were pemeigs intentionally hurtful acts

based on discrimination and perceived disregard for thengct

Victim Blaming

Victims of sexual abuse commonly make meaning out of thgierience by assigning
blame and responsibility to themselves. Not only do feelthey could have prevented
or stopped the abuse, they also might feel they shoeildglidle to cope with the
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consequences better and ‘put the experience behind’ thesh.isT mirrored by their

immediate environment and by society who become resasftioeing reminded that

safety and predictability is at best tenuous and fluctueted®n compassion, blame,
feelings of revenge, and responsibility (Kolk & McFarlah@96).

In the section ‘victim blaming’ interactions are discukdbat have been
perceived by participants as hurtful because they felt ddangudged, mistrusted, and
discriminated. These experiences, in line with Honseframework of recognition
theory, represent the withholding of legal recognitionmfarf cognitive respect which
has been identified by Honneth (1995b) as instrumentalhordevelopment of self-
respect (table 2, p. 20).

| feel they (ACC and WINZ) don'’t trust me to say whhis is done and

finished. And | am quite capable of doing that. And | will... YWkam on

sickness benefit, and that, you know, you haven’t gotayeuwnot the full life on

sickness benefit. You are not fully responsible. Thidiesr attitude. (June)

June interpreted the attitudes of staff at ACC and WINZ sign of mistrust in
her ability to be fully responsible. She was adamartgih@ could be trusted to indicate
when she no longer needed governmental support for her yhdiapion described a
similar experience.

And then at the end of it she said that she agreedmyitbounsellor that |

probably would have to go for another couple of years tevaithing right.

And its almost, | felt like | was someone on the dwld they came into our

room to make sure that | was supposed to be on the d@ésThat | felt like...

| felt like maybe | was telling lies and | was getting noyiasellor’s help for $40

instead of $90 and that she was here to test me, and mhaithéog had

happened to me and that | should be allowed to be hereo(iyla

Marion had been reassured by the assessor that she wedldrbably two
more years before she could leave therapy. Stilhslkdethe impression that the purpose
of the assessment was to establish whether she wHsdeto receive ACC funding for
therapy. She felt blamed that she might be tellingtbesssure ACC'’s financial support.
Other participants had similar perceptions. They belighadl the emphasis of ACC
reports and assessments was on justifying the need foerfduinding. This evoked in
participants the impression that they were mistrustedl that their integrity was
guestioned.

Participants perceived they were blamed and not respectedblte moral
decisions. Honneth (1995b) explained that not only titkehelding of legal rights but
also implicit messages that one is not equal to otAedsis not being granted equal

moral rights deprives a person of the cognitive regard tieir status of moral
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responsibility. The above examples showed that partitspaere very sensitive to the
perceived lack of cognitive respect and reacted withregist Whether participants’
perceptions of blame were indeed correct or just imagitheyy, still responded with

distress and hurt feelings. It harmed their positiversdditions and thereby hindered
their recovery.

And they, they just didn't listen to what | was tejlithem and what my doctor
was telling them...l didn’t believe what came from my casaagers outlining
what happened last year, the series of events. THartistiaterpretation of
everything that happened. It.makes me feel guilty all the time that | am
asking for something that | shouldn’t be having. Somethinghgypl wasn’t
entitled to. They were kindly giving me their moneyatls what its feels like.
Well, | felt very angry at times. Yeah, very, very up&ery frequently! ... And
so they just ended up mucking me around and in the enddgustup. | just
couldn’t cope with fighting them any longer. So | nevett handing for that. |
paid for it. (Sheryl)

Sheryl felt very angry and upset. She was blamed askingdoneyrshe was not
entitled to, although she had a specialist’'s report comfgnthat the treatment she
requested was directly related to her abuse. Sheryl‘sespect was so bruised by this
disrespect that she stopped asking for financial assest&@te paid for her treatment
herself. The perception of being blamed and mistrusted by &G @ feelings of hurt,
anger, and indignation. This was also the case for Jacthe next example shows.

Lousy, pretty lousy! | was untrustworthy, they didn’t troge, you know, they
thought | was a liar. | felt frustrated and | felt hiln&t | was not going, | was
just going be who | was. | was always going to be thegqreliving at the
bottom of the scale of life and drinking and drugging it dust having no life...
| started thinking more about seeking help. The opporteaitye up for help
when we finally put our parents away (prison) in 91 or ekenit was. And
then it was a money factor. Someone told me | coulsngaey from ACC
because of what happened, and then | thought that migfatllgde a chance to
get back something from the system. And then a wholefigétvstarted with
that then. The whole disbelief that | have been dgxabused by ACC. No one
believing me. (Jacob)

Jacob reported that his case manager did not believehéhavtas sexually
abused. He was frustrated and hurt by the implicatianité was lying about the events
in his childhood. Not only was that a devastating insurlthim, he also feared he would
miss out on the opportunity to get his life back on tradaréth (1995b) states that the
denial of recognition can cause the collapse of a persdentity. This threat became
noticeable in Jacob’s statement that he feared he wiwdysibe a person who lived at
the bottom of the scale. Fortunately he had receivexhration in the form of cognitive
respect through the court procedures, when his parentegdlemilty and were sent to

jail for many years for the abuse they had perpetratedhion and his sisters. His
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identity did not collapse. He was able to resist ACdisespect and fight for his right
for compensation and for treatment funding.

Whereas the examples so far described victim blamingerfdrm of mistrust
and suspicion, Sheryl reported a more direct and bl&demtof victim blaming.

They (police) actually told me off, because for goingerehl went (to the park).

They said you shouldn’t be playing therét.was my fault, and they said | was

stupid. It was a stupid thing to do. And | mean it was terriblThe person was

sent to court...It was never mentioned again from that. déy | wasn't seen by
anybody. | never talked about it to anybody. (Sheryl)

After she had been raped at the age of seven in a publienplright daylight,
the police scolded her for playing there. They told herr sha was stupid for doing so
and that it was her fault that she had been raped. afifgewas never again mentioned
by her parents or by her. She never received any psyctaldwilp after the rape and
never talked to anybody about it. Because she had nes@ved any recognition for
the injustice of the rape, she had internalised the btmdefelt responsible for having
been raped. It set her up for a lifelong struggle witlaliag psychiatric symptoms,
low self-respect, and low self-confidence. Only foreass later, after her daughter had
a similar experience and Sheryl's coping systems gsid, did it occur to her to reach
out for professional help. She had lost forty yeargudlity of life by the poor and
uncaring way her childhood experiences of sexual abuse éa fandled by the
police.

An even more subtle form of victim blaming had been tified by some
participants in the injustice they perceived when they saw they were treated
compared to other accident victims.

| get really angry when | see like the All Blacks, yaww, they get every

broken toe nail attended to. And they go out and chode these things. You

know, | had no choice at all in what happened to me.r{§he

Sheryl expressed strong feelings of anger about how easyi$asports persons
receive treatment. She made the point that she hadhaioe in what happened to her
while, for example the All Blacks expose themselveswkingly to the dangers of
suffering injuries. Yet they receive ACC funding foeithtreatment without having to
endure the humiliating processes she had to endure.

The sickening part for me is that the person that did éhiset is in drug
rehabilitation and totally 100 % government funded and héohgs and has the
injections and the drugs are given to him. Because hercogtil off, it would

kill him. Yeah, the whole world just seems a little witong. All his help is free.
(Marion)
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Marion had a strong sense of injustice when she ledait ter abuser received
treatment that was fully funded by the government wisestee had to comply with
stressful and humiliating processes as well as havingayofor part of her treatment.
What Marion overlooked was that she had the choices® public mental health
services instead of ACC funded therapy.

But now | am beginning to think, why don’t they go and geffitree buggers
who did this. | don’'t have to feel guilty! They could god get it. And | happily
sign for them to do that. But of course it would bediarprove and anything.

But that is another issue...they are not held responsibl@bSolutely not. | live

with the constant gripe inside me that they have gorte tvave very, very

successful lives. | don’'t know, | can't really say wieztthey are happy or not,
but they are not struggling financially. And even if theyggle emotionally,
they can afford the best. | don't know. It's not faind | am not going to feel
guilty for ACC paying thousands on me. (June)

June commented on the injustice in the ACC legislatian allows perpetrators
of sexual abuse to go unpunished. She feels that currens ltovthe advantage of
sexual perpetrators who slip through the fingers of justiceare not held responsible.
While she has struggled for decades emotionally and fiabyh@nd not been able to
live up to her potential, her abusers have led very suctdisss.

Victim blaming shaped the process of recovery from sexuadeby evoking in
participants an intense sense of injustice that lestrting feelings of distress, or, as
seen in Sheryl's case, even prevented the beginning o¥esc This distress was
reflected in participants’ deterioration of their ouerfanctioning that harmed the
development of positive self-relations and hindered rexgo\figure 11, p. 163).
Feelings of humiliation and re-victimisation were alswoked when therapists

overstepped professional boundaries and became involvegaritbipants.

Breach of the Code of Ethics
In the context of this study ‘breach of the Code dii€® describes how therapists
violated participants’ physical integrity. Honneth (1995b, 2003rdeed rape as total
disrespect of a person’s right to receive recognitiommugh love in the form of
emotional support and care. He explained that the denraicofnition through love is
harmful to a person’s physical integrity and detrimetdahe development of positive
self-relations and identity.

Because of the strong emotions and attachment needsig®ffor survivors in
the therapeutic relationship, health professionals arpiresl to maintain strict

professional boundaries to avoid the exploitation ofigars. All codes of professional
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conduct and ethics for mental health professionals a@ttpli prohibit sexual
involvement with survivors.

When | first went to see him [therapist] | certainlgsm’t thinking about him in
relationship terms. It was just somebody that has bepportive and | was
going to see him. It then went real quick which | way Yy&ppy about, it was
wonderful. | mean it was only since | talked to variousgbe like my counsellor
that | can see otherwise. But, at the time | thoughti great..| think it

rocked me a lot harder than if he [therapist] hadkesin some guy. He had

always been somebody who had always been so acceptimg so OK with

me. And now suddenly | wasn’t? And | guess it reinforced dt®mn or this

belief that | have that my only use to a male isstx. So after we had sex, that

was it. He didn’t want me anymore. (Cassie)

Cassie described how happy she was when her theshgistd a relationship
with her. First he had been so wonderful and accepfing.changed very quickly once
they had sex. He withdrew from her. She explainedtti@break-up rocked her much
harder than if it had been ‘just some guy’ and nottherapist. Pope (2001) explains
that the violation of boundaries by health professiottalsugh seduction is confusing
for clients, may evoke psychiatric emergency, and may terdégatal to the recovery
from sexual abuse. He stated that sexual contact betps@motherapists and their
clients is exploitation and never acceptable. Popea@yst2001) found that this sexual
transgression of boundaries by service providers is linkeaheotal health problems
comparable to those victims of incest exhibited.

Sexual abuse leaves victims with an understanding & &nd care that is
associated with sexual acts. When seeking professionatimey} easily confuse being
cared for with being loved in a sexual way. The task efapy then is for the survivor
to distinguish between these two forms of love and leaset appropriate boundaries.
Herman (1992) explained therapy as a labour of love andbooldtive commitment.
She emphasises that therapeutic relationship is rateaalffair or a social relationship
even though all the passions of human attachment maydedevCassie’s therapist
had let her down by exploiting her need to be loved fogtiagification of his desires.
Rather than having the opportunity to work therapeutically wh need for love
Cassie had been re-traumatised by the re-enactment ehitdinood violations. Her
self-confidence was harmed and she blamed herself fofidlaion, just as she did for
the violation in her childhood. Her self-relations wégrmed and recovery had been
hindered (figure 11, p. 163). This was similar in the followixgreple, although the
therapist did not become sexually involved with the pgint. He only talked about

his sexual attraction for her.
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But, | suppose he thought that he was getting too close. fadight, here |

am, going to a professional for advice, and | have gamwho says he can’t

give it to me because he is getting too close to me,. awaas 26 or 27 or

something. And that ‘all the men are the same typetigis came in. Because

| just thought, gosh, I'd go to him to try and fix up this séitd he is a shit-head

as well. Well, maybe not so bad because then he walked .awéelt like |

have just spent six months with you, what a wastentd.ti(Marion)

Marion had been with her therapist for six months.tél@ her that he could no
longer see her because he was getting to close t&herwas very angry and labelled
him a ‘shit-head’, although she gave him credit for wallamgry from the therapeutic
relationship rather than exploiting his position. Mariett that she had wasted six
months. This experience left her mistrusting of senpoeviders, disheartened, and
hopeless. She stayed away from therapy for many ydach put her recovery on hold
and prolonged her suffering.

Marion’s therapist had disclosed his attraction to hathar than using
supervision to gain a professional understanding of hisindgse and use them
therapeutically to aid Marion’s therapy. Even though dwldc be recommended for not
acting on his feelings, Marion was left devastated. Dalagib study (2000) has shown
that often these disclosures evoke strong negativenssp@nd should only be made if
they are dictated by clients’ needs and serve the eegowocess. The therapists’
breach of the code of ethics shaped the recovery naueatising participants through
the re-enactment of the sexual violation of adult-chidindaries in childhood and by
eroding participants’ trust in themselves and in therspist hindered recovery by
reinforcing abuse-based beliefs, leading to the detéinoraf participants’ trauma

response, and hindering the development of positive datfenes (figure 11, p. 163).
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Conclusion

This chapter explored how participants struggled with winey perceived was the lack
of understanding of their treatment needs by some hheadifessionals. Rather than
receiving support and care, they described feeling harmed byppeparation of the

therapeutic work ahead, by clinical misjudgements, by vittimming, and therapists’

breaching the code of ethics. Whether incidences theypmeted as a lack of
understanding occurred intentional or unintentional, whetihey did occur at all or

were due to participants’ misinterpretation of theiefattion with service providers,
they always caused distress. This distress led to teeaation of participants’ trauma
response, inhibited the development of positive selfiogls, and resulted in a
perpetuating cycle of disrespect in which recovery was haade

The following chapter explores interactions participasiésmed have helped them to

progress on their recovery journey and describe the ggdbat allowed them to finally
resist disrespect.
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CHAPTER TEN

START FEELING LIKE A HUMAN BEING

When participants started in abuse-focused therapy they liegastice progress in
their recovery from sexual abuse. As soon as theyvest@motional support and care
and cognitive respect, they observed an improvement oftthama response inasmuch
as their psychiatric symptoms diminished, their cognitiand self-perceptions became
less contaminated by the abuse, their social functiommgaved, and their sense of
responsibility and autonomy grew. This led to an increasede of self-confidence,
self-respect, and self-esteem and informed them that e grown stronger as
persons. The reciprocal re-enforcing dynamic started dmtwtheir positive self-
relations and the improvement of their trauma respofgure 12 provides an overview
of the dynamics discussed in this chapter.

Figure 12 Cycle of Recognition: Start Feeling Like a Human Being
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The recognition participants received through the emotisapport and care and the
cognitive respect by their therapists and/or by ACC edatblem to increasingly cope
with experiences of disrespect. They may have experiedisrespect from their own
therapists, from ACC, or from other health profesals that were also involved in their
recovery. Participants valued the support and care givethdiy therapists and the
mutual recognition that resulted from that, soon led teel&ras-enforcing cycle of
recognition.

This chapter explores the incidences and circumstaheesiescribe the above
mentioned dynamics that were facilitative of particigantcovery from sexual abuse.
It will trace the path that led from participants’ impemnent to their ability to stand up
for themselves and finally resist disrespect altogethiee. following table 15 gives an
overview over the content and structure of this chagtar shows how participants

started feeling like human beings.

Table 13 Chapter Content: Start Feeling Like a Human Being

Start Feeling Like a Human Being

Receiving Cognitive Respect: ACC Funding for Treatm  ent

Receiving Emotional Support and Care Through Therap vy
Finding the Right Therapist
Believing
Creating Hope
Being There
Understanding

Resisting Disrespect
Confronting Authorities
Maintaining Integrity of the Psyche

Conclusion

Receiving Cognitive Respect: ACC Funding for Treatment

Participants described governmental funding for the trexatraf mental injury due to

the experience of sexual abuse as a vital source ogmeémn for their recovery to

begin. Receiving cognitive respect through ACC funding ferapy elicited from all

participants gratitude and relief because without thadifig they might not have had

the therapy that led to their recovery. Honneth (199%&igits that recognition in the
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form of the granting of rights is the expression ofjrative respect. By being given
cognitive respect subjects are respected as equal, autonoembitied to society’s

consideration and to accessing social resources. Rpanged legal rights enables
subjects to respect themselves because they are respgathers.

And she (social worker) said to me you might be ablgetcACC funding..And

the feeling was a surge of utter relief. That | wouldabke to get that help! If

they hadn’t funded the treatment it wouldn’t have happef{&teryl)

Sheryl was relieved when she was informed about thsilplity to get ACC
funding for her therapy. She had not been aware of A@@ing for sexually abused
persons and mentioned that without ACC funding she waoldhave been able to
afford to pay for her treatment.

| have got to say ACC was wonderful in the respect thatad my biggest
limitations about going to therapy have been | couldafiotrd to do
that...Absolutely, absolutely l.do have to say, if it hadn’t been for ACC |
would have been in a mess. (Cassie)

Oh, hugely. | would not have had it. | would not have hadhierapy that | did
have without ACC. | could not have afforded it. It isstip based around
finances. | could not have afforded it. It is as singdehat. (Helen)

Cassie and Helen were in the same situation as Shedged, nine out of ten
participants mentioned that they would not have been tbleay for their therapy
themselves. Not only would they have been in ‘a mes®' participants even wondered
whether they would still be alive as Anna’s examplevatd.

They (ACC) financially assisted me with subsidising collingg which was
beneficial...No, no, [| would not be able to afford itjoN haven’t thought
about it like that, but yeah that’s, yeah...Imagine th&uld | still be alive?
(Anna)

All participants acknowledged the importance of ACC fagdfor their
recovery. Being granted legal recognition has been pivotalecovery to commence
and has been in some cases life saving. Participants! response has been one of
relief and gratitude and they were able to give recognitiohQ€ for its important role
in their recovery. However, the mutual recognition betw&CC and participants was
short-lived. The circumstances involved in securing ACC-agrdor continuous
funding left participants with bitterness. So much thabBaand Cassie had difficulty
acknowledging ACC'’s assistance.

They are paying my way. That’s it really. They are payorgliis counselling.
(Jacob)
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ACC has also influenced my recovery in allowing me time{out | needed. So,

you know, | have to acknowledge that. | don't like neaslsthe way it had

turned out, but | have to acknowledge they had been a hage in allowing

me time to do this. (Cassie)

Although Helen and Marama would not have been able tograyéir therapy
themselves, they needed some convincing from others béfeyevere willing to give
up their independence and apply for funding for theramuth ACC.

Yes. | don’t think | would have done it at all withoueth (ACC). And | think
my doctor was really good that he persuaded me ... | wateait reluctant,
because | don't like people paying for me for anything. | megdr even now,
money is power... And | felt that will give them poveser my life, what |
could do, where | could go, all of these things. And theyl&vkoow what | am
doing with my life. If it ever got interesting. And | eiti want anybody to have
that power over me at all. So he actually persuadetbrge and talk about it
first (Helen)

Well, I am incredibly grateful for the opportunity to leathe financial support to
carry on with my therapy. Without a doubt, withoutcabit! It took quite some
convincing for me to be willing to accept it. (Marama)

Helen and Marama articulated the reluctance that somessrs may have with
becoming dependent on the government for assistance aH€dr892) pointed out that
being in control and having a sense of power is vital fotimas’ recovery. In contrast,
dependency may easily evoke memories of having been depemdpeople in the past
that subsequently inflicted pain (Herman, 1992). On the diidler, society’s general
idealisation of independence may render people that aredkgeon governmental
financial assistance to feel stigmatised and devalliechas been described by
McFarlane and van der Kolk (1996) that they may be ssethraatening the social
fabric by not being self-reliant and instead living off ‘8teong’.

Although some participants may have been reluctant tepa¢elp through the
government the data from this study suggests that legajnitiom expressed through
governmental funding for abuse-focused therapy has begmnificant factor in the
shaping of recovery from sexual abuse. Honneth (1995b) dtaé cognitive respect,
the public recognition of a person as a bearer of rightgital for the development of
self-respect. Funding for sexual abuse treatment thr&@D symbolises recognition
for the criminal act that has been perpetrated andvittéins have the right to apply for
governmental assistance to overcome the legaciessottinminal act. Not only gives
ACC victims of sexual abuse access to public funding @&atinent they may otherwise
not be able to finance, by indicating that victims hachb&snged it also may have a

therapeutic affect in counteracting cognitive distortisunsh as self-blame.
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Receiving Emotional Support and Care Through Therapy

Recognition theory (Honneth, 1995b) considers emotional suppdrcare as the form
in which recognition through love is provided (table 3, page 2&yoBnition through
love is essential for the development of a persoelsand the formation of identity
because emotional support and care represent intersubjatyivamics that assist
people in building a positive understanding of themselves iandeveloping self-
confidence (Honneth, 1995b). Emotional support and care hese depicted in the
literature as crucial for human relationships and as excpnditions for human
community (Engster, 2004; Honneth, 1995b; Mead, 1934; Noddings, 19&djioBal
support and care have also been identified by participantthea main agent that
facilitated recovery.

Participants reported that once they had found the thginapist who believed in
them, had hope for their recovery, understood them amdteae for them, they felt

supported and cared for.

Finding the right therapist

Recovery, according to participants, started to advantjeonce they felt they had met
the right therapist who helped them to deal with thgaties of sexual abuse and
provided emotional support and care.

The very beginning? Meeting my therapist! Finally megtin someone who
was skilled, someone who knew about the specifics amduntierstood,
someone who was committed and who was strong. Aletttmags. And it was
like Halelujah...Finding the right match for our partmuheeds and trusting that
we could handle everything. (Anna)

The first thing that comes to my head is my therafistause | had attempted

before and it was her and who she is, somehow, | cawdtl tdot completely,

but enough to get started. (June)

The examples from Anna and June demonstrate the sigmiécaf finding the
right therapist. They had a sense that they had suedee the quest when they felt
their therapist’s skills matched their needs and tleeydcgo about developing trust in
the therapist and in their own ability to cope with thsks of recovery.

Participants often spoke about ‘finding the right thestapiTo be ‘right’,
therapists needed to be skilled and knowledgeable abospéugfic needs of survivors
with a history of sexual abuse and needed to be abledbliskta good relationship. It
was most important for their recovery that they felfit, a connection, with their
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therapist. Thus being the ‘right’ therapist was not alsout therapists’ skill level, but
also about being recognised by participants as beingdkilleéhe field of sexual abuse
and, more importantly, being skilled in establishing a huo@nnection.

To be perceived as ‘right’ required therapists to cdreut participants, to
respect them, and to provide emotional support. Once mpanis were able to
recognise these qualities in therapists, the mutual reemgmetween participants and
therapists fuelled and facilitated the recovery pracéss same emphasis can be found
in the literature (Miller et all, 2000; Herman, 1992; Briet@02; Cozolino, 2002; Lewis
et all, 2001) which highlights the importance of the retathip between therapist and
survivor for positive outcome. Ruth knew she found tlghtritherapist when she
attended a group therapy session and saw the therapishgvavith another person.
She felt that his approach and his way of working wad wha wanted and needed for

her own therapy.

| wish that was me, | want to do some work like tAisd he said I'll stay for
another hour, can you stay? And | was so frightenad,lIrsaid no | can't, |
can't, | can't stay. So then | had the courage and | hamgn that week and |
started working with him. So, that was the beginning yeéRuth)

| want you to say that my recovery never reallytsthuntil | saw my present

counsellor. I think in retrospect, when you go to seeuasellor and that

doesn’'t work, it puts you back. Definitely!... Yeah, thaezds to be a group of

people that are maybe studied or people go and analyse ideifmey say yes,

these people can look after people who have been seabakgd, and these

people can't... People have to get to the right persony..niight not have a

doctor like I've got. They could just have a doctor S&ts, oh, you'll be right,

take these tablets. So how can you police somethinghigk@ {Marion)

Marion stated that her recovery started only after isheé found the right
counsellor. She shared in the interview that she hacdtaith several therapists. She
did not feel they understood her needs or were knowledgahblg sexual abuse. She
emphasised strongly the need for victims of sexual atm$ed the ‘right’ therapist
with understanding and skills in the area of recoverynfsexual abuse. Herman (1992,
p. 133) came to the same conclusion in her research atadl Stn the words of an
incest survivor, ‘Good therapists were those who realjdated my experience and
helped me to control my behaviour rather than tryingotdrol me”.

‘Finding the right therapist’ indicates how recognititimough love in the form
of emotional support is indispensable for recovery. Taears to be confirmed by all

other participants. Prior to the beginning of their rezgvand in the absence of
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emotional support participants had been close to giving upvilh¢o live and some
even attempted to end their lives. However, once partitiphad found the right
therapist and were able to establish mutual recognitiosiy tiecovery proceeded
through the emotional support and care given in the fdriveleving, creating hope,

being there, and understanding.

Believing
‘Believing’ is a property of emotional support and careHionneth’s (1995b) sense
because it signals the therapist’s trust in the ppatnt’s reality that his or her physical
integrity has been violated by the experience of sexbake This trust led to
participants trusting themselves and developing self-confedenc

...that people actually believed that it did take place. $hetat | needed to

hear that people believed it took placé/au see, | think back then, it was like,

no it didn’t happen to men. And I think every ones'tatte back then was hey,

it doesn’t happen, you are lying. (Jacob)

Jacob emphasised how important it was for him that pegalve him
recognition as a victim of sexual abuse by believing akdaeledging what happened
to him. He mentioned that, years ago when he starte@d¢uvery, the fact that males
are sexually abused as well as females was lessrkriéav recovery to commence and
for his self-confidence and self-respect to develop Jaeebled people to believe that,
maybe, he was not just a bad boy, but rather bad thingkdmpened to him.

| think my counsellor’'s acknowledgement that it actudity happen to me....

when | first started to talk to her, she seemed to lte gffected by it. And | am

thinking, what is your problem? Because | actually didn’t beel myself. And |
thought why does she feel bad? And that took a long timethend started to
think, | feel weird. (Helen)

Helen reported how important her therapist’s acknowle@gerand congruent
emotional reaction to her experiences of abuse helpet Is¢art feeling the destructive
impact of the abuse as well. Her therapist providedgeition through love with her
emotional expression that demonstrated that she wasomiabt affected and cared
about Helen. Helen’s ability for sensing and expressimgeh®tions re-developed in
response to that recognition.

It is not unusual for victims of sexual abuse to dissedi@m their feelings in
order to cope and not feel the emotional impact ofaithese (Briere, 2002; Herman,
1992). By expressing the congruent emotions about an abusidenfhcsuch as

sadness, shock, or anger, therapists facilitate ofternsng of the defensive coping
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strategy and victims become increasingly sensitised torierpge a wider range of
emotions. Honneth (1995b) claims that emotions suchuds &nger, or rage inform
subjects that injustice has occurred. These emotions lthaoame the motivational
source for resisting disrespect and the developmeselbtonfidence. Thus being able
to feel her emotions about the incidences of abuskelesh&lelen to become more fully
aware that injustice had occurred. Her therapist’sgeition facilitated the reversal of
the trauma response of dissociation and helped her poow® her cognitions by
evaluating the impact of the abuse more accurately.
Cassie gave another example that demonstrated the imp®roé recognition

through love when she was asked what had the biggesttiop&er recovery.

The fact that somebody would actually believe in mebV@hsolute believes |

am not defective. Who absolutely believes that | cae laalife worth living.

Who holds that belief when | don’t have it? Who aciydlbelieve, cares about

me and likes me with no ulterior motive. (Cassie)

Cassie’s example showed the importance of her tistrbplieving in her and
holding the hope for recovery for as long as she did have that belief herself.
Receiving recognition by being cared for and having the théragigving in her had

been, according to Cassie, the most important aspedathigated recovery.

Creating Hope

‘Creating Hope’ is understood in this study as a propertyseaf-confidence in
Honneth’s (1995b) sense because hope signifies a person’sngrowst in him or
herself and in the environment, which Honneth relates ¥indgpaeceived recognition
through love. Hope as the main stay of recovery hasoniyt been discussed in the
context of the recovery model in Chapter Four (pages 56t88)I$0 been identified by
participants as vital for their recovery.

Counselling, how that helped? My God! Hope. Hope...You knowethes so
many things that come when I think what did counselling gigeAnd it starts
off you have hope, and then everything mushrooms from.th&rgerson,
who'’s, like if you have a kids colouring-in set, you hge¢ a person in there,
you start to get filled in, you start to get colour in ylifex And you start feeling
like a human being. (Anna)
Anna described how counselling had given her hope which leastbe starting
point from which her recovery unfolded. Receiving recognithrough love in the form
of emotional support and care from her therapist imprdwedoverall functioning and

her life became increasingly more colourful and worthngivi Her self-perception
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improved, she started feeling ‘like a human being’, andskétconfidence developed.
By recognising therapy and therefore her therapist asrgtamental to her recovery
Anna created a dynamic of mutual recognition in which regobecame possible.

Other participants mentioned as well that over thersm of therapy their sense of
identity had been transformed by developing hope and inigngathe caring actions

of their therapist.

It (teacher liking me) made me feel that maybe | amasdtad as | think | am.
Maybe there is something in there that is worth looking/laybe there is
something that people could like. And it wasn'’t a ‘yesehgisomething’, it was
a ‘maybe there might be something’. It was more ofgudss, seed of hope than
a confidence. (Cassie)

Cassie reported how the emotional support and careeafchdr installed in her
the hope that she could be a lovable person. Her cotrshews that not just therapists
but all persons who play a significant role in victinigek are vital for the development
of hope and subsequently self-confidence. It demonstifzesecognition through love
that is inherent in social support facilitated an improvanme her self-perception and
positively impacted on her recovery.

It (counsellor’s care) makes me think that there isssipdity that | can like

myself that | can get where | want to get to. Becausigowt that | wouldn't be

here. Without that | would give up. It stops me giving ugtdps me opting out.

Opting out of life altogether. | am sure | said that tase, if it wasn’t for my

counsellor | wouldn’t be here. | wouldn't still be araiiyou know. (Cassie)

Cassie also described how her therapist’s continuoutie@mabsupport and care
gave her the hope that she could like herself and coglcksd in her recovery. She
believed it prevented her from giving up and following theufees to end her life. By
giving recognition to the important role her therapist ladher recovery Cassie
established a dynamic of mutual recognition in which hevwery was able to proceed.

It has been suggested that the caring of a significant bisea soothing impact
on persons who are in a state of heightened emotaysaégulation (Cozolino, 2002;
Lewis, Amini, & Lannon, 2001). They explain that the preseof a person who exudes
calmness and care assists in creating those neuro pattiveayare needed for survivors
to self-regulate their inner states. These neuro-bicddgirocesses that lead to affect
regulation are discussed in depth in Chapter Three (pages 44-%#@)ng facilitated by
therapists’ ability to be affectively attuned and alolegdsonate with survivors’ minds.
Thus through receiving emotional support and care Cassieaklasto improve her

trauma response and her self-perception.
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Being There

‘Being There’ is understood in this study as a propertyeobgnition through love in
Honneth’s (1995b) sense because it demonstrates how hegpfidipants viewed the
active way in which emotional support and care was providgdtheir health
professional.

It was life saving really. Because | was just so confugddwhat was
happening in my head at that stage. | was just utterbtlytiverwhelmed. |
was just going through the motions of every day. | maaas, | couldn’t
concentrate, | thought | was losing my mind really. disyjust terrible. Yes, their
advice and their support was life saving. (Sheryl)

Sheryl reported how important the help was that sheivestefrom her
daughter’s social worker before she had found a thergisterself. Every time she
brought her daughter, who had just survived a trauma hefsekessions, the social
worker put some time aside to attend to Sheryl as well.

Rape Crisis, they were really good in that they stiadeput things in place that

made me feel, gave me the things that felt that | wasnirol. Even though it

was the faintest of notion! (Johanna)

Johanna was very thankful for the support she received fRape Crisis.
Knowing they were there for her helped Johanna in thigdifftime. While she was
still under the shock from the attack, the helpful e€\helped Johanna to regain a sense
of control. Sheryl and Johanna perceived the emotional suppd care as helpful
which led to an improvement of their trauma responsge@ally their symptoms and
self-perceptions . When Sheryl and Johanna gave recogtutitve services they were
involved with a dynamic of mutual recognition was establistieat led to an
improvement of their overall functioning.

Because my doctor was so supportive along with my cdansdélt | was

absolutely entitled to this. | guess it was more thdiebihan mine when |

applied for it. And that’s the same with the weekly pemsation. (Cassie)

Cassie felt empowered by her therapist and her docton whe hesitated
applying for ACC funding. The reassurance she received fleam enabled her to
believe in her entitlements and persevere with her ggipdn even when ACC disputed
her claim. It was the tangible support given by her doatdrtherapist that led to the
improvement of her self-perception and self-confidei®tee was able to balance the
perceived disrespect from ACC with the recognitionrgleeived and fight ACC for her

entitlements.
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Receiving recognition through love in the form of emotiosiapport and care gave
participants the reassurance that they are not aldmn acing difficult times and
stressful circumstances. Knowing that they coulg o#l the support of their therapist
enabled them to face internal and external challenggsrtiight have avoided without
the support.

... in all the dives that | was going through, you knowtfadl holes that | was

going into, | wasn’t on my own, there was somebody..ulddang on to my

next session. Whereas when there is nothing out theréhare is no prospect of
anything, that’s just, you know, Oh no, | can’t do th{3agsie)

Cassie realised that she was not alone on her recqoargey. She felt
comforted knowing that her therapist was on her sidet félped her to contain her
internal stress states in between sessions. Therapyher therapist had become the
transitional object she used for self-soothing betweesiges In psychodynamic
literature (Honneth, 2003) transitional objects, in tlaisecthe therapist and therapy, are
seen to convey a sense of safety and protection and hiheg&me of separation
between sessions. This was similar for Anna.

... it gave us a chance to rest. And it gave us a tool, theatal, oh my God,

and gather our many thoughts, and, yeah... It has releasedfghin, it has,

and by doing that it has allowed the space for other thiongsow. Researcher:

Like? Anna: A self! (Anna)

Anna spoke about how therapy has been the oasis in wh&ltould quieten
down her inner chaos, engage in the release of emofamaland experience the
growth of her identity. Her therapist had been ablereate the environment she
needed to proceed with her recovery. The emotional sugpo care that Anna and
Cassie had received from their therapists resulted improvement of their trauma
response whereby their symptoms declined and their selfgtenceémproved. This
allowed for their self-confidence to develop.

But we had our therapist, and she had shown in a nurhiaerys how

committed she was to our journey as well, regardlessat direction it takes.

And that was huge... and we were able to talk to her and gagitthe whole

range of emotions with the whole thing, and the imgaets having on us, like

it was almost crippling. (Anna)

Like Cassie descried earlier, Anna felt that she vedsalone anymore. She had
found a therapist who was willing to walk alongside heithe pursuit of recovery.
When Anna felt harmed by ACC’'s responses to her apmitatfor weekly

compensation for earnings, she was able to utilise leeapists’ emotional support to
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get through this difficult time. Other participants irated that they felt the presence of
care most intensely when service providers would show aadeemotional support
through actions that exceeded the commonly held notionkealh professionals’
responsibilities.

He said he didn’t want them (x te&into become involved. He talked to me

afterwards about this and said, once they become involeedjet caught up in

all sorts of things, its best to keep them out dflé.said, | come and see you
every few hours and he gave me medication. (Helen)

Helen reported how prior to finding a therapist, her doatould rather take on
the extra work of crisis care than referring her te tommunity crisis team. That
allowed her to stay with the health professional she faaniliar with and whom she
trusted instead of having to cope with unfamiliar health pstdeals.

But there are things that she does for me outsideostttimes, the fact that |
can e-mail her. She doesn’t need to but she does it anjivayis giving me
some belief that | am not totally unlovable and horrilbleat someone | care
about very much actually cares. (Cassie)

Cassie’s stated that having the tangible after sessipport from her therapist had a
great impact on her recovery. The voluntary act bypsgchotherapist enabled Cassie
to question life-long, abuse based beliefs about herrvaortl her identity. It was this

demonstration of care and support that helped her to pentteamistrust and negative

self-perception she had for years.

...S0 one of the first things was that it was not jusialthe one hour sessions
but he was available on the phone 24 hours seven dayska M@&w, that’s
almost unheard of. Very unusual' But when I first met hwas in my suicidal
phase. | probably wouldn’'t have made it through that tiHeewent away for 5
weeks on holiday and he rang from all over the plaxst,gvery three or four
days. The holding! And | wouldn’t have made it [without {uth)

When Ruth had a suicidal phase her therapist gaverhetional support and
care by interrupting his holidays and reassuring her of his suppah was certain that
this demonstration of care kept her alive at a time wdten felt overwhelmed and
unable to cope.

These experiences represented a level of care andlaitgilethat is usually
outside of normal therapeutic practice and usually outsfdtherapists’ capacity to
sustain over an extended time. Yet the above exarsptesed that the willingness of

!9 The name of the service provider is substituted to assnfidentiality.
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health professionals to suspend their own needs and promdainment and increase
clients’ safety has helped participants to progress Wwéh tecovery.

Because by saying goodbye to ACC, | would think in most cistances it
would mean that your therapist would say, ok | am notrgesiubsidised by
ACC, so pay the full fee. | am just incredibly for&we that my therapist hasn’t
said that yet. Because it still is expensive, you kndewen though | do feel
empowered | do feel sad and | feel angry that it wentveneit did. (Anna)

You see, my therapist was very good. He just took thetfiatAVINZ was

giving me. So he reduced his fee, because he wanted todfhisith me.. But

he was very good, you know, because now | am just payingshigh is not his

fee. His fees are hundred bucks an hour. So he is tdlangss actually, just so

that we can finish off. (Ruth)

Anna and Ruth felt supported by their therapists whendkeided to stop being
funded by ACC for their treatment. Their therapistsvedd emotional support and care
by negotiating a lower than usual fee so that both canighftheir therapy. In both
cases the therapists have demonstrated support willivgly #hough it impinged on
their own financial interests.

This section has given examples that illustratedgbatices shaped recovery by
health professionals ‘being there’, giving emotional sup@md tangible practical
support. While participants experiences recognition throogh they were also able to
give recognition back to their therapist. A cycle of muregognition was established
that allowed participants’ overall functioning to improvend resulted in the
development of positive self-relations.

Understanding

In this study ‘Understanding’ has been vital for recg\verproceed. It is conceptualised
as another property of recognition through love (table 20p.because understanding
sexual abuse, the impact it has on victims and thefgpgeiatment needs victims may
have is essential for providing effective emotional supaiod care.

...they [case managers] don't really have any understgradiwhat is going on
with it. They don't really know where their clientse at. ...with (case
manage?) | never felt like that. With (case manager) | atijuielt like he had
an idea of what is going on. He seemed, | don’t knowthdrene was trained or
not, | have no idea what his background was, but he appwanesito be much
more qualified dealing with clients than for exampledase manager | have
now... he was very good...| always got the feeling fromdaaanager) that he
was very much on my side and he was trying to helpsq€n

% The case manager’s name has been substituted to essfidentiality.
193



Cassie did not believe that ACC case managers inrgem@ve a good enough
understanding of the needs of sexually abused personsh¥eatports of interactions
with one ACC case manager by whom she felt understodcs@oported. When she
perceived him as helpful and ‘on her side’ she felt gase®ed by him. This enabled her
to recognise him by respecting and valuing him. Thus a stateitual recognition was
achieved in which, according to Honneth (1995b) the formatica ositive identity
can take place.

| didn’t start anything properly before | had a trained, comemj therapist.

Somehow | always had a sense of a lot of professsmnavith my therapist, and

especially with the after hour support. (June)

June perceived that service providers would be unable toneégstectively to
her needs without understanding the struggles she went thr8hghndicated that her
therapist’'s ability to understand her and her needs lethe¢cemotional support she
needed when she was offered after hours support.

According to participants, providing services effectivelpwd require of
therapists a general understanding of trauma and é@stefbn a person and, most of all,
an understanding of the specific needs and treatmenteamgnts of victims of sexual
abuse. When participants perceived their therapistbeing skilled with sound
professional understanding and knowledge they were aldleviglop a sense of safety
and trust in the health professional and in the promfesscovery.

That’s when | knew he could stand strong you see, andaheuiat not collude
with me. So that was the other defining moment. Thaltien | thought, oh, this
guy is good. That was a fantastic moment actually,waata really good
moment knowing that he would not collude. Because | knegetled someone
incredibly strong to stand against. (Ruth)

Ruth needed to know that her therapist was neutral anddwmt collude with
her. That increased her trust in his abilities and hisped@emcy and assured her that she
had engaged with the right therapist. She felt safe.

| think somebody else caring, somebody empathising anagcarihout
wanting to go fix it. They don’t want to kill that persahey don’t want to do
any of those things, they just want to empathise withAnel.it is just the action
of telling it and somebody else understanding klobody, all these people,
they didn’t hunt me down and get the adult. They justigstittle girl that was
available. So it could have been me, it could have beeitdayirl, but it
wasn’t the adult. And that helped, that helped a latolild have still happened
to any little girl that was there. Not just me. Andhink overall, that was
probably the biggest thing...To understand and be given the &kiknow that |
didn’t really have a choice. Those things helped. Nogébthat it was all my
fault. (Helen)
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As Helen told her story and her therapist understood tédgapened to her, she
was able to understand herself and her life-history meva way. Abuse based beliefs
and self-evaluations about her identity were investigateldn@w understandings were
explored. It helped her to realise that what happenéértas a child was not her fault.
Helen remembered that as a pivotal part of her recovérg emotional support and
care she received improved her self-perceptions and shableato revise abuse based
cognitions of being responsible for the abuse. This waitas for Anna.

| saw people out there that were just going to hurt yeueryone was going to

somehow inflict pain and that would either be physical oerthHow | am

with my community now? Because | am not ruled by the pashare, | don't

have those beliefs about people anymore. (Anna)

As the result of the experienced sexual abuse Anna haal foéstrusting of
people and avoided all social situations, which left selated for many years. Victims
of abuse often develop a variety of abuse-based b#l&fsubsequently hinder them to
lead a normal life (Briere, 2002). These are contaminebegghitions about the world
around them, about people, and about themselves. Thests meleded to be revisited,
explored, and subjected to new interpretations and nelerstandings. Participants
reported that they were able to do so in the therapedatiorship. Improving their
cognitions became an important catalyst for theirvenp

‘Understanding’ has been an important aspect of recognitirough love.
When participants perceived that they were understood weg able to extend
recognition to their therapist and/or other health msiaals. Only then was a dynamic
of mutual recognition established in which they experiencedrmprovement of their
psychiatric disturbances that led to the development sftipe self-relations and
recovery (figure 12, page 181).

Resisting Disrespect

The first part of this chapter has explored how rengivunding from ACC, finding the
right therapist, believing, creating hope, being themed understanding created a
dynamic cycle of recognition through which participants’ evable to diminish their
trauma response and strengthen their positive selfenelathe more participants were
able to internalise the recognition they received, theentbey were able to put up
resistance to interactions they interpreted as adtgustice. Honneth (1995b) proposed
that strong emotions such as shame, rage, or hurtitcb@stmotional knowledge that
informs subjects that an act of disrespect has oatuties concept of the moral
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development of society is based on marginalised groupstings disrespect and
struggling for recognition through either confronting authaioe engaging in efforts
to maintain the integrity of their psyche. Through sudistance marginalised groups
demand from society to become more inclusive and recogmesr normative claims for
recognition (Honneth, 1995b).

The remainder of this chapter explores how participaatsbtions of hurt,
anger, and rage compelled them to engage in the strugglecfognigon and resist
further marginalisation or injustice. They did so in tdistinct ways. They confronted
authorities and actively engaged in conflict or theystedi disrespect more passively to
maintain their integrity by removing themselves from anremvnent that could expose

them to further disrespect.

Confronting Authorities

Participants’ ability to confront authorities is evide that they have been able to leave
behind the traditional victim position with its distortgouse-based beliefs of self-blame
and helplessness (Herman, 1992). This process has beenualgiavelopment of
participants’ positive self-relations that took placeesponse to the being supported
and receiving care, being respected, and being valued byhbaeptsts. The first part
of this chapter explored how these characteristicho$@focused therapy enabled the
development of self-confidence, self-respect, and sgédfeen that allowed participants
to resist actions of disrespect.

(I made) threats of going to Holmes or Fair Go. | vesdly yelling at them
(ACC) about my rights, because it's my right to bealmbenefit because | had
a mental break-down! (Jacob)

Jacob had strong feelings of rage because he wasitleftutvincome for several
months over Christmas due to delayed processing at A@QelHhe was denied the
ability to provide for the basic needs of his familye félt humiliated and the associated
rage and propelled him to rebel and threaten to publicly rtshCC.

| was trying to fight to keep my counselling and to be paidbeniboked after
while | was seeking help. So | wasn'’t actually spendingithe healing the
problem at hand, but more getting help to get me througiek& because of
ACC and the system. | still have to fight now, buahtandle it a little bit
better..And at the same time you have to lift that little ligher to get past the
stuff that they throw in front of you. (Jacob)
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Jacob described how the continuous struggle with ACC hahgitrened him and
enabled him to handle the confrontations better. Hetdnddt higher’ to overcome the

obstacles he perceived ACC had put in his way.

Later on when | was getting stronger and when | thougtk Bbout what
happened, I think it made me quite harder, which is satpafradox. And it
worked in my case, possibly because | have sort of @irfgghature and was
prepared to do it. Possibly also because | had the kideabd goal to live for.
(Johanna)

Johanna also believed that her struggle with ACC had haddéer. She
commented on the paradox that having to fight for hentsidvad strengthened her.
Johanna explained that with her fighting nature and vating her children as a goal to
live for. The examples of Jacob and Johanna showedptréitipants may become
emotionally stronger and harden up when they have to fightheir rights and resist
acts of disrespect.

... the last time | did argue with them actually, | did wAmd that surprised me.

And | wonder if it was only because | got a lawyer onsiae. And if it had

been just me, | don’t think | would have won it. It wady the thought of

having a lawyer challenging them that I think they gave inust said that my

lawyer would be present and my doctor and my therapisss(©a

Cassie reported that the support of her therapistdbetor, and her lawyer
enabled her to stand up to ACC and challenge their decisiaefuse her weekly
compensation for loss of earnings. Cassie’s example mEnaded that participants
were willing to fight for their rights when emotionslipport was available and their
positive self-relations had become stronger. Partitgpancovery from sexual abuse
had been shaped by balancing the disrespect they perceivdek insymmetrical
distribution of power between them and service providetis thie recognition they had
received. In most cases the recognition came fromcpaatits’ therapists, but, as
Cassie’s example showed, recognition received frontalagrer and her doctor had also
strengthened her self-confidence.

This is in contrast to approximately 20 years earliersigasad engaged with a
specialist service but did not have the emotional supportcarel of abuse-focused
therapy (Chapter Seven, pages 128-131). Without accessognitemn she was unable
to balance the disrespect she perceived by the hoepitatreating her for the eating
disorder and ignoring her history of sexual abuse. &ldebken unable to overcome her
inhibitions and verbalise her discontent with the ttreat. She gave up by no longer

attending treatment at the hospital.
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Honneth (1995b) declared that subjects learn about theingth and developing
identity only through resisting infringement on their grity or dignity. Participants
showed that they realised that they had become mdfreosdident by being able to
respond more assertively in conflict situations where@s pv therapy they may have
given up and not engage in asserting their rights. Thiagklighted with Marion’s
example.

| can see things like, | growled at my husband the athgr And we have been

married for a dozen years and | never raised my \oitém. Taking my boss to

court, hitting that head on...And that was, yeah, tlzet 0 hard. Travelling, |
would never get into planes, because of this claustrophiobig being stuck.

My grandmother passed away...And | could go by myself [byg)lto the

funeral. (Marion)

Marion learnt about who she is, about her particotaferences and strengths by
resisting infringements on her positive self-relatioBle noticed infringements from
authorities such as her demanding husband, a disrespectfbyer, and a personal
fear that all threatened her self-confidence and ssffect.

When Jacob, Cassie, and Marion experienced a growamges of self-
confidence, an improvement in their functioning, and wheesy tfelt reassured of
emotional support, they were able to start taking riskscamfront authorities such as
ACC, an employer, or the husband. Being able to do se am a sense of self-
confidence and self-respect that signalled to them ttiet recovery is progressing
well. However, confronting institutions such as ACC hasn difficult for participants.
Only Jacob and Cassie directly confronted ACC. Theititplio engage in direct
confrontation with ACC may have been due to the faett they fought for the
continuity of weekly compensation, their only souroe their living costs. Thus for
Jacob and Cassie the stakes have been higher thahdopatticipants.

Maintaining Integrity of the Psyche

Although most participants did not confront ACC dirgctihey found more passive
ways to maintain the integrity of their psyche by awmjdsituations that had the
potential of exposing them to disrespect. Whereas iredhky stages of their recovery
they had strong emotional reactions to disrespect amid pisychiatric disturbances
escalated, they now had developed strong enough positiveelsibns and chose not
to engage with ACC.

And then what happened was that | got a letter one gaygsthat the case
worker changed and it changed to a man. | went throudhashage process
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with that..l never ever contacted them after that. | was livids@&utely livid!

How dare they put a man in...and | suppose to some degree, yheanl

resolved it was by not contacting them for anything. ®ouldn’t ask for any

kind of help, any clarification, nothing. (Marama)
Marama was shocked when she realised that she wgeexb$o a male case manager.
She echoed the sentiments of a large number of worherfiad it intolerable to have a
male working on their case because most have experidedeg sexually abused by a
man in authority. She maintained her psychological iitsedry refusing to contact
ACC for any assistance at all.

And so they just ended up mucking me around and in the estidgue up. |

just couldn’t cope with fighting them any longer. So lerekad funding for

that. | paid for it myself. (Sheryl)

Sheryl too responded to the disrespect she perceivedoliray any contact or
asking for any additional services. She rather paidnetteatment she needed herself.
Although Sheryl and Marama missed out on funding for sesuicey may have been
entitled to by refusing to contact ACC, it appears thatag more important for them to
avoid any contact that could expose them to further gieptsAs recovery proceeded,
participants were able to resist being treated disresiigdty ACC by not applying for
further funding through ACC for their treatment. Sometipigants continued therapy
and paid for their treatment themselves, others were@lstep therapy altogether.

Cutting loose and taking back my power had been invaluable thmkIl would

have done it even without this experience. But it nayhave happened until

later. And it wouldn’t have left me with such a sowstéain the mouth. (Anna)

When Anna felt abused and treated unfairly by ACC stadfsent ACC a letter
renouncing any further wish for funding through ACC. Heorsg conviction that she
deserved to be treated better showed how much herosdiflence and self-respect had
developed. Anna was not the only participant that left A@&led therapy because the
requirements for re-authorisation of treatment fagdharmed their personal integrity
and dignity. Five (5) of the ten (10) participants decided toote-apply for ACC
funding. Their self-relations had grown enough and theyoked themselves from a
system they felt was abusive. By balancing disrespebt recognition participants did
not collapse into crisis or unmanageable distress. hsigaticipants were able to
maintain their integrity by distancing themselves fromsystem they perceived
demonstrated to them the unequal distribution of power.

Now I, left ACC funding when it did run out, | didn’t appiyr anymore...I had
three years or so with ACC. It was allocated. Ahad ko go for a psychiatric

199



assessment and | didn’t want to do that. | think thakienv said | am not going
to do that. (Ruth)
Ruth decided not to apply for further funding when hevcalled hours ran out. She did
not want to attend another assessment and arrangetewitherapist to pay privately to
continue her therapy. This was similar for Johanna.

And when those hours were up and they said we could hateearassessment

| decided that | didn’t want to have our case by ACC amgmiodidn’t want to

go through another assessor. | didn't want to open up toodgyelse again.

And | felt that even though | had not fully recoverethat point | didn’t want to

be labelled a victim anymore... And that was importantrigrecovery too,

because it shifted the focus from victim to potential,dmeve my potential.

(Johanna)

After Johanna had been told that she needed to attetdearassessment, she
decided not to continue with treatment under ACC fundtg was not willing to open
herself up to another person. Even though Johanna hadllgaetovered, she felt she
was labelled a victim by continuing therapy under théonaita of ACC. Rather than
focusing on the victimisation of her past she wantedancentrate on achieving her
potential.

... l wanted to (quit ACC) because | thought then thaisayes were no longer
so much about sexual abuse but about abandonment anat@mthings. So |
thought, well, that isn’'t really ACC. So it was my @ (June)

June, who struggled from the beginning with the need to giusitse and
detailed information to ACC in the progress reports, stopgeplying for further
funding as soon as she had the impression that the fddwer dherapy had changed
away from sexual abuse towards other issues. June’s exashpived that it was
against her moral standards to exploit the availallitAhCC funding for therapy. Her
recovery had advanced to the point that she rather exged her autonomy and take
responsibility for the future course of her recovery.

All five participants who stopped ACC funded treatmentse€uto comply with
further restrictions to their autonomy and self-resfulityi. They needed to be
independent from assessments and ACC and take the cdtingdr oecovery into their
own hands. To be autonomous and respected as equal pantnetsractions took
precedence over being taken care of financially by the gowsrh..the endurance of
legal under-privileging necessarily leads to a cripplieglihg of social shame, from
which one can be liberated only through active protegtesistance” (Honneth, 1995b,
p. 121). Participants liberated themselves from the undelqming that was reflected

in ACC’s demands for compliance with procedures they perdeas a threat to their

200



positive self-relations and therefore their recoveriley were able to balance the
disrespect they endured with the recognition they recemed expressed their
resistance to the unequal distribution of power by leavingC AGnded treatment.
However, a counter example was given by Helen that imdigate the necessity for
resistance from a different perspective. Helen hadstmoggles or experiences of
disrespect from any services involved in her abuse-fodusatinent.

| didn’t have anything that was not helpful...they (AC@)ni create any
problems or dramas for me. They funded my therapy amtkfiliseveral other
things as well...There was never a problem. If my counse#idrany problems
with ACC she dealt with them herself. So maybe | sldslded from that.
Because at times she told me she had been contactedyA%d | had total
faith that she would sort it out. And she did. The pnobleasn’t passed onto
me. | never once directly dealt with ACC. (Helen)
Helen was shielded by her therapist from any contach vACC and
subsequently did not have to fight any perceived injusticastnrsions. Helen has
evaluated her therapist protection and care as helpdubasitive for her recovery.

It made a huge difference that | had no personal conttitcthe day to day

dealings of ACC and funding. (Researcher: And you goeiigtires. Yes | did.

Yes | still have severe panic attacks. ...when | went tdrAlis, the two or

three weeks were just awful. Horrible! | got them Vieaglly. But | have been

very, very lucky with my new partner. There are noescit’s nothing, it’s, |

feel loved. You are not a panic attack, it's just sometthatjhappens now and

again and we just deal with it. (Helen)

Helen reported that her self-understanding, her ovewalttioning, and her
social skills have improved. Helen left therapy wihen therapist went into retirement
although she still suffered from the severe panic attdekshad led her to approach
services in the first place. This indicates that apoirtant aspect of her recovery had
not yet taken place. Her reoccurring panic attacks naag lbeen an escalation of the
trauma response indicating that the disrespect of herab@buse experiences could
still, on occasion, interrupt her life.

Even though Helen would have had plenty of opportunity hallenge
incidences of disrespect in her day to day life, chgileg the authority from which care
is expected and hoped for, may have been the crucial istepcovery. From a
psychodynamic perspective the authority from which dsrexpected may represent
transferentially the person that was expected in the tpaprovide care and which
instead inflicted abuse.

Seen in this light, the protectiveness of Helen's thstamay have made it

unnecessary for her to resist disrespect in a vitakteaential relationship and may
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have prevented an important aspect of the sexual alausearto be resolved. Helen did
not have the experience of being hardened or having teeliftelf higher to the extent

Jacob and Johanna reported at the beginning of this chapter.

Conclusion

This chapter explored how participants perceived that ssrvacilitated their recovery
through recognition. Although therapists’ have been sthgle as the most significant
facilitators of participants’ recovery, support, cared aespect from other service
providers such as teachers, social workers, Rape Crisegprdpo and ACC case
managers has also contributed to participants’ recovérgrapists have consistently
and reliably assisted participants in their recovery byebiglg, creating hope, being
there, and understanding. In return, participants gawegné@n to service providers
and thereby co-established a dynamic of mutual recogniigmerpetuating cycle of
recognition was created in which the development of ipes#elf-relations could take
place and recovery could progress.

Even though experiences of disrespect were painful atcesisg, they also
strengthened and hardened participants. By being able to aetssof disrespect by
either engaging in conflict and confronting authorities ordayoving themselves from
an environment in which they felt victimised, participarealised that recovery had
taken place. It is therefore concluded that both recogratmohdisrespect are facilitative
of recovery. Receiving recognition is vital for the deyahent of positive self-relations
such as self-confidence, self-respect, and self-est@msnespect is also facilitative as it
brought into participants’ awareness that they have gretrong enough to protect
themselves from further victimisation. Thus recoverg baen a process of balancing
the internalisation of recognition with resisting dggrect. Participants were no longer
victims of their past but could understand themselves aswequal and autonomous
members of society. They started to feel like a hub®ng.

The following chapter explores the reactions of sergoeviders who were
asked how they perceived they shaped the recovery ahsicti sexual abuse.
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CHAPTER ELEVEN

WALKING ALONGSIDE SURVIVORS

Although the main focus of this study was to give vo@éhe experiences of survivors
of sexual abuse, service providers were also intervieied.aim was to be able to
balance and compare participants’ perceptions with provideaws of the recovery
process. The hope was to get answers for the questisad pothe introduction of this
study (page 2), whether assumptions, expectations, and enqesiof survivors differ
from service providers’ views.

This chapter explores participating service providers’ pemeptiof how
services shape the recovery of victims of sexual ablséegin participating service
providers define recovery. This is followed by brief distos of how ACC defines
their role in the recovery from sexual abuse. Tagantion is given to the therapeutic
relationship followed by participating service providers’ eigrae of working with
ACC funded survivors of sexual abuse. The chapter ends thathpresentation of
participating service providers’ view of how public mental treaervices shape the
recovery from sexual abuse. Table 16 gives an overvighisochapter’s content.

Table 14 Chapter Content: Walking Alongside Survivors

Walking Alongside Survivors

Therapists Define Recovery

ACC Defines Their Role

The Therapeutic Relationship

Working Under ACC Funding
The Breakdown of Mutual Recognition
Limiting Working with ACC Funded Survivors

Working In Public Mental Health

203



Therapists Define Recovery

One question at the beginning of this study was whetheicegoroviders and survivors
had a complementary understanding of recovery or wheiieedisappointment with
service providers as expressed by the participants inntkeviews, was due to a
difference in understanding the nature of recovery.

Recovery for me is when someone gets to the stageewlney have a
productive live which means they handle work and theirtdaday living and
have relationships of whatever sort, and also be aldleabwith the
complexities, the disappointments, and the pleasureschar in life without
disintegration and decompensation, where they couldnbeckepressed or
suicidal or self-harm. (Brenda)

... that enough ego-strength grows to actually manage the trauntasises

that life presents them. So that they don't get resaied into the same space

they were in, that regressed abused state...It is alsoirg to manage the

sexual abuse and the body processes so that the abxsalis not running the

show. It is understood, it is managed. It will neverlm®there but it is on a

manageable level. (Lisa)

Brenda and Lisa explained recovery as the point inwimen survivors are able
to function in their day to day life and when they dbéedo manage distress without
entering into a state of psychological crisis. Thiswigrresponded with survivors’
understanding who stated that for them recovery coreditimmprovement of their
trauma response in the form of less symptoms, positivgpeateptions and cognitions,
improved social functioning, and the ability to responsdoel autonomous (Chapter
Six, pages 114-122).

These findings are supported by Cozolino (2002) who describedbihgy to
regulate one’s inner states as a function of the sedinable a person to successfully
navigate social and occupational tasks. Thus the estaklglohpositive self-relations
of self-confidence, self-respect, and self-esteempntdid expressions of a healthy self,
have been indicative of recovery. Participants alffoneed the notion from the
recovery literature (Chapter Four, pages 57-59) that regoige a very personal
experience that cannot be generalised over all persaasavery (Anthony, 2000).

It's different for each person. Important is what isoneery for them. Some may
want to do a very little piece of work for them tovba sense of recovery.
(Esther)

For one particular client | work with recovery is t® &ble to live within the 24
hour residential program. All their needs are takea oéar.. therapy would
actually not change anything for them regarding indeperfdaationing. So
their level of recovery would be learning some basiltssknd have
relationships within the confines of what they can h@Beenda)
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Esther and Brenda agreed that the process of reciwatijfferent for each person.
Esther shared from her experience that some survivoysnotahave dealt with all the
abuse issues. They may have a sense of recovery ewgghtticey have only done a
little piece of therapeutic work. Brenda expanded on Estlegample, illustrating that
recovery for some survivors may mean that they haveirachthe basic living skills
and relationship skills needed to live in a residentiaym. Participants in this study
also demonstrated an awareness of the importanceisibre for survivors’ recovery.

| think one of the most important moments was when (besvivors) have
enough courage to be able to bring whatever it is indlagionship between the
client and me and they being able to confront me. Theg haver been able to
confront the abuser. That initial step! That is thaHat | really encourage them

to be able to do. (Lisa)

Lisa highlighted that survivors need to be able to expregsdisappointments
about their therapists. These disappointments may béodaie empathic failure or not
meeting survivors’ expectations. By doing so Lisa used cuimeitences to encourage
survivors’ negative transference from the perpetrator tothieapist. Wolf defines
transferences as ‘the manifestations in the clinicalyéio situation of distorted archaic
needs and the defences against them that were acdquniad childhood in interactions
with the earliest selfobje¢ts By encouraging the negative transference Lisa aitoed
access needs and disappointments from the abuse exgeti® survivor has hitherto
not been able to express. Thus therapy becomes thagrdield for survivors who
were not able to confront their abusers. They carctpe on their therapists how to
resist perceived disrespect and thereby reverse an aspdtieir experience of
victimisation. Kate expands in the following quote onrégeovery from sexual abuse.

They (clients) come home to themselves and they knewalre home. That's
when they have recovered. For once they are coming lamwh know they are
the ruler of their own house. That’s when they have doost of their work and
then they have the energy to fight ACC. Then theystand their ground with
them. And that is actually when clients’ come off AC@en they claim back
their life and take responsibility. (Kate)

Kate stated that survivors know that they have recovevedn they felt
confident enough to confront their therapist without ifearthat they will lose the
important emotional support and care. Kate used the metaghooming home to
oneself and being the ruler of one’s own house. Theichself-confidence and self-

respect then enabled survivors to confront ACC and, eventaalne off ACC. At that

2L Wolf defines self-object as the presence of othe@(ts), who provide experiences (selfobject
experiences) that evoke the emergence and maintenatieesefif. The abbreviated term for selfobject

experiences is selfobject. (Wolf, p. 11).
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point survivors are able to take control over their lisad take responsibility for their
future direction.

Participants in this study were therapists who hadrsyed experience in
working with victims of sexual abuse. Their training backaa and their intimate
involvement in the therapeutic process gave them a deepstaning of survivors’
processes and needs. Other service providers with less ahal frequent contact with
victims of sexual abuse, for example doctors or crissskers, may have a different
perception of the recovery process. To interview thexs wutside of the scope of this
study and would be an area for further research.

ACC Defines Their Role

After participating survivors and service providers had conteteon the impact ACC
had on the recovery from sexual abuse, the resedraldénoped to be able to interview
some case mangers to enable them to state their powview. However, this was
declined with the comment that

...Staffs are not clinicians and would not be in a posittbcomment on sexual

abuse recovery. (Grace)

Grace, a senior ACC staff member, was willing to commantow ACC might
shape the recovery from sexual abuse.

...ACC staff has no impact on claimants’ recovery...our ®lRcilitating and

funding rehabilitation services rather than to provideises. (Grace)

Grace stated that ACC does not perceive that theydawapact on claimants’
recovery. Instead, she emphasised that ACC is notnaceeprovider. They only
facilitate and fund rehabilitation services. ACC percgitieat facilitating and funding
rehabilitation services is not providing services to swma\wf sexual abuse. This belief
could confirm participating survivors’ perception that ACGigerest is in controlling
government expenditures rather than serving survivors absebuse through sensitive
case management. How ACC is going to justify that makiegsions about funding
and rehabilitation is not having an impact on survivorseual abuse is, however,
altogether unclear.

It appears that a number of very important questions havéeen discussed
amongst health professionals and ACC that clarify gpecific role ACC has in the
treatment of victims of sexual abuse. ACC’s positminhaving no impact on the
recovery from sexual abuse is in strong contrast to etkgeriences participating
survivor had expressed in Chapter Eight (pages 141-161) and parngisarvice
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providers, who offer abuse-focused therapy under ACCifign mentioned in the
following sections in this chapter. When Grace was dst@e comment on the
dissatisfaction and injustice that survivors expressedtale attitudes of staff and the
procedures and policies enforced by ACC she countered thdie “last consumer
survey showed 81% satisfaction rate”. (Grace) Gracealidndicate on what data the
satisfaction rate was measured or how representdie/esurvey was of survivors of
sexual abuse.

Grace’s comment indicated that ACC is not awarecav deeply survivors are
affected by their interactions with ACC. The lack efa@aeness amongst some groups of
service providers about the impact they have on survivorsbbes discussed by
Campbell (2005) who identified in her research that sogisiesns personnel often
underestimated the impact their actions have on victinsexual abuse. Grace’s
response demonstrated Campbell’s findings that persoritielut clinical background
struggle to understand the impact they have on survivors.

...the only barriers for claimants’ recovery are ast®hty to treatment and

lack of clear guidelines for the most appropriate treatrand the length of

treatment. (Grace)

Rather than understanding the importance of the intewpal relationships
between ACC and claimants, Grace refers to isstiasa@ss and treatment. She stated
that survivors’ recovery is hindered due to the difficultgyt have of finding ACC
approved therapists and due to the lack of guidelinesdst appropriate treatment and
length of treatment. However, the tension between AG@€the therapists (see Chapter
Four, pages 67-70) has led to an exodus of counsellors witingotk with ACC
funded survivors as Mitchell (2005) emphasises in the fatigwuote.

“...the exact numbers of counsellors opting out of ACC m@tsknown, but it

was the experienced practitioners who were leaving. &regaying ‘no more’.

There is too much paperwork, too many requirements and tiestsicand too

much inflexibility. What's more, we get paid a pittan¢®titchell, 2005).

The tension between counsellors and ACC is furtheioegglin this study in the
section ‘working under ACC funding’ in this chapter. Gracaew that ACC’s actions
have no impact on survivors may be explained by Armst{@05) who stated that
workers in large institutions become de-individualised ugho multiple bureaucratic
layers and the division of work processes. This de-iddafisation process combined

with economic dependency creates a workforce thatoBvated away from service
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users’ needs and towards ‘robotic’ compliance, suspendedcience, and reduced
moral and personal responsibility.

The Therapeutic Relationship

Survivors of sexual abuse have been abused in the ¢toofexnterpersonal
relationships. Therefore recovery also has to take plaitein the context of a
significant relationship (Herman, 1992). Throughout the studtyas been emphasised
that the experience of recovery was linked to the estabknt of positive self-relations,
which only can be developed in interpersonal relationstips dre based on mutual
recognition (Herman, 1992; Pearlman & Saakvitne, 1995). This mbketherapeutic
relationship an important tool in the recovery processtiddpating service providers
have confirmed the importance of the therapeutic relgtipnfor recovery from sexual
abuse.

Crucial is the quality of the relationship between me e client...usually the
transferential relationship is very maternal and tiethe requirement for me to
take the mother-role and re-parent and re-do a lot of ttharnng deficits as
well as working through the trauma. (Lisa)

Lisa made the important observation that initially therapeutic relationship
had a maternal quality and needed to address the devel@boheiitits that were due to
the lack of care and support in survivors’ childhoods. Bi({28®2) called the task of re-
doing developmental deficits through taking on the mothewotethe building of self-
resources. He emphasised that creating self-undersandecontaminating abuse
based beliefs, and establishing emotion-regulation andaesikstolerance skills, thus the
establishment of self-confidence and self-respect, needse given priority before
survivors are able to engage safely in trauma processing.

The therapist-role is very complex. It goes fronmigaivarm and soft, to being
able to hear their story and not getting afraid. Walkgdate them through
thick and thin and being able to go with them into the hotiberrors. Be real,
be human, and for them to be able to see that youatdmimat they bring into
the room. (Marie)

In the interviews all participating service providers empdeas the need for
therapists to be caring, understanding, believing, andtablalk alongside survivors
when they revisit the horrors of their past. As Maiteged, it requires the therapist to be
real and to be human. These qualities refer to theésapsesition of the nurturer
whereas survivors were the recipients of nurturing. Hewethis dynamic closely
mirrors the mother-child relationship and may not do jestioc survivors’ adult

capacities of being capable, autonomous, and responsibldést \Whivivors receive
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recognition through love in the form of emotional suppad eare from their therapists,
it appears less emphasis may have been given on pigpeiognitive respect.

Not only may survivors miss out on experiences thattasssdevelopment of
self-respect, therapists’ primary focus on providing redagnithrough love might
create undue dependency of survivors and lead to helplesasdls example of Helen
(page 201) indicates. As discussed in Chapter Three (pages 44et@dgvelopment of
neural processing networks that integrate affective stagsations, behaviours, and
consciousness into functional cortical circuits degewah the provision of stage-
appropriate challenges in the presence of support and cdwee, a participating
survivor explains in the following quote how important stagpefopriate challenges are
and receiving predominantly support and care missed an impaaspect of her

recovery.

| want to say something that | have discovered thaalyrimportant...The

only thing I struggled with, | want to tell you counsellorsthimy idea of

atonement, which | kept bringing up, was discounted. Do yowHKrow

important that is, to atone, to have confession? Ddkpow how important that
was for someone like me, to find some way of workingroytguilt for the

things that | did do wrong? | couldn’t just say in my hed&dwall, you were

young, you were abused etc. That wasn't enough. And itgasunted. And |

have discovered | do need to atone, in my own simpie w know | was at
fault. It didn’t matter whether | had full knowledge amything else (about being
abused). There were some things | felt truly guiltyaiod | needed to atone.

Some things I can only work out in atonement. (June)

June had the need to take responsibility for the thingsstteadid do wrong in
her life. She stated clearly that she did not need nogtim this phase of her recovery
but needed to be held accountable for the lapses in hed oenduct. Her therapists’
well meant attitude of being nurturing rather than acknoviteddune’s responsibility
in her wrong-doings hindered the development of June’s egliect and therefore
impeded her recovery.

Participating service providers were not only challengedidigh up emotional
support and care with cognitive respect, they also needfeublt strategies to cope with
survivors’ post traumatic symptoms and other forms of pgatimlogy.

Dealing with dissociation in the sessions is reallsdiHar me and my body feels
it very strongly. Sometimes it is so strong thatéaha lot of energy not to leave
my body as well. (Lisa)

Lisa described the tiring effect on her body when slweked with highly

dissociative clients. The literature (2003) identified thdgnamic as vicarious
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traumatisation through which the trauma of survivors &dfeéberapists physical and
psychological functioning.

It's difficult when the clients never had a reallygting relationship to develop a

relationship in therapy then becomes so much hard Wieky may be in a

place where they have to be so much in control tlegt tanipulate the

therapist and want to make her into a puppet, or not mgatuiget well and

rather stay sick and be looked after. That's hard wdfkrie)

Marie explained how hard it is to develop a therapeutatiomship with clients
who never had a trusting relationship in their lives. 8bserved that survivors may
become controlling or manipulative rather than develogt towards their therapist.

Very difficult is it when the client works with thettachment to the perpetrator.

That work takes a lot of trust. It is extremely palrfu the client and | need all

my skills for holding and containing the client. (Kate)

Kate expanded on Marie’'s comments when she talked @bewdttachment to
the perpetratéf. Being mistrusted and needing all the therapeutic skitislable to
hold and contain survivors’ distress when they startoexy their feelings towards the
abuser was hard work for Kate.

When practicing deep trauma work therapists not only havee toobcerned
about the emotional and physical safety of survivorsy tlre also exposed vicarious
traumatisation. Wacker (2003) identified in her researchtthama always affects the
therapist. How badly the therapist is affected depesm her resources and skills she
has at her disposal to deal with the impact survivtnaima has on her. Service
providers and staff who do not receive regular supervisiah address issues of
vicarious traumatisation are likely to experience advafferts such as symptoms of
PTSD, exhaustion, hostility, compassion fatigue, strelsged illness, or burn out that
may lead to engaging with survivors resentfully or vitistility.

These negative symptoms of vicarious traumatisation doaNg a detrimental
impact on the shaping of recovery. Service providers’ iitglid offer recognition
through love might be interpreted as disrespect and therddad to an escalation of
psychiatric disturbances rather than to an improvementswyvivors’ overall
functioning.

In the following section participants expressed how thkieulties had been
compounded when they experienced interferences and distégpaCC in addition to
the stressors of the therapeutic work.

22 Attachment to the perpetrator is discussed in depths in @hHEimtee, pages 71-74. In order to
preserve the attachment bond to the perpetrating signiffamily member, survivors project their
mistrust onto therapists and others in their environment.
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Working Under ACC Funding

Honneth (1995b) stated that a moral society is only plessihen social actors extend
recognition to each other, thus granting each other rhuggagnition. This section
explores how the breakdown of reciprocal or mutual retognbetween participating
service providers and ACC impacted on participants’ identity the recovery of

survivors in their care.

The Breakdown of Mutual Recognition

To achieve mutual recognition partners in interactionsregeired to extend to each
other recognition in the form of emotional support and ¢aeognition through love),
cognitive respect (the granting of rights) and sociakesst (solidarity) (Honneth,
1995b). Lisa mentioned how difficult it was to establistationships with ACC case
managers based on recognition because of frequent stafjehat ACC.
The connection with ACC is not happening. You can’t buildlationship with
case managers. They change all the time. (Lisa)

Last year | had one case-manager that was actually swgpate seemed to

have a sense of what is happening in therapy and whatscéiad therapists

need. But these case-managers don't last long. Whethe(dase managers) are

too lenient, or they burn out, | don’t know. (Kate)

Kate expanded on Lisa’s observation. It was her egpeei that some case
managers demonstrated an understanding of the therapeutsgara of the needs of
clients and therapists. Kate also noticed that these enanagers get replaced and
wondered whether that might be due to burn-out or whehiey were removed from
their position because they became too lenient withsanwi

| said, but get out your contract, let’s go through it. No, No, we require this
now. So, they switched the rules, which made me absplutebus that they
switched the rules. They wouldn’t approve within the ttimey were meant to
approve. So now we sent in a referral and | think thee weapprove within 2
weeks unless they asked for more information. They didmd yet they
expected us on our end to cross the “T's” and dot ti#. if we did one thing
out of place, then we didn’t get paid for the group watiere is one set of rules
for them and another set of rules for us. It wasycnazking stuff (Ruth)

Ruth, who was interviewed as a participating survivor, megoof an incident
with ACC that occurred while she assisted her therapigte administrational tasks of
organising a therapy group. She expressed a considerable tamfidwustration about
ACC changing the rules of approval to accommodate #uninistrative difficulties
without consulting or informing group therapists. This had @&irdental impact on
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clients because the commencement of the therapy grasiphreatened. Ruth described
her sense of injustice about the different standdrdiswere applied for ACC and for
therapists as ‘crazy making stuff'.

The above three examples are representative of tigote that arises for
professionals that work in the service industry. Holtgr€2001) described that tension
with the struggle service workers have following organisatiorequirements for
professionalism, predictability, and standardisatioprocesses while at the same time
needing to adhere to norms of care by accommodating thes n&f survivors and
restore their autonomy. The above examples demoedtthat at this tension point
misrecognition occurred and mutual recognition broke down.

A pervasive theme in the interviews has been the seinbelplessness and
victimisation participating service providers experiencedar tinteractions with ACC.
Disrespect perceived by participating service providers letlam disrespecting ACC
in turn and mutual recognition broke down.

| feel so undervalued by ACC. | have done all this harckvaod they don't pay.

We are bloody robots sitting in the chair and they (A@Gsh the button,

breaking down the whole therapeutic process. (Marie)

Marie expressed her sense of powerlessness in retatidéC and perceived
that ACC’s actions interfere significantly with thkerapeutic process. She repeated
Ruth’s observation that ACC used the dominant positioy tla&e as funding provider
to refuse to pay for her services.

ACC is brutal in their dealings with clients and disresfo in their dealings

with me... ... someone (ACC) is looking over our shoulder and makes
decisions...it is intrusive and | fear it might retrauisathe client...l hold much
better sexually abused clients that are not ACC funddéai'’t have an authority
that tells me “that is it, you don’'t get more hoursknbw | don’t open a can of
worms and then have to stop working with the client beedhe funding runs
out. Two to three sexually abused clients that aréd\@@ funded take me as
much energy as one ACC funded client. It is anothdroaily that creates stress.
(Kate)

It was Kate’s perception that ACC is brutal in their degd with survivors and
disrespectful towards her. She pointed out that the A@C used its authority was
intrusive and might be retraumatising for survivors. Ka#tesl that a survivor funded
by ACC caused her at least twice as much stress thawasrthat are not funded by

ACC. Without ACC involvement she was able to conduct herkwithout having to
comply with requirements that are in conflict withr le¢hical standards of care.
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Kate’s perception of disrespect from ACC has beemamgd in many articles in the
managed care literature (Blum, 1992; Edward, 1999; Karon, 19p&rry, 1998;
Wineburgh, 1998) that discussed the disrespect from funding iagetmwards
therapists. These writers concluded that the requimtsrand procedures necessary for
authorisation or reauthorisation of funding are foohgpower and control that threaten
the therapeutic relationship and imply disrespect of phefessional integrity of
therapists. Participating survivors also have intergref€C’s requirements and
procedures as disrespect towards providers.

How can somebody who sees me for one hour haveexr katiwledge of where

| am at than my doctor and my therapist, who have deahng with me for the

last 4 years? | find that incredibly insulting that uiltiig to them (counsellors),

that they are not deemed professional enough to makejtitggaments.

(Cassie)

Cassie, a participating survivor, believed that ACC’s laficlcust in therapists is
insulting and infers a lack of trust in therapists’ capigbilo make valid clinical
judgements. Edward (1999) described the exposure of survivalsutais about their
therapists’ skills and integrity as a grave interfeeewith the therapeutic relationship.
Survivors with a history of sexual abuse need to be abded their therapist as strong
and capable, especially if their caregivers in childhtad lacked these qualities.
Therapists need to be able to model personal power @wodiany for the reparative
therapy process to unfold and “...the therapist without gypwithough he could do
little harm, would also have little ability to helpetpatient” (Chodoff, 1996, p. 300).

| had to write a report for one of my very difficalbd traumatised clients and

ACC sent it back with the comment ‘unacceptable’.dldo’t believe it. They

could have said could you expand on this... or could you cldréi.. | was so

stunned and humiliated. (Alexandra)

Alexandra had a caseload that consisted only of clighats were funded by
ACC. This made her completely dependent on ACC for remnne. She was shocked
and felt humiliated when she received a report back thie comment ‘unacceptable’.
Alexandra’s distress implied that she felt disresgkateher right of being treated as a
responsible therapist with whom ACC could engage cotlibvely for the best health-
outcome of the survivor in her care. Her quote alsacatdd that her self-esteem was
harmed by the implied devaluing of her capabilities asiracian. Like all therapists
who work with victims of sexual abuse, Alexandra is vidide to secondary or
vicarious traumatisation through client’s traumatic materA recent New Zealand
research of vicarious traumatisation of therapistso#lg 2003) stated that signs of

vicarious traumatisation of therapists due to clietfésimatic material are accentuated
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and heightened by additional primary traumatisationtduegther disrespect from ACC,
the organisation one works for, or through one’s colleaglieat Alexandra suffered
from such primary traumatisation was still noticeablethet time of conducting the
interview that took place shortly after the incidenthwACC. She was upset, had
difficulty to express herself, and her language was vagdeunspecific, all signs that
victims of sexual abuse might display as well.

One of my supervisees only works with ACC clients andn®st burning out.

She sees herself as a marionette and ACC is pullegttimgs. She is constantly

writing reports. There is often no time left in supdonsto attend to her clients

or to herself. (Kate)

Kate described the circumstances of one of her superwideesaw herself as a
puppet on a string, without any control while ACC is pullirgy Btrings. Instead of
using supervision to disseminate the effects survivors’ taabad on her or discuss
client’s issues, Kate’s supervisee needed to spend thablaltime to meet ACC'’s
requirements for report writing.

Just as participating survivors struggled with not being &bleave influence
over the funding for their treatment and the condgi@itached to it, participating
service providers struggled similarly with their sense ofrigavio power and control in
their work with ACC funded survivors.

...especially at the beginning the clinical needs of tlentlare not to do

paperwork, to write reports, and to go places wheredheyot ready to go to

yet...I need more time with ACC clients at the beginnmdevelop trust. There
are so much more intrusions. Does it strengthen them® Somes too early.

They have to deal with inappropriate stuff too early. (Kate)

Even though Kate indicated that she was not opposeditmgvreports, she
guestioned that ACC understands the importance of timiwgiahg reports. She was
concerned that survivors’ clinical needs for settling d@and developing trust had to be
disregarded in favour of doing paperwork for ACC. Kate atmticated that the
difficulty of working with ACC funded survivors is notigt in feeling disrespected by
ACC as professionals, but also in the therapeutic regdplipsthey have to keep
survivors safe. To maintain safety service providers dftare additional work, such as
after hour telephone support or liaising with crisis se@wviwhen their clients struggle
with exaggerated psychiatric symptoms, heightened diswed®come suicidal due to

the impact of ACC'’s interaction on them.

A big obstacle is when clients start and we need t@wwid reports in the first 4
weeks with very detailed information about the abuse lagid lives. The
therapeutic relationship is still developing in that tiamel its strength is limited
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regarding the ability to hold the client...clients then htovbold on until they

hear whether they are accepted while feeling doubts abing believed. It's

like a speed bump and the client moves away from mei€Ma
Marie also questioned the appropriateness of writing ddtegiports at the very early
stage of therapy even though survivors, who usually gtarapy because they are in
considerable distress, may have pressing therapeutic. ndedever, in the first four
hours of therapy information has to be gathered foo\eer determination report (ACC
form 290, Appendix J) about survivor’s history (personal mwedlical), the specifics of
the abuse (being touched, fondled, penetrated, oral, Vagira, or being forced to do
that to the perpetrator, the level of threat involvetlle specifics of the abuse
circumstances (date, location, frequency, perpetratoridege age, and relationship to
victim), diagnosis, symptoms, consequences of abuse, geateguirements (specific
goals, how they will be measured, which treatment mdadll be used, how long it
will take to achieve the goal), criminal convictions afwvor, alcohol or drug abuse,
and whether any other agencies are involved.

Marie described the submission of detailed reports aethiy stage of therapy,
when a solid therapeutic relationship has not yet beabletied, as a speed-bump that
interfered with survivors’ ability to engage therapeuticalith her. Survivor data in
this study (Chapter Eight, pages 141-161) underlines Marie’'s smnby describing
how much survivors struggle with issues of dependency, dmmtiality, lack of
transparency, and powerlessness in relation to subgni#ports. Participants were in
agreement that, whilst early report writing serves AC@terest for oversight and
control, this is not in the interest of survivors’ whaseeds at that point time are rather
the establishment of survivor safety, the developmenh®ftherapeutic relationship,
and the building of trust.

“When | think what does it cost? | think it actually ctoste and what ACC is

trying to do is save time and save money for payindnéars. | think it actually

creates the opposite. It's unwise! (Kate)

Kate believed that ACC'’s insistence of writing detailggorgés at the beginning
of therapy is unwise and an economically unsound decimoause survivors’ stirred-
up emotions and distress evoked by the reports needed tdragieention. As this
happens usually before emotion regulation skills and edistitolerance skills are
developed, additional session time is needed that mightawat been necessary if the
focus had been more survivor needs. How participants wehlthe tension caused by
their need to provide therapeutic services for the surwivortheir care and the

perceived disrespect from ACC and is described in thewwlg section.
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Limiting Working with ACC Funded Survivors

While it is impossible for therapists to avoid vicarioraumatisation through the
contact and intense work with traumatised services ysaticipants have described
how they avoided the accumulation of traumatisatioough ACC.

| have to limit ACC clients because work is so heawneed a balance between

ACC clients and non ACC clients in order to stay \aelll keep enjoying my

work. (Brenda)

Brenda described that she looked after her well-beingntyiig the number of
ACC funded services users she worked with. By doing sdisited the stress and
avoided burnout that could occur through ACC’s disrespestivivors and therapists.
Kate also restricted the number of ACC funded survisbeswas willing to work with.
She explained her decision in the following.

They (ACC) are the higher authority who set down raleg | have to meet their

requirements to not sabotage the funding for the cli@aghat puts me into a

dependant position too. So | am not in my autonomy...| neggkct in order to

work, and there is no respect coming from ACC. (Kate)

By restricting the number of ACC funded survivors in tase-load Kate solved
her problem with exaggerated stress she believed was imppgedC’s requirements.
Kate mentioned that she felt she had to comply wijuirements so that she did not
sabotage survivors’ funding. This placed her in the pasiod powerlessness and
dependency and limited her autonomy. All other partiangatervice providers have
used the strategy of limiting working with ACC funded surve/th minimise stress and
disrespect they were exposed to. Their strategies $atirgy disrespect mirrored those
utilised by participating survivors discussed in Chapter T&b%-202). Rather than
resisting disrespect in a more outspoken and politieg, they aimed to maintain the
integrity of their psyche by balancing their economiua¢d for generating an income
with the level to which they exposed themselves toact@ns of disrespect.

Unfortunately, this passive resistance does little ntfeae thaintaining the status
quo and ultimately benefits only ACC because the marecgeproviders and survivors
withdraw from ACC in ‘silent protest’, the more likelysaving in expenditures occurs.
Without more outspoken and public resistance ACC mighbagushed to revise their
procedures and attitudes. Whilst therapists have the ehwlether to accept ACC
funded survivors or not, survivors may end up finding it naor@ more difficult to find
experienced and capable therapists to assist in thewvagcfrom sexual abuse. They
might end up suffering for therapists’ passivity.
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Working In Public Mental Health Services

In Chapter Seven (pages 126-140) the stories of five partigpstirvivors described

that the treatment they received focused predominantlytheir symptoms and

psychiatric disturbances while their history of sexual abuas® ignored and remained
invisible. Participating service providers commented eir thew of how public mental

health services shape recovery from sexual abuse.

Private practice is probably the only area where | tiawdreedom to define

how | work with sexual abuse and commit to the longer tghereas working

in an agency, sexual abuse is a box that at beskegitend then it depends what

psychopathology the client comes under as to what setivay get. Whereas in

another agency | worked for it was almost negated, amasabuse. “We don'’t
deal with that here...there is no co-morbidity and no oseres, only the
particular psychopathological symptom”. (Brenda)

Brenda explained that she did not have the freedom incpuiintal health
services to decide how and for how long she works wittimlgcof sexual abuse. She
mentioned that freedom existed for her only in her peiyaactice. Brenda confirmed
participating survivors’ experiences discussed in ChaptezrS@ages 126-140) stating
that sexual abuse was in some agencies totally ignarddira others just briefly
acknowledged. In her experiences treatment focused thdaly son the
psychopathological symptoms.

So a lot of the time | had to hide the work that | did related to anything other
than that particularly identified psychopathology. | tgothe stage where the
first ten minutes of a session we met the agenciesrezgents to talk about the
identified psychopathology and for the rest we exploredrtipact of abuse on
the person’s life. So it was sort of the secret hethat you do, which is really
crucial and you can see the results from working on #sabpposed to on the
symptom. It had to be invisible because it was driven &yequirements of
funding. (Brenda)

Brenda resolved the tension between working within hen@ge directives and
meeting survivors’ care needs by keeping her abuse-focusekl & secret. She
mentioned that this secret work was very crucial forvigars’ recovery and she saw
good results coming from her work. Holtgrewe (2001) stated sbatice workers’
formation of professional identity is closely linkedtte recognition they receive for
the quality of their work and their value as a healthfgssional from their agency and
their colleagues. Brenda’s covert resistance of henage policy deprived her from
that recognition, because her most important and eféegtork took place in secrecy
and was not available for appraisal by her agency.

Brenda experienced tension between her professioregrityt that motivated

her to provide best possible care for survivors and the resgant to follow
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organisational policy and guidelines of her agency. A teGamadian study (Austin,
Rankel, Kagan, Bergum, & Lemermeyer, 2005) explored thes#liats. They stated
that moral choices are “complex, messy, multifadetengs...when lived in practice.
The practice environment is invested with political, spe@iad personal issues in which
manipulation, conflicts, and power struggles flourish” (p.2I0)ey suggest that only
an appreciation of the complexity of moral dilemmas daing about improved
understanding and create the opportunities for genuinegdaland an environment
where difficult ethical decisions can be explored agsbrcolleagues. Brenda, however,
avoided addressing her moral dilemma with her agency. Yetjrbymnavigating her
agency'’s restrictions on her autonomy and self-ageneythsrapist Brenda partakes in
reproducing mechanisms of misrecognition “This is how conifm is re-produced
through subjective involvements and investments in the way tlarejs(Holtgrewe,
2001, p. 3).

The public mental health system is quite punitive witfards to clients. If they

complain or disagree with what health professionalsiden the right treatment

they are immediately labelled ‘non-compliant’. “Thefassionals know better”.

(Ester)

Ester described the public mental health system as yairatid unwilling to
collaborate with survivors about important treatmentisi@es. She alludes to the
marginalisation that is deeply entrenched in the wayntental health system perceives,
respects, and treats survivors and thereby reinforces/stsvsubordinate position in
the survivor/service provider hierarchy. Frazer (2003) consid@ssecognition as
“institutionalised patterns of cultural value in ways thegvent one from participating
as a peer in social life...that constitute some categjofisocial actors as normative and
others as deficient or inferior” (pp. 29-30).

Most clients that struggle with the treatment theenex are unable to access
consumer advocates. They are too afraid and can’t ddathetstress on top of
the PTSD symptoms. They don’t even go there. (Brenda)

Brenda explained that most survivors struggle to assartrtgbts or get their
care needs met. This struggle has also been discus€dthpter Ten (pages 181-202)
which showed that survivors need to develop self-confideselrespect, and self-
esteem before they can challenge authorities. A findintigi® study is that survivors are
unable to assert their rights and challenge authorigssrtheir positive self-relations of
self-confidence, self-respect, and self-esteem amngitiened. Survivors in public
mental health services may not be able to utilizeepatadvocacy and complaint

procedures until these positive self-relations are develope
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Conclusion

This chapter has shown that service providers’ defintibrecovery from sexual abuse
closely mirrors the understanding of participating survivdise importance of the

therapeutic relationship has been confirmed as the mstriant tool for recovery to

proceed. It came as a surprise that ACC did not perteste¢hey had an important role
in the shaping of survivors’ recovery from sexual abusevéver, caution needs to be
taken with this finding given that only one person, a semmmnager, had been
interviewed. Her view might not be representative of RBC as a whole perceives
their role in the recovery from sexual abuse.

Survivors have expressed (Chapters Eight) how signifitenimpact of ACC is
on their recovery and service providers, who work witlvigars of sexual abuse, have
had a similar experience. However, service providers didonly struggle with ACC
and the strains ACC puts on the therapeutic relationdhay, also commented on how
hard it is to be exposed to the post traumatic symptaspsaged by survivors of sexual
abuse. The break-down of mutual recognition between AGCpaoviders of ACC
funded therapy for the recovery from sexual abuse ha&n w®mpared to the
experiences of survivors. Whilst therapists felt underee and disrespected by ACC
and ACC case managers, they responded to this witlspeseng ACC in return. It has
been suggested that this breakdown not only threatenepists’ self-respect and self-
esteem, it also threatened the therapeutic relatioasigipthe recovery of survivors.

Service providers’ difficulties to provide appropriate abusai$ed therapy in
the public mental health system was discussed and tldus@mm has been drawn that
service providers’ compliance with institutional policidmst require the treatment of
symptoms while sexual abuse remained invisible contribtdethe reproduction of
misrecognition and maintained the status quo.

The difficulty to engage in a meaningful dialogue and tokwowards resolving
conflicts between service providers in private settings andcseproviders who work
in larger system settings, has stood out in this cha@{éhout opportunities to find
ways for inter-professional co-operation, the breakdoWmutual recognition appears
to be almost inevitable.

The following chapter will provide an in-depth discussiorthe findings that
led to the formulation of a dynamic model of recovery
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CHAPTER TWELVE

BALANCING RECOGNITION AND DISRESPECT

This study has explored the research question “Howveisdtovery of victims of
sexual abuse shaped by the services available”? Patitigimurvivors of sexual abuse
and service providers have shared their stories and vieveco¥ery with me. | have
learnt from them that the journey of recovery i®arpey filled with hope and despair,
with times when progress is experienced, and times wételpasks are harsh reminders
of the struggle called recovery. The following table 1vegian overview of this

chapter.

Table 15 Chapter Overview: Balancing Recognition and Disrespect

Balancing Recognition and Disrespect

Shaping Through Mutual Recognition

Shaping Through Disrespect
Public Mental Health Services
ACC
Lack of Understanding
Whose Needs are Being Served?

Shaping Through Balancing

Reflections on Using Honneth’s Recognition Theory
Limitations of Recognition Theory
The Study’s Contribution to Recognition Theory

Recommendations for Theory and Practice
Service Provision
Removing Disrespect
Consumer Advocate
Asking About Abuse
Treatment Policies

Limitations

Further Research
Understanding Sexual Abuse
Policy Development
Theory Development
Professional Development

Conclusion
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Participants’ stories and views and my interpretatioth@r recovery experiences, have
led to understand the recovery of victims of sexual abasebeing ‘Balancing
Recognition and Disrespect’, which is integral to the modélined in figure 13 (page
222). Its main parts, the cycle of recognition and thdecg€ disrespect have already
been discussed separately in the findings chapters Seiggn, Nine, and Ten. | will
present here the model in its whole and discuss itBcatipns for practice, education,
and research and then elaborate on the limitatiottso$tudy and further research.

Services shape the recovery of victims of sexual abuseigh providing
experiences of recognition and disrespect that direatigct the development of
survivors’ self-relations and identity. In pursuit of ogery participants had to
internalise experiences of recognition and balance tiéh experiences of disrespect.
This balancing was not linear and not always consciousook place through a
backwards and forwards dynamic that reflected the varipeér@nces survivors had
had with a wide range of service providers. Experienceseadgnition led to the
development of self-confidence, self-respect, self-este@nd the formation of a
positive identity.

Although disrespect was perceived by participants as hinggdeeicovery, the
findings of this study propose that experiences of og@shad the important function
of facilitating the development of participants’ remiice and distress tolerance which
assisted the recovery process. It is a conclusidhi®Etudy that only through engaging
in the struggle for recognition and resisting acts ofedigect have participants been
able to realise that recovery had progressed and thahthieyger needed professional
assistance.

Balancing recognition and disrespect has been liken¢ldettoss of innocence
whereby the longing for the good and benign caregiver hdm teurrendered for the
realisation that therapists, health professionalsam@ucies, all have the capacity to be
‘good’ and provide nurturing and care and to be ‘bad’ by notgbable or willing to
meet participants’ requests for care or services.

It was a struggle to represent the complexity and deptthefinterpersonal
dynamics as well as the intra-personal dynamics #iape recovery in a two-
dimensionally model. The model therefore can only beoadmap’ that offers some
guidance through a landscape marked by a web of multipdioreships between
survivors and service providers with the influences of peimeqt interpretations,

beliefs, and deep psychological processes.
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Figure 13 Balancing Recognition and Disrespect
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Shaping Through Mutual Recognition

Mutual recognition can be found in the cycle of recognitigufe 13, page 222) at the
beginning just after contact between participating sursigervice provider, and at the
last point of interaction. Honneth (1995b) explains thaperson’s development of
positive self-relations is dependant on mutual recognitiwnieciprocal recognition.
Mutual recognition describes the quality of the relatigmdletween persons, who are
mutually willing and able to treat each other with coesation, support, care, respect,
and appreciation. Thus the term mutual recognition descwibat is known in therapy
as the therapeutic alliance.

Mutual recognition is placed in the positions in figure 18alkse they follow
logically in the linear representation of the modelwdwer, the processes described are
not at all linear. Survivors may not notice that thewe received recognition from
service provider(s). Perceptions may have been distorteatts of recognition may
even have been interpreted as experiences of disteffgearticipants did not perceive
the treatment they received as helpful, it was im¢ffe and unhelpful for them,
independent of whether the treatment was appropriate a@aonot. This highlights
how important it is for the delivery of effective sex@s that service providers are aware
of survivors’ interpretations of the treatment thegetiee.

Charon (1998) explains that human beings are unable to comgreéality
because all experiences are subject to an interprefatdeess that is influenced by
perceptual filters, for example, our history, values, beliefs. Subsequent emotional
and behavioural responses will be based on that perstiaied perceptions. Thus
providing recognition by itself does not lead to mutual redagnand does not lead to
recovery unless survivors accurately perceive that recognitas been given and a
cycle of recognition, supported and driven by mutual recognitias been established.
This highlights the importance of service providers tiga@nrvivors’ perceptions of
therapy in a collaborative spirit of inquiry, equalignd recognition. Only then can the
collaborative project of recovery be nurtured through muteeognition towards a
successful outcome.

It is also conceivable that mutual recognition may be éepeed at several
stages of the cycle of recognition, or that s have laydd response to receiving
recognition and need time to develop trust before theynéxtecognition to the health
professional. Most important is to keep in mind that surgi@ve an important part in
the establishment of the therapeutic relationship ancftbrer of mutual recognition.

Thus the research question “How do services shape theergcov.” must always be
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answered with the additional comment that survivorsalways a significant partner in
the shaping of recovery, which emerged in this studyrasiprocal process.

Participants, who came from an impoverished socieirenment in which care
and support was scarce, were very grateful for thearatesupport they received from
service providers. This gratitude was expressed through recogrgarticipants
extended to service providers in the form of trusting thevise provider,
acknowledging the important role the service provider hakieeping them alive, and
appreciating his or her professionalism (Chapter Ten, pa§ds202). A self-re-
enforcing, perpetuating cycle consisting of mutual recognitiane, improvement in
symptoms, and improvement in self-relations was eshaualisand participants took
large strides towards recovery.

The findings of this study confirm the many studies (Drauyck®®9; Glaister &
Abel, 2001; Hyman, Gold, & Cott, 2003; Palmer, Brown, RaeaGi& Loughlin, 2001;
Starzynski, Ullman, Filipas, & Townsend, 2005) that nanhedherapeutic relationship
consisting of validation, support, kindness, and empowerimetween service provider
and s as the main determinant of positive therapy outcoiewever, beyond
confirming the above-mentioned studies, it was possibldetmonstrate within this
study that recognition in the form of emotional suppod eare, cognitive respect, and
social esteem are most helpful because they diréctich the core of human self-
understanding and identity formation, which is critical the process of recovery.
Recognition and mutual recognition derive their importancerdoovery from sexual
abuse in that they facilitate the development of atpessense of self which has tried
so hard to emerge from a self that had been contamibgtexberiences of abuse.

Therefore, under the condition of mutual recognition ses/shape the recovery
of victims of sexual abuse through providing experiencesaignition that impact on
the development of positive self-relations and themfdion of a positive identity
(figure 13, page 222). The cycle of recognition representsatial space that has been
discussed as an enriched environment in which people treatodamhwith respect,
care, and an appreciation of what the other has ta ¢bfege 55). The cycle of
recognition represents a space in which connections ade,nhelp is offered, and the
other person’s well-being is considered. It represents ‘tluesery’ of human
development in which growth occurs.

The findings of this study suggest that, independent from different
therapeutic settings in which survivors may pursue tleemovery, the conditions of the

‘nursery’ need to be present. How therapists and ACCtheste needs and facilitated
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the recovery from sexual abuse by providing recognitioaun love by believing,
creating hope, being there, and understanding and throug@rdahéing of rights by
funding abuse-focused therapy has been illustratedapt€hTen (pages 181-202).

The recovery process began when participants engagedsa-&rused therapy
with a therapist with whom they were able to estabiigitual recognition. Participants
started to internalise the supportive presence of thdatmlg, knowledgeable, and
understanding therapist. Participants self-structures al@eeland strengthened through
the therapist giving undivided attention, offering newighss, and encouraging the
practice of new behaviours while challenging unhelpfuone

Again, similar to the establishment of mutual recognitidme progress of
recovery did not just come about through the provisionecbgnition needs by the
therapist, but depended largely on participants’ importask of internalising the
recognition given by the therapist. Identity formatiena process whereby persons
come to form their sense of identity through the wahérs’ interact with them and by
how they interpret that interaction. It demonstrategs most simplified form that if a
person is treated with support and care s/he will corsea@dim or herself as somebody
that might be worth caring about. Over time abusedbadentity statements such as ‘I
am worthless’ will be replaced with a more positive serfsdentity of ‘I am worthy of
care’(see Chapter Two, pages 15-19).

This became evident when participants talked about thessbiing self
(Chapter Ten, pages 181-202). They started to feel like humeigs when they
noticed an improvement in their trauma responses. Synspédtiter ceased completely
or became manageable. Cognitions were decontaminated andippats’ self-
perceptions improved. These were the most significantria responses which, when
improved, enabled participants to function better inapaccupational, as well as
recreational contexts. It gave them a sense of @oower their lives along with a sense
of self-responsibility and autonomy.

This internalising process set up a self re-enforcing loopnmufrovement
between trauma response and self-relations (figure 13, 222 indicated by the
dotted line. This could be explained with Cozolino’s (2002) mgenthat new neuro-
pathways are built when people are exposed to challemigést having access to care
and support. New ways of behaving, thinking, and understandiegetbinbecame
possible for participating survivors. It is this identibrrhing quality of intersubjective
processes that make interactions with service providekstalofor the recovery from

sexual abuse.
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Just as providing recognition affects survivors by developingiyp®self-relations of
self-confidence, self-respect, and self-esteem, thesapnd other service providers will
also be affected by the recognition they receive frofiths. impact of such recognition
is most likely less profound for therapists than ifas survivors, because therapists
usually don’t have such a huge deficit in positive self-ratetias survivors have.
Nonetheless, they can not avoid being affected. Thieeiscase both for recognition
given as well as for disrespect given.

The achievement of self-confidence, self-respect, alfeestem can not be
treated as a by-product. Treatments and interventionsnatter of what theoretical
orientation, will be effective when provided under cowmaisi of emotional support
which promote self-confidence, cognitive respect which piterself-respect, and social
esteem which promote self-esteem. Achieving the estaldishaf these positive self-
relations and a positive identity constitutes recovespfar that therapy is no longer
required.

Besides shaping recovery through recognition, serviceshigmed the recovery
of victims of sexual abuse through providing experiencedisrespect that directly
impacted negatively on participants’ self-relations andbitéd the development of a
positive sense of identity. Rowe (1987, p. 11) gives a movingrigden of the
devastation caused by threats to the self “We feahdeat far worse than death is the
annihilation of our self. In this our body might survive bt which was our self has
vanished into chaos and nothingness”. The following digsulew the findings reflect
the threats to participants’ selves.

Shaping Through Disrespect

The cycle of disrespect represents the social spagbiah people became hurt because
their basic right for recognition was compromisedpigual, or even violated (figure 13,
page 222). It is the social space in which power relatibia®mination, exploitation,
injustice, discrimination, favouritism, and marginatisn implicit in the experiences of
sexual abuse, are reproduced by services that maintainvikibility of sexual abuse
and re-enforce the inequality between service providers smdivors. The
asymmetrical distribution of power marked in this studynassibility of sexual abuse,
inequality, and lack of understanding was synonymous witlginotg recognition and
became a threat to participants’ physical and mentdithe
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Public Mental Health Services

The findings of this study suggest that the recovery ofimsctof sexual abuse is
hampered in public mental health settings because sekuak as a causal factor of
psychiatric disturbances is in most instances ignoretl abuse-focused therapy is
rarely, if at all, provided (Chapter Four, pages 64-67). ¢haatnts may have received
care and treatment for their symptoms, but not emotisupport and care that
considered their whole being within the contexts of thetories of abuse, neglect, or
other forms of interpersonal violence. It is suggestedthainvisibility of sexual abuse
has been the main cause of participants’ continuing,aariothes escalating, struggle
with psychiatric disturbances. Disturbances, which atirto recede as soon as
participants engaged in abuse-focused therapy with tif@ “therapist.

Instead of providing therapy that has proven to asstsieimecovery from sexual
abuse (Briere, 2002; Herman, 1992), public mental health ssrtiave relied largely
on medication and became convenient dispensaries for dragacees. The findings
discussed in Chapter Seven (pages 126-140) showed that patticipgmeriences
within the public mental health system were disastrousiem. Years were wasted
coping without appropriate treatment and without signiticamprovement of
psychiatric disturbances. Yet, participants were samerable and under-resourced
through the lack of emotional support and care; they weeble to complain or to
make their voices heard. By having the monopoly of beiegotily provider for free
mental health services and by serving a consumer groupttbggles to find its voice,
public mental health services escape the regulatory mdsketmics of supply and
demand and can continue providing services to a large nurhbervice users that are
ineffective.

New Zealand studies (Lothian & Read, 2002; J. Read, YoungeB@&ollo, &
Harrison, 2001) have reported that 64% of the users of pmdictal health services
have a history of sexual or physical abuse. Given tidinfys of this study it may be
therefore concluded that treatment for over half thenlver of service users in the
public mental health system may be ineffective becauagababuse remains invisible
and therapy is not offered that could provide recognitiooudh emotional support and
care, cognitive respect, and social esteem. Expenditaregpublic mental health
services have risen between 1995/96 and 2004/05 by 88% (aftedezorggiinflation)
to a staggering $866.6 million for 2004/05 (MHC, 2007, p. 14). This nise
expenditures is not surprising when it is allowed fat thver half the number of service
users is unlikely to respond positively to the treatmérgrgbecause the treatment does
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not include addressing therapeutically histories of (sexalalse. Instead service users
barely manage, or, as shown in Chapter Seven (pages l2Gié#f))orate to a
concerning level in their functioning.

The disrespect is not only reflected in not receiving apgtEprtreatment,
participants’ consumer rights to informed consent, ppdi@n, and unnecessary
prolonging of suffering have been violated. Information waisgiven about the impact
of sexual abuse, available sexual abuse treatmathtA@Q& compensations, preventing
participants from accessing resources and compensatignarthentitled to by law. As
a consequence, participants have unnecessarily sufferedany years with disabling
symptoms and compromised functioning.

Keeping sexual abuse invisible is not only costly taegg@and survivors it is a
waste of funds and a waste of years in which participeotild have enjoyed a better
quality of life. Invisibility is indeed a lack of recognitioRarticipants’ suffering has
been reduced to identifiable symptoms of depression, anxietgther disorders for
which medication has been prescribed. In response, publicambealth service
providers were perceived by participants as unhelpful, inctanper neglectful.

The individual stories of participants show that theyevenaware that their
psychiatric disturbances could be associated with tixpereences of sexual abuse in
their childhood (Chapter Seven, pages 126-140). Not knowing #iabnnection and
the shame and fear associated with the abuse madgoissible for participants to take
initiative and disclose their sexual abuse historydalth professionals without being
asked. If it had been possible for participants to connditt av health professional
regularly and establish a therapeutic relationship basedecwogmition principles,
participants might have had a more positive experienc#s public mental health
services.

However, public mental health services can not be hedhansible for all
incidents in which sexual abuse remained invisible. ieliot not disclose for a raft of
reasons. Defence mechanisms of avoidance, suppressioessien, and dissociation
that are frequently observed in survivors of sexual abusggat nmhibit the disclosure of
sexual abuse. Some survivors of sexual abuse may nevééh therapy as a useful
treatment for their problems. They might be veryingjlto have drugs prescribed in the
hope to medicate their problems away without having tohgaugh what they might
perceive as the unpleasant, time consuming, and pakdtdise of therapy.

This study emphasises the need for public mental heattliceg to inquire

about (sexual) abuse histories in patients which haadirbeen mentioned by Read
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and colleagues (2001). This has been the single most impzdaa for participants in
this study in their experiences with public mental hesdttvices.

ACC

In contrast to public mental health settings where ggsshad been devastating for
participants, their experiences of perceived disrespettteir dealings with ACC have
been less destructive to their self-relations and igenilthough they struggled with
perceived disrespect from ACC, they were able to baldine distressing experiences
with ACC with the care and support they received froairttherapists. This balancing
continuously fuelled the growth and development of paicis’ self-relations,
understanding, and resilience.

Before engaging with ACC, participants had held the unspoke
expectation that ACC would be a caring agency that woakkrthe best effort to assist
in their recovery and would more noticeably reflecti@oresponsibility. Participants
were surprised and disappointed when they realised that di€@ot seem to care
about the individual claimant but followed strictly thelipies and procedures outlined
by the law. Getting used to the procedures of an insu@meany and having to deal
with case managers that were perceived to have no usmadirsy of sexual abuse or the
therapeutic process was difficult for participants. iBigints felt they had to submit to
procedures that caused extensive distress because they rgmmiscent of the
dependency and powerlessness of their childhood circnogstan which they were
abused, used, and betrayed. This led to a deterioratiotheaf trauma response
described in Chapter Eight (pages 140-160) and their psychiaticbances increased.

Participants had no choice but to submit to what say as ACC’s demands,
because there were no alternative services for tbheapproach. Public mental health
services do not offer abuse-focused therapy and partisigantd not afford to pay for
their therapy privately. The development of autonomg’® ability of “...thinking,
feeling, and making moral decisions that are truly your,aatter than following along
with what others believe” (Steinberg, 1999, p. 276), was hadp#irough these
experiences that enforced dependency. A mainstay of rgcosarvivors’ need for
autonomy, was given up for the bureaucratic and adnatigtrinterests of ACC.

Even though Garry Wilson (Chief Executive of ACC in 2003) esped in a letter sent
to the NZAC (Dallaway, 2003) that “The purpose of thesgi¢ws and assessments) is
to ensure appropriate referrals to other treatment previdex considered, and to
‘check’ on the progress of counselling”, participantd participating service providers
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believed that ACC’s motivation is to discourage claitsafrom applying for further
funding. This impression has been re-enforced by mediateepbiclaimants feeling
harassed by the constant requests for assessmentsvengdug applying for funding
(Crampton, 2003; Howard, 2002a) and of ACC’s intentions tosgetk’ (claimants)
off their scheme (Crampton, 2002). Reports of rigorous fteinagement’ through
using claimants’ exit rates as key performance indicdtorstaff, which are “constantly
being reinforced at all levels in the organisation by semanagement” (Char, 2002, p.
2) had added to suspicions about ACC'’s intentions.

Participants’ sense of injustice was evoked by impéiatl explicit demands of
submission, lack of equality, and lack of control over tberse of their treatment
causing anger, fear, and distress. ACC had knowingly onawikgly set up a system
of disempowerment that functioned through participantsgbexposed and observed
and through bureaucratic layers that were difficult toepete. Participants perceived
that basic principles of empowerment, avoiding retrawgaatin, safety, and support
were non-existent in their relationships with ACC. Mutgalognition broke down and
recovery was hindered.

Sexual abuse therapy funded through ACC involves threieparhich are
ACC, the therapist, and the participant. This triad \wasverfully pulled into the
dynamics of the drama triangle whereby participantSCAand therapists were taking
turns in embodying the victim, perpetrator, or rescuer posithll but one participant
had the impression that ACC is an abusive service provithereas all participants
made admiring comments about their therapist, thugisgliboth service providers into
good and bad. Although this dynamic was particularly notieeatl participants’
interactions with ACC, splitting into good and bad sexvjgroviders and the re-
enactment of the drama triangle occur frequently wheticgents had been subjected
to traumatic victimisation in the past. It is the wiesi inability to tolerate a frustration of
his or her needs that has been mentioned by Herman (18@Zrefnetz (1997), that
drives this dynamic and interferes with the recoverycgss. The findings chapters
Eight (pages 141-160) and Eleven (pages 211-217) have given manylexaihow
these unhelpful dynamics have emerged amongst participahteevice providers.

This splitting, explained by Klein (1991, p. 181) as “one ofghdiest ego mechanisms
and defences against (frustration and) anxiety”, is a paldigtortion of reality. It
allows the child to ‘split’ the mother into the ‘good’ ther/breast that is gratifying the
child’s needs and the ‘bad’ mother/breast that is withhgldratification. By splitting,

the child avoids reconciling that mother can be bad and.giias reconciliation is only
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possible much later when through maturation and good enoudtenmgy the child is
able to tolerate that not all its needs are instantlfigch

Although ACC seems to give enough evidence for its ‘badnkessugh their
overly bureaucratic, inflexible, policy driven, and moraented structure, there is a
lot of good coming from ACC that is ignored through t&glitting’. The financial help
and assistance in rehabilitation that ACC offers fonynaeople, including survivors of
sexual abuse, is in other countries either not availablall or only through costly
private health insurance schemes.

Therapists easily occupy the ‘good’ side of the sptip$y through the nature of
their work that requires that they focus for an ertivar each week fully on the needs,
thoughts, dreams, pains, and hopes of the survivor. Pantisipathis study were very
grateful for having such an opportunity and were able to dpvstirong bonds with
their therapists. However, having assigned the ‘bad’ ensglitting dynamic to ACC,
participants were able to avoid acknowledging the ‘badheir therapists who will at
times have slipped by being not understanding, hurtful, cegleand not available for
support.

Most of all, splitting allowed participants not to death their internal good-
bad split that reflected their struggle with abuse, shaself-blame, love, and rage and
instead released their feelings of fear and anger in thktionship with ACC. This
avoidant aspect made splitting a significant obstackhenprogress of recovery from
sexual abuse. Instead of working therapeutically survivorgedetheir strong feelings
of hate and love towards service providers who intenddelm even if this help was
delivered clumsily or unhelpfully.

If ACC and therapists would unite and offer their sty@artnership for progress
in recovery, survivors would not be able to project thetr internal ‘good’ and ‘bad’
split and would have to deal with their internal canfliand their traumatic past. It is
this counter therapeutic nature of splitting and the detrial impact on the self-
relations of survivors and health professionals, treltas the call for inter-professional
co-operation most urgent. Treating such co-operationnahairgent item of luxury on
the agenda of professional development could be a costghka. It costs participants
years of struggle rather than enjoying mental health pesented in the cycle of
disrespect (figure 13, page 222), and it costs society sargeints of money that could
be spent for other urgent social projects.

Even if such collaboration is not quickly forthcomimgtapists are well advised

to use make full use of their skills and supervision tmdabeing the infallible therapist.
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Although it might be seductive to aim for the title aofallibility, survivors are only
recovering when they have to cope with their needs anceddsing frustrated. Thus

the infallible therapist might in itself be an olud&ato recovery.

Lack of Understanding

Participants’ experiences with a wide range of serpiceviders by whom they felt
mistreated have been interpreted in this study as hgatifessionals’ lack of
understanding sexual abuse, basic sexual abuse treginmeples, and the needs of
survivors of sexual abuse. Chapter Nine (pages 161-179) agmkentberiences that can
be related to the invisibility of sexual abuse in the pulniental health system, whereby
treatment has been provided without taking the specific needarvivors of sexual
abuse into account. Other experiences in Chapter Nusalesl the power differential
between participants and service providers, whereby petits have not been
consulted, not been treated as equal, or their needsdeawn openly disrespected.

Read and Fraser (1998) researched the staff responsesotiehisf sexual
abuse in psychiatric patients. They found that many didsee the need for specific
training and believed that their training in general mentalthecare prepared them
adequately for dealing with service users with a histoigeabtial abuse. This attitude is
not just noticeable in public mental health settings.nimgiinstitutions in New Zealand
give only the smallest attention to the treatmensexual abuse, if any at all, even
though survivors of sexual abuse and other forms of int&spal violence make up
more than half of the people who engage with mentalkihgrofessionals (Lothian &
Read, 2002). Thus sexual abuse is not only kept invisible in puoigictal health
settings but also in training institutions that prepare aghists and other health
professionals for a wide range of agencies and treaseéirigs.

If therapists want to further their education aboetgspecific needs of survivors
of sexual abuse, they have to rely on literature ammdsional workshops. As a result,
provider for sexual abuse services might be poorly prepareétddahallenges survivors
of sexual abuse present for them. The model ‘balancinggné@n and disrespect’
(figure 13, page 222) demonstrates with the cycle of disredpeat this lack of
understanding translates into escalating trauma respams$ésnaers recovery.

Incidences of interpersonal disrespect link also tcalyenmetrical distribution
of power described by Armstrong (2005) as social distanciagxglains the disrespect
as due to tendencies that are inherent in human natdre@radispose individuals to
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inflict pain on weaker and devalued people. This takes plamrigh deceived and
distorted perceptions that exaggerate the differencegebatservice users and service
providers. It gives service providers an identity that isrdisto those they are to serve
and widens the distance between them and service useial @istance is created by
de-individualising service users who become a “...homogencugpgof individuals,
indistinguishable from each other, functioning as replaleeeogs without independent
thought and action and who require extensive policies égept the individual from
making decisions” (Armstrong, 2005, p. 4).

Health professionals and other staff within health cgtesns may support
attitudes, values, beliefs, stereotypes, and ideolodias ihcrease the degree of
inequality between service users and service providers andcerierarchical social
structures both inside and outside of treatment settidgjgefs that support that taking
histories of sexual abuse is not necessary in themesatof psychiatric disturbances
keep sexual abuse invisible. They give service providersritkal and intellectual
justification for social practices of disrespect ar twithholding of recognition
(Sidanius & Pratto, 1999). Survivors of sexual abuse are unalplarticipate actively
and self-direct their recovery. Instead they arenpeilone to’, as many incidences
discussed in Chapter Nine (pages 162-180) show. It is this uneaear distribution
between participants and health professionals that ledciparits to perceive the
treatment they received as mistreatment resulting & Ibheakdown of mutual
recognition and maintaining the cycle of disrespect (&dLB, page 222)..

This confirms Herman’s (1992) notion that no interventibat takes power
away from survivors is helpful. Yet the call for empowment and participation
promoted by Herman and the recovery model (Chapter Fours p@g®9) is not easy to
translate into clinical practice. Participants’ laskunderstanding about the origin of
their symptoms, their lack of self-confidence, the passimplicit in victim hood, and
the disabling legacies of sexual abuse described in this smdlye trauma response
(figure 13, page 222) prevented them from fully participatingvi€erproviders are
faced with the difficult task to find a balance betweenvjaling experiences of

recognition without acting patronising and encouraging undue depeyd

Whose Needs are Being Served?

A common question asked in studies that use the broa@vrark of critical theory is

‘whose needs are being served?’ This study has shownsénaices providers not
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always served the needs of participants. Therapy owtcstudies (Botella, 1999;
Lambert, 1992; S. Miller, Duncan, Johnson, & Hubble, 2000; Waan®001) and
social support studies (Campbell, 2005; Draucker, 1999; Hymand, &dCott, 2003;
van Loon, Koch, & Kralik, 2004) conducted over the last tlewades emphasise the
importance of a therapeutic relationship based on carerstadéding, support, respect,
equality, and education. Yet this vast body of reseagpgears to be often ignored or
overlooked by service providers and policy makers. Servieepravided according to
what service providers have to offer, not according tot whevivors need.

This is especially noticeable in public mental headttirsgs, where the lack of
providing therapy is justified with limited financials@urces and a strong attachment to
a bureaucratic model that emphasises a hierarchicalgsrdlat is led by doctors and
has an emphasis on drug treatment. Limited financialuress and emphasis on drug
treatment have over the years forged an influentialtually re-enforcing liaison
because the costs of one person’s drug treatment famghns significantly less than
providing therapy for the same time. Those survivots) wrefer drug treatment with
its promise of quick and painless solutions to their probleatiser than engaging in
potentially painful and time consuming therapy, add stretgtthe liaison between
limited financial resources and attachment to the bureamienadel mentioned above.
The knowledge service providers, policy makers, and vorse H#ir decisions on
when choosing treatment pathways is strongly influencedirnng companies who,
given the lack of public funding for independent researchyige funding and/or
financial assistance for most research, confereramas, professional journals (Read,
2006).

There is an influential multi-billion dollar industry insted in selling drugs,
techniques, and training courses catering to service providstiytions, and agencies
who look for the ‘special ingredient’ that makes thgraffective and most of all cost
effective. Driven by these financial concerns, serpicgviders and policy makers pay
little or no attention to the views of survivors whdktabout the healing effect of the
therapeutic relationship. Care, support, and respect angenwt that can be marketed
easily. This makes it hard for treatments that empblathe relational aspects to
compete with drugs or techniques that can be measured orircanister pack.

Rather than serving service users, treatment provided séteres the financial
and ideological interest of service providers, drug compaars,training institutions
(Botella, 1999; J. Read, 2006). The wealth of income thatnergeed by selling the

‘special ingredient’ can not even remotely be achieved &yithited selling power of
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‘being a helpful therapist who gives emotional suppod eare’. Thus the treatment
provided is not based on what survivors have for many yetestified as helpful but
instead is based on the financial interests of an indtisatyprotects its vast income
source by promoting themselves and their ‘special ingrédiéftile the recovery of
survivors of sexual abuse relies on relational skitisl care, many service providers

hinder recovery by following their own agenda (Chapter 8elzeght, and Nine).

Shaping Through Balancing

Participants’ views of how services have shaped teewvery from sexual abuse have
been represented with the cycles of recognition aneéghect and recovery has been
interpreted as the process of identity formation. Thex@ss involved the balancing of
recognition and disrespect. Participants described ehgierience of recovery as the
improvement of their psychiatric disturbances, theigmitions, and their social
functioning, and included the development of positive sealtgmions, self-
responsibility, and autonomy. It has been suggested hiese timprovements have
occurred as a result of the development of neural nmksnvhat are connected to a
person’s construction of the self and positive identi®yapter Three, pages 44-45).
While sexual abuse had disrupted and/or harmed positivatydéarmation, balancing
recognition and disrespect, experienced from services irdioimetheir recovery
journey, facilitated the development of a positive seriséentity.

The more participants had internalised experiencesooignition, the more they
were able to cope with experiences of disrespect.ciatits had an awareness of
recovery when they were able to resist disrespectighdfor their rights. Resisting and
fighting could take the form of actively engaging in dmhfor in removing one-self
from an environment in which disrespect occurred. Onlyudpinoresisting disrespect
and fighting for one’s rights did participants gain d §@inse of recovery. This leads to
the conclusion that both recognition and disrespedaaiiative of recovery.

A core finding of this research is that recovery froexuml abuse is only possible
through engaging in the struggle for recognition and resistitg @f disrespect. By
being able to overcome or resist acts of disrespett ltave been described in the
findings chapters, participants discovered new aspdctied identity, realised that
recovery had progressed, and they became aware that nihelonger needed
professional assistance. Rather than continuing tponeks from their ‘abuse-based

identity’ of helplessness, dependency and submitting toegpectful treatment,
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participants trusted their newly developed self-confidesel;respect, and self-esteem
and asserted themselves challenging service providers otlarypersons they came in
contact with.

Participants had been aware of injustice and feelingsudflbng before they
were able to voice their claims for recognition. le tsarly phase of their recovery
process participants were often entangled in dynamilesaoft helplessness, attachment
to the perpetrator dynamics, and self-destructive behavidhesexperiences of sexual
abuse had harmed the development of participants’ satftstes and prevented them
from being able to notice or articulate to others thai thghts had been violated. They
became distressed, angry, hurt, or acted out in selfudéise ways. In the later phase
of their recovery, when participants had started to ingtbeir self-relations, they were
able to use the emotional support and care they receivedope with hurtful
interactions. This gave them the opportunity to develgulation skills and positive
self relations that helped them to respond more restulicto incidences of perceived
injustice.

For participants to know that they were no longer vistohthe past they had to
rise to the challenges and engage in behaviours that umgneught-of prior to their
recovery, for example confronting a spouse, an emplogecase-manager, their
therapist, or ACC. Just as disrespect came in mamysforanging from minor
infringements to grave acts of abuse (page 178), resissngsdect was displayed in
different levels of assertiveness. Resisting disresgeatame the catalyst for
participants’ identity formation. It had the double fuantiof being vital in the
development of positive self-relations and of providingdféback to survivors that
recovery is progressing.

Only by having to respond to conflict or obstacles tortipdanned action
(resisting disrespect) did participants become awaretllgthad increased their self-
confidence, self-respect, and self-esteem. This seghdth them that recovery had
progressed and new ways of thinking, believing, and funcgomiere possible.
Therapy and its emphasis on emotional support and caistess in developing
readiness and strength for resisting disrespect. Inméderof disrespect provided
opportunities for testing the strength of participan&df-sonfidence, self-respect, and
self-esteem and engaging in the struggle for recognition.

The cycles of recognition and disrespect reflect theriseld position of ‘good’
(recognition) and ‘bad’ (disrespect). This splitting irgood and bad, or black and

white, is a common characteristic observed in surviebeexual abuse, which is due to
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not having received good enough recognition through love tolagewelf-structures
capable of buffering abusive or neglectful caregivdtgein (1991, p. 197), one of the
honoured ancestors of psychoanalytic psychotherapy ribescthe mechanism of
splitting as “...part of normal development” that infaatgjuire in the first six months
of their lives with the aim to protect themselves frdrastration, and fear of
persecution.

Klein (1991) explains that unable to cope with the tensfomamting the ‘good
breast’ and having their desire frustrated by the ‘bad tyrélas infant projects out onto
others its own destructive impulses as well as its goots [gd the self. The early
defence mechanism of splitting has been especiallgeddile in participants’ glowing
descriptions of their therapists as good and of theirpdeta indignation with ACC as
bad. This dynamic reflects participants deep longing forbe@ign and good ‘other’
who can do no harm and will give unconditional loyes kthe remnant of the longing of
the undifferentiated infant who has not realised thatther is a separate person with her
own needs and desires.

Rather than having to project out to others both theadgand bad parts of the
self, participants had to enter the depressive positioohaikidescribed as the growing
ability to hold the good and the bad and tolerate thecadsd depressive feelings of
suffering, conflict, remorse, and guilt, and overall aren@accurate perception of
external reality (Klein, 1935). She elaborates thatnthee persons are able to establish
a good relationship with their caregivers, the more thdlyprogress and overcome the
depressive position. Translated into recognition theorgtjcgaants can work through
the depressive position by increasingly internalising a€tsecognition, developing
their positive self-relations, and moving along on theaorery journey.

Cole (2003) claims that life would be impossible withoesistance. She
explains that resistance is not an impediment butitiveng force for any progress and
forward movement. Without resistance people cannot lkigwtheir hair, cars don't
move, and people would slide off chairs. When participarperienced disrespect or
obstacles (resistance) from service providers or othgpperin their environment, they
were at times able to move ahead in their recovery kycowming these obstacles, and
at other times experienced a setback when they wereeut@blo so. This backward
and forward movement is represented in the balancing@amfgnition and disrespect.
Participants were no longer victims of their past butld understand themselves as

equal and autonomous members of society when they wertaklgist disrespect.
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Putting aside the dynamic complexity of human existeresmvery from sexual abuse
might mean to be able to respond to subsequent incidefhaksrespect in ways that
allows survivors to maintain their positive identityatRer than coming from a position
in which the world is seen as either ‘good’ or ‘bad’ endby the ‘bad’ is intolerable and
the ‘good’ desperately longed for, recovery from sexuakalbmeans facing the good,
the bad, and all the other shades of experiences ogotheebad continuum instead of

becoming a health or mental health patient.

Reflections on Using Honneth’s Recognition Theory

Recognition theory (Honneth, 1995b) has provided this stuty tive framework for
understanding how services shape the recovery of victfrasxual abuse. It offered a
conceptual framework for analysing how experiences of stippare, respect, and
appreciation on one hand and experiences of disempowgrinjastice, disrespect, and
discrimination on the other hand affected participantf-relations and identity
formation (figure 13, p. 222).

| had a strong sense of ‘home coming’ when | realisatl tdcognition theory
spoke a language that | was very familiar with throughwaoyk as psychotherapist.
After all, psychotherapy aims to develop the aspectshef self that have been
negatively affected through harmful experiences in life.appears to me that
recognition theory provides a framework that explains tlegsses of how aspects of
the self are harmed and how the shaping of a more poseivse of self is facilitated.

| am especially pleased that the language and the corafegisognition theory
are close to normal, every day experiences. My mairf@a undertaking this study was
to inform service providers, who may not have a clinmdkground, about the impact
their actions and behaviours have on survivors of sexbatea By drawing on
recognition theory it was possible for me to restriet tise of the specialised language
of psychodynamic or psychoanalytic theories. This wooldefully make the findings
of this study accessible to service providers and survivassmay not be familiar with
these models.

One person | talked to about recognition theory saids"Hanneth is a bit of an
idealist wanting everyone to be recognised through, logéts, and solidarity”. After
feeling initially defensive and protective of ‘my theoryspent some time reflecting on
this statement. Rather than discarding recognition yha®ian idealistic construct that
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prescribes the ideal social order, | understand recogritteary as a useful framework
that locates areas of social injustice and indicatdsy@gys towards social inclusion.

Recognition theory provides me with a lens that hgmesded my capacity for
empathy with people. Rather than understanding people &® k@ nuisance,
demanding, or unreasonable, | consider their requests adesmpt to meet their basic
human need for recognition. Even though I might not be @blmeet their particular
request, for example for an extra session, | haveide wange of other responses
available that convey to survivors that | give emoticugport and care.

The notion of equality as a pre-condition for the dgwelent of self-respect had
the biggest impact on me and my clinical practice. | imecaware of the various ways
in which my actions as therapist could easily slip istmtrolling, patronising, or
disempowering by assuming that | know better than tletchbout what is good for
her or him. Although that might be true in some instanecesognition theory
emphasised for me that | have to stay in constaibglie with my clients about their
needs and about my ability and/or willingness to mestdmeeds. | envisage that other
therapists and health professionals may experiencéasibenefits when they explore
this study and familiarise themselves with recogniticaoti.

| believe that survivors of sexual abuse also benefiited participating in this
study. Most of them expressed gratitude for being giveroggp®rtunity to share their
struggles with me. Their hope was that publication ofetiesglings will inform a wider
forum of the difficulties survivors of sexual abusgenence when they engage with
services. Being invited to participate was also an actaafgration through solidarity,
because their participation in this study symbolises an appoecand valuing of the
contribution they were able to make to my research antheéowider public. All
participants will be provided with the opportunity to disctiss findings and the
usefulness of recognition theory in the recovery proclsis could inform them about
aspects of their recovery struggle they may not have lae@are of. Such new
awareness might lead to conclusions and/or actionsthdd impact on their life-long
recovery process.
| propose that the model ‘balancing recognition and e (figure 13, page 222)
can be used to complement clinical diagnostic tootsabxee it indicates survivors’
recognition needs at any point of their recovery jourfidye two critical positions in
the model for indicating treatment needs are the taatesponses and self-relations.
Deficits in clients’ positive self-relations or in aggerated trauma responses indicate

that recognition in the form of emotional support and ,ceognitive respect, or social
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esteem is needed. Survivors’ specific circumstances agedsn can then be
collaboratively explored and steps towards meeting thesds can be taken to further
the recovery process.

This study has shown that it is possible to discuss pathwhyecovery from
sexual abuse and therapeutic treatment without attachimeheoretical models that
have, as discussed in the literature review (Chapter, pages 79-85), in the past been
a barrier to inter-professional co-operation. Thus gaet@n theory could be used as a
meta-framework from which programs, treatments, prosgss® interventions can be
evaluated and discussed amongst a range of differentsgimfel disciplines using the
principles of love, rights, and solidarity.

Limitations of Recognition Theory

A limitation of using recognition theory for this studyshiaeen the lack of theoretical
constructs that allow distinguishing between justified amgustified claims for
recognition. This study has indicated that participants h@ye mis-perceived some
service providers’ actions, yet they suffer greatlynkketh (2007) speaks of providing
the opportunity for democratic deliberation of individuas€nse of injustice. How
exactly could survivors of sexual abuse do that? Thase deen no guidance from
Honneth how to handle these situations.

Whereas survivors are encouraged to express their disappois in the
therapy setting, agencies, health providers, and suppeites®may need to develop
formal and informal processes to assure that survivees $afe to express their
discontent with service delivery. Fraser (2003) suggests ftimat legitimacy of
recognition claims needs to be discussed in a public fordoavever, only under
conditions of safety and equality will survivors be abde dialogue with service
providers about whether their recognition claims arefigdtor not.

Honneth also does not clarify how the categories longgts, and solidarity
interact and how to proceed when they overlap. Thistehiming has already been
briefly mentioned in the method’s chapter (table 9, page HdWy do the categories
interact, what are the processes and rationalisatioat explain the flow from love to
rights to solidarity and vice versa? Which form has fgioin any given situation?
Honneth does not provide guidance for answering thesei@usesRecognition theory
has conceptual potency when applied to larger groups irhwindtviduals’ needs are
subsumed by the groups’ claim for recognition. When appliedintbvidual
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circumstances of survivors of sexual abuse, for exantiéde categories are less clear
and a claim for recognition might be made in the caiegoof love, rights, and
solidarity. Even though the individual claim may be repregesmt of claims made by
all survivors, the complexity of human co-existence du#sallow reducing recognition
claims to one category. The model ‘Balancing Recognitmd Disrespect’ could
indicate a path to solving this impasse. First of all, ped@motional expressions of
suffering require a response of recognition through IQmece they have developed or
strengthened their self-relations they will be ablersent their claims for equality and
appreciation. Services, agencies, and institutions thatigpier the widest sense in the
area of helping people need to be aware that survivopgcexhem to provide
recognition through love and through the granting of rights.

Recognition theory, while it provides a framework for underding the
struggle of larger groups, it dos not explain how the strugfiedividual survivors of
sexual abuse could transform into the struggle of surviebsgxual abuse as a group.
How can the individual struggle become a political strugghen feelings of shame,
self-blame, and fear impose a restriction on survivalslity to publicly voice their
claims for recognition? Social support services such ascorégge, women’s centres and
sexual abuse help centres have a long tradition of spmed&r survivors of sexual
abuse. These services are usually led by professioraisntay or may not have
personally experienced sexual abuse and only operatesoml local scale. These
support services are, however, well positioned to orgaaiseties on a national scale,
become more visible politically, and enable survivofssexual abuse to become
actively involved either through subscription or some fofrmembership.

Honneth (1995b) states clearly that recognition theoryries the social
development of groups or larger sections of society andp point, aims to describe
individual's psychological development. Neverthelesgjais possible to some extent to
describe the intersubjective development of the selfaBse the focus of this study was
on the intersubjective relationships between serviceigeos and vors, and a language
was wanted that could be understood across a rangeofdspional disciplines,
recognition theory provided me with a satisfying framdwadihad to reach for concepts
of psychoanalysis, psychotherapy, psychology, neuro-biplagd trauma therapy to
interpret more complex intra-psychic processes in iagyais of this study.
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The Study’s Contribution to Recognition Theory

To my knowledge this is the first time that recognitibeory has been used as the main
underpinning framework in the field of mental health andchstherapy/counselling
(therapy). By having used recognition theory, this studyrdmrtes to its development
and its applicability in professional practice through destrating its usefulness in the
field of mental health care.

The focus of recognition theory on intersubjective preegsallows the
exploration of empowerment and disempowerment, saeigponsibility and self-
responsibility, education, participation, provision ofezaand discrimination, all issues
that have been discussed in the literature review agulugng principles for mental
health service delivery in New Zealand (Chapter Four, p&#e85). This study
contributes to the development of recognition theorghmwing that recognition theory
is well positioned to provide a framework to exploraesdlissues of New Zealand’s
mental health sector.

A further contribution pertains to the controversiacdission whether feelings
of hurt are strong enough to be the motivational forgeafdors to engage in the
struggle for recognition (see Chapter Two, pages 27-28)dé&nwnstrated in this study
that, in the context of mental health recovery, siamg’ ability to resist disrespect is a
process of growth and self-development. This process vesotreating readiness
through the engagement with service providers who are tableonsistently meet
survivors’ recognition needs. The capability to resist dseet does not just emerge
from feelings of hurt but from ‘balancing recognition andrespect’ (figure 13, page
222) through which participants were able to form a positemse of identity and

positive self-relations for resistance.

Recommendations

The findings of this study as ‘Balancing Recognition and é3jgect: Recovery as the
Process of Identity Formation’ lead to recommendatfonghe provision of services,
policy making, and theory development.

Service Provision

Understanding recovery from sexual abuse as the fonrmaftiadentity through the
development of self-confidence, self-respect, and sédfeen requires services to

provide treatment and interact with survivors of sexuakabn ways that facilitate the
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development of positive self-relations. Service providacsions and behaviours are
significant because they directly affect survivor€aeery. Actions and behaviours that
express support, care, respect, understanding, valuing, apdwenment shape
recovery by having a positive affect on survivors’ idenfdymation, whereas actions
and behaviours that are perceived by survivors as disemipgwgrdging, punishing,
exposing, or abusive have a negative affect on survivomdiigléormation.

It has been confirmed in this study that not techniques asdkels) are the
important aspects of treatment but the quality of thatioriship between health
professional and survivor. For that reason, it is neatwnterventions have been made
but how the interventions have been made that impactede recovery of participants.
The recommendation for public mental health services isleielop protocols for
effective (sexual) abuse screening. Upon positive ideatiin of sexual abuse in-depth
information about treatment options and available serproviders should be given to
enable the survivor to make an informed decision abait treatment of choice. As
long as abuse focused treatment is not available in puidintal health services,
referrals to services that do provide should be madecliemts with severe psychiatric
disturbances or co-morbid substance abuse a co-operagatenént regime between
survivor, public mental health services, and abuse-focueE®its providers should be
aimed for.

Being vulnerable, in distress, and in need of help put&wrs into a position
of unequal power distribution in relation to (mentalaltie professionals. This position
requires of service providers to be mindful of giving swxgvthe opportunity to share
the power. Because empowerment will positively impacsunvivors’ self-respect and
self-confidence, service providers should continuously elageursurvivors to
participate in decision making about their treatmentt Tha be in the form of asking
“How do you want to use your session today”, by contingoasking for feedback
“How are we doing, is this helpful for you?”, and by egigg survivors actively in
exploring their treatment needs and treatment termimatio

A conclusion of this study is that the difference lesw procedures that are
cruel and exceed survivors’ coping skills and those tletiadertaken even if they are
unpleasant could lie in preparing survivors empathically (@&ndpine, pages 162-180).
By doing so service providers demonstrate respect for susvas capable adults who
can engage in contractual arrangements and make meardegfsions. When a clear
therapeutic alliance is established that prepares survigorthe processes ahead of

them and that informs them about the limits of serpicaviders’ ability to be available,
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survivors might be better able to regulate their distréssfeel more in control will
positively affect survivors’ self-respect and self-conficke

The point has been made that interventions arete#eonly when survivors
perceive them as effective (Chapter Twelve, pages 223-2343. réquires health
professionals to continuously monitor survivors perceptafhe effectiveness of the
treatment they receive. That way any misperceptiondbeammediately detected and
worked through therapeutically. Monitoring can take placeudpn informal inquiry
atregular intervals, or formally through asking survivtardill out a feedback sheet at
the end of a session or treatment. It is certainbgssary to inquire whether a session or
treatment has been helpful when service providers tievémpression the survivor is
not satisfied, misses sessions, or deteriorates irehigierall functioning.

Whilst techniques and models are useful and may be negdssahe flow of
the session, the main focus needs to be on how thgonskip between health
professional and survivor develops. Persons with a histiosgxual abuse have been
badly injured at the core of their self-hood and requiexing, respectful, and
understanding health professionals who are willing toigeoan enriched environment
of emotional support, care, and appropriate challengesasisat in the reconstruction
of their selves.

The need for such an enriched environment might be knownebgptists who
have a psycho-dynamic understanding and regular contifiet sarvivors. Service
providers such as ACC, WINZ, the police and other socigpart services without a
sound clinical background, need to be aware that theirmsctould aggravate the
trauma response and throw patients into the chaos ohiasgic disturbance. Because
every contact with formal social support services hasngpact and may make the
difference between coping or being in crisis and comt@qwith treatment or giving up,
service providers without clinical background should fam#mrthemselves at least
with some of the literature by Herman or Briere ciitethis study or attend workshops
about abuse dynamics and survivors’ basic treatment .neéggwopriate, helpful
responses to survivors not only aids their recovery roaly also translate into
substantial savings in health and mental health expeesitur

One of the core findings of this study is that recovaplves the process of
identity formation through the development of self-cdefice, self-respect, and self-
esteem that takes place as survivors balance recogaitgbdisrespect (figure 13, page
222). This might explain the insignificant impact drug treatintead in the recovery of

participants (see Chapter Nine, page 173/Anna). Howevere whilgs are not able to
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provide experiences that foster the development of tiheuse facilitate the formation
of identity, they may be helpful in assisting survivargegulating and/or decreasing
psychiatric disturbances and enabling them to engage moityénftheir recovery work.
It is advised, however, that additional to prescribing drugsrmation about sexual
abuse and available abuse-focused treatment is givenreferral is made to health
professionals who are able to provide the informatiahtha treatment.

Removing Disrespect

Another core finding of this study is that disrespect, Wwhaid not overwhelm
participants coping skills, turned out to strengthen paditis’ sense of self (Chapter
Ten, page 196/Jacob and page 197/Johanna). Recovery has beexptrienced only
when participants were able to test their newly develqpesitive self-relations by
resisting disrespect. It would therefore be counterafieutic to aim for changing all
those procedures that were perceived as disrespectriyngrovide experiences of
recognition. Instead, if services want to facilitateoneery through their interactions
with survivors, processes and procedures need be timedassutvivors’ level of
established self-relations is able to deal with the ohgdle and use them to move
forward in their recovery. If the challenges out-bak survivors’ self-relations and
capacity to cope, crises will occur and recovery vbi# impeded. Adopting a
collaborative approach and involving survivors more fully treatment planning,
treatment decisions, and treatment terminations megiatble them to view certain
procedures as unpleasant yet necessary instead ofyoegdbiem as acts of disrespect.
Deciding on the right timing of challenging interventiongyht be difficult for some
service providers. Inter-professional co-operation betwservice providers and
survivors could close that information gap and may resuttollaboratively working
together for the best therapeutic outcome.

The most significant recommendation for improving thattrent of survivors
of sexual abuse is to improve the inter-professionabperation between therapists,
other service providers, and ACC. The possibility of spgttinto ‘good’ and ‘bad’
service providers is very high in the treatment of traunmaivers and the detrimental
impact for survivor and service provider has been discussker éa this chapter (page
235-238). Improving inter-professional co-operation and ingrgasansparency would
minimize splitting and the counter-therapeutic dynanoéshe drama triangle. By
increasing the collaboration between service providersjv®rs have less opportunity
to divide them into ‘good’ and ‘bad’ providers. Instead,ythall have to own their
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projection or transference and deal with them therapiytid_ike parents, ACC and
therapists have to provide a united front that offenssivors the safe environment in
which they can undertake their therapeutic work as bgsvssble.

The comments of service providers who participated instudy indicate that
therapists and ACC work on a parallel course rathan th@ollaborative one. More
work has to be done to establish understanding, trust,resmect between these
important providers and to find ways of effectively workingether.

It has been shown in Chapter Eight (page 147-151) that pantisipaperienced
fear and distress due to a lack of transparency of AQiLepses and a lack of
participation in decision making. This lack created a vacubat was filled with
participants’ perceptions and distortions that may noe leccurately reflected ACC's
intentions but became detrimental to the recovery gg@cFor ACC to re-think and
review their procedures for the authorisation and re-astiimn of treatment and adapt
them to survivors’ ability to cope would be a positive méomvard. Making processes
more transparent and enabling survivors’ collaborationd@tisions about their
rehabilitation to a larger degree than currently pradticeuld positively impact on
survivors’ recovery.

In-depth reports at the beginning of abuse-focused treatah®ays aggravate
the trauma response when survivors are not comfortabte gitcuss the sexual abuse.
The increased distress is unnecessary and counter thaapewn that at that early
stage of therapy the therapeutic relationship and selfivak for effective coping
strategies are rarely available to survivors. Cover detation for ACC funding
requires no more than an acknowledgement that accotdlitige crimes act a sexual
abuse incident has occurred. A treatment plan and inmppott can follow later when
the therapeutic relationship has been established.

Consumer Advocate

This study has given many examples of participants’ ingplid assert their rights and
confront service providers openly. In its place they resigand lost hope. It has also
been indicated that survivors struggle to access consutwecates in public mental
health settings (page 219/Brenda). It would be important Her empowerment of
survivors if service providers could collaboratively invgste what processes could be
useful to set up an effective consumer advocate sefmicgurvivors of sexual abuse.
Rather than perceiving consumer advocates as the ifissatnce of a complaint
procedure, it could be more effective to have consumercades filling the position of
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a support person who speaks for the survivor who may ang B voice yet. While
consumer advocates in public health settings are linkdtietdhealth commissioner,
survivors engaged with privately practicing therapist migéefit from having for
example access to staff from Rape Crisis Centresujpport and advocacy needs.

Asking About Abuse

This study has shown the devastating impact of keepingabeatuse invisible.
Although health professionals may be uncomfortablengskbout abuse, not asking
about it has shown to have a crippling impact (ChapterrG@ages 126-140). It is not
only against the guidelines of the Blueprint for Mentahltte Services and a violation
of consumer rights, it also is a concerning impedinoémecovery. Asking about abuse
is respectful because it acknowledges the whole parstime context of their lives.
Asking about abuse could facilitate recovery by dispglBurvivors’ ill conceived ideas
about being crazy or other causal theories they may hheet their psychiatric
disturbances.

Treatment Policies

This study suggests that services shape recovery from sabusé¢ by impacting on
survivors’ self-relations and identity formation. Thadings imply that services will
facilitate the recovery from sexual abuse by reviewirrtpolicies and procedures so
that full advantage can be taken of the healing impaceadgnition through love,
rights, and solidarity. Recovery and the developmentsaif-confidence will be
facilitated if services provide emotional support and cése being helpful,
compassionate, and friendly. Treating survivors witlpees and inviting their active
participation in the planning of their treatment will givee tmessage that they are seen
as being equal to the health professional and will deveddfprespect. Taking into
account survivors’ viewpoint and treating them as persénslae who, despite their
struggle, do the best they can, will facilitate recg\end develop self-esteem. It is my
assumption that treatment costs will be reduced andatnient will be shortened by
applying the principles of recognition and the recovery rhadd treating survivors of
sexual abuse as respected collaborators in the mutuatpodjrecovery.
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Limitations of this Study

The main limitation of this study has been in the contéxdelecting participants. All
participants were self-selected and may have had fetloa personal interest or need
when they decided to participate. For that reasorsthidy might reflect the experiences
and perceptions of survivors who had strong views about thee® they received.
Part of their motivation might have been to air tlggievances about service providers
and to protect ‘others’ from going through similar ‘harrogiexperiences. Survivors
who may have been satisfied with service providers niigle views that differed from
the findings of this study. This would be an important éwe&urther research.

Another limitation has been the use of self-reponid aot other forms of data
collection to triangulate the data. This meant the tlata gathered is based on
perceptions, beliefs, and attribution of cause and eftactwhich in most cases no
corroboration is sought. Then again, whether particgamports were an accurate
reflection of reality was less important than undading and highlighting how their
perceptions and beliefs caused reactivity and distressntipacted detrimentally on
their recovery. Still, the data gathered from serviaiger interviews substantiated the
perceptions of survivors to a significant degree.

It is also a limitation of this study that only theistp and one ACC case
manager were interviewed. An exploration of how ses/gtgpe recovery that involved
a wider range of service providers might have resulied deeper understanding of
services role in the recovery from sexual abuse. Wewedhe limitations of the PhD
course did not allow for a widening of the investigation.

A limitation of this study is also that all participanbhad used ACC funded
counselling provided by privately practicing therapists. Surgiwdrsexual abuse who
have only used public mental health services, who funded tile@itment themselves
without using either ACC or public mental health servigex] those who recovered
without any help form health or mental health professl®, have not been interviewed.
Their experiences may differ significantly from thadescribed by participants. This
would be a valuable area for further research. Howavelissemination of the findings
transferability may become clearer as the stories ltele ring true for other readers,
service providers, and survivors.

Furthermore, participants in this study struggled with matgerto severe
psychiatric disturbances and had been for many yearsveookith mental health

professionals. Survivors who only experienced mild psyabidisturbances and who
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use mental health services only for a short period@d thay not have experienced the
difficulties and disrespect participants in this studyodibed.

Another limitation of this study has been the researdhavas very difficult for
me to leave the ‘psychotherapist hat’ behind and slify fulto the role of the
researcher. Upon reflection | noticed that during therurew process | moved at times
into empathy rather than staying in the inquiry mode aisded asking for clarification
because | assumed to understand what participants talked Eloevever, there was the
opportunity to seek clarification in the second interdewand where possible

clarification was undertaken.

Further Research

Conducting this study has created new understanding aboutdbeery from sexual
abuse and about how services shape this recovery. By doiit has opened areas that
are not well understood yet, where exploration andarebecould provide valuable
information for understanding sexual abuse, policy devedéoy, theory development,
and professional development. These areas are noily ladelressed.

Understanding Sexual Abuse

This study has given insight into the processes of regdr@m sexual abuse involving
privately practicing therapists, ACC, and a few public taknealth services. To arrive
at a clearer picture of service providers’ understandfngpw they shape the recovery
from sexual abuse, further research would be neededhthatied general practitioners,
police, victims support services, women'’s refuge, commwabityhol and drug services,
eating disorder services, child and youth services, andrphséovices.

It has also been indicated that service providers se&udgl demonstrate the
effectiveness of treatments offered for survivorsexdual abuse. A study that develops
a process for assessing treatment effectiveness by prgvidiiable data of base-line
functioning at the beginning of therapy and the levehgdrovement at certain stages of
the recovery process and at the end of treatment wimgd that gap. Service providers,
survivors, funding agencies, and policy makers could then égepted with more
accurate indications of effective therapeutic pathwhstslead to recovery.

It has been mentioned in the literature review (page 51) dhly 7% of
survivors of sexual abuse seek professional help. A sthdy focuses on the
experiences of the other 93% to understand how they logpesl avithout using services
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available could provide important data for the design ofVises, for improving

treatment, and for preventative programs.

Policy Development

The constraints of this PhD study required to limit fingus to the interactions between
survivors and service providers. However, it has brieflgnbenentioned that the
recovery from sexual abuse is affected by a complex wfelservices, self, and
community (Chapter Five, figure 6, page 106). To understandntbepliay between
policies, community, and service delivery a study woulchéeded that explored how
policies are developed that regulate services for survofogexual abuse, where policy
makers seek advise to create policies, how these golare translated into practice,
how they meet the principles of participation, equabtyd care outlined by Honneth
(1995b), by the Mental Health Commission (MOH, 2005), and Hey Ninistry of
Health (ACC, 2006b), and how they meet the needs of sus/nf sexual abuse. Such
study could provide important information and direction taatwpolicies and processes
are needed to treat those who have experienced sexisal imlthe most effective way.

After having completed this study | have been left with tjuestion whether
ACC as an insurance agency should oversee the treatinsekual abuse or whether
public mental health services as a specific treatmentigeo should develop ‘trauma
units’ for survivors with an abuse history? Researchekplores the ramifications of a
policy change could investigate whether survivors of seabase are not better served
within the mental health system without having to batti¢h the processes and
procedures of an insurance company and its non-clinidél sta

| also wonder whether there is sufficient justifioatfor treating sexual abuse
differently to physical violence or neglect. Treatingwsvors like accident victims, as
ACC does, and granting them weekly compensation and lumppsiyments may be a
discrimination of victims of physical violence or negldt might be timely to examine
whether policy decisions that led to treating survivors@tual abuse like accident
victims, are now, thirty years later, still relevamd appropriate.

Theory Development

Following on from the discussion in this chapter (pages 240he suitability of
recognition theory as a philosophical underpinning of niéwgalth research, research
valuable for theory development could explore how thegmaies of love, rights, and

solidarity interact with each other, especially wisenvices simultaneously occupy the
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position of primary care giver (recognition through lovea)dalegal institution
(recognition through the granting of rights) and commu(siylidarity). Also, it has
been entirely unclear in this study how recognitionotize would deal with
distinguishing legitimate claims of recognition from rlegitimate claims. Recognition
theory would be strengthened if further research woytdoes the issue of legitimacy,
what it means, and how would stakeholders arrive at a fjoelgieof what constitutes

legitimacy.

Professional Development

Barriers to inter-professional co-operation have bascudsed in the literature review
(Chapter Four, pages 79-84). A valuable research intered émeis on the inter-
professional relationships between providers in New Zdalano are involved with
survivors of sexual abuse. How is the quality of iqieyfessional relationships shaped
and maintained, how do they impact on the work with sursivand what form of
structure would be needed to enable the exchange of knowlealigeptins across a
range of professions such as psychiatry, psychology, psherapy/counselling, social
work, nursing, occupational therapists, and general goamrs.

The data from participating service providers (Chapteredfiepages 231-232)
suggests that dealing with survivors of sexual abuse expbsegpists to stress and
vicarious traumatisation that may have a detrimentglach on their work and the
shaping of recovery. It would be important for the qualifyservice delivery to
understand the impact of vicarious traumatisation, supenvisiothe lack thereof,
overall workload, and the recognition or disrespect serpic®riders receive from
colleagues and the wider community on service providdrnstyato function well and

work effectively.
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Conclusion

Services shape recovery from sexual abuse, defined inttldy as the process of
identity formation, through experiences of recognitiowl aisrespect. Experiences of
recognition that came in the form of emotional suppodt @are, cognitive respect, and
social esteem needed to be balanced with experiericdisrespect that came in the
form of struggling with the invisibility of sexual abysstruggling with inequality, and
struggling with not understanding. The recovery proces®®as described as the loss
of innocence and involved a balancing of recognition and sfisct, whereby
participants needed to reconcile the ‘good’ and the ‘battiinvthemselves and within
service providers.

Participants experienced recovery when they were tabtesist disrespect and
either engaged in fighting for their rights or removedntkelves from situations in
which their rights could be violated. The ability to assbeir claims for recognition
and resist acts of disrespect was essential to theiempe of recovery. Only by having
a practical experience of being able to protect their palaied psychological integrity
did participants become aware that they had recovevettfie legacies of sexual abuse
to the extent that they could proceed with their livébaut professional assistance.

For the participants in this study services had an importdatin shaping their
recovery — without them recovery would not have beessipte. However, some
services are not utilising the power of recognition thrologk, rights, and solidarity as
much as they could and therefore hindered speedy recovamgtlyeing transparent,
participatory, and caring. Recovery was not facilitatedalparticular treatment model
but by service providers who were willing to establish refetinips with participating
survivors of sexual abuse that were based on prinagblescognition.

The outcome of this research has been a powerfulnaifion of the importance
of the human need to receive recognition through laghtgs, and solidarity. This basic
human need continuously fuelled participants’ struggle fecognition. With
recognition theory Honneth continues the line of philosophdio have emphasised for
centuries that human beings rely on recognition for theeldpment of a self that is
self-actualised, autonomous, and able to enjoy a good qaélifg (Honneth, 1995b).
Without recognition self-confidence, self-respect, antiesteem are not possible and

neither is recovery.
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