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Abstract

There appears to be increasing incorporation of Trauma Informed Practice (TIP) into
psychotherapeutic supports for adult survivors of Child Sexual Abuse (CSA) in Ireland. Yet
there are also reports of confusion about what TIP means, uncertainty about its practical
implications, and considerable variability in the efficacy with which it is implemented. This
has led to calls for increased provision of specialist sexual violence services that place trauma
at their heart, addressing survivors’ basic safety concerns and minimising the risk of re-
traumatisation. This desk-based research study aims to inform and rekindle the debate around
provision of TIP-informed services for adult survivors of CSA in Ireland. It synthesises
literature that offers a rationale for TIP, and provides clients, psychotherapists, policy makers,
and others with a sense of what effective incorporation looks like in the psychotherapeutic
encounter. Findings suggest that, not only does TIP profoundly improve the quality and
character of psychotherapy for CSA survivors, it is indispensable to this. Practical suggestions
are made around how TIP can be used to create safer relational, psychological, and physical

psychotherapeutic spaces.



Introduction

Despite positive reports of a general increase in the incorporation of TIP into Irish mental
health and psychotherapeutic services, adult survivors of CSA report foregoing much needed
treatment because they believe that these supports are too generic, fall far short of clients’
basic safety requirements, and take insufficient account of the effects of complex trauma
(Crockett, 2021). Elliott et al. (2020) believe that traditional service models (inadvertently)
continue to replicate the power imbalances that pertained to environments in which CSA

occurred, increasing the risk of client disengagement and re-traumatisation.

This research hopes to provide a synthesis of evidence for urgent prioritisation of the
incorporation of TIP principles into psychotherapeutic interventions aimed at survivors of
CSA in Ireland. Using desk-based research methods, it will review recent national and

international research, government reports, and policy documents to explore:

e What is known about the nature and scale of CSA in Ireland and what are its effects
on adult survivors?
e s there a convincing rationale for the incorporation of TIP approaches to
psychotherapeutic services made available to this group?
e What might the effective incorporation of TIP principles into psychotherapeutic
services aimed at this group look like?
A description of the working definitions of key concepts used in this work, including
psychological trauma, Trauma Informed Practice, and Child Sexual Abuse can be found in
Appendix A.

Methodology

The dissertation adopted a desk-based research approach, systematically reviewing and

synthesising relevant literature from the last 15 years. This was necessary because research



on CSA seemed to suffer “episodic amnesia”, where lines of inquiry are “taken up and
abruptly abandoned, only to be rediscovered much later” (Herman, 2022 p. 9). The review
was predicated on searches across three sources, the DBS library databases, the library
database of another Irish university, and Google Scholar. These gave proprietorial access to
databases such as EBSCO Health Databases, PubMed, PsycINFO, JSTOR. MEDLINE (via
EBSCO) and a broad range of up-to-date peer-reviewed journals, books, reports and other
grey material. Search parameters included: Child Sexual Abuse, CSA, child abuse, childhood
trauma, complex trauma, trauma-informed practice/care, psychotherapy, psychotherapeutic
interventions, effects, responses, treatment, therapy, adults. The 10-questioin CASP
framework (Long et al. 2020, see Appendix B) was used to evaluate the reliability and

methodological rigor of sources.

Ethical Considerations

Even though desk-based research involves no direct engagement with survivors of CSA (a
highly vulnerable group), their advocates, or those working with them, care was taken to
faithfully represent their views, stories, experiences, and perspectives, as these occurred
within the extant literature. Representation of the voice of this group underpinned the
selection, critical analysis and synthesis of material reviewed. Privilege was given to
survivor-informed articles, books, grey material, and websites. Again, the CASP framework
(Long et al., 2020) was used to ensure chosen sources conformed to the high ethical

standards.



Literature Review

Experiences of Child Sexual Abuse

Judith Herman (2022) asserts that unlike its adult counterpart (which erodes the structure of
an already-formed personality), repeated childhood trauma forms and deforms the personality
of the child, evoking “abnormal states of consciousness in which the ordinary relations of
body and mind, reality and imagination, knowledge and memory, no longer hold” (Herman,
2022 p. 140). For her, its physical nature, frequency, duration, and secrecy; the intense sense
of betrayal, abandonment and isolation it involves; and the profound loss of agency, stigma
and boundary violations that accompanies it, add layers of complexity to CSA that
supersede other forms of trauma (Herman 2022). They result in a highly “complex
psychopathology” that includes “deformations in conscious, individuation, and identity”

(Herman 2022 p. 157).

To survive CSA, children adapt in three adaptive strategies: they mobilise dissociative
defences, engender fragmented identities, and develop pathological ways of regulating
emotions (Herman, 2022). But these adaptations come at the cost of “a prodigious array” of
relational, psychological, and physical symptoms that “speak in a disguised language of

secrets too terrible for words” (Herman, 2022 p. 140).

To avoid abuse, children “develop extraordinary abilities to scan for warning signs of attack”,
often remaining in constant states of “autonomic hypervigilance” that are highly attuned to
(often unconsciously) the inner states of others (Herman, 2022 p. 146). When avoidance fails,
compliance kicks in, especially automatic obedience, a type of defence that reinforce feelings
of helplessness, appeasement, and futility of resistance. “Jealous surveillance” and

“capricious enforcement of rules” by abusers often reinforce these feelings and disempower



victims further (Herman, 2022 p. 146). The imperative of keeping up the appearance of
normality, causes their social lives to become “profoundly limited” and cloaked in secrecy
(Herman, 2022 p. 146). Feelings of abandonment, which can be “resented more keenly than
the abuse itself” (Herman 2022 p. 147), often result in rage towards figures other than the

perpetrator.

Within this climate of disrupted relationships, the child must find a way to preserve primary
attachments to caregivers, even when they are abusive. They must also develop a sense of self
in relation to these people. Finally, they must develop a capacity for “bodily self-soothing in
an environment without solace” (Herman, 2022 p. 148). To do this, they tend to
minimise/rationalise/excuse the abuse to which they have been subjected, absolve abusers
and their enablers of all blame, and even expunge abusive experiences entirely from their
conscious memory (Herman, 2022). This involves the use of defences such as denial,
suppression, and disassociation, which, under extreme conditions, can result in ‘splitting’. In
many cases, disassociation becomes not merely an ego defence but a “fundamental principle

of personal organisation” (Herman, 2022 p. 149).

To coexist with the abuse, the child must construct a system of meaning that justifies it.
Almost inevitably, this results in construction of their own ‘badness’, which they cling to
tenaciously to preserve some semblance of power over their unbearable circumstances and
avoid slipping into existential despair (Herman 2022). This can become a core principle
around which their subsequent identity is formed. Their debased self-view can become
“camouflaged” in attempts at goodness, profound empathy, social conformity, high
performance, and perfectionism (Herman 2022 p. 154). Ironically, these tend to reinforce the

belief that their true selves, if revealed, would be shunned. As a result, they fail to integrate



their debased and exalted selves, which can also affect their personality organisation going

forward.

Similar failures of integration happen in the CSA survivors’ representation of others
(Herman, 2022). In intrafamilial CSA, attempts at preserving primary attachments can cause
children to develop idealised images of their abuser (or aspects of them). Since these cannot
be integrated with perpetrator’s abusive elements, survivors are unable to form coherent
representations of safe caregivers. Such representations are often evoked in stressful times
(especially by children) to sooth overwhelming emotions. Failure to develop such
representations can disrupt individuals’ capacity for emotional regulation and leave them
vulnerable to external sources of solace and validation, indiscriminate attachment to others,

and tenacious clinging on to relationships, even when these are manifestly harmful.

Finally, CSA can lead difficulties with regulation of autonomic and emotional states, and
individualised symptoms associated with the incorporation of CSA trauma (van der Kolk,
2014; Lavine, 2015; Dana, 2018; Herman, 2022). Cook et al. (2005 p. 3) provide a useful
graphic that summarises domains of possible impairment caused by exposure to complex

trauma, such as CSA, (see Appendix C).

Given that the severity of CSA is linked to age of onset and duration (Sneddon, 2016) it is
useful to look at these factors in the Irish context. Carr et al. (2009) found that a significant
minority of survivors experienced severe institutional CSA abuse very frequently, with 14.2%
reporting it occurred 11-100 times and 9.72% reporting more than 100 instances. The average
age of initiation was 10.73 years, and the average duration was 2.83 years. For severe
intrafamilial CSA, 4 of the 14 survivors in this category reported that it had occurred 11-100
times, with an additional 4 saying it exceeded 100 times. The average age of initiation was

much younger in families (8.55 years) and the average duration was longer (4.48 years).



While the quantum of figures varies from study to study, they are replicated closely in other

studies (Fisher, 2017; Sneddon et al, 2016; Maniglio, 2015).

In terms of the instance of CSA, figures report that child protection and welfare referrals to
Tusla rose by 5% between 2020 and 2021, while referrals child sexual abuse referrals
increased by 19% in the same timeframe, from 3,653 to 4,331 (O’Mahony, 2021). The
Special Rapporteur on Child Protection in Ireland characterised this as a significant
“cause for concern” (O’Mahony, 2022 p. 40). Similarly, McGlynn (2021) reported that the
number of CSA victims on the Children at Risk in Ireland (CARI) waiting lists in more than
doubled between 2020 and 2021 (from 92 to 198). Clearly, this issue with figure in

psychotherapeutic encounters for some time.

Overall, there is good evidenced that a significant minority of children were (and continue to
be) subjected to on-going, frequent and prolonged patterns of sexual abuse, and that this
results in complex trauma characterised by deformations of consciousness, individuation and
identity, the effects of which are associated with significant psychological disorders, trauma

symptoms, and insecure attachment.

The Sexually Abused Child, Turned Adult

In terms of empirical evidence for the persistence of these effects into adulthood, it is
instructive to begin with Carr et al.’s (2009) study. While this is not the most current one, was
the largest and most definitive of its kind when it conducted, it was focused exclusive on
Ireland, and its figures have been corroborated by subsequent studies. It found that 81.7% of
participants had historic or currently diagnoses of anxiety disorder (current: 44.9%, lifetime:
34.4%); mood disorder (current: 26.7%, lifetime: 36.0%); substance use disorder (current:

4.9%, lifetime: 35.2%); and personality disorders (30.4%). The three most common anxiety



disorders were social phobia (current: 19.8%, lifetime: 10.9%); generalised anxiety disorder
(current: 17%, lifetime: 6.9%); and post-traumatic stress disorder (current: 16.6%, lifetime:
8.5%). Depression was most common mood disorder (current 26.7%, lifetime 36.0%),
followed by dysthymia (current only 11.3%). In terms of personality disorders, 21% of those
surveyed had diagnoses of avoidant personality disorder; 6.9% antisocial personality

disorder; and 5.7% borderline personality disorder.

A range of trauma effects was also evident, with 59.9% of participants showing avoidance of
reminders of early trauma, flashbacks, impaired self-reference, depression, anxious arousal,
and maladaptive tension reduction (Carr et al., 2009). They also found an impact on adult
attachment styles, with 83.4% of CSA survivors displaying insecure attachment, of which
44.1% were fearful, 26.7% dismissive and 12.6% preoccupied. Other clinically significant

symptoms included anger (32%), sexual concerns (23.9%), and sexual dysfunction (12.6%).

A wide range of similar literature has corroborated Carr et al.’s (2009) findings (Wolfe,
Francis, and Straatman, 2006; Ford & Courtois, 2020; Trask et al. 2011; Courtois & Ford,
2016; Finkelhor et al., 2014; van der Kolk, 2014; Herman, 2022). Wolfe, Francis, and
Straatman (2006) found that 88% of adult survivors of CSA had been diagnosed with a DSM-
listed disorder (American Psychiatric Association, 1994) during their lifetime, with PDST
and alcohol, and mood disorders most commonly reported. Trask et al. (2011), found that 37-
53% of adults had PTSD and traumatic reactions, including re-experiencing and active
avoidance of abuse reminders. A similar amount had externalizing behaviours and 43-67%
demonstrated internalising disorders. 55% of cases reviewed showed co-occurrence of two or

more disorders.

Other studies conflicted with Carr et al. (2009). For example, Hailles et al. (2019) tested

correlations between CSA and 28 different long-term harmful outcomes. They found only



weak or moderate correlations between CSA and some conditions identified by the Carr et al.
as significant. The strongest psychiatric associations measured were with conversion

disorder, borderline personality disorder, anxiety and depression.

Finally, it has been suggested that certain outcomes only emerge during adulthood, including
some types of physical health conditions, problems with sexual intimacy, interpersonal
relationship issues, and employment difficulties. Becoming a parent can also be a trigger for
both female and male victims and survivors (Montgomery, 2013; Nelson, 2009). Fisher, et al.
(2017) found that 10% of their study sample reported becoming pregnant as a result of CSA.
Other effects, like mental health conditions, PTSD, anxiety and increased vulnerability to

sexual re-victimisation cut across life stages (Fisher et al., 2017).

Overall, there is good evidenced that a range of common symptoms of CSA carry through to
adulthood, including PTSD, anxiety, depression, dissociation, emotional dysregulation,
interpersonal difficulties, re-victimisation, physical symptoms, and substance use disorder.
While Hailles et al. (2019 p. 835) concluded that much work still needs to be done to
“understand the mechanisms underlying the association” between CSA and various long-term
disorders, the picture outlined above seems well accepted by practitioners, national and
international agencies and websites (see, for example, HSE, 2024; Tusla, 2025; Very Well

Mind, 2023).

Discussion

Trauma Informed Practices within Psychotherapeutic Responses to Survivors of CSA

in Ireland.

The picture painted above of the physiological, psychological and relationship issues faced

by adult survivors of CSA poses “some of the most difficult challenges and dilemmas” that

10



can be presented to psychotherapists (Courtois & Ford, 2016 p. 3). In fact, it is difficult to see
these could be addressed effectively outside of a TIP-informed framework (SAMHSA, 2014).
Evidence has emerged that survivors report higher levels of satisfaction, greater engagement,
and improved feelings of well-being where TIP principles are deployed (Knight, 2019; Isobel
& Edwards, 2017). This may be why, internationally, TIP-informed services have been
recognised as a gold standard in psychotherapeutic responses to such clients (Levenson,

2017; Bloom & Farragher, 2013; Fallot & Harris, 2017).

In Ireland, the historical context of institutional abuse has shaped public and professional
responses to CSA survivors (McElvaney, 2019). It is encouraging to see a growing
incorporation of TIP principles into mental health services (McElvaney, 2019) and education
(Hickey et. al. 2020), there appears to be considerable variability in the fidelity within which
this is applied, including in psychotherapeutic settings (McElvaney, 2019). The scoping
report (Gol, 2024) that led to the statutory commission of inquiry into the sexual abuse of
children in Irish schools, and the subsequent Ryan Report (Gol, 2010) prompted renewed
interest and commitments to improve therapeutic services. Indeed, some resultant action is
evident, for example, in service framework and trauma-informed training courses developed

by One in Four (One in Four, 2022; 2024).

Yet, CSA survivors and their advocacy groups, are still calling for greater access to trauma-
informed services that specialise in sexual violence (RCNI, 2022). They assert that traditional
service models of support, with their emphasis on treating symptoms, are inappropriate. They
advocate for trauma-informed services that are empowering, healing-based, non-directive,
non-judgemental, and survivor-led (RCNI, 2022). Unavailability and inappropriateness of
services notwithstanding, they also point to a range of systemic factors that leave them

unprovided for, including access issues, funding constraints, long waiting lists, limited TIP

11



training for practitioners (Mental Health Reform Ireland, 2020; McElvaney, 2019), and
“inappropriate diagnosis or under detection of trauma-related symptoms” (Hegel in Cook et
al., 2017 p. 111). This has caused some adult CSA survivors (e.g. Crockett, 2021,
unpaginated) to assert that lack of incorporation of TIP principles, means that many CSA
survivors forego “much needed treatment because the risk of re-traumatisation by a provider

is too high”.

The Affordances of Trauma Informed Practice within Psychotherapy for Adult Survivors

of CSA

As previously noted, Trauma Informed Practice (TIP) is an approach to health and care
interventions that is grounded in a comprehensive understanding of the impact of trauma on
neurological, biological, psychological and social development. It takes the view that “any
person seeking services or support might be a trauma survivor” (Goodman et al. in Knight,
2019 p. 81). TIP emphasises compassion and individualised care within empathetic and
trusting relationships and focuses on creating healing environments that prioritise safety;
trustworthiness and transparency; peer support; collaboration and mutuality; empowerment,
voice and choice; and, cultural, historical, and gender sensitivity (SAMHSA, 2014). It aims to
foster resilience by validating the survivor’s experiences, promoting self-efficacy, and
shifting the clinical perspective from "What is wrong with you?" to "What has happened to
you?" (van der Kolk, 2014). A central goal is to allow survivors to feel seen and heard,
without shame. Finally, it takes a proactive interest in the wellbeing of those who advocate
and work with survivors of complex trauma (Crivatu, et al., 2023; Willcott-Benoit &

Cummings, 2024).

Several therapeutic modalities have been shown to be effective in working to ameliorate

psychological effects of CSA in adult survivors. They include prolonged exposure therapy,

12



trauma focused cognitive-behavioural therapy, cognitive processing therapy, psychodynamic
therapy (though traditional versions of these may require adaptation to fully incorporate the
survivor's lived experience of trauma), dialectical behaviour therapy, eye movement
desensitisation and reprocessing (EMDR), dialectical behaviour therapy, and
psychoeducation, especially around the psychological and somatic effects of PDST,
dissociation, and hypervigilance (Shapiro, 2017; Levine, 2015; Ford & Courtois, 2020).
Mindfulness, attachment-based interventions and narrative therapy (focused on resilience and
recovery) have also been used to good effect (Ford & Courtois, 2020). It is believed that all
these approaches can benefit greatly from the incorporation of TIP principles (SAMHSA,

2014).

In their meta-analytical study, Trask et al. (2011), evaluated the effectiveness of therapeutic
interventions and tried to identify participant and treatment characteristics that moderated
this. They found that available treatments were successful in reducing trauma, externalising
behaviours, and internalising problems. The also found that longer interventions, those
focussed on older clients, and programmes involving a greater proportion of males, had better
treatment outcomes (Trask, et al., 2011). Finally, the found that that group and individual
treatments were “equally effective” in treating complex trauma (Trask, et al., 2011 p. 13); a
finding replicated by Yun & Fiorini (2020), who looked at a variety of settings including

psychotherapy and counselling ones.

Increasing knowledge and awareness of the neurobiological impact of trauma, such as
persistent and unhelpful changes in stress responses, dysregulation in autonomic systems and
emotions, problems with memory processing, and “somatosensory intrusions” characteristic
of unresolved trauma (Ogden et al, 2006 p. xxix) often seen in adult survivors of CSA have

led to the development of approaches such as Somatic Experiencing (Levine and Frederick,
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1997; Levine, 2008; Levine, 2010; Payne, Levine, and Crane-Godreau, 2015), Somatic
Trauma Therapy (Rothschild, 2000), and Sensorimotor Psychotherapy (Ogden et al, 2006;
Ogden and Fisher, 2015). These use embodied experiences of trauma as their primary entry
point for intervention and seek to understand how the client’s body processes information in
ways that influence emotional expression and meaning making. These approaches are often
used to increase the “depth and efficacy” of traditional talk-based modalities (Ogden, et al.,
2006 p. xxviii). In fact, their amenability to incorporation into other therapeutic modalities

seems to have been central to their widespread adoption.

Courtois and Ford (2016 p. 9), assert that, when working with sufferers of complex trauma, it
is not the therapeutic modality that determines effectiveness, but the development of “a
positive therapeutic relationship, a caring empathetic psychotherapist, and attention to the ebb
and flow of the therapy session, including therapist attunement and connection, transference
and countertransference, boundary negotiation, and attachment-level response”. Like
Levinson (2017), they emphasise that such work is primarily about the creation of safe,
caring and supportive therapeutic environments and relationships in which the therapist
demonstrates core integrative competencies (congruence, empathy, compassion and positive
regard) and titrate exposure to historical material during therapy, in line with the client’s

ability to stay present and their levels of distress.

For Courtois & Ford, 2016, the ultimate aim is to ensure positive therapeutic encounters that
validate clients’ feelings, avoid the risk of re-traumatisation, allow engagement with harmful
beliefs, and develop individuals’ resilience and agency. As Levinson (2017, pp 106-107) puts
it, they see presenting problems as indicators of maladaptive coping responses to trauma and
“interrelated emotional wounds”. Thus they “work on building healthy skills rather than

simply addressing symptoms” and supporting the client’s need “to connect with others, to be
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respected, and to become hopeful regarding their own recovery” (Levinson, 2017 p. 106). All
of these writers offer a blueprint for how TIP principles can be translated into psychotherapy
with adult survivors of CSA; a blueprint that is highly congruent with somatic and sensory
approaches. Cook et al. (2005 p. 6) identified six elements of effective trauma-informed
interventions, namely safety, self-regulation, self-reflective information processing, traumatic
experiences integration, relational engagement, and positive affect enhancement. Appendix

C. outlines these in a little more detail.

Deploying TIP Principles within and around the Psychotherapeutic Encounter.

Sheridan and Carr (2020 p. 9) found that survivorship of CSA “involves a complex
adaptation to post-traumatic environments” involving “interwoven aspects of positive
behavioural changes, perceptions of growth and continued distress”. Encouragingly,
they also reported a “burgeoning literature” to support the value of TIP-informed
supports in promoting a post-traumatic growth among CSA survivors. Post-traumatic
growth refers to “positive changes in one’s life domains ... due to cognitive
processing and emotional engagement after a traumatic event” (Tedeschi and Calhoun
in Willcott-Benoit & Cummings, 2024 p. 3644). Sheridan and Carr (2020 p. 9) found
that post-traumatic growth was linked to most saliently to the development of a
positive post-trauma identity, which was associated with “increased self-acceptance

and self-efficacy”.

When a post-trauma identity was positive and positively affirmed, survivors used this
to “derive salutary meaning from their abuse experiences” (Sheridan and Carr, 2020 p.
9). They engaged in “positive reappraisal strategies, acceptance of trauma, and
cognitive efforts to process the abuse” and challenge “their trauma-laden belief

systems” in ways that allowed the introduction of new information into their
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survivorship narratives (Sheridan and Carr, 2020 p. 10). When survivors’ identities
were rejected or disavowed, survivors view themselves as “agents of immoral action”

and become less amenable to therapy (Sheridan and Carr, 2020 p. 9).

Trauma informed environments provide safe places to engage in this reappraisal,
acceptance, processing, challenging and integration. They do so by maintaining
emphasis on relational, physiological, and physical safety, in the hope that these can
soothes “physiological arousal to create more positive associations toward moving
forward in treatment for both survivors and providers” (Barnes and Andrews, 2019, p.

605).

Relational safety

We have seen how the trauma experienced during CSA can lead to a profound sense
of insecurity and fearful, dismissive, or preoccupied attachment styles (Carr et al.
2009). We have also seen how it can lead to dysfunctional social interaction patterns,
distorted cognitive schema, boundary violations, and emotional dysregulation, which
persist into adulthood (van der Kolk 2014). If trauma is at the heart of adult
experiences of CSA, then it must be at the heart of healing. TIP comprises an
articulation of this approach. It looks for trauma symptoms and sees these as rational
(at the time), learned maladaptive coping responses the ensured survival (Levinson,
2017). It seeks to address these within a holistic therapeutic process that foregrounds

the therapeutic relationship and environment.

Since CSA occurs within webs of interpersonal relationships, healing the complex
trauma invoked by this, must also happen within these (Barnes & Andrews, 2019). TIP

approaches provide survivors with experiences of a stable and soothing environment
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and a healthy, respectful, trusting, empathetic and supportive client-therapist
relationship within which a positive post-traumatic growth mindset can develop. Its
aim is to build up resilience, hope, and a set of intrapersonal and inter-personal skills
that help develop and sustain post-traumatic growth (Levinson, 2017; Willcott-Benoit

& Cummings, 2024).

TIP also acknowledges that CSA can translate into feelings of helplessness, loss of
agency, deference to the wishes of others, and the futility of resistance. This can leave
the adult survivor feeling comfortable only in relationships over which they can
exercise some degree of control. They fare poorly within the kinds of hierarchical
support models, such as those that that pertain in medicalised treatment options.
Moreover, they can have a propensity for social acquiescence to the point of automatic
obedience, which leaves the vulnerable to suggestion and compliance, even when this

is not in line with their wishes (Herman, 2022).

TIP informed therapy encourages therapist and client to forsake “the traditional
service relationship that replicates some of the most damaging dynamics of childhood
trauma” and “accept an unequal relationship in order to avoid worse treatment”
(Harris and Fallot in Barnes & Andrews, 2019 p.). These non-hierarchical healing
relationships can be a central resource by which therapists can “accompany survivors
into their horrific memories of childhood sexual abuse time and again without pulling
back to save themselves from the pain of hearing” these (Crockett, 2012 unpaginated).
They allow the therapist to remain vigilant to signs of maladaptive coping mechanisms
including dissociative defences, fragmented identities, and pathological ways of
regulating emotional and autonomic systems (van der Kolk 2014; Lavine, 2017;

Herman, 2022), as well as sensitivities to disempowerment and capricious surveillance
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(Herman, 2022). Finally, they are vital to maintaining the core conditions of
integrative psychotherapy, allowing the therapist to remain available to the client,

while modelling adherence to healthy boundaries.

Psychological Safety

Safe client-therapist relationships are essentially ones that are consistent, predictable,
and non-shaming (Elliott et al., 2020). Within these, clients can be presented with
opportunities to integrate idealised abusive fragments of themselves, their (abusive or
negligent) caregivers, and others (Henman, 2022). This relationship can also form the
basis of dyadic work in with both parties work together through the client’s
experiences of betrayal, abandonment, isolation, manipulation, guilt, shame, secrecy,
stigma, and their sense of personal “badness”, in the knowledge that the therapist will
be there through thick and thin, and for the long haul. In this way, it is hoped that the
client may, in time, develop and internalise more integrated representations of
caregivers, which will allow them to regulate anxiety-inducing emotions, decrease
their reliance on external sources of solace/validation, and reduce indiscriminate or
harmful attachment to others. Finally, this relationship may be used within cognitive-
behavioural approaches, to deal with clients’ misplaced propensities to minimise,

rationalise, and excuse the abuse, and absolve abusers and enablers of blame.

Physical safety

CSA survivors receive enduring physical injury (external and internal) during their abuse,
including the contraction of venereal disease (Fisher, et al 2017). The can also exhibit
psychosomatic symptoms such as chronic pain, digestive issues, sleep disturbances, fatigue,

immune system issues, muscle tension, sensory overload and integration, increased blood
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pressure, neurological issues, musculoskeletal problems, respiratory problems, urological
problems, and substance use disorders (van der Kolk, 2014). TIP-informed therapists need to

remain attentive to these things.

As we saw earlier, survivors can be hypervigilant around safety, often on a near constant
basis, while remaining totally unaware of what triggers this. Additionally, they can enter
quickly into various levels of disassociation without awareness of precipitating stimuli. The
Polyvagal Theory proposes that various branches of the Vagus nerve work together to
monitor visceral feedback and environmental stimuli, “including the voices and faces of the
people around us” (Van der Kolk, 2014 p. 47), and respond to risk and safety based on this
(Porges, 2009; Van der Kolk, 2014; Dana, 2018;). Porges (2009 p. 4) calls this capacity
“neuroception”. Van der Kolk (2014 p. 47) believes that this theory explains why feelings of
“attunement”, being listened to, and experiencing safety are so important in allowing

psychotherapeutic clients transition from fearful to more regulated autonomic states.

The physical built environment is also important in TIP (Levine, 2015). Clients who are
vulnerable to dissociative states, can find large buildings, waiting areas, and therapy
spaces difficult to navigate at times (Crockett, 2021). This can sometimes trigger
confusion and even dissociation. Warm, comfortable waiting and therapeutic spaces
can be welcoming and soothing for anxious clients. If possible, they should be free of
large crowds and loud noises. A smiling receptionist can also offer calmness and
reassurance. Nor should these spaces be claustrophobic or confining. Furniture should
not put the client in an uncomfortable or difficult positions. Even minor touching
should be avoided, without extensive negotiation, explanation, and preparation for
this. Even then, this must be done anticipating the inability of many survivors of CSA

to say “no” (Crockett, 2021). Directing clients to sit or lie down in a place where they
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cannot see who might enter the space can be triggering. Areas should be free from
potential hazards that might trigger anxiety, e.g. poor lighting, clutter, and absence of visible
exits points or rest and disability accommodations. Finally, physical reminders may need

to accompany oral information or points they should think about (Crockett, 2021).

Challenges to the Application of TIP within Trauma Therapy

Variability in the fidelity with which TIP is deployed in psychotherapeutic settings at home
(McElvaney, 2019) and abroad (Knight, 2015) have already been noted. This may be because
their implementation can involve significant cultural change for service providers (Bloom
and Farragher, 2013). Other barriers to the adoption of TIP include the legal issues involved,
the stigma that still operates around CSA (Knight, 2015; van der Kolk, 2014), the lack of
specialised training for therapists (Cook et al., 2017; Isobel & Edwards, 2017) and the
consistent failure of relevant services to detect and properly diagnose trauma-related

symptoms (Cook et al., 2017).

The difficulty of working with adult survivors of CSA may also comprise a barrier to
adequate staffing of services. Crivatu et al. (2023) found evidence of significant negative
vicarious impacts on those working with survivors of sexual violence including trauma
symptoms (included avoidance of intrusive thoughts, nightmares, flashbacks and persistent
visual imagery off clients’ abuse); diminished perceptions of safety (around self, family and
clients) and trust (in care and justice systems); and psychological distress (including
isolation, depression, anxiety, irritability sadness, anger, and compassion fatigue). Those with
a “history of trauma” seem particularly vulnerable to its vicarious effects (Cook et al, 2017 p.
112). Knowledge of these issues is undoubted at the heart of SAMHSA’s (2014 p. 13)
assertion that deployment of TIP approaches must involve supporting staff who are

“experiencing significant secondary traumatic stress or vicarious trauma”. Clinicians

20



themselves echo these concerns, reporting that, to work in trauma-informed ways, they
required service providers to clarify the concept of TIP, address issues of staff well-being,
support different ways of working, and change workplace cultures, where necessary
(Willcott-Benoit & Cummings, 2024). Crivatu et al. (2023) remind those involved of the need
to maintain regular supervision, establish clear professional boundaries, and practice self-

care.

The challenging, intensive, and time-consuming nature of TIP orientated services for adult
CSA survivors, has resourcing implications also (Willcott-Benoit & Cummings, 2024). This
is partly due to the number of people affect by historical sexual abuse, for whom post-trauma
growth will comprise “a protracted process” (Sheridan and Carr, 2020 p.10), involving
“positive behavioural change, perceptions of growth and continued distress” (Sheridan and
Carr, 2020 p. 9). It is also because, as has already been shown, the issue of CSA is not

abating.

Finally, while Wilson et al. (2020) found a high level of interest among mental health
professionals in TIP-informed approaches, they suggested that the dominance of the
(hegemonic) medical model paradigm within the field is “insidiously” perpetuates “a
custodial approach and loss of psychotherapeutic and interpersonal skills” (Wilson et al.,

2020 p. 912). They assert that this ideology is unlikely to lose its potency any time soon.

Conclusion

Using a desk-based research strategy, this study sought to outline of the scale and nature of
CSA in Ireland and explore understandings of its psychological and physiological effects on
adult survivors. It also sought to review and evaluate the incorporation of TIP into

psychotherapeutic responses aimed at supporting this group. Finally, it sought to provide
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practical guidance for clients, psychotherapists, service providers, and policy makers on how
TIP principles might be integrated into the psychotherapeutic encounter effectively. Overall,
the review strongly supported the value of incorporating TIP approaches into a range of
psychotherapeutic modalities and offered examples of how this might be done to improve
patient engagement, treatment adherence, and healing outcomes. It also noted how TIP can
address issues of vicarious trauma and wellbeing amongst those working with adult survivors

of CSA.

Future research might usefully look at gathering empirical evidence on whether, and if so, the
degree to which, TIP is currently being incorporated into psychotherapeutic supports for adult
survivors of CSA in Ireland. This could be done across different settings and modalities. A
similar exercise could be completed in relation to other types of complex trauma. Particular

emphasis might be placed on whether it is deployed within individual or group therapies.

The research strategy used in this work was neither sophisticated nor unique. It was limited
by its desk-based approach and the scope and nature of the assignment for which it was
prepared. Yet, it proved to be a highly effective way to investigate the topography of the field
and to identify and discuss pertinent issues within this. It is hoped that the review offers
enough information and discussion to be of interest to stakeholders, especially if it becomes
the basis of a disseminated article or investigative work. Whatever interest it generates from
others, preparation of this assignment comprised highly instructive and timely experience for
the author, who used it to deepen his interest in, and inform himself of, salient issues
surrounding the provision of TIP-informed psychotherapy to adult survivors of CSA. If
recent figures set out in this work continue to hold, it is highly likely that he will encounter

such clients in his therapeutic work in the near future.

22



References

American Psychiatric Association (ed.) (1994). Diagnostic and Statistical Manual, 4th

edition. Arlington, Virginia: American Psychiatric Association Publishing.

American Psychiatric Association (ed.) (2013) Diagnostic and Statistical Manual, 5th edition.

Arlington, Virginia: American Psychiatric Association Publishing.

Barnes, J. S & Andrews, M. (2019). Meeting Survivors Where They Are: The Vital
Role of Trauma-Informed and Competent Clinicians in Primary Care, Journal of
Aggression, Maltreatment & Trauma, 28:5, 601-612, DOI:

10.1080/10926771.2019.15875.

Bloom, S. L., & Farragher, B. (2013). Restoring Sanctuary: A New Operating System for

Trauma-Informed Systems of Care. Oxford University Press.

Carr, A. (2009). The effectiveness of family therapy and systemic interventions for child -

focused problems. Journal of Family Therapy, 31, 3-45.

Cook, A. et al. (2005). Complex trauma in children and adolescents. Psychiatric Annals. 35

(5), 2-8. Online. Retrieved from: https://complextrauma.org/wp-

content/uploads/2019/01/Complex-Trauma-1-Joseph-Spinazzola.pdf

Cook, J. M., Simiola, V., Ellis, A. E., & Thompson, R. (2017). Training in trauma
psychology: A national survey of doctoral graduate programs. Training and Education in

Professional Psychology, 11(2), 108-114. https://doi.org/10.1037/tep0000150F

Courtois, C. A., & Ford, J. D. (2016). Treatment of Complex Trauma: A Sequenced,
TRAUMA, VIOLENCE, & ABUSE 2023, Vol. 24(1) 56-71 © The Author(s) 2021 Relationship-Based

Approach. London: The Guilford Press.

23


https://complextrauma.org/wp-content/uploads/2019/01/Complex-Trauma-1-Joseph-Spinazzola.pdf
https://complextrauma.org/wp-content/uploads/2019/01/Complex-Trauma-1-Joseph-Spinazzola.pdf

Crivatu, 1. M., Horvath, M. A. H., & Massey, K. (2023). The Impacts of Working with
Victims of Sexual Violence: A Rapid Evidence Assessment. Trauma, Violence, & Abuse.

24(1) 56-71. DOI: 10.1177/15248380211016024

Crockett. L. (2021). The Failings of Trauma-Informed Care for Survivors of Child Sexual
Abuse. Online: Safe Communities. Available at:

https://www.safecommunitiespa.org/blog/march-01st-2021#comments. (Accessed 22-04-25).

Dana, D. (2018). The Polyvagal Theory in Therapy: Engaging the Rhythm of Regulation.

W.W. Norton & Company.

Elliott, D. E., Bjelajac, P., Fallot, R. D., et al. (2020). Trauma-informed or trauma-denied:
Principles and implementation of trauma-informed services. Journal of Community

Psychology, 48(2), 189-204.

Fallot, R. D., & Harris, M. (2017). Trauma-informed services: A self-assessment and

planning protocol. Community Connections.

Finkelhor, D., Ormrod, R., & Turner, H. (2014). Poly-victimization: A neglected component

in child victimization trauma. Child Abuse & Neglect, 38(9), 150-155.

Fisher C, Goldsmith A, Hurcombe R, Soares C (2017) The impacts of child sexual abuse: a
rapid evidence assessment. USA: IICSA Research Team. Online: Retrieved from:

https://webarchive.nationalarchives.gov.uk/ukgwa/20221216171632/https://www.iicsa.org.uk

/key-documents/1534/view/iicsa-impacts-child-sexual-abuse-rapid-evidence-assessment-full-

report-english.pdf (Accessed: 24-04-2025).

Ford, J. D., & Courtois, C. A. (2009). Defining and understanding complex trauma and
complex traumatic stress disorders. In C. A. Courtois & J. D. Ford (Eds.), Treating complex

traumatic stress disorders: An evidence-based guide (pp. 13-30). The Guilford Press.

24


https://webarchive.nationalarchives.gov.uk/ukgwa/20221216171632/https:/www.iicsa.org.uk/key-documents/1534/view/iicsa-impacts-child-sexual-abuse-rapid-evidence-assessment-full-report-english.pdf
https://webarchive.nationalarchives.gov.uk/ukgwa/20221216171632/https:/www.iicsa.org.uk/key-documents/1534/view/iicsa-impacts-child-sexual-abuse-rapid-evidence-assessment-full-report-english.pdf
https://webarchive.nationalarchives.gov.uk/ukgwa/20221216171632/https:/www.iicsa.org.uk/key-documents/1534/view/iicsa-impacts-child-sexual-abuse-rapid-evidence-assessment-full-report-english.pdf

Ford, J. D., & Courtois, C. A. (Eds.). (2020). Treating complex traumatic stress disorders in

adults: Scientific foundations and therapeutic models (2nd ed.). London: The Guilford Press.

Government of Ireland. (Gol) (2010). Commission of Investigation Report into Cloyne
Archdiocese. Dublin, Ireland: The Stationery Office. Retrieved from:

https://www.gov.ie/en/publication/db146-report-by-commission-of-investigation-into-

catholic-diocese-of-cloyne/ (Accessed 10-10-2024).

Government of Ireland (Gol) (2009). The Commission to Inquire into Child Abuse. (2009).
Final Report. Dublin. Ireland: The Stationery Office. Retrieved from:

https://www.gov.ie/en/publication/3¢76d0-the-report-of-the-commission-to-inquire-into-

child-abuse-the-ryan-re/ (Accessed 10-10-2024).

Government of Ireland (Gol) (2015). Children First Act 2015. [Number 36 of 2015]. Dublin,
Ireland: The Stationery Office. Retrieved from:

https://www.irishstatutebook.ie/eli/2015/act/36/enacted/en/html

Hailles, H.P., Yu, R., Danese, A. & Faze, S. (2019). Long-term outcomes of childhood sexual
abuse: an umbrella review. The Lancet Psychiatry, 6(10), 830 — 839

http://dx.doi.org/10.1016/S2215-0366(19)30286-X

Herman, J. L. (2022). Trauma and recovery: The aftermath of violence—from domestic

abuse to political terror. New York: Basic Books.

HSE (2024) Child Protection and Welfare Policy VERSION NO: 2.1 - EFFECTIV E FROM
DATE: 19/01/2024. Online, Retrieved from:

https://assets.hse.ie/media/documents/ncr/HSE Child Protection and Welfare Policy Cf2a

bOe.pdf (Accessed 25-04-2025)

25


https://www.gov.ie/en/publication/db146-report-by-commission-of-investigation-into-catholic-diocese-of-cloyne/
https://www.gov.ie/en/publication/db146-report-by-commission-of-investigation-into-catholic-diocese-of-cloyne/
https://www.gov.ie/en/publication/3c76d0-the-report-of-the-commission-to-inquire-into-child-abuse-the-ryan-re/
https://www.gov.ie/en/publication/3c76d0-the-report-of-the-commission-to-inquire-into-child-abuse-the-ryan-re/
https://www.irishstatutebook.ie/eli/2015/act/36/enacted/en/html
http://dx.doi.org/10.1016/S2215-0366(19)30286-X
https://assets.hse.ie/media/documents/ncr/HSE_Child_Protection_and_Welfare_Policy_Cf2abOe.pdf
https://assets.hse.ie/media/documents/ncr/HSE_Child_Protection_and_Welfare_Policy_Cf2abOe.pdf

Isobel S, Edwards C. (2017). Using trauma informed care as a nursing model of care in an
acute inpatient mental health unit: A practice development process. International Journal of
Mental Health Nursing. 26(1), 88-94. DOI: 10.1111/inm.12236. Epub 2016 Jun 13. PMID:

27291292.

Knight, C. (2015). Trauma-informed social work practice: Practice considerations and

challenges. Clinical Social Work Journal, 43(1), 25-37.

Knight, C. (2019). Trauma-informed practice and care: Implications for field instruction.

Clinical Social Work Journal, 47(1), 79-89. https://doi.org/10.1007/s10615-018-0661-x

Kurtz R. (2001). Handbook of level 1 training workshops. Ashland, OR: Ron Kurtz

Trainings.

Levine, P. A. (2008). Healing trauma: a pioneering program for restoring the wisdom of your

body. Boulder, CO: Sounds True.

Levine, P.A. (2010), In an Unspoken Voice: How the Body Releases Trauma and Restores

Goodness, Berkeley, CA: North Atlantic Books.

Levine, P. A. (2015). Trauma and Memory: Brain and Body in a Search for the Living Past.

North Atlantic Books.

Levine, P. A, and Frederick, A. (1997). Waking the Tiger: Haling Trauma - the innate

capacity to transform overwhelming experiences. New York: North Atlantic Books.

Levenson, J. (2017). Levenson J. Trauma-Informed Social Work Practice. Social Work,

62(2), 105-113. DOI: 10.1093/sw/swx001. PMID: 28339563.

Long H.A., French, D.P., Brooks, J.M. (2020). Optimising the value of the critical appraisal
skills programme (CASP) tool for quality appraisal in qualitative evidence synthesis.
Research Methods in Medicine & Health Sciences. 2020;1(1):31-42.

26


https://doi.org/10.1007/s10615-018-0661-x

Maniglio, R. (2015). Significance, nature, and direction of the association between child
sexual abuse and conduct disorder: A systematic review. Trauma, Violence, & Abuse, 16(3)

pp.241-257

McElvaney, R. (2019). Helping children tell about sexual abuse: Guidance for professionals.

Child Abuse Review, 28(1), 54-65.

McGlynn, M. (2021). Child sex abuse charity’s waiting list for support services doubles, Irish

Examiner, 31 May 2021.

Mental Health Reform Ireland. (2020). Access to Mental Health Services in Ireland:
Submission to the Joint Oireachtas Committee. Retrieved from:

https://data.oireachtas.ie/ie/oireachtas/committee/dail/33/special committee on covid 19 re

sponse/submissions/2020/2020-09-30 submission-kate-mitchell-senior-policy-research-

officer-mental-health-reform-scc19r-r-0502_en.pdf (Accessed 10-10-2024).

Montgomery, E. (2013) Feeling Safe: A Metasynthesis of the Maternity Care Needs of

Women Who Were Sexually Abused in Childhood. Birth, 40(2), 88-95.

Nelson, S. (2009) Care and Support Needs of Men who Survived Childhood Sexual Abuse:

Report of a qualitative research project. Edinburgh: The University of Edinburgh.

Ogden, P. and Fisher, J. (2015). Sensorimotor Psychotherapy: Interventions for Trauma and

Attachment London: Norton

Ogden, P., Minton, K. and Pain, C. (2006). Trauma and the body: a sensorimotor approach to

psychotherapy. New York: W. W. Norton & Company.

O’Mahony, C. (2022) Annual Report of the Special Rapporteur on Child Protection 2022.

Online: Retrieved from: https://assets.gov.ie/static/documents/special-rapporteur-on-child-

protection-15th-report.pdf (Accessed 01-05-2025).

27


https://data.oireachtas.ie/ie/oireachtas/committee/dail/33/special_committee_on_covid_19_response/submissions/2020/2020-09-30_submission-kate-mitchell-senior-policy-research-officer-mental-health-reform-scc19r-r-0502_en.pdf
https://data.oireachtas.ie/ie/oireachtas/committee/dail/33/special_committee_on_covid_19_response/submissions/2020/2020-09-30_submission-kate-mitchell-senior-policy-research-officer-mental-health-reform-scc19r-r-0502_en.pdf
https://data.oireachtas.ie/ie/oireachtas/committee/dail/33/special_committee_on_covid_19_response/submissions/2020/2020-09-30_submission-kate-mitchell-senior-policy-research-officer-mental-health-reform-scc19r-r-0502_en.pdf
https://assets.gov.ie/static/documents/special-rapporteur-on-child-protection-15th-report.pdf
https://assets.gov.ie/static/documents/special-rapporteur-on-child-protection-15th-report.pdf

One in Four. (2024). Specialised Training Course for Therapists: Certificate in Working
Therapeutically with Sexual Abuse and Complex Trauma. Retrieved from:

https://www.oneinfour.ie/training-course (Accessed 24-04-2025)

Pearlman, L. A., and Saakvitne K. W. (1995). Trauma and the Therapist. New York: Norton.

Payne, P., Levine, P. A, and Crane-Godreau, M. A. (2015). Somatic experiencing: using
interoception and proprioception as core elements of trauma therapy. Frontiers in psychology.

6, 93. https://pmc.ncbi.nlm.nih.gov/articles/PMC4316402/

Porges, S. W. (2009). The polyvagal theory: New insights into adaptive reactions of the
autonomic nervous system. Cleveland Clinic Journal of Medicine. Vol. 76, No. 4 (S2) pp.

S86-S90.

Rape Crisis Network Ireland (RCNI) (2022) Rape Crisis Statistics 2022. Retrieved from:

https://www.rapecrisisireland.ie/rcni-rape-crisis-statistics-2022/ (Accessed 24-04-2025)

Ring, S. (2017). Trauma and the construction of suffering in Irish historical child sexual
abuse prosecutions. International Journal for Crime, Justice and Social Democracy, 6(3), 88—

103.

Rothschild, B (2000). The Body Remembers: the psychophysiology of trauma and trauma

treatment. London: Norton.

Sneddon, H., Wager, N., and Allnock, D. (2016). Responding sensitively to survivors of child

sexual abuse: an evidence review. Bedfordshire: Victim Support /University of Bedfordshire.

Sheridan, G. and Carr, A. (2020). Survivors' lived experiences of posttraumatic growth after
institutional childhood abuse: An interpretative phenomenological analysis. Child Abuse and

Neglect. 103, 1-13. DOI: 10.1016/j.chiabu.2020.104430.

28


https://www.oneinfour.ie/training-course
https://www.rapecrisisireland.ie/rcni-rape-crisis-statistics-2022/

Substance Abuse and Mental Health Services Administration (SAMHSA). (2014). Concept
of Trauma and Guidance for a Trauma-Informed Approach. Retrieved from:

https://library.samhsa.gov/sites/default/files/smal4-4884.pdf (Accessed 24-04-2025).

Shapiro, F. (2017). Eye Movement Desensitization and Reprocessing (EMDR) Therapy,

Third Edition: Basic Principles, Protocols, and Procedures. Guilford Press.

Tusla. (2025). Definitions of Child Abuse. Online. Retrieved from:

https://www.tusla.ie/services/child-protection-welfare/definitions-of-child-

abuse/#:~:text=Child%20sexual%20abuse%20most%20commonly,and%2For%20by%20phy

sical%?20symptoms. (Accessed 01-05-2025).

Trask, E.V., Walsh, K. & DiLillo, D. (2011). Treatment effects for common outcomes
of child sexual abuse: a current meta-analysis. Aggressive Violent Behavior, 16:1, 6—

19. DOI: 10.1016/j.avb.2010.10.001.

Van Der Kolk, B. A. (2014). The body keeps the score: Brain, mind, and body in the healing

of trauma. Penguin Books.

Verywell Mind. (2023). Signs of Childhood Trauma in Adults. Online. Retrieved from:

https://www.verywellmind.com/signs-of-childhood-trauma-in-adults-5207979 (Accessed 25-

04-2025).

Wilson A, Hurley J, Hutchinson M, Lakeman R. (2020). "Can mental health nurses working
in acute mental health units really be trauma-informed?" An integrative review of the
literature. Journal of Psychiatric Mental Health Nursing. 28(5), 900-923. doi:

10.1111/jpm.12717. Epub 2021 Mar 31. PMID: 33270336.

Willcott-Benoit, W., & Cummings, J. A. (2024). Vicarious Growth, Traumatization, and

Event Centrality in Loved Ones Indirectly Exposed to Interpersonal Trauma: A Scoping

29


https://library.samhsa.gov/sites/default/files/sma14-4884.pdf
https://www.tusla.ie/services/child-protection-welfare/definitions-of-child-abuse/#:~:text=Child%20sexual%20abuse%20most%20commonly,and%2For%20by%20physical%20symptoms
https://www.tusla.ie/services/child-protection-welfare/definitions-of-child-abuse/#:~:text=Child%20sexual%20abuse%20most%20commonly,and%2For%20by%20physical%20symptoms
https://www.tusla.ie/services/child-protection-welfare/definitions-of-child-abuse/#:~:text=Child%20sexual%20abuse%20most%20commonly,and%2For%20by%20physical%20symptoms
https://www.verywellmind.com/signs-of-childhood-trauma-in-adults-5207979

Review. Trauma, Violence, & Abuse, 25(5), 3643-3661.

https://doi.ore/10.1177/15248380241255736

Wolfe, D., Francis, K., & Straatman, A. (2006). Child abuse in religiously-affiliated

institutions: Long-term impact on men’s mental health. Child Abuse & Neglect, 30, 205-212.

Yun, S. H., & Fiorini, L. (2020). Exploration of mental health outcomes of community-based
intervention programs for adult male survivors of childhood sexual abuse. Groupwork, 29(2),

58-84. https://doi.org/10.1921/gpwk.v29i2.1214

30


https://doi.org/10.1177/15248380241255736
https://doi.org/10.1921/gpwk.v29i2.1214

Appendix A

Definitions

Psychological trauma is conceptualised within this work as “the unique individual
experience of an event or enduring conditions, in which: 1. The individual's ability to
integrate his/her emotional experience is overwhelmed, or 2. The individual experiences
(subjectively) a threat to life, bodily integrity, or sanity” (Pearlman & Saakvitne, 1995, p. 60).
As well as having profound psychological effects, trauma can become deeply embodied,
influencing physiological responses, behaviours, and emotions. Within psychotherapy, it can
impair an individual’s ability to remain conscious to what is happening, integrate their

feelings, and make sense of these.

Trauma Informed Practice (TIP) is “not a manualised intervention” (Barnes & Andrews,
2019) but an approach to health and care interventions that is grounded in understandings of
the impact exposure to trauma can have on an individual’s neurological, biological,
psychological and social development. It encourages the creation of environments in which
survivors feel heard, respected, and validated (Elliott et al., 2020). SAMHSA (2014)
identifies six key principles of trauma informed care, namely safety; trustworthiness and
transparency; peer support; collaboration and mutuality; empowerment, voice and choice;
and cultural, historical, gender sensitivity. Levinson (2017) provides a useful and accessible
description of each of these principles that is recommended to the reader. It is asserted that
these principles should be placed at the heart of responses to CSA (Knight, 2015; Courtois &
Ford, 2016). While the terms Trauma Informed Practice (TIP) and Trauma Informed Care
(TIC) are often used interchangeably, “practice is more accurately applied to clinical
intervention, while care refers to the organizational [sic] context within which services are

provided” (Knight, 2019).
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Child Sexual Abuse (CSA), is thought to occur “when a child is used by another for his or
her gratification or arousal, or for that of others”. (Tusla, unpaginated). It includes “wilful
exposure of the child to pornography” and “wilful sexual activity in the presence of the child”
(Government of Ireland (Gol), 2015 p. 6). Schedule 2 of the Children First Act (Gol, 2015)
specifies that psychotherapists and counsellors registered with a voluntary professional body
are “Mandated Persons” who must report instances of CSA to Tusla, the national child and

family agency in Ireland.
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Appendix B

The 10 questions of the CASP qualitative checklist tool (Long et al., 2020 p. 33).

1. Was there a clear statement of the aims of the research?

2. Is a qualitative methodology appropriate?

3. Was the research design appropriate to address the aims of the research?

4. Was the recruitment strategy appropriate to the aims of the research?

5. Was the data collected in a way that addressed the research issue?

6. Has the relationship between researcher and participants been adequately considered?

7. Have ethical issues been taken into consideration?

8. Was the data analysis sufficiently rigorous?

9. Is there a clear statement of findings?

10. How valuable is the research?
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Appendix C

SIDEBAR 1.

Domains of Impairment in Children Exposed to Complex Trauma

|. Attachment

Problems with boundaries

Distrust and suspiciousness

Social isolation

Interpersonal difficulties

Difficulty attuning to other people’s emotional states
Difficulty with perspective taking

I1. Biology

Sensorimotor developmental problems

Analgesia

Problems with coordination, balance, body tone
Somatization

Increased medical problems acrass a wide span (e.g.)
Pelvic pain, Asthma, Skin Problems,

Autoimmune disorders, Pseudoseizures

Il Affect requlation

Difficulty with emotional self-regulation
Difficulty labeling and expressing feelings
Problems knowing and describing internal states
Difficulty communicating wishes and needs

IV. Dissociation

Distinct alterations in states of consciousness

Amnesia

Depersonalization and derealization

Two or more distinct states of consciousness Impaired memory
for state-based events

V. Behavioral control

Poor modulation of impulses

Self-destructive behavior

Aggression toward others

Pathological self-soothing behaviors

Sleep disturbances

Eating disorders

Substance abuse

Excessive compliance

Oppositional behavior

Difficulty understanding and complying with rules
Reenactment of trauma in behavior or play (sexual, aggressive,
etc.)

V1. Cognition

Difficulties in attention regulation and executive functioning
Lack of sustained curiosity

Problems with processing novel information

Problems focusing on and completing tasks

Problems with object constancy

Difficulty planning and anticipating

Problems understanding responsibility

Learning difficulties

Problems with language development

Problems with orientation in time and space

VII, Self-concept

Lack of a continuous, predictable sense of self
Poor sense of separateness

Disturbances of body image

Low self-esteem

Shame and guilt
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Appendix D

SIDEBAR 2.

Six Core Components of Complex Trauma Intervention

1.Safety: The installation and enhancement of internal and environmental safety.

2.Self-regulation: The capacity to modulate arousal and restore equilibrium follow-
ing dysregulation across domains of affect, behavior, physiology, cognition (includ-
ing redirection of dissociative states of consciousness), interpersonal relatedness
and self-attributions.

3.Self-reflective information processing: The ability to effectively engage atten-
tional processes and executive functioning in the service of construction of self-nar-
ratives, reflection on past and present experience, anticipation and planning, and
decision making.

4. Traumatic experiences integration: The transformation, incorporation or resolu-
tion of traumatic memories, reminders and associated psychiatric sequelae into a
nondebilitating, productive and fulfilling existence through such therapeutic strat-
egies as meaning-making, traumatic memory containment or processing, remem-
brance and mourning of the traumatic loss, symptom management and develop-
ment of coping skills, and cultivation of present-oriented thinking and behavior.

5.Relational engagement: The repair, restoration or creation of effective working
models of attachment, and the application of these models to current interpersonal
relationships, including the therapeutic alliance, with emphasis on development of
such critical interpersonal skills as assertiveness, cooperation, perspective-taking,
boundaries and limit-setting, reciprocity, social empathy, and the capacity for physi-
cal and emotional intimacy.

6.Positive affect enhancement: The enhancement of self-worth, esteem and positive
self-appraisal through the cultivation of personal creativity, imagination, future ori-
entation, achievement, competence, mastery-seeking, community-building and the
capacity to experience pleasure.
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