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Abstract
Child Sexual Abuse (CSA) is global problem that is found in all societies and cultures.
Although there is research exploring CSA in western countries, the literature shows that there
is limited CSA research on developing countries, like South Africa which is the focus of this
thesis. Incidence and prevalence rates are substantially higher in South Africa when compared
to other countries and for that reason, further research is needed for the context of that region.
The literature shows that ‘coping’ from CSA plays a significant role in survivors’ lives
but it is an area that has not been explored sufficiently in South Africa. To this end, the subject
of this thesis is to explore ‘coping’ from CSA in South Africa and to explore ways in which
CSA survivors cope with their experiences of abuse. This has been achieved through outlining
the existing research on CSA coping in the region with the aim to identify studies that are
related with topic; to understand the main learnings for that specific population; and to compare
these findings to the strategies of other western countries.
The study identifies a number of coping strategies that have been adopted by CSA
survivors in South Africa to cope with the abuse. It is also shown that similar strategies have
been used by CSA survivors in western countries. The link between coping strategies in the
area and the specific cultural characteristics is discussed as well.
This thesis makes knowledge around coping strategies in South Africa available, and
identifies areas for further research.
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Chapter 1.

1.1

Overview of Child Sexual Abuse

Introduction
Child Sexual Abuse (CSA) is a global problem that is found in all societies, cultures

and socio-economic levels. For many years, the phenomenon of sexual abuse was neglected by
the public but recently, there has been an increase in awareness of CSA. A plethora of
prevention measures has been made to identify, reduce CSA and provide therapy interventions
to survivors mainly in western countries (WHO, 2006). A number of reviews estimate that the
current prevalence rate for children who experience sexual abuse worldwide is between 7.9%
to 8.0% for boys and 15% to 19.7% for girls (Barth et al., 2013; Pereda et al., 2009;
Stoltenborgh et al., 2011). CSA is considered to be a major problem in the world and this
problem is even worse in many developing countries. More specifically, CSA is a significant
issue in South Africa as the prevalence rates are substantially higher when compared to other
countries (see next paragraph). For that reason, South Africa has been named as the “rape
capital of the world” (Jewkes & Abrahams, 2002, p. 1231).
There are more than 500,000 reported rape cases for children and women per year in
South Africa (Machisa et al., 2017) and a third of all South African children are sexually abused
by the age of 18 years according to Artz et al. (2016). The lifetime prevalence rate of CSA in
South Africa is 36.8% for boys and 33.9% for girls (Artz et al., 2016). Such rates are higher
than those measured in high-income countries such as the United States with a prevalence rate
of 26.6% for girls (Finkelhor et al., 2014), the United Kingdom at 18.6% (Radford et., 2013)
and Australia at 20% (Fleming, 1997).
The problem of CSA in South Africa has increased over the last few years and existing
legislation is inadequate to support children and families (Jewkes et al., 2005; Mathews et al.,
2013). This combined with the fact that most of the research studies around CSA have been
mostly focused on western countries, mean that further research is required to address the issue
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of CSA in South Africa specifically. Indeed, the number of CSA studies in South Africa
accounts for a very low percentage of all CSA studies worldwide, based on the findings of the
literature search which is shown in the chapter of Methodology.
It is also generally known that South Africa involves different cultural characteristics
when compared to other western countries. This means that, African-based research should
consider the unique cultural factors in the area that may have an impact on the prevalence and
incidence rates, the effects of CSA, the risk factors to CSA, the factors influencing disclosure,
the recovery methods and the coping strategies, thus avoiding biased interventions which were
designed for western countries.
To this end, the main research question of this dissertation is “What does the literature
tell us about the ways in which CSA survivors in South Africa cope with their experiences of
abuse?”. This is achieved through outlining the existing research on CSA coping strategies in
South Africa with the aim to identify the studies that are related to CSA coping strategies in
the area, to understand the main findings for that specific population and to compare these
findings to the findings relating to coping strategies of other higher-income countries.
It is worth noting that through investigating the literature, it was found that some studies
explore the link between coping, resilience and recovery from CSA. All three terms are defined
in the next sections. It was shown that some coping strategies help to increase recovery and
bounce resilience and for that reason, resilience and recovery are also discussed in this thesis
where appropriate. The focus of the thesis remains on coping strategies.
The findings of this research can make a significant contribution to the literature, as
they provide insight about the coping strategies that are used by CSA survivors in South Africa.
This is the first study so far which documents the existing literature regarding the coping
strategies of CSA in South Africa. There are a relatively small number of studies that are
focused on CSA in South Africa when compared to the number of studies focusing on CSA in
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other western countries. The investigation of CSA coping in South Africa is an area for further
research and it is hoped that this study will encourage the research community to further
advance their research in this area. Such studies could produce a more comprehensive
understanding of survivor’s coping strategies in South Africa which will ultimately help current
and future survivors to cope from their abuse more effectively, recover and build resilience.

1.2

Background Literature
In this section, main studies discussing coping with child sexual abuse are discussed.

The section covers definitions of CSA, key historical facts, prevalence and incidence rates of
CSA, the effects of CSA and risk factors associated with CSA. A number of studies which are
focused on South Africa are also reviewed in this section to set the context around CSA in
South Africa. A detailed analysis on South Africa is conducted in the following chapters.
1.2.1 Definitions of CSA
According to the World Health Organisation (WHO), CSA is defined in the following
way: “Child sexual abuse is the involvement of a child in sexual activity that he or she does
not fully comprehend, is unable to give informed consent to, or for which the child is not
developmentally prepared and cannot give consent, or that violates the laws or social taboos of
society. Child sexual abuse is evidenced by this activity between a child and an adult or another
child who by age or development is in a relationship of responsibility, trust or power, the
activity being intended to gratify or satisfy the needs of the other person. This may include but
is not limited to: the inducement or coercion of a child to engage in any unlawful sexual
activity; the exploitative use of a child in prostitution or other unlawful sexual practices; the
exploitative use of children in pornographic performance and materials” (WHO, 2003, p.75).
CSA has been defined differently by researchers over the years and based on different
criteria, making comparisons between studies difficult. Some researchers have defined CSA
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based on the age of the child, some others based on the nature of the abuse, the relationship to
the perpetrator, etc. For example, in relation to a child’s age, Russell (1984) defined sexual
abuse as an unwanted sexual experience that appears “before the age of 14 years old or rape by
the age of 17” (p.180). Dubowitz et al. (1993) defined CSA based on the nature of the abuse,
instead of the child’s age, and the definition includes any sexual behaviour that ranges from
touching to intercourse. It does not include any non-contact offenses; something which is
usually considered in other definitions. With regard to perpetrators, incestuous abuse and
unwanted sexual assault which is committed by similarly aged peers or siblings, is often not
included in many definitions or research samples. By contrast, Rind et al. (1998) defined CSA
as “a sexual interaction involving either physical contact or no contact (e.g. exhibitionism)
between either a child or adolescent and someone significantly older, or between two peers
who are children or adolescents when coercion is used” (p.23).
Furthermore, CSA definitions and contexts can vary based on the geographical location
that they refer to, from country to country and even within a country itself. Even researchers
within the same country may use different definitions from the official government one.
Overall, national governments, intergovernmental organisations and different
researchers have presented many definitions of CSA. The fact that there are multiple ways of
defining CSA could suggest that CSA is perceived differently in different locations at different
times. This makes comparison of the studies and research findings more difficult. Such
methodological limitations are exemplified in studies such as those by Gorey and Leslie (2001)
and Putnam (2003). These authors emphasise that by using “contact and non-contact” abuse in
the definition, the studies provide higher rates of prevalence in contrast with the studies that
use definitions with “only contact”. For this reason, researchers require more commonly
acknowledged definitions in order to avoid such methodological problems (Haugaard, 2000).
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A reasonable approach to tackle this issue in this study could be the use of the official
South Africa government definition, which is defined as follows: “The Sexual Offences Act
(SOA) defines a ‘child’ as a person under the age of 18 years, or in relation to the offences of
statutory rape or statutory sexual assault, a person 12 years or older but under the age of 16
years. The statutory definition of rape in the 2007 Sexual Offences Act includes all forms of
sexual penetration and is gender-neutral, meaning ‘any person’ can commit an act of rape or
be raped. Children under the age of 12 are viewed by the Act as incapable of consenting to sex.
The Act separates sexual offences into acts of penetrative (rape) and non-penetrative (sexual
assault) offences.” (Artz et al., 2016, p. 19).
1.2.2 Key historical facts about CSA
In this section, some key facts about the history of CSA are presented with the intention
to show that CSA has not always been recognised as a crime or a social issue. Note that the
aim of this section is not to present a comprehensive history of CSA around the world. It was
only 40-50 years ago (mid 70s/80s) when CSA started to get more recognition and only a
couple of decades ago in the more developing countries, like South Africa which is explored
in this thesis. Since then, CSA has always been a complex and a highly sensitive issue. As
shown earlier, a universal definition of CSA across countries, organisation and researchers, has
not been defined yet.
In 1962, Henry Kempe, a paediatrician in the United States, was the first one to use the
term “battered child syndrome” in order to describe children who have been abused by their
family members (Kempe et al., 1962). Initially, the publications of Henry Kempe faced
criticism and denial, particularly from physicians whose scientific orientation rejected the
notion that children could be abused by their parents. Nevertheless, Kempe was able to convey
his aims and therefore, promote the importance of the need to protect children suffering from
different types of abuse (including exposure to domestic violence), which has been recognised
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by most national and international organisations. In 1963 in Britain, child abuse was first
mentioned as “battered baby syndrome” by Griffiths and Moynihan (orthopaedic surgeons)
(Parton, 1979). For many years, the phenomenon of CSA was ignored and even denied within
society (Crane, 2015). This societal refusal was gradually challenged in the 1960s and 1970s
in western countries by feminists and system theorists, who recognised CSA as a crime
whereby the survivors should be given the right to talk about it (Breckenridge, 1999) and
claimed that CSA is a social problem that concerned everyone in society (Carmody, 1997).
Child sexual abuse gradually gained coverage all over the world as more people began
to disclose their experiences of being victims and/or witnesses of sexual abuse at some point
during their life.
The shocking story of Mary Ellen marked the beginning of the American Society for
the Prevention of Cruelty to Children (Watkins, 1990). The case of Mary Ellen who was
mistreated by her parents was filed to court. However, due to limited legislation with regard to
child protection at that time, the court was unable to immediately impose the necessary action
to protect the child from her parents. In 1874, the court granted an order for the protection of
Mary Ellen from her family based on the only relevant law that existed at that time; it was a
law pertaining to the protection of animals. This court case marked the first conviction
regarding child maltreatment (Watkins, 1990). Subsequently, researchers, such as Tardieu,
began to explore the effects of child abuse and specifically childhood sexual abuse (Tardieu,
1878). According to Tardieu’s study, 9,125 people were accused of attempted or completed
sexual abuse against children between 1858 and 1869 in France (Masson, 1992).
A few years later, the National Society for the Prevention of Cruelty to Children
(NSPCC) was established in London in 1884. The basic aim of the organisation was to support
children and their families. Since its establishment, the NSPCC has helped more than
10 million children over the years. Moreover, the NSPCC contributed and influenced the
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creation of the first law for the protection of children, which was passed in the UK in 1989.
The Prevention of Cruelty to Children Act (1989), it was also the first statute that imposed the
option of prosecution (Gray & Watt, 2013). Over the years a number of organisations were also
established in Britain for the protection of children such as Dr Barnardo’s, The Children’s
Society and the Waifs and Strays Society (Brown & Barrett, 2002).
1.2.3 CSA in South Africa
The first research study about CSA in South Africa was performed by Westcott, et al.
in the 80s (Westcott, 1982) and the first child rape case – 14-year old Valencia Farmer - was
reported in the news in 1999; many years later than in western countries. The report of the child
rape, in particular, was a breakthrough and a key milestone for talking about CSA at that time.
Valencia was also stabbed 50 times and found naked in the Western Cape Province. She passed
away a day later. As a result of the Valencia case, the government in South Africa was pushed
to develop a new Sexual Offences Act. There was a need for a more comprehensive Act to
protect and support further CSA survivors. However, this Act was established almost a decade
later in 2007 (Artz et al., 2016).
A similar incident took place in South Africa a few years later in 2013, where 17-year
old Anene Booysens was found mutilated and raped in the Western Cape Province. Inevitably,
the public expressed their disappointment regarding the insufficiency of law on sexual violence
in South Africa (Artz et al., 2016). Based on that, the government of South Africa took actions
to promote the protection of children. Several interventions have been investigated with support
from the non-governmental sector with the intention to recommend policies and frameworks
to deal with sexual offences (Artz et al., 2016). The outcome was a number of concomitant
laws, regulations and protocols to manage child protection and support. These are the
following: i) the Domestic Violence Act (116 of 1998), ii) the Service Charter for Victims of
Crime in SA (2004), iii) the Children’s Act (38 of 2005), iv) the Criminal Law (Sexual
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Offences and Related Matters) Amendment Act (32 Of 2007) and v) the Children’s
Amendment Act No 41 of 2007.
However, the problem of CSA in South Africa has been increasing and existing
legislation is inadequate to support children and families (Jewkes et al., 2005; Mathews et al.,
2013). This combined with the fact that the criminal justice system and police service in South
Africa are not efficient mean that further research and policy interventions are required to
address the issues of CSA in South Africa (Richter, 2003).
1.2.4 Prevalence and Incidence of CSA
It is worth noting that the difference between incidence and prevalence in CSA is that
the former refers to the single occurrence of abuse for an individual, whereas prevalence refers
to the overall condition of the occurrence, i.e. how many CSA victims are known. This
differentiation has caused confusion amongst practitioners, specifically in regard to which one
they should use to most adequately describe the risk of CSA that children face as they grow up
(Townsend & Rheingold, 2013). The same study reported that, when focusing on how many
subjects have experienced CSA one or more times over a period of time, the full-childhood
prevalence rate is most commonly used by CSA practitioners instead of a one-year incidence
metric. This approach overcomes the inherent limitations of the incidence rate, with the fullchildhood prevalence rate often being utilized for estimating the probability of children
suffering any sexual abuse as they get older (Townsend & Rheingold, 2013).
1.2.4.1 Prevalence
The worldwide prevalence of CSA was reported at approximately one in eight children
according to a study conducted by Stoltenborgh et al. (2011). Global rates of CSA between
7.6–7.9% for boys and 18.0–19.7% for girls were reported in other studies as well (Pereda et
al., 2009; Stoltenborgh et al., 2015).
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Africa was found to have the highest prevalence rates in the world. This is exemplified
in a meta-analysis study, which investigated the prevalence rates of CSA reported in 217
publications and 331 independent samples with a total number of 9,911,748 participants; the
findings showed that girls in Africa have the highest CSA prevalence rates across the world
(Stoltenborg et al., 2011). Similar findings were reported by another meta-analysis study which
shows that that the highest prevalence rates are found in Africa whereas the lowest are in
Europe (Pereda et al., 2009). Within the region of Africa, Morocco, Tanzania and South Africa
were found to experience the highest CSA prevalence rates (Pereda et al., 2009).
For the context of South Africa specifically, a study conducted by Seedat et al. (2009)
showed that over a third of South African women report a history of CSA. A study by
Andersson et al. (2012) showed that around 18% of both men and women in South Africa have
experienced forced or coerced sex by the age of 16 whereas a study by Jewkes et al. (2010)
showed that among participants aged 18–26 years in the Eastern Cape Province of South Africa
38% of women and 17% of men reported experiences of sexual abuse before the age of 18.
Prevalence rates of CSA ranging between 0-53% for female and between 0-60% for males were
reported based on an overview of thirty-nine prevalence studies in twenty-one countries
(Pereda et al, 2009); and the highest rates for both genders were reported in South Africa
(Pereda et al., 2009). Along the same lines, a study conducted by Madu and Peltzer (2000) in
the Northern Province of South Africa including secondary school students, found a prevalence
rate of 54.3% for CSA (Madu & Peltzer, 2000). Relatively high lifetime prevalence rates in
South Africa were also reported by Artz et. al (2016), with 36.8% for boys and 33.9% for girls
(Artz et al., 2016).
A relatively low prevalence rate of 1.6% was reported in one of the first national studies
in South Africa in 1998 for rape before the age of 15 (Jewkes et al., 2002). However, it was
believed that the results underestimated the real prevalence rates due to the fact the study
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assumed a relatively low upper age limit for the participants involved in the study. A much
higher prevalence rate of 39.1% for women and 16.7% for men in South African were reported
by the same authors a few years later and after assuming a broader definition of sexual abuse
(Jewkes et al., 2010). This is an example to show how different definitions and research
methodologies could result in different findings; even by the same authors.
Overall, prevalence rates of CSA in South Africa are higher than those measured for
females in high-income countries such as the United States with a prevalence rate of 26.6%
(Finkelhor et al., 2014), the United Kingdom at 18.6% (Radford et al., 2013) and Australia at
20% (Fleming, 1997). Possible reasons underpinning different prevalence rates between
developed and developing countries could be due to gender diﬀerences (Quadara et al., 2015),
the patriarchal nature of most developing countries (Martin & Silverstone, 2013) and the
specific cultural and contextual characteristics (Russell et al., 2020).
It is also worth mentioning that western literature on CSA explains that many survivors
of CSA are “emotionally manipulated into a conspiracy of silence” (Mash & Wolfe, 2010, p.
437) and as a consequence, many incidents of sexual abuse are not being reported. This is
supported by Badoe (2017), who has published studies on CSA in Africa, believes that most of
the cases are not known by official agencies. This means that the real rates could be even higher
but more importantly, survivors may experience an ongoing long-term abuse (Singh, 2009)
which results in harmful negative effects.
1.2.4.2 Incidence
As explained earlier, incidence is the single occurrence of abuse for an individual.
According to the Overseas Security Advisory Council (OSAC), South Africa has the highest
rape rate in the world with more than 53,293 sexual offenses being reported between 2019 and
2020 (OSAC, 2020). This corresponds approximately to 146 sexual abuse offenses per day.
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In another study conducted at the Red Cross War Memorial Children's Hospital in Cape
Town, it was found that most CSA incidents are reported for children between the age of
10 months old and 13 years old, with the average age being 5.8 years old (Cox et al., 2007).
The authors also found that sexual assaults on children accounted for 44% of all reported
incidences of sexual offence (Cox et al., 2007). A similar figure is also provided by the Crime
Information Analysis Centre (2009) which states that 44.4% of all police reports on sexual
abuse involve children. Furthermore, it was revealed that incidences of sexual abuse had an
increasing trend over the years, with 59 cases of abuse reported to Cape Town’s Red Cross
War Memorial Children’s Hospital in 2003, 91 in 2004, and 144 in 2005 (Cox et al., 2007).
According to statistics revealed by the South African Police Service (2014), 22,781
sexual incidents were reported in South Africa, of which 44% were sexual offences involving
children (South African Police Service, 2014). Although incident numbers for CSA are
relatively high, it is believed that it is hard to determine the true number of sexual offences
involving children. This is because several cases are not being reported (Battiss, 2005; Jewkes
& Abrahams, 2002; Jewkes et al., 2005; Maniglio, 2009).
1.2.5 Effects of CSA
CSA is a public health problem which causes numerous adverse psychological,
physical, emotional and social outcomes (Letourneau et al., 2019; Mathews, 2017). This
section provides an insight into the consequences of CSA, which is an important component
for survivor’s wellbeing and recovery.
Children who have been sexually abused have been subjected to experiences that are
inappropriate for their age and their developmental level (Browne & Finkelhor, 1984). When
a child becomes a victim of sexual abuse by a perpetrator, he/she is abused both sexually and
emotionally and as a result, may display a wide range of short and long-term consequences
(Fisher et al., 2017; Kendall-Tackett et al., 1993). For instance, they may experience mental
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health problems, such as anxiety (Chen et al., 2010; Kamiya et al., 2016; Lindert et al., 2014;
McCrory et al., 2017; Mills et al., 2016; NSPCC, 2016; Sprober et al., 2014; Trickett et al.,
2011), depression (Beitchman et al., 1992; Chen et al., 2010; Coles et al., 2015; Cooper et al.,
2016; Easton & Kong, 2016; Health Working Group on Child Sexual Exploitation, 2014;
Kamiya et al., 2016; Lindert et al., 2014; Mills et al., 2016; NSPCC 2016; Perez-Gonzalez &
Pereda, 2015; Polusny & Follette, 1995), post-traumatic stress disorder (PTSD) (Breckenridge
& Flax, 2016; Canton-Cortes & Canton, 2010; Canton-Cortes et al., 2011; Chen et al., 2010;
Easton, et al., 2013; Harding et al., 2012; Hebert et al., 2014; Knott, 2014; Maniglio, 2013;
Mills et al., 2016; Paolucci et al., 2001; Wosu et al., 2015), eating disorders (Chen et al., 2010;
Perez-Gonzalez & Pereda, 2015), regression, conduct disorders (Cicchetti & Toth, 2005;
Maniglio, 2013; Maniglio, 2015; Murray & Farrington, 2010), sleeping problems (Chen et al.,
2010; Noll et al., 2006;), suicide attempts (Chen et al., 2010; Curtis, 2006; Devries et al., 2014;
NSPCC, 2016; Perez-Gonzalez & Pereda, 2015) and Dissociative Identity Disorder (DID)
(Bick et al., 2014; Breckenridge & Flax, 2016; Irish et al., 2010). Social problems also emerge
through the literature such as unemployment, homelessness (Fisher et al., 2017; Heerde et al.,
2015; Rosario et al., 2012; Rotheram- Borus et al., 1996) and being a psychiatric inpatient
(Spataro et al., 2004).
Furthermore, sexual abuse may cause a variety of physical problems such as poor
general health, gastro-intestinal, gynaecologic problems, heart problems, headaches, muscle
aches, backaches and joint pain (Allnock et al., 2015; Coles et al., 2015; Havig, 2008; Hulme,
2000; Irish et al., 2010; Kamiya et al., 2016; Mamun et al., 2007; McCarthy-Jones &
McCarthy-Jones, 2014; Newman et al., 2000; Quadara et al., 2016; Richardson et al., 2014;
Trickett et al., 2011; Zeglin et al., 2015); non-epileptic seizures (Nelson et al., 2012; Sharpe &
Faye, 2006) and sexual problems (Crisma et al., 2004; Draucker & Mazurczyk, 2013; Wilson,
2010).
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A variety of behavioural and relationship problems were also mentioned in the
literature, as well as poor academic ability (NSPCC, 2016; Paolucci et al., 2001; Pereira et al.,
2017; Zeglin et al., 2015); intimacy (Jehu, 1988; Liang et al., 2006); parenting (Allbaugh et al.,
2014; Chouliara et al., 2014; Cole & Putnam, 1992; Roberts et al., 2004; Sneddon et al., 2016;
Testa et al., 2011); adjustment problems, teenage pregnancy (Roberts et al., 2004; Trickett et
al., 2011); hostility (Young et al., 2007); experience of re-victimisation (Arata, 2002; Classen
et al., 2005; Coles et al., 2015; Maniglio, 2009; Neumann et al., 1996; NSPCC, 2016; Ogloff
et al., 2012; Olafson & Boat, 2004; Pittenger et al., 2016; Roodman & Clum, 2001; Sneddon
et al., 2016; Trickett et al., 2011; Walsh et al., 2010); alcohol and substance abuse
(Breckenridge & Flax, 2016; Cashmore & Shackel, 2014; Draucker & Mazurczyk, 2013;
Freyd et al., 2005; Maniglio, 2013; Min et al., 2007; Nelson et al., 2002; NSPCC, 2016; One
in Four, 2015; Ports et al., 2016); sexual relationships and risky sexual behaviour (Beitchmann
et al., 1992; DeLillo et al., 2001; Fergusson et al., 2013; Paolucci et al., 2001; Ports et al., 2016;
Putnam, 2003; Stop It Now, 2008; Warrington et al., 2017) and sex trading (Arriola et al.,
2005).
South African populations experience similar negative side effects including mental
health problems, such as anxiety, depression and post-traumatic stress disorder (Artz et al.,
2016; Brown et al., 2009; Carey et al., 2008; Collings, 1995; Jewkes et al., 2010). In the South
African context, researchers have found that children may struggle to do their homework, miss
school, have suicidal thoughts/attempts, have anti-social behaviours and increased chances of
substance use (Artz et al., 2016; Jewkes et al., 2010; King et al., 2004; Meade et al., 2012).
Furthermore, experiences of sexual abuse have been found to be associated with risky sexual
behaviours in South Africa, which may then increase risks for HIV infections (Jewkes et al.,
2006a; Pettifor et al., 2005).
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Overall, CSA has a range of consequences such as behavioural, physical, social and
mental health problems. Some of the above-mentioned consequences have the potential to
increase the risk of children developing mental disorders later in their life as well (Browne &
Finkelhor, 1985; Somer & Szwarcberg, 2001) which are typically more prevalent for adult
survivors of CSA (Hillberg et al., 2011; Hornor, 2010). Some researchers argue that these
consequences may last for the duration of the survivors’ lives (Draper et al., 2008; Fisher et.
al., 2017; One In Four, 2015; Talbot et al., 2009).
The lack of a single pattern of symptoms to characterise the consequences of CSA has
led some researchers to develop models to understand the psychological process and effects of
CSA. The literature shows that one of the most widely known models, is the model developed
by Finkelhor and Browne (1985). According to Finkelhor and Browne (1985), the impact of
CSA could be categorised into four different dynamics: traumatic sexualisation, betrayal,
stigmatization, and powerlessness. These four dynamics provide an explanatory model for the
victim responses following the assault. The first dynamic, the traumatic sexualisation, includes
the inappropriate sexual development of a child caused by a sexual abuse. The second dynamic,
betrayal, includes the betrayal and the harm that the child feels when the abuse is perpetrated
by trusted figures; as a result, this may result in the child developing general trust issues in the
future. The third one includes the stigma that the child faces, followed by shame and guilt as a
result of the abuse which also influences the child’s self-perception and self-esteem. In the end,
the powerlessness dynamic involves a lost sense of control that a child has experienced as a
consequence of the abuse and his/her inability to stop it or prevent it. This may cause the child
to become disempowered and may increase the likelihood of further victimisation in the future.
In addition to the four dynamics presented above, Glaser (1991) added two further
additional dynamics that may provide some clarity as to why the disclosure and treatment of
abuse poses many challenges, namely, secrecy and confusion. According to Glaser, secrecy
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refers to the denial or the disbelief that a survivor may suffer in an attempt to keep the abuse a
secret, perplexing the therapy procedure. Confusion on the other hand refers to the certain
inability of children to fully understand the purpose of the sexual activities, potentially
confusing it as actions of care rather than a sexual abuse.
The symptoms of CSA have also been classified into different categories by some
researchers. Saywitz et al. (2000) classified the symptoms of children depending on their
severity, by which four levels were created. The first level included children whose symptoms
could not be detected through the use of psychological tools. The second level was related to
children whose symptoms were not clinical and less severe. The third level involved children
with serious psychiatric problems, for example depression, anxiety, sexual behaviours, drugs,
aggression and low self-esteem. The fourth level included children with psychological
disorders such as PTSD, major depression and overanxious disorder. An important weakness
of this classification, however, is that Saywitz et al. (2000) suggest that the first level fails to
consider that some of these children may genuinely be resilient and thus not demonstrate any
symptoms, hidden or otherwise.
Additional factors which research suggests may moderate the adverse consequences of
CSA are the frequency, duration and severity of abuse that depends on the force and the sexual
acts used (Andrews et al., 2004; Beitchman et., 1992; Clemmons et al., 2007; Jonzon &
Lindblad, 2004; Sneddon et al., 2016); the type of abuse, penetrative or non-penetrative
(Kendall-Tackett et al., 1993); early onset of sexual abuse (Jonzon & Lindblad, 2004; Sneddon
et al., 2016) and limited social network (Baboolal et al., 2007; Nelson et al., 2002).
Characteristics of the individual victim and survivor (e.g. emotions, beliefs and
attitudes) play also an important role (Canton-Cortes et al., 2011; Domhardt et al., 2015).
Further, child’s gender and age; his/her relationship with the alleged abuser and the number of
abuser during the abuse or other abusive incidents; the reaction to the disclosure (Asgeirsdottir
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et al., 2010; Beitchman et al., 1992; Bick et al., 2014; Hulme, 2004; Jonzon & Lindblad, 2004;
Sneddon et al., 2016); and finally, the level of family functionality and social context have
influenced the outcomes of abuse (Beitchman et al., 1991; Domhardt et al., 2015; Havig 2008;
Kendall-Tackett et al., 1993; Koverola et al., 1993; Montgomery, 2013; Montgomery et al.,
2015; Williams & Nelson-Gardell, 2012).
1.2.6 Risk factors of CSA
Knowing the risk factors of CSA supports effective assessment and development of
preventive interventions and for that reason, a number of studies have explored the risk factors
of CSA. The most common risk factors of CSA are the following: prior victimisation of the
child other than child abuse, prior or concurrent forms of child abuse in the child’s home
environment, parents history of child abuse, parents mental health problems, intimate partner
violence, low quality of parent–child relationship and families with stepfathers or single
parents, family social isolation, child problems (having a mental/physical chronic problem),
and other child characteristics such as being female) (Assink et al., 2019).
The existing body of research on risk factors of CSA has been mostly conducted in
developed western countries. However, some research has been focused in developing African
countries, and similar factors emerge from the studies (Bridgewater, 2016; Meinck et al., 2015).
In addition to the general risk factors associated with CSA, patriarchy, stereotyped
gender norms and the role of the children were also found to be relevant risk factors to CSA in
developing countries (Bridgewater, 2016; Plummer & Njuguna, 2009; Whitehead & Roﬀee,
2016). The economic state of individuals and societies, the absence of governance processes
and lack of appropriate child supervision are also additional factors which result in high
prevalence rates in developing countries (Royal Commission into Institutional Responses to
Child Sexual Abuse, 2017).
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In Africa, special cultural beliefs are considered major risk factors for CSA. For
example, in Tanzania, ‘witch doctors’ recommend having sex with virgin girls as a method to
increase wealth and prosperity (Lalor, 2004). It is also recommended that having sex with
virgin girls could cure men who suffer from HIV. In Mwanza, anal sex between boys is
described as “an important rite of passage in identity formation” (Rajani & Kudrati, 1996, p.
308). For girls, having sex can be a way to secure food and accommodation. They learn to obey
all commandments of the men and they become sexual beings that have to satisfy the desires
of their partners. Actions of violence are considered normal (Lalor, 2004). Additionally, a study
carried out by Boakye’s (2009) in Ghana showed that crime and sexual abuse are influenced
due to the fact that the family does not stay in the same house and makes children’s supervision
difficult. This is also influenced by the fact that the main employment in Ghana is fishing and
children stay home alone without parental supervision. The rates of teenage pregnancy in
Ghana are relatively high which is somewhat tolerated because births are celebrated and gifts
are provided to women. Another risk factor for CSA is arranged marriage, which is a common
trend in Africa (Bobnoff-Hajal, 2006).
South Africa, which is the focus of this thesis, is considered as a developing country
in Africa and it is believed that it shares similar risk factors with those presented in the previous
paragraph (i.e. risk factors of CSA in Africa due to special cultural beliefs). However, there is
no research evidence to support this argument – i.e. if South Africa shares similar special
cultural beliefs with Africa that may lead to CSA.
Nevertheless, different risk factors that increase the prevalence rates and incidents of
CSA in South Africa and they are not linked to special cultural beliefs have been explored by
some studies. It has been recognised that the political, social and economic structures in the
area have an impact on CSA. After the end of apartheid in 1994, South Africa become more
attractive to other Africans due to the enhanced democratic values, the opportunities for better
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and equal employment and education and higher living standards in general. This resulted in a
large number of immigrants which drove crime in South Africa as a result of the increasing
population (Clark & Worger, 2013). Additional factors that influence the problem of CSA in
South Africa are unemployment, violence, living conditions, poverty, gender differences and
single-parent families (Banwari, 2011; Dunkle et al., 2013).
More specifically, family environment plays an important role in South Africa. It was
found that children who do not live in a relaxing and safe family environment are more likely
to become victims of CSA. This is because they tend to engage with people who have violent
behaviours involving alcohol consumption and drug use (Artz et al., 2016). Poverty and low
education are also related to CSA (Andersson et al., 2012; Jewkes et al., 2002; Madu & Peltzer,
2000).
Another key factor which can contribute to increased levels of CSA in South Africa is
patriarchy and gender differences (Whitehead & Roﬀee, 2016). The society in South Africa
demands from women that they satisfy the sexual desires of men (Nduna & Jewkes, 2012) and
from children to respect and obey their elders without objections (Townsend & Dawes, 2004).
Overall, it is commonly believed that CSA occurs within a heterogenic group of people
as it fluctuates with age, capacity level, financial status, gender, education and effects of the
abuse (Yancey et al., 2011). Taken together, these findings suggest that a variety of factors can
contribute to increased levels of CSA in South Africa. These factors are difficult to monitor
and, as a result, it is challenging to predict their effects (Dhaliwal et al., 1996).
1.2.7 Disclosure
The phenomenon of sexual abuse is a hidden problem that does not only concern the
survivors and their families but also the broader spectrum of society as a whole (Wurtele,
2009). Sexually abused children face numerous mental health, physical and psychological
problems and this results in a significant economic cost to society associated with the health
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systems, social care, education and housing services, as well as the criminal justice system
since some CSA survivors might develop anti-social behaviours (Stalker et al., 2010).
To this end, the need for early recognition of abused children is important to develop
appropriate intervention programmes that assist CSA survivors and their families to deal with
the trauma in their lives. It is therefore important for sexually abused children to disclose the
abuse as soon as possible, as disclosure could potentially stop the abuse and initiate their
recovery. This does not mean that the onus is on children to disclose their abuse, deflecting
responsibility away from adults who should be better at identifying, responding and protecting
children.
Disclosure is defined as the process whereby a person opens up about his/her feelings
and decides to say something about the abuse to someone formally or informally (Ullman,
2003). Disclosure may be purposeful, accidental or even elicited (Alaggia, 2004; Mian et al.,
1986; Sorensen & Snow, 1991). Purposeful disclosure was described as “an intentional and
deliberate revelation of the abuse with clear intent of revealing its existence” and accidental
disclosure was defined as “a statement made without forethought or intent to reveal the abusive
relationship” (Mian et al., 1986; p. 226). Elicited disclosure was described as a disclosure that
is caused/assisted by others (Campis et al., 1993).
Disclosure of abuse is a critical part in the beginning of an intervention. In theory, when
a child discloses, the abuse would stop and treatment would begin (Alaggia, 2004; Alaggia &
Kirshenbaum, 2005; Goodman-Brown et al., 2003; Paine & Hansen, 2002); as disclosure could
facilitate intervention. However, children might also receive negative responses to disclosure
(such as blame, disbelief) from people and communities that could hinder recovery (Chouliara
et al., 2014).
Disclosure is also linked to the recovery and healing process (Chouliara et al., 2014;
Banyard & Williams, 2007). According to survivors’ testimonies, disclosing the abuse to a
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trusted person in a safe environment, helped them to deal with feelings of shame and selfblame. They also started feeling more hopeful for the future (Chouliara et al., 2014).
Disclosure is a dynamic multidimensional process, rather than a singular and static
event, and is influenced by many factors such as children’s reactions to the abuse, caregiver’s
reactions, threats by abusers, difficult family environments, culture beliefs (Alaggia, 2005;
Alaggia et al., 2017; Reitsema & Grietens, 2015).
Several previous research studies into disclosure have been focused on delayed or
never-disclosed sexual abuse experiences, as many survivors did not reveal or usually delayed
the disclosure (Collin-Vézina et al., 2015; Crisma et al., 2004; Easton, 2013; Finkelhor et al.,
1990; Hershkowitz et al., 2007; Jonzon & Lindblad, 2004; Schönbucher et al., 2012). Children
are more prone to delay for a long time or never disclose until someone else discovers the abuse
(Kelley et al., 1993; McElvaney, 2015; Sorenson & Snow, 1991).
In addition to the never-disclosed and delayed disclosure, research has found thatdisclosure is more likely to be revealed by accident than by purpose. A study showed that 43%
of disclosures were accidental and 30% of them were purposeful (Sgroi, 1982). Accidentallydiscovered abuse has been found to relate to feelings of shame and self-blame for the survivor.
Survivors may feel ashamed as the public may now know about the abuse that they experienced
(Feiring et al., 1996). Further to this, self-blame may be experienced as the victim may think
that their silence contributed to the abuse (Bonanno et al., 2002).
This is the case in South Africa as well, as a South African research study showed that
43% of people had an accidental disclosure and 30% had a purposeful disclosure (Collings et
al., 2005). These results support previous findings by Sgroi (1982) for western countries (see
previous paragraph). Indirect disclosure and eyewitness disclosure account for 9% and 18%
respectively (Collings et al., 2005).
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In an accidental disclosure, children usually show behavioural changes and adopt
avoidance strategies (Collings et al., 2005). By contrast, purposeful disclosure is realised by
spontaneous verbal disclosure of abuse by the victim. In general, in developed countries and in
South Africa it is shown that older children are more likely to disclose purposefully (Campis
et al., 1993; Collings et al., 2005; Mathews et al., 2016; Sorenson & Snow, 1991) while younger
children tend to disclose in a more partial-incomplete way (Mordock, 1996). In addition,
children in South Africa do not usually disclose immediately, due to the fear of caregiver’s
reactions, but they typically make purposeful disclosures to a trusted person who is responsible
to inform their caregiver on behalf (Mathews et al., 2016).
1.2.7.1 Factors influencing disclosure
A large and growing body of literature has investigated the factors that influence
disclosure. One of the most common factors that prevent disclosure is that survivors believe
that disclosure will not change or improve their lives (Sorsoli et al., 2008), and for that reason
they decide not to disclose the abuse. Fear, guilt, shame, anxiety and self-blame are also key
factors that hinder disclosure (Alaggia, 2004; Collin-Vézina et al., 2015; Crisma et al., 2004;
Dorahy & Clearwater, 2012; Draucker & Martsolf, 2008; Gómez & Ayala 2014; GoodmanBrown et al., 2003; Hunter, 2011; Kogan, 2004; McElvaney et al., 2014; McElvaney &
Culhane, 2017).
More specifically, fear is linked to survivors’ thoughts that disclosing the abuse will
negatively impact their current life and destroy their relationships with significant others
(Donalek, 2001). They also believe that disclosing the abuse could hurt their parents or
caregivers as they may experience feelings of guilt surrounding how they had not being able to
protect them adequately during their childhood (Alaggia, 2004; Draucker & Martsolf, 2008;
Hunter, 2011). Survivors may also be fearful of the reactions of others as they may think that
they will not be believed and accepted from close family members, friends or community
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members (Alaggia, 2004; Collin-Vézina et al., 2015; Hunter, 2010), or may be blamed by
others for the abuse (Hershkowitz et al., 2007; Somer & Szwarcberg, 2001).
In South Africa, in particular, a study by Mathews et al. (2016) found that children do
not disclose their abuse to their caregivers as they are afraid of their reactions. Children may
be physical punished, blamed or their parents may not believe them (Mathews et al., 2016).
This is due to the social norms in South Africa, where children need to protect themselves and
they should not expect any support from their caregivers (Mathews et al., 2016). Indeed, a
South African study found that a quarter of all children involved in the study experienced nonsupportive reactions from friends, family, and community members, 16% ignored the
disclosure and 10% of cases were persuaded to deny the abuse (Collings & Wiles, 2005). In
South Africa there is also a lot of criminality and violence and as a result, sexual abuse is not
considered to be a priority issue within the family context (Mathews et al., 2016). Other factors
that may prevent children from disclosing their abuse include the children’s respect towards
their parents, family structure and honour (Fontes & Plummer, 2010; Hunter, 2010).
The role of gender in the disclosure process has also been explored by researchers
around the world. Data from a number of sources have identified that males do not disclose the
abuse as much when compared to females (Bolton et al., 1989; Easton, 2013; Easton et al.,
2014; Gagnier & Collin-Vézina, 2016; Gries et al., 1996; Lamb & Edgar-Smith, 1994; Watkins
& Bentovim, 1992). Male adolescents have been reported to be more hesitant to disclose their
abuse, with numerous studies having attempted to explain this tendency in relation to the age
of males (Lamb & Edgar-Smith, 1994; Watkins & Bentovim, 1992). It has been also suggested
that “the fact that boys are socialised not to reveal doubts, weaknesses, and fears, and the fact
that, since most of the abusers are male, boys have the additional taboo of homosexuality to
overcome if they tell” (Faller, 1989; p. 282). In the same vein, more recent studies indicated
that boys do not want to reveal weakness and there is also the fear of being judged and
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perceived as being gay (Alaggia, 2005; Dorahy & Clearwater, 2012; Easton et al., 2014;
O’Leary & Barber, 2008). By contrast, when the abuser is a female, males tend to consider that
according to social standards, a sexual relationship with an older woman is normal and an
accepted socialisation process; therefore, many do not even define it as abuse (Dhaliwal et al.,
1996; Gagnier & Collin-Vézina, 2016; Hecht & Hansen, 1999).
In South Africa, women are afraid to disclose as they might be blamed as being dressed
inappropriately in an effort to seduce men with their bodies (Mathews et al., 2016). This reflects
South African societal views about gender and rape that regard women as responsible for men’s
sexual aggression (Mathews et al., 2016). When both the abuser and the victim are male (malemale sex) it is considered as a process for masculinity and not an abuse (Duncan & Williams,
1998). In western countries, others also believe that male victims may be judged that they will
be abusers in the future as there is the reputation that male survivors are more likely to become
abusers themselves (Alaggia, 2005).
Additional factors that may affect disclosure in South Africa include fear of revenge
against the survivor or their family; disbelief, feelings of blaming, shame, guilt, humiliation
and embarrassment; empathy and love for the abuser; difficulties to have access to public
services such as police or social workers; lack of trust and anxiety for the legal processes;
flashbacks and reminders during the court; negative behaviour by the police; fear of caregiver’s
reaction and fear of upsetting the stability of the family (Mathews et al., 2016). Some additional
factors include the fear of loss of economic support by the abuser; fear of being labelled; and
the desire to avoid the stigma of raped (Mathews et al., 2016).
In addition to the factors influencing disclosure that have been discussed above for
western countries and South Africa, the literature in western countries gives particular focus
on the reasons surrounding why children specifically do not disclose the abuse. These reasons
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are discussed below but there is not further research evidence to support the assumption that
similar reasons may influence disclosure of CSA in South Africa.
The absence of language and terminology to explain and depict what occurred, is
another key factor which prevents disclosure from children. It had been shown that children
find it difficult to discuss the incident with an adult, mainly due to their limited vocabulary
(especially in the pre-school years) (Brilleslijper-Karter et al., 2004; Hunter, 2010). Further to
this, at the same time they face their own developmental problems (Brilleslijper-Karter et al.,
2004). According to the social cognitive model “the course of disclosure will vary according
to children’s cognitive capabilities, social experience, and the particular situation in which they
find themselves” (Bussey & Grimbeek, 1995, p. 186). Finklehor et al.’s (2001) model of crime
supported that children cannot distinguish whether what happened to them was abuse and,
therefore, as a result they do not disclose. They cannot even define whether what happened to
them was appropriate or not (Paine & Hansen, 2002). In a study by Sas and Cunningham (1995)
it was illustrated that 40% of children that go to court are not aware that they had been sexually
abused at the start of the abuse. They do not even know where and if they should report it
(Staller & Nelson-Gardell, 2005). Sometimes, even if children recognise they have been
abused, children may still deny it (Malloy et al., 2007). Many of these children are isolated by
the abuse and they often do not have someone to talk to about it (Craven et al., 2006). Abusers
may also present the abuse as a normal situation of parenting or education or as “a game or
secret” (Faller, 2004). These all lead to the lack of a supportive initiative to assist them in
making a disclosure.
Some testimonies of survivors have indicated factors that facilitate the disclosure, for
example, it was found that it would be easier for survivors to disclose during childhood if they
felt safe and protected from abuse. Whereas adulthood survivors making a disclosure
mentioned that one may suppose that their secret could interfere with how close they feel to
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the person they are disclosing to, since it was believed that the “secret interfered with intimacy”
(Roesler & Wind, 1994). Acknowledgement of abuse and retrieved memories can facilitate an
abuse disclosure (Alaggia, 2004). Also, the disclosure can be facilitated by the distance; the
further the perpetrator is from the victim, the easier and more helpful it is for the survivor to
disclose (Alaggia, 2004; Hunter, 2011).
It is considered that the individual to whom a child reveals what has happened is a
person that he or she perceives will be protective, understanding and will offer them belief and
acceptance (Jonzon, 2006). Research has outlined that the most probable listener will be the
mother of the child. This is illustrated by Stein and Nofziger (2008) that found teenagers
between 11 and 17 would be most likely to reveal the abuse to their mother in instances where
the abuser was a relative and to a friend when it was a non-family member. Children are less
likely to disclose the abuse by a close family member (Arata, 1998; DiPietro et al., 1997;
Sorensen & Snow, 1991). However, some literature suggests that response by mothers may not
be always positive or helpful, especially when the abuser is her current partner (Elliott &
Carnes, 2001). Another study also showed that female adolescents who have been abused by
their father are more hesitant to disclose (Priebe & Svedin, 2008).
Overall, studies highlight that children disclose mainly to their parents (Jensen et al.,
2005; Paine & Hansen, 2002). Sullivan and Knutzon (2000) also noted that children at
preschool age have fewer chances to disclose the abuse through official investigations. With
regard to adults, it has been noted that 95% of adult survivors do not disclose to a family
member (Somer & Szwarcberg, 2001). The majority of adult survivors disclose to people that
they can trust, such as professionals (Deering & Mellor, 2011) partners and friends (Draucker
& Martsolf, 2008; Hunter, 2011; Jonzon & Lindblad, 2004; Smith et al., 2000; Sorsoli et al.,
2008; Stein & Nofziger, 2008).
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1.2.8 Recovery and resilience
According to Chouliara et al. (2014), resilience is different to recovery, as they defined
resilience in how it is “primarily about the protective factors that may insulate survivors from
the harmful effects of abuse” whereas recovery as “a wider concept, relates to symptom
remission (i.e. clinical recovery) and the survivors’ personal process and experience over time
in order to reach a meaningful sense of life post abuse (personal recovery)” (p.69). Various
authors support that recovery is occasionally referred to as healing; therefore, this thesis also
includes studies that refer to recovery as healing.
Both resilience and recovery are not static indicators as they may be influenced by a
plethora of factors and can change over time (Fisher et al., 2017). Both innate and external
factors can have an impact on resilience and recovery.
The key factors that promote resilience include survivors’ genes, (Beach et al., 2013),
educational engagement during childhood, such as having good performance and positive
feelings toward school, and faith (Domhardt et al., 2015; Gall et al., 2007). Personal
characteristics including optimism, self-control, self-confidence and cognitive appraisal are
additional key factors that promote resilience (Herrman et al., 2011). Support from family and
social support from peers, teachers, or significant others were also found to be positive factors
towards resilience (Herrman et al., 2011).
Regarding recovery, key factors include survivors’ emotions, beliefs and attitudes,
social life, external relationships and experiences of parenthood (Bick et al., 2014; Marriott et
al., 2014; Seltmann & Wright, 2013; Zeglin et al., 2015), as well as education and healthcare;
Havig, 2008; Montgomery et al., 2015; Sneddon et al., 2016). Social environment plays also
an important role and a plethora of studies indicate the value of social support to survivors
(Arias & Johnson, 2013; Banyard & Williams, 2007; Glaister & Abel, 2001; Merrill et al.,
2001; Panichrat & Townshend, 2010; Walsh et al., 2010). It was found that connection with
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others is a factor that enhanced recovery (Banyard & Williams, 2007). Researchers also
mentioned that social support helps survivors to improve self-worth and as a result, helps them
to build inner strength and enhance the recovery process (Hyman & Williams, 2001; Valentine
& Feinauer, 1993). Spirituality and religion can also promote recovery (Banyard & Williams,
2007; Bryant-Davis, 2005). In a study by Leong et.al (2007), religion was found to be a key
factor for lowering the possibility of suicide in survivors within Christian’s hubs (Leong et al.,
2007). Some personal characteristics such as self-respect, self-compassion, self-protection and
self-acceptance have been cited as factors that help recovery too (Chouliara et al., 2014;
Draucker et al., 2011; Merrill et al., 2001; Phanichrat & Townshend, 2010).
Some factors have a greater influence over recovery more than others. For example, it
is important to understand first and foremost the nature of the abuse, whether it was for the
purpose of exploitation, love, or discipline. Secondly, the reasons as to why it transpired,
particularly whether they were at fault, and subsequently the impact that the abuse had on
survivors’ lives (Draucker & Martsolf, 2008; Roller et al., 2009).
Furthermore, survivors’ feelings around the abuse such as feeling shame and self-blame
play an important role on recovery. It was shown that survivors who do not feel shame and do
not blame themselves for the abuse, have increased self-esteem which aids the recovery process
(Feiring et al., 2002; Lev-Wiesel, 2000). In general, the literature shows that the recovery of
some survivors was facilitated by the use of personal coping strategies.
Coping strategies are cognitive and behavioural efforts of survivors to cope with the
stressful situations and facilitate recovery from CSA (Folkman & Lazarus 1986). However,
some of these strategies may lead to long-term side effects (Updegraff & Taylor, 2000) and for
that reason, the investigation of coping is of particular importance as it plays a crucial role on
survivors’ lives. This is the subject of this thesis. Coping strategies are explained in the next
chapter.
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1.3

Conclusions and Research gap
CSA is a global social problem which has received increasing attention globally with

growing research and media attention due to the high incidence and prevalence rates. Many
researchers have investigated the prevalence rates, risk and protective factors and coping
strategies which promote recovery, as seen earlier. The background literature review has shown
that most of these studies have been focused on western countries and primarily in the US,
Australia and European countries. In recent years, there has been an increasing concern
regarding the signiﬁcant issue of CSA in developing countries (Abeid et al., 2015; Al-Saif et
al., 2018; Veenema et al., 2015).
However, CSA research in developing countries such as Africa is still at early stages
whereas the western countries have at least 40 years of experience in researching CSA and
developing interventions. The background literature has shown that there is a significantly
lower number of studies considering CSA in Africa in comparison to developed countries and
these studies vary in terms of the definitions used, type of sexual abused studied, and quality
of the data collected (Badoe, 2017).
Within the African context, CSA is a critical social issue in South Africa as the
prevalence rates are substantially higher when compared to other countries. For that reason,
South Africa has been named as the “rape capital of the world” (Jewkes & Abrahams, 2002, p.
1231). There are more than 500,000 reported rape cases for children and women per year in
South Africa (Machisa et al., 2017) and a third of all South African children are sexually abused
by the age of 18 years according to (Artz et al., 2016). The lifetime prevalence rate for boys is
36.8% and 33.9% for girls (Artz et al., 2016). Such rates are higher than those measured for
females in high-income countries such as the United States with a prevalence rate of 26.6%
(Finkelhor et al., 2014), the United Kingdom at 18.6% (Radford et al., 2013) and Australia at
20% (Fleming, 1997).
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The problem of CSA in South Africa has been increasing and existing legislation is
inadequate to support children and families (Jewkes et al., 2005; Mathews, et al., 2013). This
combined with the fact that most of the research studies around CSA have been mostly focused
on western countries, mean that further research is required to address the issue of CSA in
South Africa specifically. The research community should consider the unique cultural factors
in the area that may have an impact on the prevalence and incidence rates, the effects of CSA,
the risk factors to CSA, the factors influencing disclosure and the coping strategies that promote
recovery, thus avoiding biased interventions which were designed for western countries.
The literature shows that coping strategies may increase recovery and bounce
resilience. However, it was also shown that they could delay recovery and lead to long-term
side effects. For that reason, the investigation of coping is of particular importance as it plays
a crucial role on survivors’ lives. The background literature shows that there is limited research
on the topic and to this end, the subject of this dissertation is about coping strategies of CSA
in South Africa.
The main research question of this study is: “What does the literature tell us about the
ways in which CSA survivors in South Africa cope with their experiences of abuse?”
The research objectives to answer the research question are the following: i) to identify
studies that are related to CSA coping strategies in South Africa, ii) to understand the main
learnings for that specific population and iii) to compare these findings to the strategies of other
higher-income countries. Studies that are focused primarily on recovery and resilience are still
included in this analysis as such studies incorporate coping strategies as well

30
Chapter 2.

2.1

Coping with Child Sexual Abuse

Coping theory and strategies
Some survivors of CSA were able to manage and lessen the negative consequences of

their abuse living relatively ordinary lives. Their recovery was facilitated by the use of personal
coping strategies that enabled the survivors to cope with abuse and its impacts (Folkman &
Lazarus 1986). However, some of these strategies may lead to long-term side effects
(Updegraff & Taylor, 2000) and for that reason, the investigation of coping is of particular
importance as it plays a crucial role on survivors’ lives.
The coping theory includes cognitive and behavioural efforts of survivors to cope with
the stressful situations and facilitate recovery from CSA (Folkman & Lazarus 1986). According
to Knapp et al. (1997), coping includes strategies that are divided into four groups: ‘avoidancedenial’, ‘social support’, ‘confrontation-negotiation’ and ‘advocacy-seeking’. The first
category of avoidance-denial involves strategies to avoid being physically close to the abuser,
as well as to avoid thinking about the abuse. The second category of social support involves
strategies which aim to receive support from others whereas ‘confrontation-negotiation’ is
about directly confronting the abuser. The final one is related with strategies which empower
the survivor to report the abuse (Knapp et al., 1997).
More generally, authors and researchers divide coping strategies into two main
categories: adaptive and maladaptive coping strategies (Endler & Parker 1994; Folkman &
Lazarus 1986; Zeidner & Saklofske 1996). The term adaptive coping strategies (also known as
active, approach, problem-focused and positive) refers to the situation when someone is aware
of the problem and tries to reduce its impact. Maladaptive coping strategies (also known as
passive, emotion-focused and avoidance) are used when someone intentionally avoids the
problem and tries to reduce or cope with the emotional distress caused by the situation rather
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than solving the problem itself. This coping theory is considered in this thesis and the results
in the following sections are grouped into active and maladaptive coping strategies.
A common view throughout the literature is that people have different personality
characteristics and different experiences that change over the course of time (Oaksford &
Frude, 2003). As a result, survivors use different coping strategies to manage the abuse
including both adaptive and maladaptive strategies. In general, adaptive strategies are
considered to be more beneficial to CSA survivors (Collins et al., 1990; Daigneault et al.,
2007), in comparison to maladaptive strategies which may lead to long-term side effects
(Updegraff & Taylor, 2000). Nevertheless, maladaptive coping strategies could have a positive
impact in CSA cases at the time of the abuse as some strategies are helpful ‘survival’ strategies
in the short-term in a period of danger (Oaksford & Frude, 2009).
The most common adaptive and maladaptive coping strategies are listed below.
2.1.1 Adaptive coping strategies
Numerous adaptive coping strategies have been used by CSA survivors to deal with the
trauma in their lives and promote recovery. Building positive emotions (such as not feeling
guilty), finding a purpose/ meaning in life (keeping busy/ taking back the control) and building
personal strengths (Linley, 2003) are some typical strategies which enable survivors to find
new personal strengths that are beneficial for their recovery. Studies also indicated that
survivors, who blame the abuser for what happened, and not themselves lead into recovery
(Arias & Johnson, 2013; Himelein & McElrath, 1996; Lev-Wiesel, 2000, Willis et al., 2015).
Disclosure and/or talking about the abuse might also be beneficial for the recovery
process depending upon the response of others (Banyard & Williams 2007; Chouliara et al.,
2014; Sneddon et al., 2016). Poor responses can have their own long-term effects usually
emerge because of increased shame and guilt brought on by being blamed or when people
stigmatise.
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Keeping busy, engaging in social activities/ altruistic actions, having hope, living a
normal life also promote recovery as these strategies increase the self-esteem of CSA survivors
(Arias & Jonson, 2013; Banyard & Williams, 2007; Chouliara et al., 2014; Draucker et al.,
2012; Oaksford & Frude, 2000). Accepting social support from, peer and family relationships
can help CSA survivors to avoid psychological difficulties and recover (Banyard & Williams,
2007; Cossar et al., 2013; Hallett et al., 2003; Malloy et al., 2013; Schönbucher et al., 2014).
Additional studies noted the importance of religion and spirituality to cope with abuse
(Draucker & al., 2011; Gall et al., 2007; Grossman et al., 2006; Valentine & Feinauer, 1993).
Abuse also leads to loss of control, and when survivors take back the control it is considered
as a helpful strategy for their recovery (Frazier et al., 2004; Frazier et al., 2005).
Overall, many adaptive coping strategies can be adopted by individuals to promote
recovery and deal with the reality of the abuse.
2.1.2 Maladaptive coping strategies
Survivors also tend to use maladaptive coping strategies (passive, emotion-focused and
avoidance), such as self-blame and substance use in order to cope with abusive memories
(Street et al., 2005). More specifically, they use substances in order to cope with anxiety and
fears, and to feel more sexually attractive (Covington et al., 2008; Ouimette et al., 2000;
Teusch, 1997). Substance use is characterized as self-medication that decreases the pain
(Khantzian, 1997). They also deny or disengage from memories and feelings related to the
stressor (Calvete et al., 2008; Choi et al., 2015; Johnson & Kenkel, 1991; Min et al., 2007;
Walsh et al., 2010), through the techniques of running away and drinking too much alcohol
(Chouliara et al., 2014).
Another qualitative study that included 2,986 cases of self-disclosure from sexually
abused children (5–18 years old) found that both adaptive and avoidance coping strategies were
used by the children in the study. This study took place through telephone counselling services
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(ChildLine) in Scotland. Children reported the effectiveness of coping strategies that they used
in order to cope with the abuse. Some of the strategies that were used by the children were
avoidance and trying not to think about the abuse (Jackson et al., 2015).
Whiffen and MacIntosh (2005) concluded that avoidant coping strategies may
temporarily reduce feelings of stress, yet they are still related to an increase in distress.
According to the authors, this is a subject that requires further research including larger sample
sizes of participants.

2.2

Models to help survivors cope with the abuse
Several models have tried to explore the process of recovery and to demonstrate

different coping strategies from general trauma and trauma of CSA. Some models are presented
in this section as they are useful for the analysis conducted in the following chapters.
Herman’s (1992) model of trauma includes three stages. Firstly, the stage of safety
where the establishment of safety is necessary through creating routines of self-care. The
second stage includes the exploration of the traumatic experiences. The third stage consists of
the reconnection with others through creating mutual and non-exploitative relationships.
A second model was developed by Arias and Johnson’s (2013) whose research was
focused on external contextual factors of healing. Some of these factors include coping
strategies as well such as seeking for social support that can be provided by others and social
support that can be offered to others through volunteering. Formal education was also
recommended in the study of Arias and Johnson’s (2013) as it was found to improve selfesteem and self-confidence. Informal education, such as writing about the experiences of CSA,
was found to decrease loneliness and give hope for a better future. Confrontation of abusers
such as writing them a letter or meeting them or even imagining meeting them could also be
beneficial coping strategies that promote healing.
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An important model for the trauma of CSA was created by Draucker et al. (2011), which
described some stages of healing and the factors that help in progressing from one stage to the
other based on the experiences of survivors. Four non-sequential stages of healing were
reported: “Grappling with the meaning of CSA”, “Figuring out the meaning of CSA”,
“Tackling the effects of CSA” and “Laying claim to one’s life”. Survivors defined healing as
the ability to talk about the abuse, living a satisfied life, and stopping ‘the cycle of abuse’. From
this model the factors that facilitate moving from one stage of healing to another were related
to survivor's inner personal traits and general support. It was also suggested that the
aforementioned healing stages were enacted with several fields of functioning such as
parenting, disclosure, spirituality and altruism. This could be attributed to the notion that
survivors are different people with different experiences and that they have each developed
their own coping strategies to deal with the abuse and promote recovery.
Harvey et al. (1994) model of recovery consists of eight fields that enable recovery,
such as “Gaining authority over memories”, “Integration of memory and affect”, “Affect
tolerance and regulation”, “Symptom mastery and positive coping”, “Self-esteem”, “Selfcohesion”, “Safe attachment” and “Meaning-making”. The first stages of Harvey’s and
colleague’s model refers to traumatic memories and how to cope with them. It is suggested that
if survivors work on their memories this could enable their recovery. Others may use
maladaptive strategies in order to cope with the distress of the abuse, for example, the use of
alcohol (Ireland & Widom, 1994; Moeller et al., 1993; Schuck & Widom, 2001). In another
study survivors reported some domains of healing, namely, communicating with important
others, looking for safety and re-evaluation of their-self (Draucker et al., 2009).
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Chapter 3.

Methodology

The method used in this study is a narrative literature review that applies a systematic
approach to searching for the literature in order to identify the most relevant articles in the ﬁeld.
This is achieved through selection of appropriate searching keywords (Rousseau et al., 2008;
Tranﬁeld et al., 2003), following a more transparent, explanatory and heuristic structure to
minimise any bias and error issues (Denyer & Tranﬁeld, 2009).
Denyer and Tranfield (2009), propose a five-step procedure for conducting a systematic
literature review which have been used in this study as well. The five steps are listed below:
Step 1 – Question formulation
Step 2 – Locating studies
Step 3 – Study selection and evaluation
Step 4 – Analysis and synthesis
Step 5 – Reporting and using the results.

3.1

Step 1 - Question formulation
The first step was to define a clear research question to establish the focus of the study

and to frame the inclusion criteria. As indicated above, the research question was: “What does
the literature tell us about the ways in which CSA survivors in South Africa cope with their
experiences of abuse?”

3.2

Step 2 - Locating studies
In this step, relevant studies were located and selected. The literature was searched via

the scientific databases of PubMed, PsyArticles, PsycINFO and Social Services Abstracts,
using the first keyword of ‘child sexual abuse’. In addition to the ‘child sexual abuse’ keyword,
a number of related search terms were used as well. These are the following: child sexual
assault, childhood sexual abuse, child sexual trauma, child sexual victimisation, child sexual
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exploitation, child sexual trafficking and rape. Hence, the search in Step 2 had the following
formulation: Step 2 = (Child sexual abuse or Child sexual assault or Childhood sexual abuse
or Child sexual trauma or Child sexual victimisation or Child sexual exploitation or Child
sexual trafficking or Rape).
The search found 389 papers in the PsychArticles database, 164 in PsycINFO, 5665 in
PubMed and 4352 in SocialServicesAbstract, as shown in Table 1 (see section Step 2). All
these articles include at least one of the above search terms in their title. The search was
conducted on 14 December 2019.

3.3

Step 3 – Study selection and evaluation
In this step, a number of appropriate filters were applied on the articles found as part of

the previous step to focus on the most relevant papers (Step 3.1). Then, the abstract of the
resulting articles was assessed to exclude all irrelevant articles (Step 3.2) and after that, the text
of the remaining articles was reviewed for making the final decision to include them in the
study or not (Step 3.3). All steps are summarised in Table 1 below and a narrative description
of each step is presented after the table.
Appropriate filters were applied on the articles as part of Step 3.1. In addition to ‘South
Africa’, the keywords ‘Coping strategies’, ‘Recovery’, ‘Intervention’ and ‘Resilience’ were
used subsequently. Although the focus of the study is on coping strategies, the broader terms
of recovery, intervention and resilience were also considered to identify additional relevant
studies as such studies usually involve research on coping. Each keyword corresponds to a
separate intermediate step – i.e. Step 3.1-A applies the filter ‘South Africa’; Step 3.1-B applies
the filter ‘Coping strategies’, Step 3.1-C applies the filter ‘Recovery’; Step 3.1-D the filter
‘Intervention’; and Step 3.1-E the filter ‘Resilience’. Relevant search terms were used for each
keyword as explained below.
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Table 1
Literature review steps and findings
Step

Search Formulation

PsychArticles

PsycINFO

PubMed

SocialServices
Abstract

2

(Child sexual abuse or Child sexual assault or Childhood sexual abuse or Child sexual trauma

389

164

5665

4352

7

45

51

24

5

3

2

2

5

4

3

4

7

22

24

8

or Child sexual victimisation or Child sexual exploitation or Child sexual trafficking or Rape)1
3.1-A

(Child sexual abuse or Child sexual assault or Childhood sexual abuse or Child sexual trauma
or Child sexual victimisation or Child sexual exploitation or Child sexual trafficking or Rape)1
AND (South Africa)1

3.1-B

(Child sexual abuse or Child sexual assault or Childhood sexual abuse or Child sexual trauma
or Child sexual victimisation or Child sexual exploitation or Child sexual trafficking or Rape)1
AND (South Africa)1 AND (Coping strategies or Coping skills or Cope or Coping)2

3.1-C

(Child sexual abuse or Child sexual assault or Childhood sexual abuse or Child sexual trauma
or Child sexual victimisation or Child sexual exploitation or Child sexual trafficking or Rape)1
AND (South Africa)1 AND (Recovery or Rehabilitation or Healing)

3.1-D

(Child sexual abuse or Child sexual assault or Childhood sexual abuse or Child sexual trauma
or Child sexual victimisation or Child sexual exploitation or Child sexual trafficking or Rape)1

1
2

Applied to the title
Applied to the text
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AND (South Africa)1 AND (Interventions or Strategies or Best practices or Therapy or
Treatment)2
3.1-E

(Child sexual abuse or Child sexual assault or Childhood sexual abuse or Child sexual trauma
or Child sexual victimisation or Child sexual exploitation or Child sexual trafficking or Rape)1
AND (South Africa)1 AND (Resilience or Resiliency or Resilient or Strengths or Hardiness or
Adaptation)

Table 1: The table explains the steps of the literature review including the findings from each database

4

6

3

5
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The search formulation for Step 3.1-A is the following: Step 3.1-A = (Step 2) AND
(South Africa) = (Child sexual abuse or Child sexual assault or Childhood sexual abuse or
Child sexual trauma or Child sexual victimisation or Child sexual exploitation or Child sexual
trafficking or Rape) AND (South Africa). The results for each database are shown in Table 1
(section Step 3.1-A). Of the total 389 articles found in the PsychArticles database during Step
2, only 7 articles include the term ‘South Africa’ in their title (Step 3.1-A). This shows that
there are only a few studies of CSA recovery which are focused on South Africa in comparison
to world-wide studies. In a similar way, of the total 164 articles found in the PsychINFO
database during Step 2, only 45 articles include the term ‘South Africa’ in their title and so on.
Overall, CSA recovery studies in South Africa, account for a very low percentage of all CSA
recovery studies worldwide, based on the findings of the literature search.
Step 3.1-B applies an additional filter on the results using they keyword ‘coping
strategies’, as shown in Table 1 above. Search terms related to ‘Coping Strategies’, such as
Coping Skills, Cope and Coping, were used as well. The filter was applied on the text of the
papers (not on the title only). The search formulation was the following: Step 3.1-B = (Step 2)
AND (Step 3.1-A) AND (Coping strategies or Coping skills or Cope or Coping). The results
are shown in Table 4 (section Step 3.1-B) for each database. Of the total 389 articles found in
the PsychArticles database during Step 2, only 7 articles include the term ‘South Africa’ in
their title (Step 3.1-A); of which 5 articles include the term/s Coping strategies or Coping skills
or Cope or Coping in the text. Similarly, of the total 164 articles found in the PsychINFO
database during Step 2, only 45 articles include the term ‘South Africa’ in their title; of which,
3 articles include the term/s Coping strategies or Coping skills or Cope or Coping in the text.
Step 3.1-C uses the filter around the keyword ‘Recovery” to replace the filter of ‘Coping
Strategies’, which was used in the previous step (i.e. Step 3.1.B). Search terms related to
recovery were including Rehabilitation and Healing. The search formulation for Step 3.1-C
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was the following: Step 3.1-C = (Step 2) AND (Step 3.1-A) AND (Recovery or Rehabilitation
or Healing). The results are shown in Table 1 (section Step 3.1-D) for each database. Of the
total 389 articles found in the PsychArticles database during Step 2, only 7 articles include the
term ‘South Africa’ in their title (Step 3.1-A); of which 5 articles include the term/s Recovery
or Rehabilitation or Healing in the text. It is worth noting that some of these 5 articles were the
same with the 5 articles identified as part of the Step 3.1-B since they include terms related to
both Coping strategies and Recovery.
Step 3.1-D includes a filter around the keyword ‘Interventions’ and the related search
terms of Best practices, Therapy and Treatment. The search formulation for this step is the
following: Step 3.1-D = (Step 2) AND (Step 3.1-A) AND (Strategies or Best practices or
Therapy or Treatment). Again, the results are shown in relevant section of Table 1.
The keyword ‘Resilience’ and the related search terms Resiliency, Resilient, Strengths,
Hardiness and Adaptation were applied as a filter on the text. The search formulation for Step
3.1-E is the following: Step 3.1-E = (Step 2) AND (Step 3.1-A) AND (Resilience or Resiliency
or Resilient or Strengths or Hardiness or Adaptation). The results are shown in Table 1.
After the completion of Step 3.1 the abstract of the articles was reviewed to exclude
any irrelevant entries. A number of papers were found not be useful for answering the research
question; even though the term South Africa was included in the title and some of the keywords
were included in the text of the paper. For example, some articles were focused on the
prevalence rates of CSA in South Africa and some others on the consequences of CSA in South
Africa. Those topics are not the focus of this thesis. The number of entries that passed the first
review is shown in Table 2 for each database.
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Table 2
Articles selected from each step after abstract review (Step 3.2)
Database

Step 3.1-A

Step 3.1-B

Step 3.1-C

Step 3.1-D

Step 3.1-E

PsychArticles

2

2

2

2

1

PsycINFO

12

3

1

7

4

PubMed

18

2

1

5

2

SocialServicesAbstract

8

2

4

5

3

Table 2: This table shows the number of articles that passed the first review (Step 3.2 – abstract review) for each
database

Then, the remaining publications were fully reviewed to ensure that the context was
relevant for addressing the research question of this study. The number of entries that were
chosen for further investigation are summarised in Table 3. In the end, 22 papers in total were
found to be relevant for this study.
Table 3
Articles selected after full text review (Step 3.3)
Database

Final Articles

PsychArticles

2

PsycINFO

12

PubMed

8

SocialServicesAbstract

5

Total

22

Table 3: The number of articles that were chosen for further investigation based on full text review for each
database

3.4

Step 4 - Analysis and synthesis
The relevant information was extracted from the collection of the 22 most relevant

papers to answer the research question which is stated in Step 1. The outcome of this step was
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the description of the methods, participants and the main interventions adopted by the survivors
in each case – chapter of Data Analysis. Some of the selected articles are not entirely focused
on coping strategies, which is the subject of this thesis, but they have been selected for further
consideration as they were useful for answering the research question. For example, some of
the articles are focused on possible interventions, recovery and resilience; yet these studies
incorporate information on coping strategies as well. The results are summarised in Table 4
below.

3.5

Step 5 - Reporting and using the results
In the end, the main findings of the literature review were summarised and discussed in

the chapter of Discussion and Conclusions.
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Chapter 4.

Data Analysis

The main findings of the 22 articles that have been chosen following the methodology of the previous chapter are summarised in Table 4.
Table 4
An overview of the final 22 papers that are relevant to this study
No.

Author(s) &
Year

Article title

Aim of the study

Study
Design

Method of data
collection

Participants

Origin

Main Findings

1

Berg, Hobkirk,
Joska & Meade,
2017

The role of substance use
coping in the relation
between childhood sexual
abuse and depression
among methamphetamine
users in South Africa.

The study explored if
substance use coping,
mediates the relationship
between CSA and
depression.

Mixed
methods

Face to-face clinical
interview

161 men of
CSA

Western Cape
of South
African

The Alcohol, Smoking and
Substance Involvement
Screening Test

108 women
of CSA

CSA was linked with substance use
coping by CSA survivors in an effort
to manage their stress. CSA and
depression were mediated by
substance use coping.

Cape Town,
South African

Childhood trauma was linked with
depression and PTSD symptoms.
Maladaptive coping was a mediator
between childhood trauma and
depression and PTSD symptoms.

South African

Interpersonal violence was related
with drug use. PTSD and substance
use coping were mediating this
relationship.

Childhood Trauma
Questionnaire
Patient Health
Questionnaire
COPE Inventory
2

Choi, Sikkema,
Velloza, Marais,
Jose, Stein, Watt &
Joska, 2015

Maladaptive coping
mediates the influence of
childhood trauma on
depression and PTSD
among pregnant women in
South Africa.

This study explored the
association between
childhood trauma and
mental health problems
such as depressive/PTSD
symptoms.

Quantitative

Demographic questionnaire

84 women

Childhood Trauma
Questionnaire Short Form

Childhood
trauma
survivors,
including
CSA

Edinburgh Postnatal
Depression Scale
Davidson Trauma Scale
Brief COPE

3

Hobkirk, Watt
Green, Beckham
Skinner & Meade,
2015

Mediators of interpersonal
violence and drug
addiction severity among

This study explored the
relationship between
interpersonal violence and
methamphetamine use.
The authors also

Quantitative

Interpersonal violence
questionnaire

159 Women
201 Men

44
methamphetamine users in
Cape Town, South Africa

investigated PTSD
symptoms and substance
use coping as mediators of
this association.

Breslau Short Screening
Scale
Addiction Severity IndexLite

Interpersonal
Violence,
including
CSA

The COPE
4

Jewkes, Dunkle,
Nduna, Jama &
Puren, 2010

Associations between
childhood adversity and
depression, substance use
and HIV and HSV2
incident infections in rural
South African youth.

This study explored the
prevalence of childhood
experiences of adversity
and their relationships
with health problems.

Quantitative

Stepping stones
intervention

1415
Women,

Childhood Trauma
Questionnaire

1367 Men

12-item AUDIT scale
Blood tests

5

6

King, Flisher,
Noubary, Reece,
Marais, Lombard,
2004

Substance abuse and
behavioural correlates of
sexual assault among South
African adolescents

This study explored the
prevalence of rape in a
high school in Cape town
and the association
between sexual assault and
use of alcohol, tobacco
and other drug use. The
behavioural problems, and
suicidality thoughts were
also investigated.

Quantitative

Meade, Watt,
Sikkema, Deng,
Ranby, Skinner,
Pieterse &
Kalichmann,2012

Methamphetamine use is
associated with childhood
sexual abuse and HIV
sexual risk behaviours
among patrons of alcoholserving venues in Cape
Town, South Africa

This study examined the
prevalence of
methamphetamine use and
its association to HIV
sexual risk behaviours.

Mixed
methods

519 female
students

WHO Alcohol Use
Disorders Identification
Test

1454 female
participants

Conflict Tactics Scale
Questions about sexual risk
and demographics

Sexual abuse was linked with alcohol
use in men and depression and alcohol
use in women.

South African
adolescents

Tobacco and drug use were not linked
with sexual violence; however,
alcohol use was associated with sexual
violence.

Cape Town,
South Africa

Methamphetamine users with a
history of child sexual abuse were
using marijuana, inhalants, and
injection drugs. Meth use was also
linked with sexual risky behaviours.
Meth use mediated the association
between childhood sexual abuse and
all sexual risky behaviours.

Adverse
childhood
experiences,
including
CSA

Socio-demographic
questions and items about
substance abuse, sexual
activity, and other
adolescent health risk
behaviours.

Traumatic Events
Questionnaire

South African
youth

400 male
students

1874 male
participants

45
7

Vermeulen &
Greeff, 2015

Family Resilience
Resources in Coping with
Child Sexual Abuse in
South Africa

The study aimed to
investigate factors that
help families to cope with
child sexual abuse and
promote family resilience.

Qualitative

Semi-structured interviews

9 parents of
children with
CSA history

Western Cape
Province,
South Africa

Family resilience was influenced by
parents’ relationship with their
children, parents’ emotional
functioning, children’s ability to cope
with the abuse, boundaries in the
family, children’s needs, sibling
relationships, as well as support from
family members, friends, communitybased non-profit organizations and
schools.

8

Mathews,
Abrahams &
Jewkes, 2013

Exploring Mental Health
Adjustment of Children
Post Sexual Assault in
South Africa

This study aimed to
explore the psychological
adjustment of children of
sexual assault.

Qualitative

Semi-structured and
structured interviews

30
Caretakers

Western Cape
town, South
Africa

Factors such as emotional support
from parents and social services,
increased survivor’s recovery.

Educational Resilience
Among African Survivors
of Child Sexual Abuse in
South Africa

This study aimed to
develop a theory
describing how their racial
socialisation and identity
mitigates the negative
effects of their experience
and how they come to
experience educational
resilience.

Qualitative

South Africa

Educational resilience was influenced
by participants’ interpretations of their
experience, behaviour exhibited at
school, determination to succeed, and
educational and career aspirations

9

Phasha, 2010

30 Children
of CSA
In-depth interviews

21 women of
CSA
1 man of
CSA

10

Walker-Williams,
Van Eeden, & Van
der Merwe, 2013

Coping Behaviour,
posttraumatic growth and
psychological well-being in
women with childhood
sexual abuse.

This study explored
coping behaviours and
posttraumatic growth of
women who have been
sexually abused, and their
influence on women’s
well-being.

Qualitative

Semi-structured interviews

10 women of
CSA

South Africa

Positive coping behaviours was
related with inner strength and wellbeing.

11

Walker-Williams,
& Fouche, 2017

A Strengths-Based Group
Intervention for Women
Who Experienced Child
Sexual Abuse

This study aimed to
explore the benefits of a
“survivor to thriver”
strengths-based group
intervention program with
survivors’ of CSA.

Qualitative

Drawings, narratives, and
transcriptions

10 women of
CSA

South Africa

Emotional awareness, decisive action,
post trauma identity, and a healing
group context had an impact on
survivor’s wellbeing.

46
12

Booley, 2008

Subjective accounts of
post-rape adjustment
among South African rape
survivors

This study aimed to
explore the post-rape
adjustment of CSA
survivors.

Qualitative

Semi-structured interview

10 women's
experiences
of rape, 2 of
them were
survivors of
CSA

South African

Making peace, meaning-making,
reconnecting with the self, making
time for themselves, writing, gaining
personal insight, keeping busy, being
positive, having goals and helping
others helped their post-rape
adjustment.

13

Walker-Williams,
& Fouche, 2018

Resilience enabling
processes and
posttraumatic growth
outcomes in a group of
women survivors of
childhood sexual abuse

This study aimed to
evaluate the benefits of a
programme from
“Survivor to Thriver”,
survivors of CSA

Qualitative

Drawings, narratives, and
transcriptions

8 women of
CSA

South African

Group intervention, coping strengths,
meaning-making and spirituality had a
positive impact on participants’
recovery.

14

Walker-Williams,
Van Eeden & Van
der Merwe, 2012

The Prevalence of Coping
Behaviour, Posttraumatic
Growth and Psychological
Well-Being in Women who
Experienced Childhood
Sexual Abuse

This study aimed to
explore coping strategies,
posttraumatic growth and
psychological well-being
of CSA survivors.

Quantitative

Biographical questionnaire

60 women of
CSA

South African

Therapy and religion were found to be
positive components of their recovery
process. Positive contribution had also
personal strengths, appreciation of life
and spirituality.

115 men of

South Africa

Social support from their family
members, praying, getting busy,
support from health professionals had
a positive impact on psychological
adjustment of survivors.

COPE Inventory (COPE)
Coping Self-efficacy Scale
(CSE)
Posttraumatic Growth
Inventory (PGI)
Mental Health Continuum
– Short Form (MHC-SF)
Rosenberg Self-esteem
Scale (RSES)
General Health
Questionnaire (GHQ)

15

Marivate &
Ntomchukwu
Madu, 2007

Levels of Social Support
and Coping Strategies in
Adult Survivors of Child
Sexual Abuse

This study examined the
influence of social support
coping strategies on the
psychological adjustment
of CSA survivors.

Mixed
methods

Child Maltreatment
Interview Schedule

383 women
General Health
Questionnaire
Ways of Coping Scale

Of which
148
participants,
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16

Phasha, 2008

The role of the teacher in
helping learners overcome
the negative impact of
child sexual abuse

This study aimed to
investigate school
functioning of sexually
abused learners and the
role of teachers in
supporting them.

Qualitative

Open-ended questionsinterview

reported
contact CSA

Individual and focus group
interviews

21 sexually
abused
female
students

South Africa

Providing support, building trusting
relationships, safety, offering
preventive/ treatment programs and
making referrals were all positive
factors.

Cape Town,
South Africa

Emotional, physical and sexual abuse
were related to alcohol/drug use.

Cape Town,
South Africa

Alcohol use and PTSD symptoms
were linked with traumatic
experiences. There was a strong
relationship between traumatic
exposure and drinking levels, which
was largely mediated by PTSD
symptoms.

1 male
student
Two groups
of teachers.

17

18

Hogarth, Martin &
Seedat, 2019

Watt, Ranby,
Meade, Sikkema,
MacFarlane,Skinn
er, Pieterse,
Kalichman, 2012

Relationship between
childhood abuse and
substance misuse problems
is mediated by substance
use coping motives, in
school attending South
African adolescents

The study aimed to
explore the association
between childhood abuse
and substance use.

Posttraumatic Stress
Disorder Symptoms
Mediate the Relationship
Between Traumatic
Experiences and Drinking
Behavior Among Women
Attending Alcohol-Serving
Venues in a South African
Township

This study explored the
association between
traumatic experiences and
alcohol use and examined
PTSD as a mediator of this
relation.

Quantitative

Childhood trauma (CTQ)

689 girls

Alcohol (AUDIT)

460 boys

Drug problems (DUDIT)
Coping orientation (ACOPE)
Mixedmethods

Adult emotional intimate
partner violence (IPV)
Childhood Trauma
Questionnaire
World Health Organization
Composite International
Diagnostic Interview
Alcohol Use Disorders
Identification Test
(AUDIT)
PTSD Checklist–Civilian
Version (PCL-C)

560 women,
including
CSA
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Abraham, Jewkes,
Lombard,
Mathews,
Campbell & Meel,
2010

Impact of telephonic
psycho-social support on
adherence to post-exposure
prophylaxis (PEP) after
rape

This study explored the
impact of a telephonic
psycho-social support for
rape survivors in South
Africa to continue
medication and provide
psychological support.

Mixed
methods

Telephonic support

279 rape
survivors

Western and
Eastern Cape

No evidence was found that the
telephonic psycho-social support
intervention increased medication
adherence or improved psychological
outcomes of rape survivors in South
Africa.

Face to face follow-up
interviews
20-item CES-Depression
Scale

20

Leibowitz,
Mendelsohn, &
Michelson, 1999

Child Rape: Extending the
Therapeutic Intervention to
Include the Mother-Child
Dyad

This study aimed to
describe therapeutic
interventions with CSA
survivors.

Qualitative

A description of the
interventions with CSA
survivors at Alexandra
Clinic in Gauteng.

Survivors of
child rape
and sexual
abuse

South Africa

Child's social and family context
needed to be taken into account in the
interventions, using the mother as cotherapist.

21

Van der Linde &
Edwards, 2013

“It’s Like Uprooting
Trees”: Responsive
Treatment for a Case of
Complex Post-Traumatic
Stress Disorder Following
Multiple Rapes

This study aimed to
examine the treatment
process of Bongi who was
raised in a punitive
environment, was raped
three times, the first time
at age 9, and was in a
series of abusive
relationships.

Qualitative

This systematic case study
documents 27 sessions of
assessment and treatment
with cognitive therapy

Case study
of Bongi (23
years old)

South Africa

It was shown that therapy
interventions were valuable
experience for Bongi’s recovery.

22

Edwards, Sakasa
& Van Wyk, 2005

Trauma, resilience and
vulnerability to PTSD: A
review and clinical case
analysis

This study aimed to
explore the factors that are
linked with resilience and
the PTSD symptoms
following abuse.

Qualitative

Two case studies of CSA
survivors

Two case
studies

South Africa

Gender, developmental factors, social
support and personality factors
increased resilience from CSA.

Table 4: This table summarises the main findings of the 22 articles that have been chosen for review following the methodology of the previous chapter
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The 22 articles of Table 4 were fully reviewed and the main coping strategies that have
been used by survivors of CSA in South Africa based on previous research are analysed below.
It is worth noting that the coping strategies presented in this thesis are based on the studies
conducted by the researchers of Table 4. Evidence generated by research is used in this thesis
to understand CSA coping in South Africa and this may not provide the full picture. The coping
strategies are grouped into the two main categories of maladaptive (also known as passive,
avoidant and emotion-focused) and adaptive (active, approach, problem-focused and positive).
Key themes have been identified within the maladaptive and adaptive categories as shown in
Table 5. The relevant papers of Table 4 are cited in each theme.
Table 5
Coping strategies that have been identified in the 22 articles
Maladaptive coping strategies

Adaptive coping strategies

Substance misuse

Utilising support from family, friends and important others

Sexual risky behaviours

Utilising support at school

Anti-social behaviours

Seeking psychological therapy

Suicidal behaviours

Optimism

Denial

Religion
Regulation of emotions
Conscious choices
Knowledge – awareness
Forgiveness
Gratitude
Connectedness
Getting back the control
Making meaning of abuse
Acceptance of abuse
Secrecy
Helping others

50
Keeping busy
Table 5: This table shows the coping strategies that have been adopted by CSA survivors in South Africa and can
be grouped into the two main categories of maladaptive and adaptive coping strategies.

4.1

Maladaptive coping strategies
Through investigating the literature, maladaptive coping strategies were found to play

an important role in South African survivors of CSA. These include substance misuse, sexual
risky behaviours, anti-social behaviours, suicidal behaviours and denial coping strategies.
4.1.1 Substance misuse
Substance use coping was linked with CSA among the South Africa studies as it was
found to be a strategy for managing their stress. For example, Berg et al. (2017) examined 269
survivors and showed that CSA was significantly linked with higher methamphetamine use.
However, it was shown in the study that substance use was only a temporary effective solution
as it was further related to long-term depressive symptoms.
These findings align with the outputs of the study which was conducted by Meade et
al. (2012) who showed that sexual abuse experiences during childhood were related with
methamphetamine use. About 25% of all methamphetamine users in the study had history of
CSA and 50% of them had experienced intimate partner violence.
Similarly, Hobkirk et al. (2015) examined the link between interpersonal violence
(including CSA) and drug addiction in South Africa. It was found that substance misuse
(primarily methamphetamine use) was used by the participants of the study to mitigate the
symptoms of PTSD caused due to their violent experiences.
In the same vein, the practice case study which explored the case of Bongi in South
Africa (Bongi is the name of a CSA survivor in South Africa) shows that Bongi was smoking
marijuana in order to manage her stress (Van der Linde & Edwards, 2013).
Alcohol misuse was also evident among South African survivors. The study that was
carried out by Jewkes et al. (2010) examined the relationship between adverse childhood
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experiences (including CSA) and their association with healthy outcomes. It was found that
alcohol misuse was more common in women and men who had experienced CSA than other
forms of abuse.
Similarly, the relationship between traumatic experiences and drinking behaviour was
explored by Watt et al. (2012) based on a sample with women in South Africa. It was found
that women who had been previously sexually abused had a high rate of drinking when
compared to women with no history of CSA (Watt et al., 2012). The study of King et al. (2004)
showed that alcohol misuse was related with sexual assault of adolescents in South Africa.
Similar findings were reported by Hogarth et al. (2019) who showed that CSA was
positively associated with alcohol misuse in adolescents. Mathews et al. (2013) investigated
the psychological adjustment of older children of post sexual assault and showed that the use
of drugs and alcohol was evident among the survivors. Finally, the study of Phasha (2010) that
examined 16-23 years old young adult survivors of CSA showed that survivors found relief in
drugs and alcohol within the school.
4.1.2 Sexual risky behaviours
Meade et al. (2012) identified that CSA was related with sexual risky behaviours,
which may include selling and buying unprotected sex with multiple partners. It was found that
survivors of CSA had more sexually transmitted infections compared to those who did not have
a history of CSA. According to Meade et al. (2012), the adoption of sexual risky behaviours is
an action from the survivor and for that reason it can be considered as a coping strategy and
not only as a consequence of the abuse.
In addition to exploring the relationship between CSA and alcohol misuse (mentioned
in the previous theme), Jewkes et al. (2010) also explored the link between CSA and sexually
transmitted infections in South Africa. The study showed that women who have been sexually
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abused were at a higher risk of obtaining sexually transmitted infections, such as HIV, due to
a more intense sexual life.
According to Phasha (2010), CSA survivors at schools may develop a sex-oriented
mindset. Such behaviours were interpreted as offensive by the teachers but in reality, these
children were strongly sexualised, and their thoughts and actions involved sex content (Phasha,
2010). The study of Mathews et al. (2013) showed that survivors engaged in risky sexual
behaviour, such as partied with an older group of peers.
4.1.3 Anti-social behaviour
King et al. (2004) investigated the substance use and sexual abuse experiences in
adolescence (as explained in the section of substance use), but they also investigated the link
between the anti-social behaviours and CSA. They found that anti-social behaviour, such as
stealing and causing damage to properties, bulling others and getting involved in physical fights
was more likely to be adopted by sexually abused adolescents than those who did not
experience CSA. Again, anti-social behaviour is considered as a coping mechanism due to the
experience of abuse.
Similar findings were reported by Mathews et al. (2013), who showed that their CSA
adolescent participants had several behavioural problems. It was shown that the participants
were more prone to develop friendships with wrong people, they did not use to return home
after a night out, they used to skip school and being aggressive. Young survivors in Phasha’s
study (2010) used to have bad behaviour against teachers, be involved in fights, getting
involved in burglaries, having aggressive behaviour, being bullied to others and skipping
school on a regular basis (Phasha, 2010). Social isolation and skipping school were also some
of the coping strategies that were used by the survivors explored in the study of Edwards et al.
(2005).
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4.1.4 Suicidal behaviours
It was also found that CSA survivors in South Africa had suicidal behaviours (King et
al., 2004; Van der Linde & Edwards, 2013). In the first study, King et al. (2004) show that
approximately 30% of the participants had suicidal impulses of which 8% of the sample
reported suicidal thoughts, around 10% reported suicidal dialogue and about 10% had
attempted suicide (King et. al., 2004). Making a reference to the latter study which is the case
study of Bongi (a CSA survivor in South Africa as explained above), the girl reported suicidal
thoughts (Van der Linde & Edwards, 2013). Although suicidal behaviour can be an impact of
the abuse, it is also considered as a coping strategy.
4.1.5 Denial
It has been shown in several studies that childhood trauma, especially CSA, is
significantly associated with depression and PTSD. The study which was carried out by Choi
et al. (2015) showed that denial (denying the abuse) is a maladaptive coping strategy that could
mitigate depression/ PTSD caused due to childhood trauma.
Avoid dealing with the rape and pretending to be fine it was also a common technique
among South African women, who participated in the study of Booley (2008), with the
intention to prevent and/or to treat depression and PTSD. However, it was shown that denial
coping was not sufficient by itself to address depression and PTSD effectively (Booley, 2008).

4.2

Adaptive coping strategies
The term adaptive or active/ positive coping strategies refers to the situation when

someone is aware of the problem and tries to reduce its impact. Several adaptive coping
strategies have been adopted by the South African participants in the studies of Table 4
including accepting support from family, friends and important others, getting professional
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therapy, religion, being optimistic, regulation of their emotions and expressions, acceptance of
the abuse, etc. as summarised in Table 5.
4.2.1 Utilising support from family, friends and important others
The study that was carried out by Vermeulen and Greeff (2015) examined the resources
that help families to cope with CSA and lead to resilient outcomes. The relationship between
parents and children was found to be an important factor for building up family resilience.
Accepting support from family friends, employers and social services were found to be
valuable external family resources that helped families and survivors to cope with CSA and
enhance resilience (Vermeulen & Greeff, 2015). These findings were also confirmed by
Mathews et al. (2013) who conducted interviews with caretakers and CSA survivors and
showed that accepting emotional support from important others and caregivers is beneficial for
children’s psychological adjustment.
The significance of accepting social support was also investigated by Marivate and
Ntomchukw Madu (2007). The authors showed that utilising social support from the family
members was the most significant factor which assisted the CSA survivors of the study to cope
with the abuse. In the same vein, seeking social support from friends, family and professionals
were also some of the strategies which had positive impacts on survivor’s lives (WalkerWilliams et al., 2013). Edwards et al. (2005) and Walker-Williams and Fouche (2018) also
agreed that accepting social support from family and peers increase resilience from CSA.
Along the same lines, talking to a friend or a relative about the abuse was also found to be a
positive strategy (Booley, 2008; Marivate & Ntomchukw Madu, 2007). Finally, disclosing the
abuse to a friend and receiving empathy, helped Bongi (a CSA survivor) to cope with the abuse
(Van der Linde & Edwards, 2013).
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4.2.2 Utilising support available at schools
Learners who had been previously abused expressed the importance of accepting both
academic and emotional support from teachers (Phasha, 2008). This, involves being around
teachers who gave courage and guidance, as well as the opportunity to the children to discuss
about their sexual abuse experience and express their feelings.
Moreover, Phasha (2010) highlighted how important is for CSA survivors to know that
they can talk to a school staff if they have the desire to talk to somebody about family problems.
Accepting social support from teachers and other school members (such as the secretaries)
complements family support and helps children build resilience. These findings were also
confirmed by Vermeulen and Greeff (2015).
4.2.3 Seeking psychological therapy
In several South African studies, survivors reported that choosing to have therapy
sessions was a positive experience (Edwards et al., 2005; Marivate & Ntomchukw Madu, 2007;
Van der Linde & Edwards, 2013; Walker-Williams et al., 2012). More specifically, the study
by Mathews et al. (2013) showed that utilising support from social services and having
therapies, such as counselling and play therapy, were found to be highly beneficial for
children’s wellbeing. Similar findings are also applied in adult’s recovery as it was revealed in
the study conducted by Van der Linde and Edwards (2013) about the case study of Bongi. The
study showed that cognitive therapy contributed to positive changes and Bongi herself
mentioned that therapy had been a valuable experience, as she was feeling more alive,
confident and was able to take care of herself. Marivate and Ntomchukw Madu (2007) also
agree that getting help from a health professional was a helpful coping strategy among the
participants of their study; and Edwards et al. (2005) also found that their CSA participants
were responding positively to the offered psychotherapy sessions.
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The benefits of having therapy were also investigated by Walker-Williams and Fouche
(2017). The authors used a quasi-experimental, group of women with a history of CSA to
evaluate the benefits of an intervention programme. The program was aiming to enable
survivors to adopt a more positive mindset, let behind the victim-based thoughts and become
a survivor-thriver. This was achieved through activities that aimed to support survivors to better
understand their personal strengths and values, enable them to share their stories with others
and informing them about a range of possible coping strategies that can be used in their case.
Similar findings were reported in the more recent study of the same authors, WalkerWilliams and Fouche (2018), who investigated the resilience enabling processes and
posttraumatic growth outcomes in a group of women survivors of CSA. The authors found that
accepting the intervention program had a positive impact on participants by improving their
resilience by using both internal and external strengths.
According to Walker-Williams and Fouche (2017) and Walker-Williams and Fouche
(2018), having therapy sessions were found to have a positive impact on survivors’ lives.
Survivors had the chance to meet other survivors during the therapy sessions and hear their
stories. This made them to feel stronger as they realised that other people have had similar
challenges in their lives (Walker-Williams & Fouche, 2018).
Another intervention program for South African survivors of CSA was investigated by
Leibowitz et al. (1999). The authors of that study used a therapy model for survivors, following
the steps of talking about their traumatic experience, recognising the impact on their lives,
removing any feelings of guilty, getting informed about a wide range of possible coping
strategies and making ambitions for the future. The authors also included a therapeutic
intervention with the ‘mother-child dyad’ whereby the mother was used as a co-therapist for
providing emotional support to the child, showing her empathy and facilitating discussions.
Overall, the program showed that the CSA survivors who had professional therapy sessions
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felt relieved which had a positive impact on their feelings and CSA recovery (Leibowitz et al.,
1999).
Although therapy sessions were found to be key coping strategy among several studies
in South Africa, it is worth mentioning one study which showed that telephonic therapies were
not useful for the participants involved in the study. In this study, the authors explored the
benefit for having live consultations over the phone to support CSA survivors. The counsellor
used counselling skills such as listening and validating the traumatic events, persuading
survivors to continue their medication, to look for support from family and friends and to use
counselling services further. However, no evidence was found that the telephonic support had
a positive impact on survivors after 28 days of trial.
4.2.4 Optimism
Optimistic attitudes such as no self-blaming attitudes, realising that the negative
feelings will be temporary or receiving CSA as a learning experience were also found
particularly beneficial for CSA survivors (Phasha, 2010). Through realising that they are not
responsible for the abuse, survivors were able to adopt a more optimistic and positive approach
and minimise their negative feelings. As a result, survivors were able to forgive and not feeling
anger. This enhanced their sense of self-efficacy and confidence (Walker-Williams et al.,
2013).
Further, having a purpose in their life, positive emotional function and attitudes enabled
CSA survivors (and their families) to cope better with the abuse (Vermeulen & Greeff, 2015).
In a case study about the PTSD of a survivor in South Africa who was raped multiple times, it
was shown that survivor’s optimistic views such as being positive, making plans to travel and
continue her professional career were helpful coping strategies (Van der Linde & Edwards,
2013).
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Other optimistic coping strategies from CSA survivors include having hope about
rebuilding their lives, continuing their studies and having some sense of control over their
future (Edwards et al., 2005). Walker-Williams and Fouche (2017) showed that the participants
of their study had signs of improvement when they had transition from the survivor to the more
thriver position. This was achieved through restructuring themselves using hardiness, internal
locus of control, sense of purpose and positive outlook (Walker-Williams & Fouche, 2017).
Additional positive coping strategies around optimism include living day to day, having
goals and thoughts about the future, and engaging in positive activities (e.g. having regular
exercise and following daily routines) (Booley, 2008; Walker-Williams & Fouche 2018).
4.2.5 Religion
Psycho-spiritual resources and religious coping helped South African survivors to cope
with the abuse (Walker-Williams et al., 2013). Creating a relationship with the God through
praying was found particularly beneficial for the participants in that study, regardless the fact
that they felt abandoned by the God soon after the abuse.
Religion in particular, was also reported by the participants in additional studies, as a
helpful factor to their recovery process by receiving guidance and strength from God through
pray (Marivate & Ntomchukwu Madu, 2007; Walker-Williams et al., 2012). Religion was also
reported by the participants of Phasha, (2010) and Vermeulen and Greeff, (2015). Similarly,
the participants in the study of Walker-Williams and Fouche, (2018) reported that the
relationship with God provided them comfort and strength overcoming their challenges.
4.2.6 Regulation of emotions
The impact on survivors’ recovery through regulation of emotions was explored by
Walker-Williams et al. (2013). Understanding their feelings and recognising the link with their
thoughts and actions, as well as confronting their emotions and preventing themselves to have
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negative thoughts were beneficial coping mechanisms for their recovery (Walker-Williams et
al., 2013). It was shown that South African participants become stronger through their pain and
despair and were able to reconstruct their lives by regulating their negative emotions (Booley,
2008; Walker-Williams et al., 2013; Walker-Williams & Fouche, 2018).
An intervention programme for CSA survivors was also explored by Walker-Williams
and Fouche (2015) with the aim to encourage participants to develop coping strategies useful
for their recovery. This includes coping skills to identify, face and constraint the impact of
negative feelings related to the abuse. The outcome was an indication of a changed perception
of themselves which had positive impact on participants.
4.2.7 Conscious choices
The strategy conscious choices is about survivors making the decision to face the
trauma in their lives and move on. This was found to be an effective adaptive coping strategy
according to Walker-Williams et al. (2013). This is also linked with the strategy that
participants make a conscious decision to see themselves as a new person through a different
perspective in order to become stronger and address their struggle with CSA (Walker-Williams
& Fouche, 2018).
4.2.8 Knowledge – awareness
This coping strategy is about survivors recognising the trauma in their lives and
accepting the fact that the abuse had a significant impact on their lives. The awareness of the
facts improves self-awareness and initiates the process restructuring and reframing for adopting
a more thriver mind-set (Walker-Williams & Fouche, 2018). Emotional awareness is also
important according to the same authors and this can be achieved through the experience of
talking to somebody about the abuse and expressing their emotions (Walker-Williams &
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Fouche, 2015). Additional factors which improve self-knowledge and awareness can be gained
through talking, reading, studying and attending therapies (Walker-Williams et al., 2013).
In another study by the same authors, the participants were urged to acknowledge
aspects of their selves that should feel proud of (Walker-Williams & Fouche, 2018). The
adoption of a more positive mindset due to deeper self-knowledge was also evident in WalkerWilliams et al. (2013) study as survivors were able to acknowledge their worthiness and
uniqueness. Being ‘no-one’s shadow’, being ‘valuable’, having the same ‘rights’ as other
people who have not been raped and having ‘dignity’ are some of the expressions used by the
participants of the study (Walker-Williams et al., 2013) to explain how deeper self-knowledge
is affecting coping in a positive way.
4.2.9 Forgiveness
Forgiveness of the abuser and self-forgiveness about what happened were also found
among the coping strategies used by CSA survivors in South Africa (Booley, 2008; WalkerWilliams et al., 2013; Walker-Williams & Fouche, 2017). Their ability to forgive enabled them
to build personal resilience and strength which had a positive impact on their recovery (WalkerWilliams et al., 2013).
4.2.10 Gratitude
Having an appreciation of their lives was found to be a beneficial strategy for CSA
survivors in South Africa (Walker-Williams et al., 2012; Walker-Williams et al., 2013). This
mainly refers to fact about having a greater appreciation about the life and being pleased with
life in general (Walker-Williams & Fouche, 2018).
4.2.11 Connectedness
Connectedness is an additional active coping strategy which refers to an improved
connection to others. Such approach improves the psychological wellbeing of CSA survivors
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and allows them to adopt a more positive attitude which is beneficial for their recovery
(Walker-Williams et al., 2013).
In addition to reconnecting with others, reconnecting with themselves was also
important for CSA survivors. This was demonstrated through making time for themselves,
talking to themselves, writing, and gaining personal insight (Booley, 2008).
4.2.12 Getting back the control
It was shown in the literature that by having control of their own processes and
decisions, participants feel empowered which helps them deal with the trauma in their lives
(Walker-Williams et al., 2013; Walker-Williams & Fouche, 2017). Firstly, CSA survivors have
the best understanding about their emotions and needs and for that reason they have a key role
in their recovery process. Secondly, it was stated that numerous people can give advice about
facing the negative feelings related to CSA but the real change is dependent on survivors’
willing to change (Walker-Williams et al., 2013; Walker-Williams & Fouche, 2017). It was
also mentioned that writing their thoughts and feelings helped them to gain control of their
emotions and expressions (Booley, 2008) which has a positive contribution on survivors’
recovery as shown in the section Regulation of Emotions above.
4.2.13 Making meaning of abuse
Trying to make a meaning about why the abuse happened to them was found to be a
helpful coping strategy for South African survivors (Walker-Williams et al., 2013). Thinking
that the abuse makes them a better person, or the abuse is a reason to learn how to deal with
difficulties in life were some of the examples stated by the participants of the study (WalkerWilliams et al., 2013). In addition to that, making assumptions about the abuser and setting
some context around the abuse helped them to justify the reasons of the abuse which had a
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positive impact on their healing. This was also confirmed by Booley (2008) who showed that
survivors who were able to contextualise the abuse reported positive experiences.
4.2.14 Acceptance of abuse
Survivors reported that accepting that the abuse happened to them, (Marivate &
Ntomchukw Madu, 2007), as well as realising that they need to cope with the consequences of
the abuse helped to move on with their lives (Walker-Williams, et al., 2013; Walker-Williams
& Fouche, 2018).
4.2.15 Secrecy
The review of Booley’s case study shows that the participant took control of the
disclosure process and kept the abuse secret for a while until she felt strong enough to share
her experiences (Booley, 2008). This allowed them to draw controlled support from friends,
partners, counsellors and other rape survivors on her own pace as needed, which made the
recovery process more effective (Booley, 2008).
4.2.16 Helping others
Helping others and giving unconditionally were useful strategies for CSA survivors
because through their support to others were able to support themselves as well. It was also
shown that assisting others could foster hope and meaning (Booley, 2008; Walker- WilliamsFouche, 2018), as well as it could enhance personal strength (Walker-Williams et al., 2012).
4.2.17 Keeping busy
Getting busy in order to stop thinking about the abuse, as the mind is occupied with
other things was another coping strategy adopted by the participants of Marivate and
Ntomchukw Madu (2007) and Booley (2008). For example, by keeping herself busy with
academic responsibilities, the participant in the study conducted by Van der Linde and
Edwards, (2013) was able to stop thinking about the abuse.
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Chapter 5.

Discussion

A variety of coping strategies that indicate and influence the path of coping from CSA
in South Africa has been identified in the previous chapter. These strategies were grouped into
specific themes within the two main categories of maladaptive and adaptive coping according
to the coping theory presented in Chapter 2. The work so far, addresses the first research
objective which is about identifying studies that are related to CSA coping in South Africa (the
research question and research objectives are reproduced below for reference3). This chapter
discusses the main findings of CSA coping in South Africa and describes the main differences
and similarities with the relevant literature on western countries where possible. This, addresses
the other research objectives.
It was illustrated through the investigation of the studies that the use of maladaptive
coping strategies (e.g. substance misuse, sexual risky behaviours, anti-social behaviour, etc.)
was frequently reported among CSA survivors in South Africa. The South African studies show
the link between CSA and maladaptive coping but only a few studies support the fact that
maladaptive coping is a beneficial approach for dealing with the trauma. Most of the studies
do not highlight the long-term impact of maladaptive strategies on survivors’ recovery path.
Maladaptive strategies were found to be more effective in the short-term. They are
coping strategies which help survivors to stay away from the reality of the abuse. Survivors are
not overwhelmed by the abuse and for that reason such strategies may be beneficial for
survivors to function better at school, work, socially, etc. In the long-term, the use of
maladaptive strategies is associated with a variety of psychological problems such as distress,
depression, PTSD symptoms. This was recognised both in western and South African studies

Research question: “What does the literature tell us about the ways in which CSA survivors in South Africa cope
with their experiences of abuse?”
Research objectives: i) to identify studies that are related to CSA coping strategies in South Africa, ii) to
understand the main learnings for that specific population and iii) to compare these findings to the strategies of
other higher-income countries.
3
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(Min et al., 2007; Morris et al., 2014; Whiffen & MacIntosh, 2005; Woodhead, et al., 2014).
Maladaptive use makes CSA survivors to separate from the abuse in the short-term by having
distractions; however, some survivors do not actually deal with the consequences of the abuse.
It also worth noting that continuous use of maladaptive strategies, such as substance misuse, is
likely to put survivors’ physical and mental health at risk irrespectively of the abuse.
Substance misuse was found to be a common maladaptive coping strategy both in South
Africa and western countries. Drugs and alcohol are used by CSA survivors to minimise or
block the pain caused by the abuse because is a method to escape from their feelings and
memories. The short-term alcohol-induced and/or drug-induced euphoria after substance use
is also considered as a coping strategy for survivors to start feeling good again. However, this
coping strategy becomes often an addition which can severely compromise the quality of
survivors’ lives.
Without generalising the results, as the studies considered in this thesis have different
subject and focus, methamphetamine, tobacco and alcohol use were evident in 9 out of the 22
South African studies of Table 4 (not all of the 22 studies focused on/ measured substance
misuse). Substance misuse was also evident in research studies conducted in western countries
as well (Butt et al., 2011; Chouliara et al., 2014; Delima & Vimpani, 2011; Dube et al., 2005;
Freyd et al., 2005; Goldstein et al., 2010; Konkolÿ Thege et al., 2017; Min et al., 2007; Moeller
et al., 1993; Molnar et al., 2001; Morojele et al., 2016; Nelson et al., 2002; Saban et al., 2014;
Schuck & Widom, 2001; Sommer et al., 2017; Vilhena-Churchill & Goldstein, 2014). The
participants of these studies in general, used substances to cope with anxiety and fears and
reduce their stress caused by the abuse, as well as to feel more sexually attractive (Covington
et al., 2008; Leeies et al., 2010; Ouimette et al., 2000; Robinson et al., 2011; Ullman et al.,
2013).
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For the context of South Africa in particular, substance misuse could be influenced due
to the established drug-trafficking groups in the area which have made substances widely
available to South African people (Mbwambo et al., 2012; United Nations Office on Drugs and
Crime, 2014). Poor police functioning, poverty and unemployment have a significant impact
on increasing substance misuse as well (Andersson et al., 2012; Hobkirk et al., 2016; Watt et
al., 2014).
In addition to substance misuse, sexual risky behaviours were common among South
African and western populations (Brennan et al., 2007; Maniglio, 2009; Mimiaga et al., 2009,
Wilson & Widom 2010). It was shown that methamphetamine use was a mediator between
CSA and risky sexual behaviours such as having unprotected sex with multiple partners and
buying and selling sex. For that reason, CSA survivors in South Africa were found to have
increased risk of acquiring sexually transmitted infections such as HIV and HSV2. This is
consistent with research conducted by Volkow et al. (2007), who showed that CSA survivors
who use substances tend to have increased sexual desire which makes them adopt more sexual
risky behaviours. The adoption of sexual risky behaviours can be considered as a long-term
negative impact of maladaptive strategies but investigation of the studies in Table 4 suggests
that sexual risky behaviours can also be considered as coping strategies. Having an intense
sexual life can be a coping mechanism for CSA survivors to distract from emotions and the
pain of the abuse. It is also a method to start feeling good again and they also believe that they
are in control of their body instead of the abuser (Bagley & LaChance, 2000).
In South Africa, sexual risky behaviours are influenced by poverty, unemployment and
special cultural beliefs. For example, it was shown that the adoption of sexual risky behaviours
and having sex with multiple partners could be a way to secure food and accommodation
(Lalor, 2004). Being sexually abused and having an intense sexual life becomes the norm for
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CSA survivors and as shown in the study of Phasha (2010), the young CSA survivors
developed a sex-oriented mindset which could lead to numerous sexually risky behaviours.
South African studies explored the anti-social behaviours of CSA survivors. As seen in
the section of Data Analysis, adopting anti-social behaviour can be considered as a conscious
effort to tolerate the negative impacts caused by the abuse and for that reason, is referred as a
coping strategy. Distracting from emotions, seeking attention and relief of tension and anger
can help CSA survivors to block the pain from the abuse. It is also possible that survivors adopt
anti-social behaviour and cause harm to somebody as they cannot confront the abuser.
There was a plethora of anti-social behaviour examples in the studies considered in this
thesis, such as stealing property, causing physical damage to property, skipping school, bulling
others and getting involved in physical fights. Similar anti-social behaviour is observed in
western countries as well with survivors showing aggression and running away from home and
school (Arata et al., 2005; Bentovim et al., 2009; Choquet et al., 1997; Dinwiddie et al., 2000).
In addition to the anti-social behaviours, the review of the articles showed that suicidal
behaviours are associated with CSA. In the study of King et al. (2004) specifically, about 30%
of the participants reported suicidal behaviour including suicidal thoughts, suicidal dialogue
and suicide attempts. Suicidal behaviours were reported by CSA survivors in western countries
as well (Dinwiddie et al., 2000; Dube et al., 2005; Molnar et al., 2001; Nelson et al., 2002).
The study of Dube et al. (2005), in particular, involved approximately 17,500 survivors to
investigate abuse and household dysfunction during childhood in California. The results
showed that CSA survivors experienced more than twice possibility to have suicide attempts
in comparison to other forms of abuse (Dube et al., 2005). Having suicidal thoughts could be
a strategy to escape and a mechanism to avoid dealing with the challenges in their lives. Some
CSA survivors fall into suicidal thoughts to cope with the abuse.
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Another maladaptive coping strategy that is used by South Africa survivors in order to
face their depression, is denial. Denial as a coping strategy is a method to remove memories of
the abuse. CSA survivors do not admit that the abuse has happened to them and for that reason,
they do not necessarily have to deal with it. This enables them to move on with their lives.
Denial is also observed in western survivors of CSA and research has found that denial mediate
the relation between CSA and psychological distress (Calvete et al., 2008; Johnson & Kenkel,
1991; Min et al., 2007). Again, denial is an effective method in the short-term as denying the
abuse has been shown to hinder recovery and to be associated with eating disorders and PTSD
(Andrews et al., 2003; Borja et al., 2006; Waller & Ruddock, 1993).
The maladaptive coping strategies explained above, could also be considered as
examples of disconnection from others. This is common with CSA survivors in western
countries and it is described by Herman’s Stage-based model (Herman, 1992) (mentioned in
Chapter 2). According to Herman (1992), the recovery process from CSA starts by the
establishment of safety through the adoption of routines of self-care and the use of maladaptive
coping strategies; then it includes the exploration of the traumatic experiences; and finally, it
involves re-connection with others. This means that the maladaptive strategies adopted by the
CSA survivors of the South African studies explored in this thesis can be linked with the first
stage of Herman’s model which is about disconnection and keeping distance with situations
and thoughts that remind the abuse. They are coping mechanisms which help survivors to deal
with the abuse and do not feel overwhelmed in the short-term.
In addition to the maladaptive coping strategies, South African populations have also
adopted positive coping strategies to face the trauma in their lives.
At the beginning, accepting support from family members, friends, peers and employers
was a common way of coping with the abuse among the South African studies explored in this
thesis. The importance of emotional support has also been investigated substantially in western
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countries (Arias & Johnson, 2013; Allnock & Miller, 2013; Banyard & Williams, 2007; Cossar
et al., 2013; Malloy et al., 2013; Merrill et al., 2001; McElvaney et al., 2014; Glaister & Abel,
2001; Hallett et al., 2003; Hymann et al., 2003; Panichrat & Townshend, 2010; Schönbucher
et al., 2014; Spaccarelli, 1994; Walsh et al., 2010). Family and peer relationships can help CSA
survivors to avoid psychological difficulties, lessen their stress and recover (Banyard &
Williams, 2007; Harper et al., 2005; Lynskey & Fergusson, 1997). Being emotionally
supported has been described as being loved and accepted, to have the reassurance that there
is someone there for them, and not being abandoned or blamed by others for the abuse (Gries
et al., 2000). Furthermore, Merrill et al. (2001) noted that parental support promotes future
adjustment of CSA survivors and Draucker et al. (2009), also found that support from friends
and family were key healing factors. Overall, it was shown that support from family, friends
and peers, through believing, non-disputing and accepting the abuse (Gries et al., 2000), is one
of the most important factors in survivors’ lives.
Although accepting support from family members and peers was found to be an
effective coping strategy both in South Africa and western countries, the analysis showed that
some of the South African children in the studies did not receive sufficient support from their
families (Mathews et al., 2013). As shown earlier, unemployment, violence, bad living
conditions, poverty, gender differences and single-parent families in South Africa are factors
which create dysfunctional families. Unsupervised care, lack of understanding about children’s
emotions and physical abuse can be typically found within families in South Africa, Hence, it
may be more difficult for some South African survivors to receive adequate support from their
family environment.
It was also shown among the studies that a few CSA survivors in South Africa have
parents who were sexually abused as children as well. This can be explained due to the high
prevalence rates of CSA in the region. It is less likely for CSA children in South Africa to
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receive support from a parent who was sexually abused, as the local cultural expects that
children to overcome their own challenges without showing weakness.
Building the family bond enables family members to reconnect with each other which
is linked to CSA recovery (Walsh, 2012). It was found that family warmth, togetherness,
communication, supportiveness and stable income promotes family resilience (Benzies &
Mychasiuk, 2009; Bhana & Bachoo, 2011). When there is a lack of parent's support, then other
family members, such as grandparents, can offer emotional support to children and influence
their resilience (Bhana & Bachoo, 2011; Lietz, 2011).
However, it was shown that several families may live together in South Africa due to
poverty and the abuser may be within the family environment. This combined with other
cultural characteristics, such as patriarchy, stereotyped gender norms and the role of children
within the family, mean that building the family bond may not be suitable for South African
survivors of CSA.
Accepting social support from family, friends and important others, gave also the
opportunity to CSA survivors in South Africa to talk about their traumatic memories. Survivors
willing to talk about the abuse without feeling overwhelmed is similar to Harvey's (1996)
definition of recovery which refers to the ability about remembering the past experiences
without losing control. After the stage of secrecy and suppression of their desire to disclose,
survivors described how helpful it was for them to find the courage to talk about their abuse.
These findings are in agreement with those obtained in other western studies by
Chouliara et al. (2014) and by Banyard and Williams (2007) who both found that talking about
the abuse was a beneficial coping strategy which helped recovery. In Banyard and Williams
(2007) study, women survivors indicated some ideas about the recovery process, such as
talking about the abuse and their feelings. More specifically, it was mentioned that they realised
they had reached recovery when they began to talk about the abuse and not experience any
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adverse feelings. Further, talking about their past experiences, as presented in Little and
Hamby’s (1999) study, women demonstrated that this helped them to cope with CSA,
characterising it as a useful and helpful coping strategy.
For the context of South Africa in particular, there is an ancient African word known
as ‘Ubuntu’ which means humanity to others (Tutu, 1999). South African people share values
of interdependence with each other and for that reason, it is more likely to seek support from
friends and important others.
South African people have also grown up in a society where race was an important part
of their culture. They faced discrimination for being ‘Black’ and for that reason they learned
from a young age to pride themselves and being supportive to each other (Biko, 1978). Seeking
support at difficult times, like coping with CSA, is part of their values and culture.
Accepting support from social services and school members, as well as engaging in
social activities were also evident among the South Africa populations of the studies
investigated in this thesis. Accepting social support and undertaking social activities can work
as healthy coping strategies for survivors’ negative feelings and emotions. This is aligned with
the findings of Chouliara et al. (2014) who found that engaging in social activities increases
recovery, as social support services help survivors to engage in social activities and community
groups. Through these activities survivors’ self-esteem and self-perceptions can be enhanced.
It was shown in the chapter of Data Analysis that studies have also explored the efficacy
of education on survivors’ lives with focus on the role of the teacher in helping
learners/students/children overcome the effects of CSA, through academic and emotional
support. The literature shows that it is possible for sexually abused children to seek for a
trusting relationship with their teachers and learners to cope with the trauma in their lives. The
importance of education and seeking support from teachers have also been investigated in
western countries (Arias & Johnson, 2013; Dass-Brailsford, 2005; Floyd, 1996). The research
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of Arias and Johnson (2013) in particular, focuses on educational factors of healing and shows
that sexually abused children who engaged in formal education helped them to improve selfesteem and self-confidence. Informal education, such as writing about the experiences of CSA,
has been found to decrease the loneliness and give hope for a better future. Confrontation of
abusers, such as writing them a letter, meeting them or even imagining a meeting with them,
could also promote healing.
However, research has revealed that, in the field of CSA, teachers are not fully educated
or aware and they have not attained a satisfying amount of knowledge (Renk et al., 2002).
“Studies consistently show that teachers lack the knowledge and the confidence to be effective
reporters of child abuse and neglect, particularly of child and youth sexual abuse” (Goldman
& Grimbeek, 2014, p. 3).
For the case of South Africa, in particular, existing legislation about CSA is inadequate
and the police service is not efficient, as mentioned earlier. There are not clear policies which
support teachers in order to identify, report and help victims of CSA. Seeking support and
protection from school and teachers may be more challenging for CSA survivors in South
Africa.
South African survivors also reported that having therapeutic sessions as a method to
cope with the abuse seemed to have a positive impact on their recovery. Through therapy
sessions survivors in South Africa heard stories from other survivors (including more
challenging stories) and got inspired by other survivors who managed to overcome their
trauma. The importance of therapy was explored in western countries as well and Arias and
Johnson (2013) found that making the decision to have therapy promotes recovery.
Furthermore, in the context of South Africa, Edwards et al. (2005) mention that the participants
in their study were responding positively to psychotherapy. These testimonies match those
obtained in other studies that support the importance of CBT, counselling and psychotherapy

72
for the recovery process (Allnock et al., 2015; Benuto & O’Donohue, 2015; Cohen et al., 2000;
Domhardt et al., 2015; Feeny et al., 2004; Hetzel-Riggin et al., 2007; One in Four, 2015;
Radford at al., 2017; King et al., 2003; Koss & Figueredo, 2004; Sneddon et al., 2016; van
Toledo et al., 2013). A study that examined professionals’ and survivors’ perspectives, noted
the importance and the benefits of talking therapies for CSA survivors (Chouliara et al., 2011).
Survivors who participated in talking therapies were able to decrease their isolation, feel safe
when they disclose the abuse, have a trust therapeutic alliance, increase their self-esteem and
decrease the stigma (Chouliara et al., 2011). Taken together, all these coping mechanisms may
open the path for their recovery.
CSA survivors who decided to have therapeutic interventions were also likely to build
a trusting therapeutic alliance as shown in one of the studies of Table 4. Therapeutic alliance
is defined as the relationship between professionals and survivors and it is an area that has been
explored by other researchers in western countries. It was shown that regardless of the
intervention, the therapeutic alliance between therapist and survivors is important during the
therapy (Allnock et al., 2012; Gabbard, 2005).
However, the availability of centres to provide therapeutic sessions to CSA survivors
is a major concern in South Africa. There are some centres in the large cities but researchers
stated that professional service centres in the rest of the country are scarce (Higson et al., 2004).
It was shown that a small percentage of abused children have access to therapeutic institutions
(Abrahams & Mathews, 2008). To this end, group treatments were found to be well-suited in
South Africa as it supports the lack of resources in the country (Walker-Williams & Fouche,
2017).
Optimism, such as having positive thinking, having hope, having high career and
educational aspirations, being determined to succeed and complete school and having a sense
of purpose in life, were beneficial coping strategies which had a positive impact on survivors’
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recovery in South Africa. Thinking positively in particular was suggested as the most common
behavioural coping strategy by Frazier and Burnett (1994). Along the same lines, a study that
was carried out by Oaksford and Frude (2009) concluded that one of the main strategy for
dealing with the sexual abuse was “wishful thinking”, which is about survivors having hope
that they will have a normal and better life in the future (Harvey et al., 2000; Oaksford & Frude,
2009). Having hope amends looking for support, acceptance and cognitive reappraisal
(Phanichrat & Townsend, 2010).
The use of more optimistic explanations for the event of abuse, such as blaming the
abuser and not their selves for what happened was also helpful for the South African
participants. This was explained by Peterson and Park (1998) in a western-based study that by
having an optimistic approach towards the negative events in their lives, survivors were able
to link the abuse as an external situation of life which is only a temporary event; this improved
the process of recovery.
The investigation of the studies in this thesis, revealed that living a normal life, such as
staying busy and doing normal things, promotes a satisfying life which alleviates the side
effects of the abuse. This statement matched those observed in several western studies where
keeping themselves busy was found to be a common coping strategy among CSA survivors
(Banyard & Williams, 2007; Grossman et al., 2006; Herman, 1998; Hymann et al., 2003;
Panichrat & Townshend, 2010). Harvey et al. (2004) argue that keeping busy and living a
normal life involves a fundamental change in mindset to realise that life does not stand still and
what has happened in the past could not be reversed. In particular, trying to offer a normal life
to children was found to be an important and a helpful form of support. This may involve dayto-day activities, such as going to school and participating in social activities. It was
recommended that children should not be treated as victims. If children are to have a normal
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life and participate in activities, the struggle to overcome the experience of sexual abuse in the
survivor’s life will decrease, as they focus on other activities.
Faith was a popular coping strategy among the studies reviewed in this thesis. Religious
coping helped the survivors of the South African studies to cope with the abuse, regardless the
fact that they felt abandoned by the God initially. This could be explained by the fact that
African populations in general have strong links with religion as they are raised in religious
environments. Hence, it is more likely for them to ask support and guidance from God during
challenging times (Sanchez & Carter, 2005). It is also believed that life is determined by God
and for that reason, they see abuse as God’s will (Kasambala, 2005). Such thoughts have a
positive impact on their recovery (Boyd-Franklin & Walker, 2003; Dass-Brailsford, 2005).
Religion coping has been investigated in western countries as well with several studies
highlighting the importance of religion and spirituality to cope with abuse (Beveridge &
Cheung, 2004; Bogar & Hulse-Killacky, 2006; Domhardt et al., 2015; Draucker & al., 2011;
Gall, 2006; Gall et al., 2007; Glaister & Abel, 2001; Grossman et al., 2006). For example,
survivors who had developed some spiritual beliefs or who were members of a religious
community, reported that their healing was helped (Grossman et al., 2006). Those who believed
that they had a relationship with a God they felt supported (Glaister & Abel, 2001). Religion,
faith and spirituality have been characterised as protective factors for mental health problems,
substance abuse and trauma for CSA (Williams et al., 2001). Furthermore, spirituality can help
to lower the possibility of suicide in survivors within Christian’s hubs (Leong et al., 2007) and
according to Pellauer et al. (1987), survivors may experience healing at some point during the
liturgical ritual. Finally, spirituality was found to enhance the support and inner strength of
survivors (Valentine & Feinauer, 1993) and help participants to give meaning of the abuse,
promoting their psychological growth (Baumgardner & Crothers 2009).
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The importance of religion as a coping strategy for CSA survivors is also included in
Herman’s Stage-Based model (1992) about the recovery process from trauma. The second
stage of the model refers to the exploration of traumatic experiences with the aid of spirituality,
social support from friends and family, highlighting the importance of sharing and talking
about the abuse with others. Through all these positive strategies, it is clear that survivors could
change their life philosophy, grow in wisdom, act more altruistically, showing that trauma may
have some positive outcomes (Tedeschi et al., 1998).
Regulation of their emotions and emotional awareness (through approaching, learning
how to deal with their negative feelings, recognising that their painful feelings are just
temporary) were depicted as positive coping strategies in South African populations. Survivors
who were aware and acceptive about their situation managed to cope with the abuse more
effectively. The adoption of self-regulatory emotional, cognitive and behavioural strategies
was explored in western countries as well and it was shown that such strategies are beneficial
(Eisenberg & Ota Wang, 2003). Researchers have highlighted the effectiveness and importance
of identifying and confronting their emotions which leads to resilience (Ho et al., 2011; Wright
et al., 2007).
The pain and despair experienced by survivors in South Africa gradually helped them
to getting stronger. The studies showed that their inner strength and personal determination
were able to facilitate the healing and recovery process. In the same line, several western
studies showed that personal strength can be experienced by survivors through the recovery
process (McElheran et al., 2012; Tarakeshwar et al., 2006). These personal strengths were
enhanced by mutual cohesion; family warmth, togetherness, supportiveness; family resilience
(Bhana & Bachoo, 2011; Bowes et al., 2010; Chouliara et al., 2014).
Making conscious choices to face the trauma in their lives were also found among the
South African studies. Conscious choices enabled survivors to cope with the side effects of the
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abuse and regained confidence to find healing at a physical and emotional level. These results
are consistent with research conducted in western countries such as (Wong, 2003). Burgess and
Holmstrom (1979) talked about the importance of conscious coping strategies in aiding
recovery and suggested that unconscious defences may not always be adequate. Other studies
have also promoted the use of conscious coping through cognitive behavioural training, such
as the cognitive restructuring (Foa & Rothbaum, 1998; Jaycox et al., 2002).
Knowledge and awareness of the trauma were characterised as another coping strategy
by South African survivors. Knowledge and awareness could be gained through talking,
reading, studying and attending therapies. According to Cruz and Essen (1994), knowledge and
awareness of the trauma and its consequences could be translated into the gradual decrease of
denial and other psychological defences. This, provides the basis for understanding and
accepting what is necessary to achieve healing. These findings are confirmed with a number of
qualitative studies focused on western countries which show that acknowledging the abuse was
a necessary step for both starting and completing recovery (Easton et al., 2015; Kia-Keating et
al., 2005). In addition to having knowledge of the abuse, knowing some aspects of themselves,
having positive self-evaluation of their worthiness and their uniqueness also enhanced recovery
of South African survivors. Indeed, self-acceptance is considered to be as one of the most
fundamental dimensions of psychological well-being (Ryff, 1989).
Forgiveness of the abuser and self-forgiveness was also depicted through the South
African studies. Survivors had a sense of personal resilience and strength due to their ability to
forgive themselves. Self-forgiveness reduces anger and negative feelings and could restore
relationships with others. Several western studies investigated self-forgiveness and indicated
that the survivors who did not blame themselves about the abuse, presented more positive
outcomes which facilitated their recovery (Arias & Johnson, 2013; Himelein & McElrath,
1996; Lev-Wiesel, 2000). For example, in Lev-Wiesel’s (2000) study, survivors who blamed
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the perpetrator for the abuse, and not themselves, retained their self-esteem and positive
adjustment and had a better quality of life. In another study of 120 survivors in the US, it was
reported that, survivors during their recovery realised that it was not their fault and as a
consequence they felt better, less guilty and less ashamed (Easton et al., 2015). Similar findings
were shown in another research study which showed that, by blaming the abuser and not
themselves, the survivors’ healing process was enhanced (Arias & Johnson, 2013; Willis et al.,
2015). Finally, self-forgiveness could also be achieved through a supportive environment of
people around survivors who they should remind them that the abuse was not their fault (Arias
& Johnson, 2013).
Having an appreciation of their lives and being pleased with life in general was found
to be a beneficial coping strategy for CSA survivors in South Africa. This is consistent with
research in western countries which showed that having appreciation on everyday life things
could motivate CSA survivors to experience positive feelings (Baumgarder & Crothers, 2009;
Calhoun & Tedeschi, 1999; Emmons & Mishra, 2011).
Connectedness with themselves and others through giving unconditionally love without
fear of rejection was related to healing in two South African studies. This positive approach
and the reinvestment in relationships is a well-studied element of posttraumatic growth in
western countries (Carver, 1998; Fromm et al., 1996). Ensuring connectedness between parents
and children was also important for survivors’ well-being (Spies, 2006; Walker-Williams et
al., 2013). In addition to this, the importance of connectedness in recovery is seen in the final
stage of the Herman’s model which is about re-connecting with others and themselves.
Having the control back into their lives was an important coping strategy for South
African survivors. A number of western studies confirmed that abuse leads to loss of control,
and when survivors take back the control, helps their recovery (Frazier et al., 2004; Frazier et
al., 2005). It is also recommended that professionals should give control and power to survivors
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during their therapy process as this is considered to be beneficial for their development
(Drauker, 2000; Koehn, 2007; Pope & Brown, 1996). By having internal control seems to be
linked with a more effective approach for dealing with challenges in life (Compton & Hoffman,
2013; Hefferon & Boniwell, 2011; Tedeschi & Calhoun, 1995). Additionally, Morrow and
Smith (1995) examined 160 forms of coping strategies for CSA and concluded that there were
two crucial strategies that survivors should use. These were strategies that help survivors avoid
being submerged by threatening feelings; and strategies to cope with powerlessness and lack
of control.
Making meaning of their traumatic experiences was a helpful healing strategy for CSA
survivors in South Africa which enabled them to rebuild their lives. Typical examples are
thinking that the abuse makes them a better person and it is a reason to learn how to deal with
difficulties in life. Such findings were found in western studies as well which shows the value
of finding a meaningful purpose in life after the abuse (Domhardt et al., 2015; Kaye-Tzadok &
Davidson-Arad, 2016; Marriott et al., 2014; Orbke & Smith, 2013).
Survivors in South Africa reported that accepting the abuse and making the decision to
cope with the consequences of the abuse, contributed in recovery. Accepting the abuse as a
strategy to cope with the abuse was also investigated by researchers in western countries
including (Chouliara et al., 2014; Draucker et al., 2011; Merrill et al., 2001; Phanichrat &
Townshend, 2010).
Secrecy after the abuse was found to be a helpful coping strategy among South
Africans, as it was a way of denying the abuse until they feel strong enough to talk about it.
However, a study conducted by Chouliara et al. (2014) for western countries showed that
secrecy hinders recovery and Glaser (1991) mentioned that secrecy may be a factor that
prevents treatment in the long-term.
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Helping others and getting involved in volunteering tasks were another coping strategy
among South African survivors. According to Banyard and Williams (2007), taking part in
altruistic actions influences and develops survivors’ self-worth and sense of fulfilment. This
combined with volunteering can help survivors to gain social skills, develop a social network,
improve their self-efficiency and thus, help their recovery process (Quinn, 1995). This view is
also supported in other previous studies (Arias & Jonson, 2013; Draucker et al., 2011) where
the authors claim that volunteering is a way to give something valuable back to the community
which enhances the self-esteem of survivors. Having a mission in their lives by helping other
and offering their experience as gift to help other survivors, alleviates the negative side effects
of their own abuse (Herman, 1992).
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Chapter 6.

Conclusions

The main research question of this study was “What does the literature tell us about the
ways in which CSA survivors in South Africa cope with their experiences of abuse?” This has
been addressed through outlining the existing research on CSA coping strategies in South
Africa with the aim i) to identify studies that are related to CSA coping in South Africa, ii) to
understand the main learnings for that specific population and iii) to compare these findings to
the strategies of other higher-income countries. The overall outcome of this dissertation is to
make the knowledge around the coping strategies used by CSA survivors in South Africa
available, to identify areas for further research. It is expected that this study would encourage
the research community to further advance research in this area with the overarching goal to
help current and future survivors to deal with the trauma in their lives more effectively and
enhance recovery.
The main research question has been answered through a review of 22 studies which
are related to CSA coping strategies in South Africa. The coping strategies that were used by
the South African survivors were identified and discussed in the previous chapters. It was
shown that the majority of the 22 articles were focused on adult survivors of CSA instead on
children survivors. The main principles that have been identified in this study are shown below.
Accepting emotional support from family, friends and important others including
teachers were found to be among the most significant coping strategies that could have a
positive impact on survivor’s wellbeing. This, combined with the development of a positive
future-oriented perspective and being optimistic, enable survivors to move forward with their
lives and promote recovery.
Having a normal life and keeping themselves busy, such as doing normal things and
engaging with several day-to-day distractions, were also found to be effective positive coping
strategies among the CSA survivors of South Africa. If survivors are to have a normal life and
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participate in activities, the struggle to overcome the experience of sexual abuse will decrease
as their focus on other spheres will increase.
Additional key coping strategies were religion, getting back the control, connection to
others, forgiveness, conscious choices, making meaning of the abuse, regulation of their
emotions, having gratitude and acceptance of abuse. Accepting professional help, such as
having therapy, could also serve as an additional coping mechanism which has a positive
contribution on recovery.
A number of maladaptive strategies are also evident in the South African studies
including substance misuse (alcohol, drugs, tobacco), sexual risky behaviours, anti-social
behaviours, suicidal behaviours and denial. Substance misuse was found to be an effective
strategy in the short-term whereas in the long-term, substance misuse was associated with a
variety of elevated psychological problems such as distress, depression and PTSD symptoms.
No research evidence exists on the effectiveness of the other maladaptive coping strategies.
This means that a more comprehensive study about coping strategies for CSA in South Africa
is needed.
It was shown that generally, there are not significant differences between the coping
strategies used in South African and those used by western populations. The coping strategies
that were used by the South African survivors in the studies explored in this thesis, have been
identified in western countries as well.
Nevertheless, the results suggest that there is a link between a number of coping
strategies and the region of South Africa. These are the coping strategy of i) substance misuse,
ii) risky sexual behaviours, iii) support from family, iv) social support, v) support from school,
vi) therapy and vii) religion. The main differences when compared to the western studies are
discussed below:
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Substance misuse was reported frequently as a coping strategy among the South African
studies. This could be explained due to the established drug-trafficking groups in the area which
have made substances widely available to South African people. Poor police functioning,
poverty and unemployment have a significant impact on increasing substance misuse.
Substance misuse was found to be related with sexual desire which makes CSA
survivors to adopt more sexual risky behaviours. Having unprotected sex with multiple partners
and buying and selling sex were reported by CSA survivors in South Africa. They were also
found to have increased risk of acquiring sexually transmitted infections such as HIV and
HSV2 which is also influenced by the fact that South African populations are less educated and
aware about sexually transmitted infections. By contrast, western populations tend to be more
informed and precautious about sexual diseases. In South Africa, sexual risky behaviours are
also influenced by poverty, unemployment and special cultural beliefs in the area. For example,
it was shown that the adoption of sexual risky behaviours and having sex with multiple partners
could be a way to secure food and accommodation.
Patriarchy and gender differences in South Africa could also influence sexual risky
behaviours. The society in South Africa demands from women to satisfy the sexual desires of
men and from children to respect and obey their elders without objections. Being sexually
abused and having an intense sexual life becomes the norm for women and children in South
Africa for that reason may developed a sex-oriented mindset which could lead to numerous
sexually risky behaviours in the future.
Although accepting support from family members and peers was found to be an
effective coping strategy both in South Africa and western countries, it was shown that it may
be more difficult for some South African survivors to receive adequate support from their
family environment. This is because factors like unemployment, violence, bad living
conditions, poverty, gender differences and single-parent families create dysfunctional
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families. Further to this, several families live together in South Africa due to poverty and there
are several cases where the abuser was within the family environment.
It was also shown that CSA survivors in South Africa may have parents who were
sexually abused as children as well. This can be explained due to the high prevalence rates of
CSA in the region when compared to the lower prevalence rates found in other western
countries. To this end, it is less likely for CSA children in South Africa to receive support from
a parent who was sexually abused, as the local cultural expects that children to overcome their
own challenges without showing weakness.
Accepting support from friends and important others was found to be an important
coping strategy among the CSA survivors in South Africa. South Africans share values of
supporting each other as it can be depicted by cultural characteristics and traditions (e.g. the
African ancient word Ubuntu which means humanity to others). Additionally, South African
people have grown up in a society where race was an important part of their culture. They faced
discrimination for being ‘Black’ and for that reason they learned from a young age to pride
themselves and being supportive to each other. Seeking support at difficult times, like coping
with CSA, is part of their values and culture.
Utilising support and protection from school and teachers may be more challenging for
CSA survivors in South Africa when compared to western countries. This is because existing
legislation about CSA in South Africa is inadequate and the police service is not efficient.
There are not clear policies which support teachers in order to identify, report and help victims
of CSA.
Group treatments were found to be well-suited in South Africa because it supports the
lack of resources in the country. There are not sufficient centres and professionals in the
country, specifically outside the large cities, and as a result the coping strategy of seeking
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support from therapeutic institutions is not available for the greatest percentage of abused
children.
Finally, religion was a reported a few times among the studies reviewed in this thesis.
This could be explained by the fact that African populations in general have strong links with
religion as they are raised in religious environments. Hence, it is more likely for them to ask
support and guidance from God during challenging times in comparison to western people. It
is also believed that life is determined by God and for that reason, they see abuse as God’s will.
Such thoughts have a positive impact on their recovery.

6.1

Limitations and further research
The generalisability of these results is subject to certain limitations. Firstly, this study

was limited by the absence of homogenous studies. The reviewed studies are focused on
different aspects of CSA, target groups, aims and objectives. Coping strategies for CSA were
not always the main subject of the studies and some findings on CSA in these studies were
simply research observations rather than research outcomes deriving from answering the
research question. Similar authors were also involved in the identified studies which sets a
limitation on the investigated topics and adopted methods. The literature review conducted in
this study did not find any qualitative studies which investigated coping strategies of CSA
survivors in South Africa in general – i.e. asking survivors directly about how they cope instead
of focusing on specific strategies. This demonstrates that all the data used in this study is data
peripheral to the central study which means that a partial picture has been achieved.
Moreover, limited evidence was available to compare the coping strategies used in
South Africa and western countries with particular focus on identifying the specific cultural
characteristics in the area. This is something which has not been investigated so far and
therefore, it was not possible to draw any further conclusions. This is an area of further
research.
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In spite of these limitations, this study is a comprehensive investigation of CSA coping
in South Africa and certainly enhances our understanding about the coping strategies that are
used by local CSA survivors. It also identifies that there is a relatively small number of studies
that are focused on CSA in South Africa when compared to the number of CSA studies in
western countries. The investigation of CSA coping in South Africa is an area for further
research. Such study could produce a more comprehensive understanding of survivor’s coping
strategies in South Africa which will help current and future survivors to deal with the abuse
more effectively.

6.2

Reflections and related ethical concerns
The method used in this study was a narrative literature review that applied a systematic

approach to search for the literature and for that reason it did not consider any specific ethical
issues.
Conducting research on sensitive topics can be distressing and for that reason, the
following measures were taken during the research to ensure my wellbeing. Firstly, I read
several articles related to CSA to get familiar with the topic and feel more comfortable doing
the research. Secondly, I was undertaking relatively short sessions of work giving me time to
relax and switch off from the research on such a sensitive topic. This was important to avoid
experiencing trauma as well. Finally, I was having regular meetings with my supervisory team
where I was able to reflect on my work and avoid any sense of isolation during the study.
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