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PREFACE

THIS DISSERTATION CONSISTS OF THREE SECTIONS:

SECTION A:

SECTION B:

SECTION C:

Overview of the study.

Phase One: Rapid review (Manuscript 1)

Reports on a rapid review of current evidence-based interventions for
adult survivors of sexual assault.

Phase Two: Empirical study: Convergent mixed-methods study
(Manuscript 2)

Reports on the quantitative findings of the convergent mixed-method
study. Outlines the prevalence of and correlations between posttraumatic
stress disorder (PTSD), psychological well-being (PWB), resilience, and
posttraumatic growth (PTG) in a sample of female survivors of adult
sexual assault (FSASA).

(Manuscript 3)

Reports on the themes highlighted within the recovery journeys of a
sample of FSASA. Compares survivors that show few signs of recovery
(FSR) to survivors that show significant signs of recovery (SSR).

Phase Three: Trauma-informed strengths-based group intervention
guideline (Manuscript 4)

Outlines the guideline that was designed applying the Design and
Development Intervention Model.

Conclusions, limitations, recommendations, and a combined reference

list for Sections A, B, and C.

Section A provides an overview of the study and includes a literature review. Section

B consists of three phases. Phase One includes a rapid review, which was conducted to



synthesise the evidence-based interventions currently available for sexual assault
survivors. Phases Two and Three consist of two manuscripts outlining the findings of an
empirical study (convergent mixed-method). The quantitative section used validated
psychometric measures and a demographic questionnaire to measure demographic
variables between PTSD, PWB, resilience, and PTG in a sample of 50 FSASA. The
qualitative section used constant comparative analysis to identify and compare themes
related to participants’ recovery journey in the study distinguished as those that showed
FSR to those that showed SSR. Phase Four combines the findings from the rapid review
and the empirical study into a fourth manuscript outlining the proposed guidelines for
mental health professionals (MHPs) when conducting a trauma-informed strengths-based
group intervention for South African FSASA. Lastly, Section C provides the conclusions
drawn from the study, with a specific focus on the contributions and limitations of the study
as well as recommendations for future research.

It is worth noting that the reader can expect some duplication of content across the
three phases. This is due to the article format that was selected in compiling this

dissertation.
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ABSTRACT

High prevalence rates of sexual assault perpetrated against women are well
documented, both nationally and internationally. Although this type of trauma can lead to
numerous adverse long-term effects, some survivors overcome it and experience positive
changes in themselves and their lives. Although traditional pathogenic or deficit-based
models have dominated literature, a paradigmatic shift towards a salutogenic or
strengths-based approach is becoming evident in emerging literature. This shift
encourages mental health professionals (MHPs) and researchers to focus on positive and
adaptive post-trauma outcomes that incorporate potential areas of positive psychological
changes, such as emerging growth, and spiritual and existential adaptive outcomes.

Thus, a more detailed understanding of the interactions between indicators of distress
and psychological well-being (PWB) is required. This intervention research is comprised
of three phases and four manuscripts. A rapid review was conducted in Phase One to
investigate evidence-based interventions available to female survivors of adult sexual
assault (FSASA) (Manuscript 1). In Phase Two, a convergent mixed-method study was
conducted to investigate real-life examples through an online survey targeted at South
African FSASA residing in the Gauteng Province. The quantitative section of this study
measured and correlated several variables, namely posttraumatic stress, PWB,
resilience, and PTG in the sample (Manuscript 2). Validated psychometric instruments
used included the PCL-5 (DSM-5 clinician checklist for PTSD), the Mental Health
Continuum (MHC-SF), the Adult Resilience Measure (ARM) and the Posttraumatic
Growth Inventory (PTGI). The qualitative data consisted of participant answers to open-
ended questions on their recovery experiences. This data was analysed to compare the
themes apparent in the recovery experiences of participants that showed SSR to those

who showed FSR (Manuscript 3). In Phase Three, the rapid review and empirical study
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findings were integrated to develop a trauma-informed strengths-based group
intervention guideline for FSASA (Manuscript 4). The main barriers to service delivery
were highlighted during stakeholder consultations, namely i) insufficient training
opportunities for staff, and ii) financial constraints. These prevented clients from returning
for additional sessions, impacting recovery rates. Both quantitative and qualitative
findings were discussed for the convergent mixed-methods study. Findings from the
quantitative section showed that participants experienced high levels of trauma, with most
participants experiencing more than one sexual assault. Participants received both formal
and informal support and more than half attended psychotherapy. A total of 68% of the
participants scored above the diagnostic threshold for PTSD; however, the participants
viewed themselves as doing well mentally. Average levels of resilience were observed
with personal resilience scores surpassing relational resilience scores. Correlational
analysis indicated that PTSD decreased and PWB increased as time passed after the
assault and the duration of therapy was correlated with better mental health. For the
qualitative section, barriers to accessing support included apprehension and distrust of
self and others, lack of resources and informal support. Informal support included
emotional validation and active support. More positive counselling experiences were
reported by women in the SSR group than in the FSR group. Experiences and symptoms
related to PTSD, resilience and PTG were reported in both groups. A strengths-based
trauma-informed group intervention guideline was developed from these findings. MHPs
(psychologists, social workers, counsellors) can apply these guidelines in facilitating and

enhancing resilience processes, PWB, and PTG-enabling outcomes in FSASA.

Key terms

Posttraumatic growth, Posttraumatic stress, Psychological well-being, Resilience,
Sexual assault



OPSOMMING

Hoé voorkomssyfers van seksuele aanranding wat teen vroue gepleeg word, is
internasionaal en nasionaal goed gedokumenteer. Alhoewel hierdie tipe trauma tot talle
nadelige langtermyneffekte kan lei, oorkom sommige oorlewendes dit en ervaar positiewe
veranderinge in hulself en hul lewens. Alhoewel tradisionele patogene of
tekortgebaseerde modelle die literatuur oorheers het, word 'n paradigmatiese verskuiwing
na 'n salutogene of sterkpuntgebaseerde benadering duidelik in opkomende literatuur.
Hierdie verskuiwing moedig geestesgesondheidswerkers en navorsers aan om te fokus
op positiewe en aanpasbare post-trauma-uitkomste wat potensiéle areas van positiewe
sielkundige veranderinge insluit, soos opkomende groei, geestelike en eksistensiéle
aanpasbare uitkomste. As sodanig is 'n meer gedetailleerde begrip van die interaksies
tussen mates van distress en sielkundige wellstand by vroue wat seksuele aanranding
tydens volwassenheid ervaar het, nodig. Hierdie intervensienavorsing bestaan uit drie
fases en vier manuskripte. In fase een is 'n vinnige oorsig gedoen om bewysgebaseerde
intervensies te ondersoek wat tans beskikbaar is vir oorlewendes van seksuele
aanranding by volwassenes (Manuskrip 1). In fase twee is 'n konvergente
gemengdemetodestudie gedoen om werklike voorbeelde te ondersoek deur gebruik te
maak van 'n aanlyn opname wat gerig is op volwasse Suid-Afrikaanse vroulike
oorlewendes van seksuele aanranding wat in die Gauteng-provinsie woon. Die
kwantitatiewe gedeelte van hierdie studie het die volgende veranderlikes gemeet en
gekorreleer: posttraumatiese stres, sielkundige welstand, veerkragtigheid en
posttraumatiese groei in die steekproef (Manuskrip 2). Gevalideerde psigometriese
instrumente wat gebruik is, sluit in die PCL-5 (DSM 5 klinikuskontrolelys vir PTSV), die
Geestesgesondheidskontinuum (MHC-SF), die Volwasse Veerkragtigheidsmaatreél

(ARM) en die Posttraumatiese Groeivoorraad (PTGI). Die kwalitatiewe data in die studie



bestaan uit antwoorde op oop vrae wat die ervarings in verband met hulle
herstellingsproses. Die temas in beide deelnemers wat tekens van herstel getoon het en
die wat minder tekens van herstel getoon het is geidentifiseer en ‘n vergelyking is
onderneem (Manuskrip 3). In fase drie is die vinnige oorsig en empiriese studiebevindings
geintegreer om 'n trauma-ingeligte sterkpunte-gebaseerde groepintervensieriglyn vir
vroulike oorlewendes van seksuele aanranding by volwassenes te ontwikkel (Manuskrip
4). Twee hoofhindernisse vir dienslewering is tydens konsultasies met belanghebbendes
uitgelig, die eerste was onvoldoende opleidingsgeleenthede vir personeel, tweedens het
finansiéle beperkings kliénte verhinder om vir bykomende sessies terug te keer, wat die
herstelkoers van oorlewenis beinvioed het. Beide kwantitatiewe en kwalitatiewe
bevindings is bespreek vir die konvergente gemengde metodes studie. Bevindinge van
die kwantitatiewe afdeling het getoon dat deelnemers hoé vlakke van trauma ervaar het,
met die meeste deelnemers wat meer as een seksuele aanranding ervaar het.
Deelnemers het beide formele en informele ondersteuning ontvang en meer as die helfte
het psigoterapie bygewoon. 68% van die deelnemers het bo die diagnostiese drempel vir
PTSV behaal. Ten spyte van hierdie hoé gemiddelde telling vir PWB het aangedui dat die
deelnemers hulself geestelik goed beskou het. Gemiddelde vlakke van veerkragtigheid
is waargeneem met persoonlike veerkragtigheidstelings wat relasionele
veerkragtigheidstellings oortref. Korrelasie-analise het aangedui dat PTSV afgeneem het
en PWB toegeneem het namate die tyd verloop het na die aanranding en die duur van
die behandeling gekorreleer is met beter geestesgesondheid. Vir die kwalitatiewe
afdeling was hindernisse vir toegang tot ondersteuning vrees en wantroue teenoor die
self en ander, 'n gebrek aan hulpbronne en informele ondersteuning. Informele
ondersteuning het emosionele validering en aktiewe ondersteuning ingesluit. Meer

positiewe beradingservarings is deur vroue in die SSR-groep gerapporteer as in die FSR-
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groep. Ervarings en simptome wat verband hou met PTSV, veerkragtigheid en PTG is in
beide groepe gerapporteer.

Geestesgesondheidswerkers (sielkundiges, maatskaplike werkers, beraders) kan
hierdie riglyne toepas in die fasilitering en verbetering van veerkragtigheidsprosesse,
sielkundige welstand en posttraumatiese groei wat uitkomste by vroulike volwasse

oorlewendes van seksuele aanranding moontlik maak.

Sleutelterme

Posttraumatiese groei, Posttraumatiese stres, Seksuele aanranding, Sielkundige welsyn,

Veerkragtigheid,
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GLOSSARY OF TERMS

Included in this glossary are key terms used recurrently throughout the study.

Sexual assault: According to the Criminal Law (Sexual Offences and Related Matters)
Amendment Act 32 of 2007, sexual assault occurs when someone sexually violates
another person without consent (Republic of South Africa, 2007). More specifically,
sexual assault is when a person intentionally sexually touches another person without
the person’s consent or coerces or physically forces a person to engage in a sexual act
against their will (Cameron et al., 2015). Behaviours that fall within this category include
i) attempted rape, ii) fondling or unwanted sexual touching, iii) forcing a victim to perform
sexual acts, such as oral sex or penetrating the perpetrator’s body and iv) penetration of
the victim’s body, also known as rape (RAINN, 2020). All the above behaviours are
considered part of sexual assault for this study.

Posttraumatic stress: Characteristic symptoms following exposure to one or more
traumatic event(s) in line with The Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) criteria (American Psychiatric Association, 2013a, 2013b). These
can include fear-based re-experiencing and emotional and behavioural symptoms. These
symptoms are characterised by the intrusion, avoidance, negative alterations in cognition
and mood, and marked alterations in arousal and reactivity, causing significant
impairment in the person’s functioning.

Psychological well-being (PWB): The culmination of emotional, mental, and social
well-being; a state known as flourishing or optimal functioning (Keyes, 2000).

Resilience: The psychosocial concept of resilience refers to an individual's adaptation
and healthy development in the face of life stressors or strains; it encompasses the
capacities needed to adapt successfully to significant adversity (Hetherington &

Blechman, 2014; Kersting, 2003; Luthat et al., 2000; Masten, 2011).
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Posttraumatic growth (PTG): The experience of significant positive psychological
change arising from the struggle with a major life crisis (Calhoun et al., 2000). People
who have experienced PTG report changes in five domains, namely appreciation of life;
relating to others; personal strength; new possibilities; and spiritual, existential or
philosophical change.

Intervention guideline: Clinical practice guidelines are concise practical documents
that outline the most important clinical factors for therapists to consider when treating
different psychological disorders or employing specific intervention techniques (Australian
Psychological Society, 2013). Accordingly, intervention guidelines are formulated by
experts in the field and act as a go-to document that outlines the best available research
and clinical expertise and takes the client’s characteristics, culture and preferences into
account while addressing their needs (American Psychological Association [APA], 2021).

Group-based Intervention: Group interventions, which are used in healthcare for
mental health recovery, behaviour modification, peer support, self-management, and
health education, are therapies that are given to groups of people rather than to
individuals (Biggs et al., 2020).

Trauma-informed: The trauma-informed approach encourages people in an
organisation or system to recognise the signs of trauma and respond by encouraging
safety, trustworthiness and transparency, peer support, collaboration and mutuality,
empowerment and an awareness of cultural, historical and gender issues, to resist re-
traumatisation of clients (Substance Abuse and Mental Health Services Administration,
2014). During interventions, clinicians following this approach exhibit i) trauma
awareness; ii) an emphasis on safety; iii) a commitment to encouraging opportunities to
rebuild control for the survivor, and iv) a strength-based approach (Guarino et al., 2009;

Hopper et al., 2010; Yatchmenoff et al., 2017).
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Mental health professional: MHP refers to a professional trained to offer counselling
services to FSASA. For this research, psychologists, social workers and registered

counsellors are included.

XXiV



LIST OF ABBREVIATIONS

4Ps Predisposing, Precipitating, Perpetuating, and Protective Factors
ACTH Adrenocorticotropin Hormone

AIP Adaptive Information Processing

APA American Psychological Association

ARM Adult Resilience Measure

ARM-R Revised Adult Resilience Measure

BWRT Brainworking Recursive Therapy

CBT Cognitive Behavioural Therapy

CFA Confirmatory Factor Analysis

CFA Comparative Fit Index

CPT Cognitive Processing Therapy

CT-PTSD Cognitive Therapy for PTSD

D&D Model Design and Development Model

DRC Democratic Republic of Congo

DSM-5 Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
EFA Exploratory Factor Analysis

EMDR Eye Movement Desensitisation and Reprocessing
FSASA Female Survivors of Adult Sexual Assault

FSR Few Signs of Recovery

G4-F Group 4-Focus, Formulate, Facilitate, and Follow-up
GBV Gender-based Violence

HPA Hypothalamic-Pituitary-Adrenal

IES Impact of Events Scale

IGTP Integrative Group Treatment Protocol

IPV Interpersonal Violence

IRT Image Rehearsal Therapy

JBI Johanna Briggs Institute

XXV




LGBTQ

Lesbian, Gay, Bisexual, Transgender and Queer

LI Lifespan Integration

MAP Mental and Physical

MBSR Mindfulness-based Stress Reduction

MHC Mental Health Continuum

MHC-SF Mental Health Continuum-Short Form

MHP Mental Health Professionals

MLI Modified Lifespan Integration

MRI Magnetic Resonance Imaging

NACOSA Networking HIV & AIDS Community of Southern Africa
NGO Non-governmental organisations

NwWU North-West University

PAF Principal Axis Factoring

PCA Principal Component Analysis

PCL-5 PTSD checklist for DSM 5

PET Prolonged Exposure Therapy

PICO Population, Intervention, Control, Outcomes
PRISMA Preferred Reporting Items for Systematic Reviews and Meta-Analyses
Psal Pittsburgh Sleep Quality Index

PTCI Posttraumatic Cognitions Inventory

PTG Posttraumatic Growth

PTGI Posttraumatic Growth Inventory

PTSD Posttraumatic Stress Disorder

PWB Psychological Well-being

RCT Randomised Control Trial

RMSEA Root Mean Square Error of Approximation
RRC Resilience Research Centre

S2T Survivor to Thriver

SAPS South African Police Service

XXVi




SIT Stress Inoculation Training

SNS Sympathetic Nervous System

SPSS Statistical Package for the Social Sciences

SRMR Standardised Root Mean Square Residual

SSR Significant Signs of Recovery

STD Sexually Transmitted Diseases

STTS-R Satisfaction with Therapy and Therapist Scale-Revised
TABS Trauma and Attachment Belief Scale

TEARS Transform Education About Rape and Sexual Abuse
TIC Trauma-Informed Care

TLI Tucker-Lewis Index

USA United States of America

WAI-S Working Alliance Inventory Short-Form

WHO World Health Organisation

WITS University of Witwatersrand

XXVil




SECTION A: OVERVIEW OF THE STUDY
1. INTRODUCTION

This study aims to design a trauma-informed, strengths-based group intervention
guideline for female survivors of adult sexual assault (FSASA). This section offers a
literature review that contextualises the problem statement addressed in the research.
This summary includes an outline of the purpose statement, objectives, research
questions, and the study design map. Under research methodology, the central
theoretical argument, the conceptual framework, the paradigmatic perspective, the
research approach, the type, and the model are discussed. Thereafter, the ethical aspects

considered for each section of the study are outlined along with the study’s contributions.

2. LITERATURE OVERVIEW

The following section provides a literature review to contextualise the study. Several
themes were investigated, namely trauma-informed view of sexual assault (prevalence,
impact, and context of interventions), strengths-based approach to sexual assault
including psychological well-being (PWB), resilience, and posttraumatic growth (PTG) in
sexual survivors and current interventions available to sexual assault survivors (deficit-

focused and strengths-based). The figure below outlines these themes.



Figure 1: Literature overview

TRAUMA-INFORMED STRENGTHS-BASED GROUP INTERVENTION GUIDELINE FOR FEMALE
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2.1 Trauma-informed View of Sexual Assault
Ranjbar and Speer (2013) found that healthcare professionals can significantly impede
sexual assault survivors’ recovery process if they are inexperienced, adhere to rape
myths and stereotypes and treat survivors in a disrespectful or inconsiderate manner. As
a result, professionals are encouraged to seek appropriate training and adhere to the
latest research-supported interventions to be effective when working with this vulnerable
population. There is a clear balance within the trauma-informed care (TIC) approach
between recognising trauma symptoms, keeping the difficulties inherent in the path to
recovery in mind, and the strong inclination towards empowering survivors to participate
actively in this process by emphasising their strengths. The trauma-informed approach
encourages people in an organisation or system to i) recognise the signs of trauma; ii)

respond by encouraging safety, trustworthiness and transparency, peer support,
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collaboration and mutuality, empowerment and an awareness of cultural, historical and
gender issues, and iii) resist re-traumatisation of clients (Substance Abuse and Mental
Health Services Administration, 2014). During interventions, clinicians following this
approach exhibit trauma awareness, emphasise safety, are committed to encouraging
opportunities to rebuild control for the survivor, and use a strengths-based approach
(Guarino et al., 2009; Hopper et al., 2010; Yatchmenoff et al., 2017). In order to develop
a trauma-informed approach, it is essential to be cognisant of the factors that impact the
prevalence of sexual assault, the impact that it has on the survivor and the recovery

process itself.

2.1.1 Prevalence of sexual assault

Sexual assault is a broad term that can encompass various forms of sexual violence.
The World Health Organisation (WHO) states that sexual assault includes physical or
other force to obtain or attempt sexual penetration (WHO, 2013). The definition provided
by the American Psychological Association (APA) expands on this definition by defining
it as unwanted sexual activity, including touching, kissing and sexual intercourse that
occurs when the victim cannot give consent or with force, threat of force, intimidation or
coercion (VandenBos, 2007). Overall, sexual assault can be defined as any sexual
activity that occurs without the explicit and enthusiastic consent of all parties involved or
that occurs using force, threat of force, coercion or manipulation. These definitions
emphasise the importance of consent and the need for unambiguous communication
between sexual partners. Since this study was conducted within the South African
context, the legal definition of sexual assault in South Africa is used. According to the
Criminal Law (Sexual Offences and Related Matters) Amendment Act 32 of 2007, sexual
assault occurs when someone sexually violates another person without consent
(Republic of South Africa, 2007). More specifically, sexual assault is when a person
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intentionally sexually touches another person without that person’s consent or coerces or
physically forces a person to engage in a sexual act against their will (Cameron et al.,
2015). Behaviours that fall within this category include attempted rape, fondling or
unwanted sexual touching, forcing a victim to perform sexual acts (such as oral sex or
penetrating the perpetrator’s body) and penetration of the victim’s body, also known as
rape (RAINN, 2020). All the above behaviours are considered part of sexual assault for
this study.

There are several reasons why gathering accurate global sexual assault statistics is a
complex task. Firstly, there are differences between the behaviours defined as sexual
assault across countries (Dartnall & Jewkes, 2013). Although marital rape is seen as a
criminal offence in many countries and within international law, 127 countries have not
criminalised it (Turquet et al., 2012). Since these offences are not criminalised, they do
not feature in national statistics, potentially underrepresenting the scope of the problem.

Secondly, many prevalence studies report the occurrences related to the broader term
‘sexual violence’. This term includes sexual acts performed with force or under coercion,
including sexual abuse, molestation, trafficking, exposure to pornography, genital
mutilation and harassment in addition to rape/sexual assault (Dartnall & Jewkes, 2013).
These studies do not necessarily differentiate between the different types of acts, making
direct comparison difficult. Although global sexual violence prevalence rates have
declined over time, victimisation rates of females in low-development index countries, are
increasing (Borumandnia et al., 2020).

Shen et al. (2022) conducted a systematic review and meta-analysis that explored the
global prevalence of sexual violence perpetrated against pregnant women. They found
that approximately one in three pregnant women had been victims of sexual violence in

their lifetime and that women in developing countries were 3% more at risk (Shen et al.,
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2022). Abrahams et al. (2014) found that 7.2% of women aged 15 years or older had
experienced non-partner sexual violence worldwide. In 2018, the WHO reported that this
number decreased to 6% (WHO, 2021a). Upon further inspection of these statistics, it is
apparent that South Africa has one of the highest rates of sexual violence globally (21%)
(Abrahams et al., 2014; Adar & Stevens, 2000). More recent national statistics report an
increase of 10.35% in reported sexual offences between 2015 to 2017 (AfricaCheck,
2019; Statistics South Africa [StatsSA], 2018), during which 70 813 sexual offences were
committed (StatsSA, 2018), translating into one in every 500 individuals experiencing a
sexual offence in South Africa during that period.

With these statistics in mind, we focus on studies that explored sexual assault
exclusively. The WHO defines rape as the physically forced or otherwise coerced
penetration of the vulva or anus with a penis, other body part or object (WHO, 2020).
Dworkin et al. (2021) synthesised studies that included sexual assault perpetrated by
partners in studies published between 2010 and 2019. Their results indicated that global
prevalence rates ranged from 0-59.2% for women, 0.3-55.5% for men and 1.5-18.2% for
lesbian, gay, bisexual, transgender and queer (LGBTQ) samples. An interesting trend
was noted regarding the prevalence of sexual assault cases reported to the South African
Police Service (SAPS) during the Covid-19 pandemic (SAPS, 2022). An increase in
reported cases was observed from April to June 2018 until just before the pandemic in
April to June 2019 (11 387 vs 12 094). When restrictions were at their most stringent
during Level Three to Five lockdown periods (April-dune 2020), there was a 6.7%
decrease in reported cases. During Level One and Two restrictions (April-June 2021), the
number of reported cases increased again, reminiscent of pre-covid levels (12 094 vs 12
702), and then decreased again slightly when restrictions were lifted (April-dune 2022;

11 855). These fluctuations in prevalence indicates that alcohol restrictions and after-hour



movement restrictions could have inhibited the prevalence of assault during intoxication
and stranger perpetrated assault. It is important to note that this decrease may not be
reflective of changes of prevalence in sexual assault where the perpetrator is in an
existing relationship in which women are less likely to report.

Lastly, underreporting is a significant concern for the validity of sexual violence and
sexual assault statistics. Older individuals from ethnic and cultural minorities, sexual and
gender minorities, people with disabilities, mental health difficulties, financial
vulnerabilities, and problematic substance use may experience barriers when seeking
treatment for sexual assault (Bach et al., 2021). Such barriers include limited access to
formal support and insufficient training and awareness among service providers regarding
best-practice support for survivors. Even if an individual does not form part of the above,
they may still hesitate to report feelings of shame, guilt and embarrassment, not wanting
to be ridiculed by friends and family, or minimising the event’s seriousness (Stoner &
Cramer, 2019). In cases where an intimate partner is a perpetrator, social stigma about
sexual victimisation, fear, financial implications, and difficulty identifying sexually violent
behaviours as abuse can prevent reporting (Wright et al., 2022). In South Africa,
specifically, rape is not reported to the police due to fear of not being believed or
experiencing victim-blaming, fear of retaliation from perpetrators, or fear of being unable
to deal with the complex court process (Artz & Smythe, 2008). Considering that it is
estimated that only one in 25 women report their sexual assault to the police (Machisa et
al., 2011), the statistics outlined above cannot be seen as a reliable or accurate
representation of the enormity of this crisis in South Africa.

Income level and employment status have been found to significantly impact survivor
recovery due to the financial pressures that can contribute to post-assault depression

(Abrahams et al., 2020; Mgogi-Mbalo et al., 2017). In describing the socio-demographic



and health characteristics of a rape cohort in South Africa, Abrahams et al. (2020)
highlighted that survivors often have lower levels of education, live in areas with poor
infrastructure and experience poverty. These findings show that survivors often battle
other factors affecting their mental health in conjunction with trying to heal from the sexual
assault that could inhibit their access to mental health resources. Therefore, it is not
surprising that poor treatment follow-up and lack of psychological support have been
reported in many studies (Linden et al., 2005). Furthermore, sexual violence is more
common among cultures that foster beliefs of perceived male superiority and social and
cultural inferiority of women (Kalra & Bhugra, 2013). In South Africa, for instance, a belief
that a lack of sex affects mental health negatively has historically led to a legitimising of
sexual violence (Armstrong, 1994). It becomes difficult for sexual assault survivors to heal
in a challenging sociocultural environment created by the rape-prone culture, systemic
racism, cultural variations in how people respond to rape, and the acceptance of rape
myths (Campbell et al., 2009).

Dunkle et al. (2004) identified two risk factors for sexual assault during their interviews
with  women attending antenatal clinics in Soweto, South Africa. These included
experiencing sexual abuse in childhood and forced first intercourse. Thus, adult survivors
who also experienced sexual abuse in childhood are more likely to engage in high-risk
behaviours such as impulsivity and alcohol abuse that may make them more vulnerable
to re-victimisation (Kalichman et al., 2002; Noll et al., 2019). Furthermore, secondary
victimisation by the legal system (victim blaming, minimal help) predicts higher levels of
distress whereas supportive intervention structures and programs in the community
predict less distress following sexual assault (Campbell et al., 2009). Supportive
structures may increase the likelihood of reporting and prosecution of offenders which

could lower prevalence rates. With the high prevalence rates of sexual assault noted, it



is imperative to understand how this trauma type can affect survivors. A discussion about

the impact of sexual assault on the survivors’ life follows below.

2.1.2 Impact of sexual assault

Numerous studies have consistently shown that the impact of sexual assault on the
mental health of individuals is one of the most severe of all traumas, causing multiple,
long-term adverse outcomes (Boyd, 2011; Briere & Jordan, 2004; Broman-Fulks et al.,
2007; Campbell et al., 2009; Chivers-Wilson, 2006; Kilpatrick & Acierno, 2003; Krakow et
al., 2001; Tamuli et al., 2013; Temple et al., 2007). For ease of reading, the long-term
negative outcomes of rape can be categorised into difficulties in physical health, sexual
behaviour, mental health, and intra- and interpersonal functioning. It is important to note
that these functional impairments impact each other and difficulties in one area will likely

coincide with dysfunction in another. A brief explanation of each category follows below.

2.1.2.1 Physical health difficulties

Changes in cortisol levels and brain functioning during and after a sexual assault has
been investigated in several studies; these changes affect the efficacy of treatment
modalities employed. Two involuntary physiological responses that survivors display
during the assault have implications for treatment. The firstis tonic immobility, a catatonic-
like reaction of motor inhibition accompanied by bursts of both muscle hypo- and
hypertonicity, suppression of verbal behaviour, sporadic eye closure, and tremors that
resemble those associated with parkinsonism (Bovin et al., 2008). This response is often
engaged in situations where voluntary escape and resistance fail or are unavailable (Kalaf
et al., 2017; Moller et al., 2017). Physiologically, this response is associated with drops
in body temperature and heart rate, as well as an increase in respiration rate and different
electroencephalogram patterns (Nash et al., 1976). During an episode, midbrain-raphe

neurons’ electrical activity may change and serotonin levels may fluctuate (Wallnau &
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Gallup, 1977). Despite being immobile, survivors remain conscious the entire time and
frequently vividly recall and repeat their thoughts, sensory experiences, and emotions -
including the experience of immobility (Bovin et al., 2008; Rubin & Bell, 2023;
TeBockhorst et al., 2015). Unsurprisingly, this reaction during the assault is associated
with higher levels of posttraumatic stress disorder (PTSD) and depression (Kalaf et al.,
2017; Moller et al., 2017; Rubin & Bell, 2023). Furthermore, this experience increases
psychological and pharmacological treatment resistance due to the shame and guilt
caused by the memory of not responding during the assault (Bovin et al., 2014;
Hagenaars & Hagenaars, 2020; Lima et al., 2010; Matos & Pinto-Gouveia, 2010; Moor &
Farchi, 2011). Another involuntary response that survivors may experience that increases
self-blame is sexual arousal during the assault. Levin and van Berlo (2004) explain that
women can display involuntary signs of arousal or orgasm during a sexual assault due to
physical sexual stimulation, not necessarily in response to the event itself. It is essential
to understand these responses since an erroneous conclusion from the victim and the
offender that the assault was wanted (Levin & van Berlo, 2004) may lead to intensified
guilt and shame that may predict sexual problems. This physiological reaction has also
been found to influence the extent of jurors’ perceptions on victim credibility during court
cases (Starosta & Schuller, 2020), showing that this may influence successful prosecution
of perpetrators if not understood within the legal system.

Sexual assault that occurred after the victim has been rendered incapacitated or
unable to consent through substance use can lead to significant distress and self-blame
(may be referred to as drug-facilitated sexual assault) (Hall & Moore, 2008; Schwartz et
al., 2000). Victims of these types of sexual assaults are often viewed more negatively by
victims’ partners and the police as they are more likely to assign blame to the victim

(Gauntlett-Gilbert et al., 2004). Although survivors of this type of sexual assault



experience impaired memory and therefore show fewer hyper-arousal and overall PTSD
symptoms, no differences were found in re-experiencing symptoms (Fields et al., 2022).
Fields et al. (2022) explain that the impairment in memory limits the applicability of
evidence-based treatments since the survivor cannot cognitively connect the intrusions
to the re-experiencing symptoms.

Self-blame attribution plays an important role in the coping mechanisms used by
sexually assaulted individuals with PTSD (Moor & Farchi, 2011). Increased activity has
been found in multiple brain structures (including the lingual gyrus and nearby regions)
during trauma recollection that is associated with cognitive distortions which traumatised
people display (Daniels et al., 2011). Berman et al. (2018) used structural and resting-
state functional Magnetic resonance imaging (MRI) on women who experienced sexual
assault in adulthood and found several neural underpinnings associated with self-blame
in this population. Lastly, the connection between self-blame and intrusion symptoms
among participants who had experienced sexual assault was mediated by the lingual
cluster's gray matter volume and RS-FC with the anterior fusiform.

Several studies have investigated how sexual assault influences the physical health of
survivors. The seriousness of injuries that occurred during the assault increases the
likelihood that survivors will seek medical attention and as a result be referred for mental
health services (Resnick et al., 2000). In terms of general health, female survivors seek
medical care more frequently due to their poor perception of their physical health and are
therefore more prone to use sick leave (Campbell & Soeken, 1999; Golding, 1994, 1999;
Golding et al., 1997; Golding et al., 1988; Jina & Thomas, 2013; Resnick et al., 1997).

Women with histories of sexual victimisation have been found to have more general
health problems, gynaecological symptoms, and sexually transmitted diseases (STDs -

which seriously affect health and future sexual practices) (Campbell et al., 2006;
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Campbell et al., 2003; Garcia-Moreno et al., 2013; Golding, 1996, 1999; Koss et al.,
2001). Gastrointestinal symptoms such as vomiting, abdominal pain, diarrhoea, and
bloatedness are reported twice as often among sexually assaulted women (Golding,
1994). Concerns related to weight, weight changes and symptoms of anorexia are also
more prevalent in this cohort (Laws & Golding, 1996). An increased prevalence of chronic
conditions has also been found in survivors, including cardiopulmonary and neurological-
type symptoms (Golding, 1994; Leserman, 2005). Furthermore, a history of sexual
assault impacts reproductive health as well as sexual difficulties (Van Berlo & Ensink,
2000). Symptoms such as genital burning, painful intercourse, medically explained and
unexplained dysmenorrhea, chronic pelvic pain, menorrhagia, sexual dysfunction and
menstrual irregularity are shared within this population (Campbell et al., 2006; Golding et
al., 1996, 1998). Sexual violence increases the odds of unintended pregnancy, resulting
in dire consequences on young women's health and socioeconomic well-being (Ajayi &
Ezegbe, 2020). Finally, factors such as the number of assaults experienced, the
relationship to the perpetrator, the level of threat to life or physical injury during the
assault, and contextual factors such as serving in the military at the time of the assault all
increase the likelihood of gynaecological health difficulties (Campbell et al., 2006; Golding

et al., 1998).

2.1.2.2 Sexual difficulties
Two post-assault sexual behaviour patterns are noticeable in literature; one trend
indicates a decrease in sexual behaviours, and the other shows an increase in risky
sexual behaviour. Sexual dysfunction in the first pattern is associated with avoidance,
indifference to having sex and difficulties achieving orgasm. Avoiding sexual activity and
intimacy after a sexual assault is understandable, as these contexts can elicit traumatic

memories and conditioned anxiety (Deliramich & Gray, 2008). Aside from the
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gynaecological problems listed above that could lead to avoidance or pain during sexual
intercourse, psychological and neurological explanations have been offered for this
phenomenon as well. As mentioned, Levin and van Berlo (2004) explain that women can
display involuntary signs of arousal or orgasm during a sexual assault due to physical
sexual stimulation, not necessarily in response to the event itself. Misunderstanding these
responses can lead to prejudice and incorrect conclusions surrounding the victim’s
reciprocation of physical responses during the sexual assault (Levin & van Berlo, 2004),
thus leading to intensified guilt and shame that may predict sexual problems. A loss of
sexual self-esteem that decreases the frequency of sexual contact and decreases
satisfaction and pleasure in sexual activities has also been noted (Orlando & Koss, 1983).

When under stress, the sympathetic nervous system (SNS) becomes activated and
releases catecholamines like norepinephrine, which raises blood pressure, heart rate,
and glucose availability (Bremner et al., 1996). The body returns to its original state if the
stressor is non-traumatic. However, the homeostasis of the individual is altered after
trauma leading to the development of PTSD (Rellini & Meston, 2006). Southwick et al.
(1995) explain that women with PTSD show impairments in the hypothalamic-pituitary-
adrenal (HPA) axis marked by higher levels of the adrenocorticotropin hormone (ACTH),
a downregulation of glucocorticoid receptors and lower levels of cortisol. Low amounts of
cortisol may promote excessive SNS activity, which could result in excessive use of
energy and an unfavourable response to stress (Rellini & Meston, 2006). Concerning this
dynamic, the SNS has a higher baseline activity in child sexual abuse survivors with
PTSD than in women who have not experienced childhood sexual abuse (Yehuda, 2006).
SNS baseline levels naturally increase during sexual activity, however, the excessive

activation of these levels in women with a history of childhood sexual abuse and PTSD
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could explain the high incidences of sexual arousal difficulties in this population (Rellini &
Meston, 2006).

In contrast to this lack of desire, some studies have also linked sexual victimisation
with increased sexual activity and risky sexual behaviours. Women who experience
higher levels of depressive and anxiety symptoms may use increased sexual behaviour
as an affect regulation strategy (Littleton et al., 2013). Deliramich and Gray (2008) found
that risky sexual behaviour was strongly related to increased posttraumatic alcohol usage,
stating that this maladaptive coping mechanism could increase the risk of re-victimisation.
With this pattern, adult survivors who also experienced sexual abuse in childhood have
been found to have more sexual partners, be more likely to engage in high-risk practices
and be more likely to have multiple STDs in their lifetime (Kalichman et al., 2002). These
survivors are at high risk for re-victimisation and are more prone to experiencing drug-
facilitated sexual assault (Cividanes et al., 2018; Mokma et al., 2016). In cases where
pre-existing mental health conditions are poorly managed before a sexual assault, the
post-assault mental health sequelae in survivors can be worsened (Campbell et al.,

2009).

2.1.2.3 Intrapersonal difficulties

Numerous studies over decades have consistently shown that the impact of sexual
assault on the mental health of individuals is one of the most severe of all traumas,
causing multiple, long-term adverse outcomes (Boyd, 2011; Briere & Jordan, 2004;
Broman-Fulks et al., 2007; Campbell et al., 2009; Chivers-Wilson, 2006; Kilpatrick &
Acierno, 2003; Krakow et al., 2001; Tamuli et al., 2013; Temple et al., 2007). Behavioural
and psychological reactions associated with rape include feelings of helplessness,
powerlessness, disgust, self-blame, guilt and shame, problems coping with trauma

reminders, difficulties resuming pre-rape sexual relations and impairments in social
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functioning (Friedman et al., 2007; Kalichman et al., 2002). A meta-analysis of studies
investigating the link between sexual assault victimisation and psychopathology found
that sexual assault is associated with an increased risk for the severity of most psychiatric
disorders (Dworkin et al., 2017). Psychiatric diagnoses often associated with sexual
assault include major depressive disorder, alcohol dependence, generalised anxiety
disorder, obsessive-compulsive disorder and PTSD (Payne & Edwards, 2009; van der
Walt et al., 2014; Womersley & Maw, 2009). Sexual violence exposure is also positively
associated with alcohol use and suicidal behaviours (ideation, making a suicidal plan and
suicide attempts) in survivors (Scheer et al., 2021; Ullman, 2007; Ullman & Najdowski,
2009). Interestingly, alexithymia is associated with many of the severe mental health
disorders listed here (Pinna et al., 2020). Alexithymia is a psychological trait that is
characterised by difficulties identifying and characterising emotions, difficulties telling
them apart from bodily experiences, and an externally focused way of thinking (Bagby et
al., 1994). Survivors with this trait struggle to describe their emotions and therefore they
may find the emotional disclosure that assists in adaptive trauma processing extremely
challenging (Balderrama-Durbin et al., 2013; Ennis et al., 2023; Frewen et al., 2008). As
a result, alexithymia is positively associated with PTSD in sexual assault survivors to a
significant extent (Cloitre et al., 2002; Frewen et al., 2008, 2012; O'Brien et al., 2008).
The behavioural, somatic and psychological reactions associated with rape are closely
related to PTSD symptomology (Padmanabhanunni & Edwards, 2016). Therefore, it is
not surprising that rape is associated with the highest frequency of PTSD when compared
to other traumatic events (Dinan et al., 2004; Foa & Rothbaum, 2001; Kaminer et al.,
2008; Padmanabhanunni & Edwards, 2013). PTSD is characterised by three broad
categories of symptoms, namely re-experiencing, avoidance and hyperarousal (American

Psychiatric Association & Association, 2013). Re-experiencing causes distress as it
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comes in the form of intrusive images, nightmares or flashbacks where memories of the
trauma intrude into involuntary consciousness. Avoidance can occur in a cognitive or
behavioural form in terms of distraction to avoid reminders of memories of the trauma,
during the suppression of thoughts and images or numbing of emotions. Physiological
hyperarousal includes being jumpy or easily startled, as well as being over-vigilant.
Several indicators signify that the survivor may be at risk for developing chronic PTSD.
These include persistent dissociation, rumination, disorganised memories of the trauma
or inability to recollect some aspects of the trauma, maladaptive coping strategies,
depression, and the presence of physical reminders (for example, scars) and overall
severity of symptoms (Brewin et al., 2002; Dunmore et al., 2001; Ehlers & Clark, 2003;
Halligan et al., 2003; McNally et al., 2003; Rachman, 2001).

The impact that a sexual assault will have on an individual may differ based on their
personality structures and psychological development before the rape (Amanat, 1984;
Combs et al., 2018; Miller & Resick, 2007). Several studies have found a strong
association between neuroticism and difficulties adjusting psychologically after a sexual
assault (Borja et al., 2009; Cox et al., 2004; Yalch et al., 2022). Both an increased
likelihood of encountering trauma and the development of trauma-related
psychopathologies such as PTSD are linked to higher degrees of neuroticism (Kotov et
al., 2010; Lahey, 2009; Miller, 2003; Widiger, 2009). Higher levels of extraversion,
agreeableness, and conscientiousness, on the other hand, are linked to fewer
psychopathologies and overall better life outcomes (Kotov et al., 2010; Ozer & Benet-
Martinez, 2006). Some studies have looked at how different personality types influence
the re-organisation phase of recovery. The pre-symbiotic personality type is marked by
tendencies for isolation, withdrawal, mistrust, and disengagement (Amanat, 1984),

reminiscent of Cluster C personality disorders (Avoidant and Schizoid). The women in
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these studies scored low on positive temperament, describing themselves as
unenthusiastic, lacking interests, prone to experience intense negative emotions,
detached, self-effacing and humble (Miller & Resick, 2007). During the re-organisation
phase, these characteristics are reinforced through reliving experiences, preoccupation
and fantasy, depression, hypoactivity and somatisation (Amanat, 1984). Another subset
of survivors was categorised as symbiotic personalities, trusting people that tend toward
dependency (Moss, 2011). According to Amanat (1984), these individuals become more
dependent, showing regressive tendencies and intense phobic reactions in the re-
organisation phase. The last personality structure identified by Amanat (1984) is the post-
symbiotic personality, which is outgoing, assertive, and marked by autonomy and
independence traits. Amanat (1984) noted increased hyperactivity, irritability, lifestyle
changes, agitation, depression, intellectualisation, self-reproach, guilt, shame,
compulsive behaviour, and eventual repression during the re-organisation phase of this
group. In a more recent study, Miller and Resick (2007) distinguished between FSASA
that displayed simple PTSD (lower pathology) and two clusters of complex PTSD
(externalisation versus internalisation of distress) following sexual assault. The
internalising cluster is similar to the pre-symbiotic personality structure outlined by
Amanat (1984). Survivors in this cluster showed the highest rates of comorbid major
depression in the three groups. This finding was supported by Combs et al. (2018), who
found that a premorbid personality disposition to internalise distress was positively
correlated with increased anxiety and depression. The externalising cluster endorsed
more features of Cluster B personality disorders (borderline, antisocial, narcissistic, and
histrionic). These individuals scored high on disinhibition and negative temperament
scales that included impulsivity, chronic nervousness, exhibitionism and manipulation

(Miller & Resick, 2007). This group showed a tendency to use sex to accomplish
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nonsexual gains and risky self-destructive sexual behaviour and used maladaptive
means such as self-mutilation, angry outbursts, suicide threats and substance use to
reduce distress (Miller & Resick, 2007). Furthermore, Combs et al. (2018) found that a
premorbid personality disposition to act impulsively when distressed positively correlated
with increased drinking behaviour following sexual assault.

With regards to this personality type, it has become apparent that the psychological
sequala resulting from childhood sexual abuse appears to be a strong predictor of adult
sexual assault (Cloitre et al., 1996; Gidycz et al., 1993; Schwartz, 1997; Ullman &
Najdowski, 2009). Firstly, an association has been found between childhood sexual
assault and coercive sexual assault in adulthood (Walsh et al., 2007). Furthermore,
drinking problems and impulsivity are more common among adult survivors of sexual
abuse (Ullman & Najdowski, 2009) which in turn puts these women at higher risk for
sexual assault (Testa et al., 2005). Although survivors of childhood sexual abuse may
suffer profound and long-lasting trauma, clinical experience and research have shown
that these effects vary in intensity depending on the individual and their environment
(Bogar & Hulse-Killacky, 2006; Finkelhor, 1990; Ratican, 1992). Hyman and Williams
(2001) discovered that women who had undergone incest or child sexual abuse coupled
with physical force as well as those who had been incarcerated as teenagers were less
likely to be resilient. Poverty and multiple indices of victimisation were found to be
particularly relevant risk factors (West & Johnson, 2006).

Some studies, however, have indicated that certain determinants and processes lead
to resilience in sexual abuse survivors. Resilient child sexual assault survivors were more
likely to have completed high school and benefited from a stable upbringing (fewer moves
and less parental drug use) (Hyman & Williams, 2001). Processes that enabled resilience

in these survivors in adulthood were engaging in positive coping strategies, refocusing
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and moving on, engaging in active healing and achieving closure (Bogar & Hulse-Killacky,
2006). Innate and learned characteristics amongst these survivors were seen as being
interpersonally skilled, feeling competent and having high self-regard, being spiritual and
experiencing helpful life circumstances (Bogar & Hulse-Killacky, 2006).

Maladaptive coping mechanisms are prevalent in sexual assault survivors, irrelevant
of childhood sexual assault. Coping mechanisms that lead to higher levels of depression,
anxiety and PTSD involve avoidance behaviours such as withdrawal and disengagement
(Campbell et al., 2009; Ullman, 2007). Survivors who display avoidance coping are at
high risk for suicide following the assault, and therefore the survivor's risk for self-harming
behaviour should be assessed and managed appropriately (Frazier, 2000; Frazier et al.,
2005; Masho et al., 2005; Runtz & Schallow, 1997; Ullman, 2004; Ullman & Brecklin,
2002a; Ullman et al., 2005; Valentiner et al., 1996; Westefeld & Heckman-Stone, 2003).
Conversely, adaptive strategies involve expressing emotions, seeking social support, and
reducing stress (Campbell et al., 2009; Frazier et al., 2005; Valentiner et al., 1996). The
coping strategies that a survivor employs are highly reliant on their perceptions of their
role in the event.

The effects of sexual assault are correlated with post-assault social cognitions such as
self-blame, fundamental beliefs about oneself and others, and feelings of control (Frazier,
2003; Koss et al., 2002). Frazier (2003) found that beliefs that a future assault was
improbable and feeling that one had control over the healing process were connected to
decreased distress, whereas behavioural self-blame and rapist blame were both related
to higher levels of distress. Koss et al. (2002) found that characterological self-blame and
maladaptive beliefs about self and others were related to higher levels of distress. These
studies indicate that interventions focused on cognitive distortions may be particularly

helpful amongst this population.
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The psychological dynamics noted above can have a significant influence on

interpersonal relationships. Thus, interpersonal dynamics will be discussed next.

2.1.2.4 Interpersonal relationship difficulties

Numerous studies have investigated how the victim’s post-assault distress is affected
by the characteristics of the assault (Dworkin et al., 2017; Kilpatrick et al., 2013; Ulliman
et al., 2007). Characteristics relevant to this system include the perceived dangerousness
of the perpetrator and the relationship between the victim and the offender (Campbell et
al., 2009; Ennis et al., 2023). How dangerous the victim perceived the perpetrator and
their consequential responses during the assault may be related to the severity of PTSD
symptoms (Cascardi et al., 1996). Assertive responses (forceful responses) may include
verbal and physical responses such as yelling, running away, or attacking the perpetrator
(Davis et al., 2004; Testa et al., 2005) and have been associated with less severe sexual
assault (Clay-Warner, 2002; Ullman, 1997). In contrast, diplomatic responses are less
direct and are protective behaviours that avoid emotionally or socially hurting or
embarrassing the perpetrator (saying politely that you are not interested, changing the
subject or using humour) (Davis et al., 2004; Norris et al., 2004) that are usually used in
ambiguous situations (Nathanson, 2010). These responses have been associated with
both less and more severe sexual assault (Clay-Warner, 2002; Rizvi et al., 2008). Several
studies have found that the severity of the assault can predict the risk of PTSD in victims
of sexual assault (Abrahams et al., 2013; Acierno et al., 1999; Kaysen et al., 2010; Uliman
& Filipas, 2001). There are two studies that found that depression and PTSD were more
likely if the victim experienced injury during the sexual assault (Cook et al., 2013; Tiihonen
Moller et al., 2014). In contrast, Abrahams et al. (2013) found that women who
experienced assaults that involved a weapon and multiple perpetrators were less likely to

experience depression. This contradictory finding could be explained by their sample who
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reported more interpersonal support with stranger perpetrator rape than with intimate
partner perpetrated rape.

In cases where the sexual assault was perpetrated by a stranger, survivors reported
more negative social reactions from others during disclosure (Ullman et al., 2006). The
reactions from informal supporters play a significant role in survivor recovery. Positive
social reactions lead to less distress, whereas negative reactions lead to increased risks
for depression, anxiety and PTSD (Campbell et al., 2009). A meta-analysis of
international research conducted by Olatunji et al. (2010) suggests that the psychological
difficulties that result from sexual assault exert a significant negative impact on social
functioning and relationships with ‘close others’. Specific trauma-induced symptoms
related to mental health discussed above, such as emotional numbing, irritability/anger,
and detachment from others, could evoke negative responses from close others (Beck et
al., 2009). McCann et al. (1988) found that social stereotypes of sexual assault may lead
to survivors developing negative internal representations about safety, power, trust,
esteem and intimacy. Negative internalisations and beliefs often set people up for
increased self-defeating behaviours and interpersonal challenges (Salim et al., 2021).
Survivors frequently have difficulty maintaining relationships or feeling close to others
because they lack certainty about the reliability of others (Clark et al., 2014). This, in turn,
creates ambivalence about relationships. These findings are especially disconcerting as
social support has emerged as an essential factor in coping with the short and long-term
aftermath of sexual assault (Brewin et al., 2000; Ozer et al., 2003). Ahrens and Aldana
(2012) found that, although most relationships were either strengthened or remained
strong following the disclosure of sexual assault, many survivors described that their

relationships deteriorated following disclosure.
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The abovementioned factors indicate the importance of multidisciplinary interventions
for sexual assault survivors. Common reactions during assault, such as tonic immobility
and involuntary arousal, should be explained to survivors to normalise these reactions
and thus decrease self-blame. Sexual difficulties should be addressed on a medical and
psychological basis, with psychological interventions focusing on cognitive perceptions
related to intimacy and the mind-body connection. As noted above, drug-facilitated sexual
assault survivors present with significant memory impairment related to the event itself.
With these limitations, emphasis on peritraumatic processing and ongoing appraisals of
threat have been particularly helpful (Ehlers & Clark, 2000; Gauntlett-Gilbert et al., 2004).

Given the neurological basis of PTSD following sexual assault, patients should be
offered referrals for psychopharmacological intervention. Furthermore, these findings
emphasise the value of exposure therapy, which lessens lingual gyrus reactivity to phobic
imagery (Hauner et al., 2012). Pierce et al. (2023) conducted a systematic review and
meta-analysis of MRI studies that investigated the therapeutic interventions that promote
PTG in adults living with PTSD. According to their analysis, PTG was significantly
impacted by Cognitive Processing Therapy (CPT), Eye Movement Desensitisation and
Reprocessing (EMDR), and Prolonged Exposure Therapy (PET) throughout treatment.

In the next section, the sexual difficulties related to recovery from sexual assault are
discussed. Psychological symptoms that survivors display because of sexual assault
focus intervention efforts. Alexithymia, emotional dysregulation, cognitive distortions, and
maladaptive coping mechanisms need to be targeted during psychotherapy. A
comprehensive understanding of the survivor’s pre-morbid psychological functioning can
guide counsellors to identify clients that may require more extensive interventions and

referrals. In addition, it may indicate who may be at risk for substance use disorders or
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suicide following the assault. However, this understanding also highlights possible

personal strengths that can be harnessed during recovery.

2.1.3 Theories outlining recovering from sexual assault

With an understanding of factors that may affect the levels of post-assault distress, we
now turn our attention to the recovery process. Mental health professionals (hereafter
MHPs) aim to assist survivors through the process of recovery while considering the
factors discussed in the previous section. Several theories outline the recovery processes
common among sexual assault survivors, the most prominent of which are discussed
below.

The first such theory was developed by Burgess and Holmstrom (1974) when they
coined the term ‘rape trauma syndrome’ to describe the three phases that victims of all
types of sexual violence typically go through. The acute phase occurs immediately
following the assault when the survivor is in crisis and experiences a wide range of
emotional reactions categorised as expressive (shaking, crying, or yelling) or controlled
(flattened affect, appearing outwardly calm and subdued). The second phase is often
marked by high levels of denial and is termed outward adjustment; here, survivors shift
their focus from the assault to normal daily activities. Long-term re-organisation is the
final phase and involves the survivor integrating the assault into their view of themselves
and resolving their feelings about the assailant.

Positive transformations in beliefs and behaviour can manifest in different forms.
Veronen and Kilpatrick’'s (1983) seminal work described four models where sexual
assault could lead to positive life changes. The first model is where women reassess their
life priorities and goals to take better care of themselves following a sexual assault (threat
to life appreciation model). In the second model, women access psychosocial services
they have not previously been exposed to, enabling them to expand their psychosocial
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resources (system-mediated change model). In the third model, their involvement with
anti-sexual assault activists alerts women to other forms of oppression that they may have
been experiencing, thereby prompting an increase in assertiveness and improved life
outcomes (consciousness-raising experience model). The fourth model highlights the
beneficial downward social comparison that some women use to promote recovery and
positive coping efforts when confronted with the stereotypes about women coping poorly
with sexual assault (rape as a challenge model).

Several researchers have developed recovery models centred around the ecological
framework. These models focus on factors that are relevant to different systems that
individuals function in and how these factors reciprocally influence each other to impede
or facilitate recovery. Consequently, these researchers advocate for interventions that go
beyond the individual level and seek to impact larger social constructs. The earliest model
identified three broad factors, namely pre-assault variables (life stress before the assault
- such as mental health issues and demographic variables of the survivor), sexual assault
variables (relationship to the perpetrator) and post-assault variables (coping mechanisms
and social support) (Ruch & Leon, 1986). A model developed by Wyatt et al. (1990)
focused on the factors that influenced women’s initial and lasting attitudes toward sex and
intimacy following a sexual assault. Their findings indicated that women’s unfavourable
initial and enduring attitudes about sex and intimacy were predicted by higher levels of
self-blame, significant police or other agency participation, more repeated rapes per
episode, and intensity of the abuse. Another model proposed that rape response and
recovery consists of four components, namely person (age, pre-trauma functioning,
cognitive attributions of the trauma), assault characteristics, environment (social support,
community attitudes) and intervention (appropriate clinical care) (Koss & Harvey, 1991).

Building upon these models, Neville and Heppner (1999) included aspects such as the
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broad sociocultural context and ethnic-specific context, race and ethnicity, racial/ethnic
cultural adherence variables (traditions that assist in recovery) and culture-specific
attributions (ways in which the individual's culture ascribes meaning to the event). The
most recent ecologically-focused model outlining factors that may affect sexual assault
recovery is the one proposed by Campbell et al. (2009). In addition to highlighting factors
reported in the previous models, Campbell et al. (2009) added self-blame as a meta-
construct that results from interactions across all levels of the social ecology.

The survivor does not necessarily have to forget what happened or stop experiencing
any symptoms to recover from the trauma. Instead, a survivor's level of involvement in
the present, the development of attitudes and skills to regain control of their life, the ability
to forgive oneself for guilt, shame, and other negative thoughts, and the acquisition of
stress-reduction techniques are what constitute successful recovery (Matsakis, 1996).
From a survivor’s perspective, being recovered involves accepting the experience, being
freed from negative states, regaining control and trust and receiving help from and being
believed by others (Ranjbar & Speer, 2013). These aspects are strongly related to the
strengths-based approach. A qualitative meta-synthesis of articles reporting on survivors’
perspectives of recovery found some interesting results (Draucker et al., 2009). The
domains of healing identified were managing memories, relating to others, seeking safety,
and re-evaluating oneself. The process for obtaining these was calling forth the
memories, regulating relationships, constructing a realistically safe lifeworld, and
restoring a sense of self (Draucker et al., 2009). To assist survivors in the recovery
process, it is essential to look at literature investigating the survivors who have overcome

the challenges outlined above.
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2.2 Strengths-Based Approach to Sexual Assault

Considering the global crisis that is sexual assault, as well as the resulting long-term
adverse outcomes for its survivors, it cannot be disputed that recovery is imperative.
Whilst a considerable amount of literature is available on the adverse effects of sexual
assault, the WHO (2013) reported that recovery is possible by applying appropriate
research-supported interventions. The emergence of strengths-based approaches
enables us to challenge some of the conventional deficit-driven approaches when
understanding trauma and trauma recovery (Jones-Smith, 2013; Rashid, 2015). This
approach focuses on capitalising on the individual's strengths to enable recovery (Biswas-
Diener et al., 2011; Clifton & Harter, 2003) by promoting resilience-driven coping
processes and PTG-enabling outcomes (Ai & Park, 2005; Prati & Pietrantoni, 2009). It is
important to note that this paradigm shift does not ignore or minimise the trauma,
problems, and adversity. Rather, as opposed to the pathogenic or deficit-based model,
the starting point is not the problem. When the focus is on what the survivor is lacking,
lowered positive expectations and dependency is fostered which blocks opportunities for
change (Hammond & Zimmerman, 2012). Instead, the strengths-based approach seeks
to validate the struggle the survivor experiences and the strengths, capacities and
competencies that arise from their struggle to recover from these heinous experiences
(Saleebey, 2013). Below is a discussion focusing on the strengths-based approach with
specific reference to aspects related to the survivors' PWB, resilience and PTG, as

documented in literature.

2.2.1 Psychological well-being and sexual assault

Individuals do not simply seek relief from distress but are motivated by experiences of
love, joy and meaning (Bonanno, 2004; Linley & Joseph, 2005). The WHO (2006, p. 28)
defines optimal health as a "state of complete physical, mental and social well-being and
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not merely the absence of disease or infirmity". This definition adds the concept of well-
being to the definition of health and highlights the domains that should be considered in
measuring health and wellness, and with that, the broader concept of PWB comes into
play. PWB is a multidimensional concept that involves different aspects of the self, such
as effect, cognition and behaviour (Wissing & Van Eeden, 2002). Keyes (2009a) offers
the perspective that PWB is the culmination of emotional, mental, and social well-being
that they see as a state known as flourishing or optimal functioning.

Seligman's (2011) PERMA theory suggests that flourishing arises from five well-being
constructs, namely positive emotion, engagement, relationships, meaning and
accomplishment. In this theory, positive emotions refer to hedonic feelings such as
happiness, pleasure and comfort (Khaw & Kern, 2014). Arousal in any form, even
physiological arousal linked to happy emotions, may be avoided by those with PTSD
(Roemer et al., 2001; Tull et al., 2007). Positive and negative emotional dysregulation
have both been found to contribute to heightened posttraumatic stress and maladaptive
coping (Weiss et al., 2020). However, if an individual can regulate their emotions, positive
emotions can broaden an individual's thought-action repertoire which builds enduring
personal resources for the individual (Fredrickson, 2004). Higher levels of optimism and
gratitude diminish the connection between sexual assault-related PTSD and suicidal
ideation (Kumar et al., 2022) and increase agency (Li et al., 2022). Since optimism and
gratitude are strengths that can be developed in psychotherapy, these findings offer an
important target for intervention when working with sexual assault survivors.

The mental health continuum (MHC) highlights three indicators of positive mental
health - emotional, social, and PWB (Keyes, 2002). Emotional well-being encompasses
the subjective experience of more satisfaction in a life marked by experiencing more

positive than negative affect (Keyes, 2002). In this model, social well-being relates to
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optimal functioning in interactions with others and encompasses social acceptance, social
actualisation, social contribution, social coherence and social integration (Keyes, 2007).
The last indicator is PWB, which refers to positive functioning in the six dimensions of
PWB (Ryff & Keyes, 1995). These six dimensions are self-acceptance, positive relations
with others, autonomy, environmental mastery, purpose in life, and personal growth; the
dimensions focus on the individuals' evaluations of their public and social lives (Keyes,
2005). Each dimension is described below, followed by an outline of relevant studies
indicating the presentation of these dimensions in trauma survivors.

The self-acceptance dimension encompasses the ability to be self-aware and accept
one’s strengths and weaknesses to display positive self-regard (Ryff & Singer, 2008).
Numerous studies have highlighted the central role of self-blame and shame following
sexual assault (Kline et al., 2021; Miller et al., 2010; Sigurvinsdottir & Ullman, 2015), these
are negatively associated with self-compassion (Bensimon, 2012; Crapolicchio et al.,
2021; Neff, 2003). To thrive, survivors must move past self-blame and cultivate high levels
of self-compassion. Survivors that have self-compassion exhibit higher levels of social
connectedness, life satisfaction, adaptive coping mechanisms, self-determination, and
self-concept accuracy (Keyes, 2002; Neff et al., 2007). In one study, deeper self-
knowledge of their strengths (such as personal resilience and ability to forgive
themselves) allowed women who experienced childhood sexual abuse to be kinder to
themselves (Walker-Williams et al., 2013).

The positive relations with others dimension focuses on an individual's ability to convey
empathy, warmth, affection and the capacity to engage in close relationships and deep
friendships with others (Ryff & Singer, 2008). It is related to Seligman’s relationship
construct (Seligman, 2011). As noted earlier in this section, sexual assault disclosure can

have a significant negative impact on interpersonal relationships (Ahrens & Aldana, 2012;
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Olatunji et al., 2010). However, several studies have also found that sexual assault
survivors reported enhanced connections with others following the trauma (Borja et al.,
2006; Burt & Katz, 1987; Draucker et al., 2009; Frazier et al., 2001; Frazier et al., 2004;
Guerette & Caron, 2007).

The autonomy dimension encompasses self-determination or independence and is
marked by an internal locus of control and being able to self-regulate emotions (Ryff &
Singer, 2008). The mental health difficulties reported by many sexual assault survivors
may harm their internal locus of control. To empower survivors, self-defence has been
shown to enhance self-determination and self-efficacy (Beaujolais, 2023). During their
intervention, women who experienced childhood sexual abuse progressively began to
redefine themselves as survivors instead of passive victims (Walker-Williams & Fouché,
2018).

Environmental mastery refers to an individual's ability to create or change an
environment to suit their personal needs and capacities (Ryff & Singer, 2008). Sexual
assault can alter fundamental cognitive schemas about safety and lead to exaggerated
risk assessment and interpersonal mistrust (Ehlers, Clark, et al., 1998). This alteration of
cognitive schemas can have a significant impact on the extent to which survivors
experience environmental mastery. However, survivors who engage in anti-sexual
assault activism have reported higher levels of coping, self-efficacy, greater community
connection and more meaning in life (Strauss Swanson & Szymanski, 2021).

The purpose in life dimension focuses on the individual's ability to create meaning and
direction in life to live an authentic life aligned with personal goals and strengths (Ryff &
Singer, 2008). Given the significant impact that sexual assault can have on a person’s
cognitive structure, it is not surprising that spiritual change appears evident among sexual

assault survivors (Frazier et al., 2006; Kennedy et al., 1998). Survivors may rely on their
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spiritual beliefs in a time of crisis to make sense of and cope with the sexual assault
(Ahrens et al., 2010). Positive religious coping strategies include practices that increase
a person's sense of spirituality and connection to others as well as their sense of
closeness to God, whereas negative religious coping involves religious discontentment,
struggle and disconnection (Pargament et al., 2001). Higher levels of positive religious
coping appear related to increased positive adjustment and less negative psychological
adjustment (Ano & Vasconcelles, 2005).

Personal growth refers to a positive, continual and dynamic process of developing
one’s potential and enhancing personal resources (Walker-Williams, 2012). This
dimension encompasses openness to new experiences and confronting the challenges
posed in different life stages (Ryff & Singer, 2008). Acceptance coping plays an integral
role in the perceived personal growth experienced by sexual assault survivors (McFarland
& Alvaro, 2000). Personal growth in this population is related to making meaning of their
experience, regaining a sense of power and control and establishing meaningful
connections despite being triggered and disillusioned (Strauss Swanson & Szymanski,
2020).

Within this model, PWB is seen on a continuum where an individual is either
languishing (a deficit in mental health) or flourishing (an abundance of mental health).
Joubert et al. (2022) found that most trauma survivors at community-based clinics in
Gauteng experienced multiple traumatic events and their hope, positive affect, and life
satisfaction were all low. Within this sample, participants who could access professional
help and transition into finding adaptive coping strategies experienced more hope,
positive affect, and life satisfaction. As noted above, numerous studies have investigated
languishing among sexual assault survivors; however, fewer studies have focused on

women who are in the middle of the continuum (resilient) or those that are flourishing
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(PTG). The individual's overall functioning is impacted by how resilient they can be in the

face of life stressors and traumatic events.

2.2.2 Resilience in sexual assault survivors

It has long been apparent that among trauma survivors, a group of individuals can
maintain good health and lead a good life despite all they have gone through (Antonovsky,
1987). The psychosocial concept of resilience refers to an individual's adaptation and
healthy development in the face of life stressors or strains; it encompasses the capacities
needed to successfully adapt to significant adversity (Hetherington & Blechman, 2014;
Kersting, 2003; Luthar et al., 2000). The capacity to adapt is significantly influenced by
the protective and risk factors prevalent in an individual and group's lives. To develop a
resilience-enabling intervention, MHPs should find a balance by routinely assessing risk
exposure and protective factors' availability. Wright and Masten (2005) defined protective
factors as qualities of a person or context that predict better adversity outcomes. In
contrast, risk factors are considered measurable characteristics in a group of individuals
or situations that predict adverse outcomes (Wright & Masten, 2005). Several protective
factors have consistently been associated with resilience in different ways amongst
different populations following various adverse events (Luthar et al., 2000). Resilience
factors associated with adults include personal resourcefulness, good self-esteem,
internal locus of control, sense of humour, mastery, optimism, social and problem-solving
skills, secure attachments and religious affiliation (Connor & Davidson, 2003; Kobasa et
al., 1982).

Ungar (2018) explains that resilience encompasses the capacity to navigate the
psychological, social, cultural and physical resources that sustain our well-being and
negotiate for these resources to be provided in meaningful ways. Rather than being a
static outcome, resilience is promoted by an interplay between protective factors within
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the individual and environmental factors that facilitate better outcomes (Liebenberg &
Moore, 2018; Masten, 2014). Due to this interplay, Tedeschi and Kilmer (2005) noted that
assessing factors associated with positive adjustment, competence in core domains, and
healthy outcomes under adversity might be more practical than resilience, per se.

Studies investigating resilience amongst sexual assault survivors indicate that unique
adjustment trajectories are discernible amongst trauma survivors within the initial four
months of the assault and that adaptive outcomes are most common (Bonanno, 2004).
Survivors who reported decreased posttraumatic symptoms between the first two months
are likely to continue improving (Steenkamp, 2011). The factors that appear to contribute
most significantly to the trajectory of symptoms in sexual assault survivors were peri-
traumatic dissociation, attributions about the sexual assault, and negative trauma-related
cognitions (Steenkamp, 2011). Survivors' specific coping strategies have also
consistently proven to be strong predictors of post-trauma adjustment (Cole & Lynn,
2010). Strategies that foster the cognitive and emotional processing of the trauma -
generally referred to as adaptive coping strategies - have been associated with positive
adjustment post-trauma (Walser & Hayes, 2006). These adaptive coping strategies
include cognitive reappraisal or restructuring, approach or problem-focused coping, and
acceptance. Making sense of the assault and reporting some benefits, although it is
negatively associated with trauma-related symptom severity, suggests that constructing
meaning is adaptive and associated with PTG (Dunlap, 2005).

lacoviello and Charney (2014) report that psychosocial factors associated with
resilience include optimism, cognitive flexibility, active coping skills, maintaining a
supportive social network, attending to one's physical well-being, and embracing a
personal moral compass. Social support, in the form of emotional and tangible support,

has been found to lead directly to positive outcomes among survivors. The social support
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networks most salient to everyone during adulthood, such as friends and intimate
partners, have the most significant effect on sexual assault survivors' outcomes (Leech
& Littlefield, 2011).

South African studies have identified some factors that impact resilience within female
survivors of different forms of interpersonal violence (IPV). More equitable gender norms
(Kuo et al., 2022) and other social support indicators such as social connectedness,
stronger network ties and perceived supportive communities are key factors in fostering
resilience among this population (LoVette et al., 2022; Machisa et al., 2018). Conversely,
factors such as recent and severe IPV and adverse reactions to disclosure were
associated with lower levels of resilience (Machisa et al., 2018). The occurrence of
resilience is a personal characteristic that enables PTG (Orbke & Smith, 2013; Tedeschi

& Calhoun, 2004; Tedeschi & Kilmer, 2005).

2.2.3 Posttraumatic growth in sexual assault survivors

Over the last few years, numerous researchers (Johnson et al., 2007; Joseph & Linley,
2008a; Pals & McAdams, 2004; Tedeschi & Calhoun, 2004) have begun to turn their
attention to investigating why and how some people can grow and thrive through their
struggle with recovering from a traumatic experience, hereby transitioning towards a
higher level of functioning and self-actualisation than they experienced before the trauma.
PTG can be seen in the success with which individuals coping with the aftermath of
trauma reconstruct or strengthen their perceptions of self, others, and their philosophy of
life (Tedeschi & Calhoun, 1996a). It is also described as the experience of significant
positive change arising from the struggle with a major life crisis (Calhoun et al., 2000). It
is important to note that the distress associated with traumatic events is not denied when

investigating PTG.
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The dominant model in PTG literature was developed by Tedeschi and Calhoun
(2004). A schematic representation of this process is presented below, in Figure 2. In
their model, Tedeschi and Calhoun (2004) describe how PTG results from a particular
coping process. This process aims to restructure a coherent post-trauma life narrative; it
has a quality of transformation or a qualitative change in functioning and includes a future
perspective (Tedeschi & Calhoun, 2004). The process begins after an individual has

experienced a traumatic or seismic event.

Figure 2: A comprehensive model of posttraumatic growth (Adapted from Calhoun & Tedeschi,
2006; Fouché & Walker-Williams, 2016)

Person pre-trauma

Seismic event

Challenges

Management of emotional Beliefs and goals Narrative
distress

Individual characteristics and environmental influences

Rumination (mostly automatic and intrusive)

Reduction of emotional distress
Management of automatic rumination
Disengagement from goals

Rumination (deliberate/constructive)
Schema change
Narrative development

. . |
Distress i l Posttraumatic Growth i Narrative & Wisdom
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This event then challenges the individual's pre-trauma beliefs and goals, ability to
manage emotional distress, and narrative. Initially, high levels of emotional distress are
experienced when the individual experiences traumatic symptoms; through interventions,
the individual is taught how to manage this distress more effectively (Wagner & Linehan,
2006). Taku et al. (2009) explain that while attempting to reduce this emotional distress,
the person engages in the process of recurrent intrusive (nonconstructive) rumination or
deliberate (constructive) rumination. Accordingly, intrusive rumination occurs where the
person will dwell on the event but struggles to make meaning of their assumptive world.
In contrast, during deliberate rumination, the person will deliberately analyse the seismic
event, find meaning, and reappraise it until they can make sense of and build a new
assumptive world and narrative which integrates the traumatic incident (Taku et al., 2009).

Intrusive re-experiencing and ruminative brooding are not significantly associated with
PTG, whereas deliberate rumination is positively associated with PTG (Stockton et al.,
2011). The challenge then lies in how the individual integrate the experience into their
current beliefs, either altering the current beliefs and goals or adding new ones into the
narrative of their lives (Calhoun et al., 2006). Fouché and Walker-Williams (2016) report
that through PTG, the individual has not only survived the trauma but also can recognise
transformational character strengths known as the 'thriver identity' due to successful
cognitive processing, increased emotional awareness (catharsis), and the reconstruction
of a coherent life narrative (meaningful, comprehensible, and manageable). Several
researchers note that the extent and process of coping is influenced by the person's
characteristics and environmental influences. Personal characteristics include resilience,
optimism, and psychological resources, and environmental influences refer to the
availability of external supportive resources (Calhoun et al., 2010; Orbke & Smith, 2013;

Tedeschi & Calhoun, 2004; Tedeschi & Kilmer, 2005). Factors most related to positive
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life change after the sexual assault were social support, a religious coping approach and
having an internal locus of control (Frazier et al., 2004; Kunst, 2011; Zoellner & Maercker,
2006).

Tedeschi and Calhoun (2004) note that PTG is evident in changes in five distinct
growth domains, namely relationships with others, new possibilities, personal strength,
spiritual change, and appreciation for life. A review of studies investigating PTG amongst
sexual assault survivors indicates that the nature of PTG differs in this population (Ulloa
et al.,, 2016). Findings predominantly reported positive changes in the quality and
satisfaction of their relationships with others due to support following disclosure, as well
as experiencing increased empathy (Borja et al., 2006; Burt & Katz, 1987; Draucker et
al., 2009; Frazier et al., 2001; Frazier et al., 2004; Guerette & Caron, 2007). Greater
appreciation for life (Frazier & Burnett, 1994), spiritual change (Frazier et al., 2006;
Kennedy et al., 1998), personal strength (Burt & Katz, 1987; Draucker et al., 2009; Frazier
et al., 2004) and advocacy for other survivors (Burt & Katz, 1987; Draucker et al., 2009)
were also reported.

Findings related to the course of PTG in sexual assault survivors offer inconsistent
results. Whereas some studies found that increased time since the assault increased
positive changes (Borja et al., 2006; Burt & Katz, 1987; Frazier et al., 2001; Grubaugh &
Resick, 2007), others found no correlation between these variables (Gwynn, 2008;
Kennedy et al., 1998). Frazier et al. (2001) reported that increased empathy and negative
beliefs about fairness and safety were evident. In their study, the most growth occurred
between two weeks and two months, when appreciation for life and the ability to recognise
strengths were evident. However, in contradiction to this trajectory, Borja et al. (2006)

indicated that survivors would likely only report growth six months after the assault.
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As with resilience, many South African studies on PTG have focused on youth instead
of adults (Hall & OIff, 2016; Sirikantraporn et al., 2018), and studies investigating PTG in
adults are sparse. Peltzer (2000) found low scores of PTG when investigating trauma
symptoms because of violent crime in an urban South African community. A study that
garnered particular attention among researchers investigating PTG in South Africa is that
of Walker-Williams (2012). In their dissertation, they investigated the prevalence of coping
behaviour, PTG and PWB in women who experienced childhood sexual abuse. In this
study, 58% of the participants manifested constructive coping, 60% manifested PTG, and
42% manifested PWB, with higher levels of PTG reported in previous studies. Moderate
to high correlations were found amongst the scales utilised in the study, indicating
conceptual coherence amongst constructive coping, PTG and PWB (Walker-Williams et

al., 2012).

2.3 Current Therapeutic Interventions for Sexual Assault Survivors
The following section outlines the current therapeutic interventions available for adult
sexual assault survivors, divided into interventions within the deficit-based paradigm and
the strengths-focused approach. Thereafter, individual and group interventions available

to this population are discussed.

2.3.1 The deficit-based approach

Therapeutic interventions for FSASA described in the literature primarily focus on the
deficit-based approach, which focuses on alleviating dysfunctional symptoms and
behaviours (Parcesepe et al., 2015). Numerous therapeutic frameworks emanating from
this approach appear to have been successfully applied to sexual assault cases. The
therapeutic approaches considered for this study are highlighted in the guidelines
recommended by the National Institute of Clinical Excellence (2005). In treating PTSD

and other resulting symptoms in adults following a sexual assault, most interventions
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whose efficacy is supported by research are cognitive behavioural treatments (Parcesepe
et al., 2015; Powers et al., 2010; Vickerman & Margolin, 2009; Wilson et al., 2001). These
approaches are research-supported Cognitive Behavioural Therapy (CBT). Below is a
brief explanation of these modalities, delineating their strengths and criticisms.

Cognitive models highlight the central role of psychological factors such as appraisals,
beliefs and coping strategies in the development and persistence of PTSD (Ehlers &
Clark, 2000). These treatments include Stress Inoculation Training (SIT), PET, CPT and
EMDR. More recently, the cognitive therapy for PTSD developed by Ehlers and Clark
(2000), (named CT-PTSD) and the CPT developed by Resick et al. (2002) have shown
promise within this population. During a systematic review of interventions to reduce
distress in adult victims of sexual violence, a meta-analysis revealed that specific
cognitive and behavioural interventions (CPT, PET, and EMDR) had a statistically
significant effect on PTSD and depression symptoms in comparison to the control group
(Regehr et al., 2013). Although specific techniques are used in particular approaches,
they have a considerable commonality (Edwards, 2009). Schnyder et al. (2015) list them
as i) psychoeducation about PTSD and the impact of traumatic events; ii) exposure
therapy aimed at facilitating the processing of trauma memory and iii) cognitive
restructuring of problematic cognitive appraisals associated with the trauma and its
sequelae.

Despite the advantages highlighted in the literature, such approaches also have
shortcomings which may pose significant implications for clients and practitioners alike.
Firstly, Gaston (2018) highlights the importance of attrition rates in interventions,
reflecting the applicability and tolerability of a therapeutic outcome. A meta-analysis by
Bradley et al. (2005) that investigated studies published between 1980 and 2003 on

psychotherapy for PTSD found that the dropout rate was 20% on average for all therapies
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relating to traumatic stress. To investigate what these rates could be attributed to, another
meta-analytic review found that the attrition rate was higher (26%) when a trauma-
focused component was involved in comparison to CBT, which excluded a trauma-
focused component (19%) (Barrera et al., 2013). Secondly, increased mental health
challenges, including substance use relapse, suicide attempts, psychotic episodes, and
mania, have been observed during treatment (Gaston, 2018). Lastly, significant residual
symptoms such as trauma reminders, detachment and depression remained after
patients completed trauma-focused therapy (Larsen et al., 2019). Even though protocols
for these treatments are available and have been proven effective (Foa et al., 2008;
Vickerman & Margolin, 2009), these interventions are underutiised on both an
international and local level due to concerns regarding transportability from randomised
clinical trials to clinical practice (Borntrager et al., 2009; Higson-Smith et al., 2005).
Padmanabhanunni (2017) systematically reviews treatment outcome studies in South
Africa to investigate this concern. This review highlighted that all studies evaluating the
effectiveness of cognitive behavioural treatments in South Africa are case study based.
The findings are of unknown generalisability (Hodkinson & Hodkinson, 2001); therefore,
the overall effectiveness of these interventions within our context has not been adequately
investigated.

Nevertheless, these studies offer important information, such as taking cognisance of
contextual factors that could complicate treatment engagement, for example, safety and
support in the external environment, language difficulties, human immunodeficiency virus
(HIV) infections because of rape, and multiple traumatic events (Padmanabhanunni,
2017). Based on the above criticism, there is a clear call for a therapeutic intervention that
offers lower attrition rates and sustainable therapeutic gains. When the focus of an

intervention is shifted from a predominant focus on pathology toward developing the
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strengths and adaptability of an individual, attrition rates decrease (Tse et al., 2016). In
this regard, the strengths-based approach is a good starting point for making strides in
this direction (Sullivan et al., 2018).

A widely used approach in South Africa is the University of Witwatersrand (WITS)
trauma model, which integrates psychoanalytic principles and cognitive-behavioural
interventions (Eagle, 1998; Eagle, 2000). This integration involves a cognitive intervention
focusing on developing coping skills and identifying and correcting cognitive distortions
and meaning attributions. Psychodynamic principles prevent repression as a defence
mechanism by integrating the trauma (Eagle, 1998; Hajiyiannis & Robertson, 2000;
Sherman, 1998). This model consists of five components that can be introduced
interchangeably, namely, i) telling/retelling the story; ii) normalising the symptoms; iii)
addressing self-blame or survivor guilt (restoring self-respect), iv) encouraging mastery,
and v) facilitating the creation of meaning. Hajiyiannis and Robertson (2000) conducted
a study investigating counsellors’ appraisals of using this model. This study highlighted
several strengths and limitations of the model. Strengths included that counsellors were
familiar with the model and could use it successfully with uncomplicated trauma, that it
was a practical and focused approach that is flexible, and it was useful with diverse
groups and trauma types. Limitations included limited applicability to clients with special
treatment needs (limited verbal ability), highly traumatised individuals and comorbid
psychiatric disorders. Some MHPs suggested that the model should be adapted to
facilitate the completion of developmental tasks associated with different age groups,
noting that this model is not as effective with adolescents struggling with identity formation
and sexuality, older Black men with traditional views and the elderly that experience
profound despair and hopelessness. Additional limitations included inadequate introject

resolution and dependency on the counsellor, traumatic bereavement, anger and somatic
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complaints (Hajiyiannis & Robertson, 2000). According to Hajiyiannis and Robertson
(2000), MHPs found the facilitation of the meaning component of this model the most
problematic since they were concerned that clients often construct meaning in negative
ways that contribute to increased levels of anger, hostility, fearfulness and violence.
Accordingly, MHPs noted that the short-term nature of the model impedes a thorough
review of the client’s life history, which is essential in facilitating meaning.

Given these limitations, a guideline that places more emphasis on how to cultivate
strengths-based facets like resilience and PTG could be particularly relevant. To develop
a relevant and effective intervention, it is important to look at the current frameworks and

approaches that inform practice within the strengths-based context.

2.3.2 The strengths-based approach

A strengths-based approach is defined as a wide range of practice principles that
promote and draw out the resources of patients and their environments that initiate, boost
and sustain change (Cummins et al., 2013). Strengths-oriented practitioners aid in the
process of uncovering their patients' suppressed areas of potential or resilience
(Saleebey, 2013) by emphasising the autonomy, assets and goals of the individual client
and increasing their overall PWB (Tse et al., 2016). Joseph and Linley (2008a) elaborate
on this idea by stating that PTG harnesses the core principles of positive psychology and
PWB, such as strength, resilience, hope, gratitude, and forgiveness. These principles can
be used in the therapeutic service of trauma survivors.

In essence, strengths-based interventions are designed to assist survivors in
developing and growing post-trauma by recognising and developing core aspects of
themselves, such as positive personal and interpersonal traits and existential and spiritual
growth. These traits can be integrated into their self-view, resulting in long-term post-
trauma behavioural changes (Clifton & Harter, 2003). Strategies within this approach
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focus on modifying the use of strengths within the survivor's situational demands (Kaiser
& Overfield, 2010). Within this approach, the trauma-informed mindfulness-based stress
reduction (MBSR) interventions have shown some promise in clinically significant
decreases in PTSD, depressive symptoms and anxious attachment in women who had
experienced IPV (Kelly & Garland, 2016). These manualised interventions consist of
guided meditations, gentle movement exercises, didactic lectures and group discussions
aligned with the MBSR model (Crane et al., 2017). In contrast to the previously outlined
deficit-focused interventions, the retention of participants in this type of intervention
appears higher (Kelly & Garland, 2016). Another promising strengths-based approach is
an integration of strengths-based components and CBT principles.

The CBT approach can be extended by integrating it with a strengths-based
component in the form of strengths-based CBT. This therapeutic approach consists of a
four-step model developed by Padesky and Mooney (2012) and is explicitly used to build
and strengthen personal resilience. The client and therapist collaborate on a guided
discovery through a search for strengths, constructing a personal model of resilience
(PMR), applying the PMR to areas of life difficulty, and practising resilience. The practical
aspects of this approach include i) reliance on observations of client experience as the
source of detailed information regarding cognitive, behavioural, emotional, and
physiological reactions; ii) therapist awareness of empirical data regarding resilience, and
i) functional testing of a personal model of resilience by using behavioural experiments
to assess its utility in real-world situations.

Although this is a promising approach to research specifically related to utilising the
strengths-based approach, it is lacking when working with FSASA in a South African
context. Walker-Williams and Fouche (2017) conducted the only study of this sort. Their

quasi-experimental study evaluates the benefits of a ‘survivor to thriver’ (S2T) strengths-

41



based group intervention programme that aims to facilitate PTG in women survivors of
childhood sexual abuse. Their findings indicated that emotional awareness, decisive
action, a post-trauma identity and a healing group context were enabling processes of
PTG. The promotion of PWB is inherent in positive adaptation and transformation that we
seek through strengths-based interventions and is echoed within the resilience and PTG
approaches. Overall, assessing strengths places the evaluation in context by yielding a
more holistic and balanced view of the client, identifies competencies and resources that
can be monitored and built on in treatment development and outcome evaluations and in
doing so provides clinicians with more direction in their interventions (Cowger, 1994;
Epstein, 1999; Harniss et al., 1999; Tedeschi & Kilmer, 2005).

A meta-analysis of current resilience training programmes and interventions found a
moderate positive effect of resilience interventions (0.44 [95% CI 0.23 to 0.64]) with
subgroup analysis suggesting that CBT-based, mindfulness and mixed interventions
were most effective (Joyce et al., 2018). Although some strengths-based interventions
exist to assist sexual assault victims worldwide (Regehr et al., 2013), such interventions
for sexual assault survivors in South Africa are lacking. In South Africa, most of the
interventions aimed at adult female survivors are focused predominantly on
psychoeducation on the impact of the trauma and are specifically aimed at increasing
antiretroviral adherence (Cameron et al., 2014; Kim et al., 2009; Knettel et al., 2020;
Roland et al., 2012). Sikkema et al. (2018) developed a brief coping intervention to
address traumatic stress and HIV care engagement among South African women with
sexual abuse histories. This intervention incorporated trauma-focused CBT and included
both individual and group sessions with psychoeducation and focused on several
treatment themes, including synergistic stress of sexual trauma and HIV; the impact of

trauma on health behaviours; safety, intimacy, power, and self-esteem; stressor
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identification and appraisal; adaptive versus maladaptive coping; social support, and
reduction of shame and stigma. A more in-depth therapeutic focus was taken when
Fouché and Walker-Williams (2016) developed a strength-based group intervention for
women who experienced childhood sexual abuse. This intervention drew on South
African-based empirical research exploring the coping behaviours, PTG, and PWB of a
sample of women who had experienced childhood sexual abuse (Walker-Williams et al.,
2012, 2013), a South African trauma treatment model, the WITS trauma model (Eagle,
1998), and traditional approaches and transformational strengths-based outcomes of
PTG. Qualitative thematic analysis revealed several enabling resilience processes,
namely the group as a healing vehicle of change; changing destructive to constructive

rumination coping strengths and meaning-making.

2.3.3 Individual vs group therapy

Intervention treatment of sexual assault survivors cited in the literature is advocated by
an individual or in a group context. Literature is scarce on differentiating between the
effectiveness of individual versus group treatment. However, Kessler, White and Nelson’s
(2003) systematic review found group treatment to be the most effective treatment in the
recovery of female sexual abuse survivors. Group therapy can have a significant effect
on the isolation that accompanies the shame and self-blame often reported by sexual
assault survivors (Heard & Walsh, 2021; Menon et al., 2020). In some cases, group
interventions were created due to the need voiced by IPV survivors to have a safe space
to share their experiences with other women with similar life journeys (Tutty & Rothery,
2002). Positive outcomes following group therapy include developing interpersonal
relationships that enable participants to build trust and receive validation of experiences,
as they are able to share in a context that reduces shame and stigma (Schwartze et al.,
2019; Yalom & Leszcz, 2020). Chivers-Wilson (2006) explains that a group therapy
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context can provide a safe space for survivors to share their experiences, focus on the
present, and challenge myths that perpetuate shame and self-blame. In addition to these
benefits, group therapy is cost-effective and time-sensitive (Heard & Walsh, 2021),
characteristics that are especially crucial in resource-limited settings such as non-
governmental organisations (NGOs).

Heard and Walsh (2021) conducted a scoping review of the group therapy
interventions available to adult sexual assault survivors. Trauma-focused therapy
interventions identified in their review included EMDR, cognitive processing,
psychotherapy, exposure therapy, art and drama therapy and stress inoculation. Support
and educational interventions identified in their review drew on CBT and
psychoeducation. Given the scarcity of sexual assault therapeutic intervention resources
in South Africa and the effectiveness of group treatment in reducing cost and
stigmatisation in such survivors, it appears a dedicated intervention approach to employ

in this study.

3. PROBLEM STATEMENT

High prevalence rates of sexual violence have been reported globally (Abrahams et
al., 2014; Dworkin et al., 2021). The numerous accompanying devastating long-term
outcomes for survivors of sexual violence are well documented (Dworkin et al., 2017).
The WHO (2013) asserts that recovery from sexual trauma is possible when appropriate
research-supported interventions are implemented. Historically research-supported
interventions for this population emanate from a pathogenic or deficit-based approach,
where working only from a trauma-informed perspective appeared beneficial (Sweeney
et al., 2018). However, studies show that such interventions may fall short in terms of
high attrition rates (Bradley et al., 2005), mental health challenges such as PTSD,
depression, anxiety, suicidal ideation, drug/alcohol abuse, premature termination of
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therapy (Gaston, 2018) and residual symptoms remaining after completion of treatment
(Larsen et al., 2019). As such, these criticisms have created a call for professionals
working in trauma recovery to shift their primary focus from a deficit approach to working
within a salutary or strengths-based approach, incorporating resilience processes and
PTG-enabling outcomes (Park & Ai, 2006).

A strengths-based approach within a mental health care context focuses on
interpersonal processes that work with the individual's and their community's strengths to
achieve client-defined goals and personal recovery (Slade, 2009; Smith-Merry et al.,
2011). If not implemented appropriately, this approach may come across to clients as
negating the impact of their traumatic experience. Therefore, the combination of TIC and
strengths-based approaches ensures that the impact of the trauma can be fully
acknowledged while at the same time, empowering clients by identifying and enhancing
their strengths borne from their struggle to overcome the trauma. In seeking this balance,
itis essential to look at evidence-based interventions that have proven effective for sexual
assault survivors (Hagger & Luszczynska, 2014). Although several interventions are
available for sexual assault survivors, the predominant amount cited is deficit-focused
(Parcesepe et al., 2015). Whereas these interventions have shown efficacy, this
approach focuses on removing or improving an underlying conflict or changing
maladaptive thinking, behaviours and symptoms (Priebe et al., 2014). These treatments
may have the unintended consequence of strengthening a negative image of clients and
reducing their sense of control, thereby encouraging passivity (Maddux et al., 2004;
Wright et al., 2021). The most widely used trauma intervention model in South Africa, the
WITS trauma model, combines psychoanalytic principles with cognitive behavioural
interventions (Eagle, 1998). Although this model touches on some aspects of strengths-

based practice (mastery and creation of meaning), MHPs have found it particularly
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challenging to facilitate positive meaning-making amongst survivors while utilising this
model (Hajiyiannis & Robertson, 2000). Given the significant impact that sexual assault
has on an individual's worldview, meaning-making is particularly important in alleviating
PTSD. This indicates that spending additional time in recognising the strengths of the
participants and cultivating empowering narratives may be particularly beneficial. Walker-
Williams and Fouche (2017) developed a strengths-based intervention for South African
women who experienced childhood sexual abuse. These authors found that their group-
based intervention enabled PTG by facilitating emotional awareness, decisive action, a
post-traumaidentity and a healing group context. Although the findings of this study could
offer a glimpse into processes that may be relevant to adult sexual assault survivors, it
was not explicitly aimed at this population.

Although current trauma-informed guidelines highlight the importance of providing
counselling services to survivors, these guidelines do not offer specific intervention
components beyond medico-legal recommendations (WHO, 2003), identification of
survivor needs, appropriate referral (Stefanidou et al., 2020), and/or psychoeducation
about trauma responses (Jina et al., 2010). Shortage of staff, lack of specialisation, and
lack of knowledge in managing PTSD related to sexual assault have all been found to
contribute to ineffective treatment of survivors in NGOs (Abrahams & Gevers, 2017,
Garcia-Moreno et al., 2015; Greeson et al., 2016). Cost-effective and time-sensitive
interventions are crucial in resource-limited settings such as NGOs in South Africa. When
exploring treatment interventions for this population, traditional models advocate for
individual treatment. However, in the emerging research, groups are cited as being more
impactful than individual therapy. This attributes to stigma reduction and solidarity in the
presence of peers while recovering. The benefits of group contexts are substantial (Heard

& Walsh, 2021). In addition to benefits such as fostering healthy social connections and
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reducing isolation (Menon et al., 2020), group therapy is cost-effective and time-sensitive
(Heard & Walsh, 2021), while fostering healthy social connections and reducing
participant isolation (Menon et al., 2020).

This study seeks to develop characteristics that are especially crucial in resource-
limited settings such as NGOs in South Africa. As such, the study aims to inform a trauma-
informed strengths-based group intervention guideline for FSASA for MHPs in South
Africa. This is accomplished by synthesising scientific literature and best practice in
existing evidence-based intervention models (rapid review) and hearing survivors’ first-
hand narratives of their trauma experiences (convergent mixed-method study). The rapid
review enables the research team to identify functional elements of existing interventions.
The convergent mixed-method study informs our understanding of how distress and PWB
indicators are interrelated and assist in identifying facilitators and barriers in recovery
treatment. With this understanding, we have designed an intervention guideline to equip
MHPs to enhance resilience and PTG in sexual assault survivors. After a brief outline of
the definition of sexual assault applied in this study, a literature overview is provided to

contextualise the study.

4. THE FOCUS OF THE STUDY

This study has included adults in our sample as prior studies have shown that risk
factors tend to accumulate during this stage of development (Van Vugt et al., 2014) and
protective factors tend to be more effective (Bachmann et al., 2014). In addition to this,
we are cognisant of the limited research concerning strengths-based studies for this
population. Although this study focuses on women, this does not discount nor minimise
the importance of developing such interventions for males or non-binary groups. The
researcher aims to expand upon and includes males and/or non-binary groups once the

intervention guideline has been evaluated and implemented upon completion of this PhD.
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This intervention guideline is focused on a group intervention context. This context was
decided upon based on the limited resources noted during the informal consultation with
NGOs. In addition, shame has consistently been found to be a central factor in sexual
assault survivor recovery. Thus, group counselling is effective in providing a voice for
such marginalised populations (Griffith, 2014) by providing social support (Yalom &
Leszcz, 2020), and teaching coping strategies (Meaney-Tavares & Hasking, 2013);

where the group can be seen as a vehicle of healing (Walker-Williams & Fouché, 2017).

5. PURPOSE STATEMENT

This study focuses on designing a trauma-informed strengths-based group intervention
guideline for FSASA. MHPs may apply such trauma-informed strengths-based group
intervention guidelines in facilitating and enhancing resilience processes, PWB, and PTG
outcomes in FSASA. By exploring and describing the objectives outlined below, the
researcher will seek to formulate the guidelines that will assist in designing, developing,
and evaluating an appropriate intervention. To reach the main objective, the following
secondary research objectives will be addressed:

¢ Research Objective 1: To explore and describe interventions that promote recovery
in FSASA reported in scientific literature (rapid review).

e Research Objective 2: To analyse the relationship between demographic variables,
PTSD, PWB, resilience, and PTG of a group of FSASA residing in the Gauteng
Province (empirical research: convergent mixed-method, quantitative section).

e Research Objective 3: To compare experiences of the upper (significant signs of
recovery - referred to as SSR) and lower (few signs of recovery - referred to as FSR)
FSASA scorers regarding attributing factors to their PWB, resilience and PTG in
Gauteng, South Africa (empirical research: convergent mixed-method; qualitative

section).
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e Research Objective 4: To synthesise findings from the rapid review and convergent
mixed-methods empirical study to inform the development of the trauma-informed
strengths-based group intervention guideline for FSASA (rapid review and empirical

research).

6. MAIN RESEARCH QUESTION

The main research question for this study, based on the objectives mentioned above, is
What components must be included in a trauma-informed strengths-based group
intervention guideline designed for FSASA within the South African context? To answer
the research question, the following secondary research questions were formulated:

e Research Question 1: What interventions reported in scientific literature promote
recovery in FSASA? (Rapid review.)

e Research Question 2: What is the relationship between demographic variables, PWB,
resilience, and PTG of a group of FSASA residing in Gauteng Province? (Empirical
research: convergent mixed-methods study; quantitative section.)

¢ Research Questions 3: What can we learn from the upper (SSR) and lower (FSR)
FSASA scorers regarding attributing factors to their PWB, resilience and PTG in
Gauteng, South Africa? (Empirical research: convergent mixed-method,; qualitative
section.)

e Research Question 4: \What should be included in a trauma-informed strengths-based
group intervention guideline for FSASA based on a rapid review and convergent

mixed-methods empirical study? (Rapid review and empirical research.)

7. STUDY DESIGN MAP
A clarification of the different elements of this study must be provided. Therefore, a layout

of the different manuscripts is provided below (Table 1).
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Table 1: Study design map

Manuscript 1:
Phase Two: Information gathering
using a rapid review (January 2022 —

March 2022)

Manuscript 2:
Phase Two: Information gathering employing a
convergent mixed-methods study (April 2022 —

November 2022)

Manuscript 3:

Phase Three: Designing the
trauma-informed strengths-
based group intervention

guideline (December 2022 —

March 2023)
Secondary Research Question 1: Research Question 2: What is the relationship between Research Question 4: What
research What interventions reported in scientific | demographic variables, PWB, resilience, and PTG of a should be included in a trauma-
questions literature promote recovery in FSASA? | group of FSASA residing in the Gauteng Province? informed strengths-based group
Research Question 3: intervention guideline for FSASA
What can we learn from the upper (SSR) and lower (FSR) | based on a rapid review and
FSASA scorers regarding attributing factors to their PWB, | convergent mixed-methods
resilience and PTG in Gauteng, South Africa? (Empirical empirical study?
research: convergent mixed-method; qualitative section.)
Design Rapid review Convergent mixed-method study Integration of findings from
method informal consultations with

managers at NGOs, the rapid
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review, and empirical convergent

mixed-methods study.

Sampling,
participants,
and data
collection

method

A systematicreview of 325 papers; 35
papers were quality-appraised; 17
studies were thematically analysed to
extract content for a trauma-informed
strengths-based group intervention

guideline for FSASA.

Purposive and snowball sampling; online surveys that
included psychometrically validated scales and open-

ended questions.

N/A

Data analysis

Iterative data analysis; independent

coding; consensus discussion.

Quantitative:

Exploratory factor analysis (EFA) to outline the
relationships between the variables identified. Descriptive
statistics and mean comparisons to identify different

groups of survivors.

Qualitative:

Constant comparative analysis for responses of different
scoring groups; independent coding; consensus

discussions.

Integrating findings from the rapid
review and empirical convergent

mixed-method study.
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Outcome

First formulated the outline of group
intervention guideline that highlights
interventions currently available for

FSASA.

Quantitative:

Correlations between PTSD, PWB, resilienceand PTG
amongst adult sexual assault survivors.

Scoring profiles for the above-mentioned variables for

South African FSASA.

Qualitative:

FSASA experiences barriers and facilitators torecovery.

FSASA experiences PTSD, PWB resilienceand PTG.
Comparison between the experiences of sexual

assault survivors that show SSR to those that show

FSR.

Trauma-informed strengths-based
group intervention guideline for

FSASA.
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8. RESEARCH METHODOLOGY

The researcher's knowledge of existing theoretical or conceptual frameworks,
including models, theories, concepts, and definitions, is reflected in the theoretical
assumptions (Ngulube etal., 2015). The theoretical assumptions of the researcher include
the central theoretical argument, concepts relevant to the study and theoretical

framework. These are outlined below.

8.1 Central Theoretical Argument
Cognisance of the trauma and the extent to which survivors experience the symptoms
associated with the assault, as well as the resources they use in recovery are central to
this study. The researcher gained a clearer understanding of the effects of sexual assault
on the survivor through the literature review, the rapid review, and the convergent mixed-
method study - with a strong emphasis on the experiences and narratives of the survivors
throughout. Resilience research focuses on the interplay between the impact of trauma
and how survivors use internal and external resources to function in their daily lives.
These components also align with PTG as an outcome of a specific coping process to
restructure a coherent post-trauma life narrative (Fouché & Walker-Wiliams, 2016).
Therefore, this approach is well-suited as the framework for this intervention guideline
which aims to enhance resilience processes and PTG-enabling outcomes without
negating the genuine difficulties brought on by the trauma of sexual assault. By assessing
PTSD, PWB, resilience, and PTG, the researcher can form a detailed picture of their
current functioning. Integrating these profiles with their narratives outlines aspects that
need to be considered in practice to increase the suitability and effectiveness of such

interventions.
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8.2 Conceptual Framework

This study is based on the assumptions of the strengths-based approach grounded in
positive psychology. Within this perspective, several models are observed in practice,
including resilience and the PTG model. The Resilience Portfolio model guided the
variables that were measured in this study (Hamby et al., 2018). This model integrates
theory and research on resilience, positive psychology, PTG, and adaptive coping,
thereby providing a more comprehensive understanding of the health and thriving
processes emanating in individuals exposed to adversity (Grych et al., 2015). Within this
model, several factors contribute to an individual's recovery from a traumatic event. These
include i) the individual's exposure to violence; ii) the resources and assets available to
the individual; iii) their appraisal and coping behaviours, and iv) their overall psychological
health (Hamby et al., 2018). The model proposes that an individual's psychological health
after exposure to violence is determined by characteristics of the adversity, the assets,
and resources available to them and their behavioural responses. Guided by the model
as a framework, the participants’ exposure to violence was highlighted (demographic
questionnaire), and the resources and assets of the individuals (Adult Resilience Measure
[ARM] and Posttraumatic Growth Inventory [PTGI]) alongside their psychological health,
were measured (MHC-SF, PCL-5). Measuring and investigating the relationship between
these variables indicated the characteristics present within the FSASA and enabled the

researcher to group participants into different recovery profile groups.

8.3 Paradigmatic Perspective

The pragmatic paradigm informed this study as it enabled the researcher to combine
methods that work for the aim of each section of the study (Creswell & Creswell, 2017;
Onwuegbuzie & Leech, 2005; Patton, 2002). In keeping with the mixed-methods design,
the researcher positioned themselves within both the positivistic and postmodern
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paradigms. This positioning was guided by the study section, the quantitative section
(positivist), and the qualitative section (constructivism). The positivism paradigm uses the
hypothetical deductive method to verify hypotheses regarding the functional relationship
between dependent and independent variables and values of researcher objectivity (Park
et al., 2020). The quantitative section of the convergent mixed-method study was an
enquiry into the relationships between PTSD, PWB, resilience and PTG in sexual assault
survivors. An understanding of how these variables were related informed the researcher
about which variable had to be focused on to yield the most benefits for sexual assault
survivors in their recovery journey. In contrast, the constructivism paradigm focuses on
understanding multiple participant meanings assigned to a phenomenon and highlights
the importance of how the interpretation of findings is shaped by the researcher’s own
experiences and background (Creswell & Creswell, 2017). This positioning in the
qualitative section of the study enabled the researcher to investigate how participants
experienced PTSD, PWB, resilience and PTG, as well as the meaning they ascribed to
their recovery experiences. Combining these paradigms in the different sections within
the study offered information about the measurable aspects of reality and rich

contextualised data based on survivor experiences.

8.4 Research Approach

This study aimed to design a trauma-informed strengths-based group intervention
guideline for FSASA. This intervention study was guided by Rothman and Thomas's
(2013) design and development model (D&D Model). Embedded within this approach are
three main research components. These components include i) an informal needs
analysis conducted with NGO managers working with FSASA, ii) a rapid review, and iii)

a convergent mixed-methods study with FSASA.
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The first phase involved accessing the appropriate gatekeepers and consulting with
service providers who work with sexual assault survivors. This phase aimed to gain an
informed opinion on the factors impacting the intervention's feasibility. In the second
phase, a rapid review of existing scientific literature was conducted to ascertain an
empirical baseline for the design of the intervention guideline. The third component was
a convergent mixed-method study.

The quantitative component of this study consisted of sexual assault survivors
completing the PTSD Checklist from the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-5) (PCL-5), Mental Health Continuum-Short Form (MHC-
SF), Resilience Research Centre’s ARM, the PTGI, and a demographic questionnaire.
These measures were used to assess PTSD, PWB, resilience, and PTG. The qualitative
component was embedded within the demographic questionnaire and included a short
list of open-ended questions where participants were asked about aspects of their
recovery journey. In Phase Three, the intervention was developed based on integrating
the results from Phases One and Two. On completion of this study, the researcher
endeavours to continue and conduct a Delphi evaluation to expand on the guideline and

complete the development thereof, alongside a pilot test of the intervention guideline.

8.5 Type of Research

This study focused on designing an intervention guideline within the South African
context and can therefore be categorised as applied research. Applied research informs
action, enhances decision-making on practical issues, and is not focused on generating
theory and producing knowledge for its end (Tolley et al., 2016). Given this factor, it is
essential to consider contextual factors in the research.

The researcher is a clinical psychologist interested in empowering trauma survivors,
utilising a trauma-informed strengths-based approach in their therapeutic work. This
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approach places the survivor’s experiences and strengths at the centre of inquiry and the
intervention to guide the professional in the therapeutic journey with the client. The
researcher is currently in part-time private practice, and although they have worked in
similar centres in the past in the Eastern Cape, they have not worked in any of the centres
that were approached for this study. It is noted that the centres the researcher sampled
from in this study also followed the strengths-based approach and offered guidance
during the intervention design on what will work in their settings. The researcher was
mindful of including as much diversity in participants as possible in the sampling process
to implement the intervention as relevant to the diverse population in South Africa as

possible.

8.6 Research Model

The D&D model was selected for this study. Kruger (2008) notes that the developers
(Rothman & Thomas, 2013) of this model have been publishing in the intervention
development field for over 25 years. This model has also been documented to have been
used successfully within the South African context (Dunn, 2011; Hartzenberg, 2005; Hope
& Van Wyk, 2018; Murray, 2009; Pierce & September, 2000). The D&D model comprises
six phases (Roestenburg & Strydom, 2022), namely i) problem analysis and project
planning; i) information gathering and synthesis; iii) design; iv) early development and pilot
testing; v) evaluation and advanced development, and vi) dissemination. This study
focused on the first three phases, and the last three phases will be completed during post-
doctoral studies. For illustrative purposes, the phases, their steps, and the manuscript in
which they are discussed are outlined in Figure 3 below. Thereafter, two tables are
divided into smaller sections (Tables 2 and 3) that illustrate how the steps in the model

were carried out in the study, followed by a discussion of each.
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Figure 3: Overview of Phases Relevant to the D&D Model

STEP 1: Identifying and
involving patients.
'STEP 2: Gaining entry and
cooperation from settings.
STEP 3: Identifying concerns
of the population.

STEP 4: Analysing concerns or
problems identified.

STEP 5: Setting goals and
objectives.

(NO MANUSCRIPT: These
steps were completed to
prepare the proposal prior to
commencing the study).

8.6.1 Phase One: Problem analysis and project planning
Roestenburg and Strydom (2022) explain that this phase focuses on defining the social
problem and, consequently, involves significant role players that could benefit from the

intervention. This phase is addressed within this chapter.

8.6.1.1 Step 1: Identify patients

The earlier problem statement reflected that the historical focus on trauma survivor
recovery utilised the deficit-based formulation. However, numerous survivors appear to
have exhibited resilience processes and PTG outcomes. These survivors appear to have
been largely overlooked in the literature. Therefore, there is a clear need to examine the

recovery processes and strengths within this population to create interventions informed
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by survivors’ experiences. This study focused on these processes to develop a trauma-

informed strengths-based intervention guideline for FSASA.

8.6.1.2 Step 2: Gaining entry and cooperation from relevant settings

Survivors of sexual assault can be difficult to access. For this study, the researcher
explored different ways of entering organisations that allow access to adult survivors of
sexual assault. Involving local women's rights advocates or direct service groups, when it
is safe to do so, is an excellent way to ensure that the proposed methodology is based
on a sound understanding of the local context, is relevant and is appropriate for the
setting (WHO, 2001). Therefore, the researcher-initiated contact by reaching out to
professionals in organisations who work with FSASA to discuss the feasibility of the
intended intervention guidelines. Discussions with professionals in this field also assisted
the researcher in understanding the referral process FSASA undergo after a sexual
assault in South Africa.

When individuals report a sexual assault case at a hospital or police station, they are
referred to the nearest Rape Crisis Centre. At these centres, an investigating officer takes
a police statement. First, responders provide psychological first aid, HIV testing and
counselling, information packages on the impact of rape on a survivor and referral to a
range of services, including shelters (where indicated) and longer-term counselling and
support (Networking HIV & AIDS Community of Southern Africa [NACOSA], 2015). Even
though some of these centres offer follow-up counselling sessions for patients with a
social worker, their primary focus is on offering services in the acute stage. Therefore,
survivors are referred, resulting in referrals to other organisations for longer-term
interventions being common practice (Van Grijp, personal communication, August 3,
2020). This information enabled the researcher to focus recruitment efforts on the

appropriate settings.
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Since PTG is a process emerging in the later parts of or longer-term phase of recovery
it is not necessarily prevalent in acute care, thus, the input from service users of
organisations that offer longer-term follow-up is crucial to obtaining the relevant
information for developing the intervention in this study. Initially, seven organisations that
fit this description were contacted electronically and telephonically to participate in this
research. The organisations that responded to the requests were visited on-site, and
consultations were conducted with each site's directors and project managers. These
organisations provided contact details for similar organisations, who were then contacted,
and similar consultations were scheduled. The organisations that agreed to participate in
this research included Family and Marriage Society of South Africa, Lifeline, South African
Female Federation and the Transform Education About Rape and Sexual abuse (TEARS)
Foundation. These organisations offerlonger-term counselling services focusing on victim
empowerment for women who have experienced gender-based violence (GBV). Some of
these organisations advertised for recruitment at their facilities by placing posters at their
organisations (during Phase Three, the convergent mixed-method study). However, due
to staffing shortages and high workload, the organisations could not spare a recruitment
person at their facility, and the organisations were not open to accepting an outside
recruiter due to privacy concerns. As a result, this sampling strategy was not interactive
and did not yield significant participant numbers (n=3). An alternative sampling strategy

was employed that is described in the convergent mixed-methods section of this thesis.

8.6.1.3 Steps 3 and 4: Identifying and analysing concerns or problems identified

A collaborative partnership was established during consultations. This partnership
guided the goals and objectives for the intervention and resulted in an agreement that
recruitment could take place at the organisations. During these consultations, the

researcher gained a clearer understanding of managers’ concerns in these organisations

60



(Roestenburg & Strydom, 2022). These consultations focused on identifying different
organisations involved in service delivery for FSASA, existing guidelines and procedures
being followed, and the barriers to service delivery for FSASA. An analysis of the findings
from these consultations offered interesting information. For example, existing guidelines
that the organisations follow complement the following laws and policies that apply to
sexual offences in South Africa:
e The Criminal Law (Sexual Offences and Related Matters) Amendment Act, 32 of 2007;
e The Children's Act, 38 of 2005 (as amended);
e Older Person's Act, 13 of 2006;
¢ National Directives and Instructions on Conducting a Forensic Examination on
Survivors of Sexual Offence Cases in Terms of the Criminal Law (Sexual Offences and
Related Matters) Amendment Act, 2007 (issued by the Department of Health);
¢ National Instruction 3/2008: Sexual offences (issued by the SAPS);
¢ Regulations on services for victims of sexual offences and compulsory HIV testing of
alleged sex offenders (issued by the Department of Justice and Constitutional
Development);
¢ National Instruction 2/2012: Victim Empowerment (issued by the SAPS); and
e Regulation 33076: Consolidated Regulations Pertaining to the Children's Act, 2005

(issued by the Department of Social Development) and the Victims' Charter.

The aim of these policies and regulations is focused on the roles and responsibilities
of medical personnel and members of law enforcement. Although existing policies and
guidelines note the importance of referring survivors to specialised mental health care
services (social workers, psychologists, psychiatrists) to attend to the psychological
impact of the assault, these policies do not outline specific psychological treatment

modalities that need to be followed to assist survivors in recovery.
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Two main barriers to service delivery were highlighted during stakeholder
consultations. Due to financial constraints, most of these organisations do not have
psychologists on staff in positions where they offer services directly to patients. As a
result, social workers, registered counsellors, and auxiliary social workers offer
counselling. In effect, the staff in these organisations are not always sufficiently trained to
offer patients who require extensive psychosocial interventions adequate care.
Stakeholders also reported that many patients do not return for follow-up services due to
severe financial constraints. Having to choose between transport money for therapy and
food for their families is a reality many patients contend with. Therefore, there are frequent
disruptions in the psychosocial services provided, impacting recovery rates.

The intervention guideline designed in this study extends the guideline already being
used within the organisations yet expands its focus and can therefore be integrated into
the existing procedures being followed. The guideline currently being used in NACOSA
outlines the scope and content of services and outlines the training and supervision
needed to support first responders (NACOSA, 2015). This guideline is focused on acute
care and outlines the guiding principles for services thatare in line with the Victim Charter,
explains the steps in psychological first aid and the legal duty to report, outlines services
available at police stations and Thutuzela care centres (rape crisis centres) and highlights
the need for supervision. As a result of the referral policies already in place, this
intervention guideline will not go into detail about the referral channels before the
implementation thereof. The diverse training needs of the MHPs offering psychosocial
services to patients expressed by the professionals call for a guideline with delineated
steps that would be easy to follow. The stakeholders also noted a need for staff capacity
building. In response to this, once the development of the intervention is complete, the

researcher intends to spend time training the staff in the intervention guideline to equip
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them to implement it appropriately. Being mindful of the high rates of interruption of
services due to financial constraints on the survivors, itis also important to note that if the
interventions require several follow-up sessions, provision must be made for
transportation services. Group-based interventions were also seen as favourable since

they offer services to more than one individual that lives in the same setting at a time.

8.6.1.4 Step 5: Goals and objectives for the intervention
This intervention guideline was informed by the rapid review and empirical convergent
mixed-method study and includes the needs identified by the managers of the
professionals working with FSASA, as well as evidence-based interventions highlighted
in the literature. The preliminary objectives for the intervention guideline include:
e Offerprofessionals guidance on the interventions, their formats, and related outcomes
that have shown to work for this population (rapid review); and
o Offer psychoeducation about resilience, PTG, and PWB to assist professionals to help
survivors in identifying and harnessing their strengths and resources to become more

resilient in facing future challenges (convergent mixed-methods study).

8.6.2 Phase Two: Information gathering and synthesis
The next section outlines phase two of the larger study where information was gathered

through a rapid review and convergent mixed-method study.

Table 2: Phase Two study overview
PHASE TWO: INFORMATION GATHERING AND SYNTHESIS

Phase Two focused on knowledge acquisition and synthesis. Knowledge acquisition involves identifying
and selecting relevant types of knowledge and using and integrating appropriate sources of information
(Roestenburg & Strydom, 2022). In this regard, Roestenburg and Strydom (2022) recommend studying
existing information sources and natural examples. In line with this recommendation, this information-
gathering phase followed two consecutive steps. These include a rapid review (Study 1) and a

convergent mixed-method study (Study 2).
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OBJECTIVE 1: To explore and describe interventions that promote recovery in FSASA outlined in
scientific literature (rapid review).

OBJECTIVE 2: To analyse the relationship between demographic variables, PWB, resilience, and PTG
of a group of FSASA residing in Gauteng Province (empirical research: convergent mixed-method;
quantitative section).

OBJECTIVE 3: To compare experiences of the upper (SSR) and lower (FSR) FSASA scorers
regarding attributing factors to their PWB, resilience and PTG in Gauteng, South Africa (empirical

research: convergent mixed-method; qualitative section).

Steps in the D&D model Steps in the proposed research

1. Using existing information Step 1: Rapid review.

sources. Conducted a rapid review of the treatments for FSASA to identify
2. Studying natural examples. | practices and functional elements of successful theories, models,
3. ldentifying functional programmes, interventions, and practices.
elements of successful Step 2: Convergent mixed-method study.
models. Conducted a convergent mixed-method study to quantify the
presence of PTSD, PWB, resilience and PTG within a sample of
several sexual assault survivors. Looked at qualitative responses of
the top 20 (SSR) and bottom 20 (FSR) scoring FSASA participants

from the quantitative strand to explore the factors they experience

as enhancing recovery.
Step 3: Integrating Step 1 and Step 2 findings.

The findings from the rapid review and the mixed-method study
were integrated to identify functional elements of successful

interventions for the population under study.

This phase's outcome is comprised of a list of functional aspects that can be integrated
into the design of the intervention. The steps in Phase Two are described in more detail

below.
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8.6.2.1 Step 1: Using existing information sources

In this step, empirical research examines reported practice and relevant identified
interventions (Kruger, 2006). Selecting information sources should be relevant to the
intervention and adequately address the researcher's requirements. To inform the
development of the intervention for this study, it was crucial to clearly understand the
current interventions used with this population in practice. A comprehensive
understanding of the components inherent in previous evidence-based interventions
guides the components required for the group intervention guideline.

To achieve this, a rapid review was conducted since it allowed the researcher to
conduct a focused, systematic search of relevant interventions noted in the current
literature. This methodology has emerged to fulfil the need for a rigorous yet timely
literature review so policymakers, healthcare professionals and consumers can make
research-supported recommendations on healthcare activities and decisions (Watt et al.,
2008). A rapid review is a literature review methodology that addresses a research
question and provides commentary on the strength of the evidence and its direction,
consistency, generalisability, and applicability for the audience within a relatively short
time frame due to the concessions to the breadth and depth of the process (Varker et al.,
2015; Watt et al., 2008). The review guidelines of the Cochrane Institute were used to
guide this study (Higgins et al., 2019) and the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) reporting guideline was implemented (Liberati et
al., 2009). After the PICO (population, intervention, control, and outcomes) framework
was used to develop the research question (Methley et al., 2014), a protocol for this rapid

review was designed, as outlined in the table below.

Table 3: Rapid review protocol

Research Question: What interventions reported in scientific literature promote recovery in FSASA?
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Parameters: Databases, Search terms, Eligibility criteria

Databases that were searched included Ebscohost (Academic Search Premier, African-Wide
Information, E-journals, ERIC, PsychINFO and Socindex), Web of Science, Scopus and SA Journals,
Cochrane CENTRAL and MEDLINE. The reference lists of the included articles and relevant systematic
reviews were scanned for additional relevant articles for inclusion to compensate for any deficiency in

the retrieval terms (Grayson & Gomersall, 2003; Papaioannou et al., 2010).

Search Terms: The PICO question framework was used to determine the search words for this review

since it offers comprehensive results (Methley et al., 2014). The following search words were utilised:

e (P)“rape” OR “sexual assault” OR “sexual violence”

(I “interventions OR “strategies” OR “best practices” OR “treatment” OR “therapy” OR “program”.

(C) Comparison was not specified to ensure that as many interventions as possible were included.

e (O) The outcome was not specified to ensure that as many interventions as possible were included.

Eligibility Criteria: Publications between 2012 and 2022 were included to review the most recent
literature and build upon previous syntheses that were concluded in 2012. Only English peer-reviewed
articles that outlined their ethical considerations were included. Further exclusion criteria used are

outlined below, followed by a justification of each.

Bystander-focused interventions (n=8): Since this review focuses on interventions that assist survivors
in recovering from sexual assault, interventions focused on prevention or bystander-focused

interventions were excluded.

Interventions not evaluated: The emphasis on the evidence-based nature of the interventions highlighted
in this study excluded articles where the interventions were introduced but not evaluated. These included

protocols for interventions that were not empirically tested.

Focused on specialised population (military/ID) (n=41): Although these populations experience sexual

assault, they are not the target group for the intervention guideline.

IPV interventions (n=31): Although the researcher acknowledges the overlap between these populations
in practice, these studies were excluded since they did not specifically focus on sexual assault but

included aspects such as care in shelters.
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Interventions focused on prevention (n=30): The intervention guideline for this study is aimed at women
who have already experienced sexual assault instead of prevention. These articles predominantly focus

on governmental changes outside this study's scope.

Staff training in acute settings (n=23): This study is focused predominantly on the survivor’s experience
rather than the MHPs. Furthermore, these studies focused on the experiences of the staff implementing
interventions and not on the interventions themselves, offering limited information on components

required in constructing an intervention guideline for survivors.

Mixed trauma sample (n=23): Although the researcher acknowledges the overlap between these
populations in practice, the intervention guideline is focused on sexual assault survivors specifically.
Studies have also shown that sexual assault has the highest levels of PTSD among all the trauma

samples.

Adolescent focus (n=8): These studies are outside of the scope of the intervention guideline target group,

FAMAS.

Systematic reviews (n=21): Primary studies were reviewed for this study to decrease the chance of bias
in the secondary reporting of findings. Although not included in the articles reviewed, the relevant
systematic reviews were used to inform decision-making pertaining to the timespan searched and

incorporated into the article's discussion section to contextualise the findings.

Executing search

There were two reviewers who independently assessed the titles and abstracts of all records identified
through the searches based on the inclusion criteria, coding them as 'yes' (eligible), 'no' (not eligible) or
‘maybe’ (potentially eligible or unclear) using Rayyan (Qatar Computing Research Institute, 2022).
Reasons for excluding ineligible studies were documented throughout. In the event of disagreements
about inclusion, the review authors assessed and discussed the full article for relevance. If an agreement
could not be reached through discussion, they consulted a third review author as a mediator. Final

decisions were made by consensus.

Duplicate records were identified and removed. Multiple reports that related to the same study were
evaluated in terms of the outcomes assessed. The selection process was recorded in sufficient detail to

complete the four-phases (identification, screening, eligibility and included), the PRISMA flow diagram
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was set out for reporting purposes (Liberati et al., 2009) and the 'Characteristics of excluded studies'
section - as noted earlier in this table. Rayan was used as a platform to upload the included studies and
extract data. Rayan allowed us to analyse the data and build the text, tables, and figures for presenting

the review.

We piloted and refined the data collection table by using the first five studies included in the review. The
review author extracted data on key characteristics, methods, and outcomes from each included study,
and compared their results with an independent reviewer to identify differences. When further clarification
or missing data were needed from the study authors, we made all reasonable attempts to contact the

study authors and obtain the relevant information.

Quality appraisal: The appraisal tools developed by the Johanna Briggs Institute (JBI) were used to

quality appraise the articles included in the review. This quality appraisal was conducted separately by
the researcher and their supervisors and then the scores were collated. Articles that were of poor

methodological quality were excluded from the review.

Evidence Synthesis

The data extracted from the included studies were put together on an Excel sheet with the following
column headings: Authors, Year of publication, Study design, Sample characteristics, Setting, Outcomes
and assessment instruments, Time points assessed, Frequency and length of sessions, Style of delivery,
JBI score, and Limitations. The data was then viewed holistically, and inferences were made about the
characteristics of the studies through colour coding the different aspects of each column in the findings
in the table. (for example, outcomes and measures used for each outcome). Thereafter, Manuscript 1

was written to outline the findings of the synthesis.

Once information has been gathered, researchers analyse critical features of the
programmes and practices that have previously addressed the problem (Roestenburg &
Strydom, 2022). In this study, this analysis was addressed within the rapid review. By
studying successful and unsuccessful interventions that have attempted to address the
problem, potentially valuable elements of an intervention were identified (Bellg et al.,

2004; Linnan & Steckler, 2002). In line with the recommendations given by Roestenburg
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and Strydom (2022), during the analysis of the interventions identified in the rapid review,

the factors in Figure 4 were identified in each study to guide the intervention design.

Figure 4: Questions answered in the rapid review

e Which interventions are available for this population?

e What outcomes are measured in existing interventions?

e Are there common aspects involved in successful interventions for this population?
e What are the limitations of these interventions?

¢ Which participant characteristics must be screened for before the interventions are administered?

This analysis enabled the researcher to design and develop activities that will be added
to the intervention. Successful models and functional elements of the models are
incorporated into the new strength-based trauma-informed intervention. After establishing
a solid theoretical base, it was essential to understand the experiences of FSASA in South
Africa to identify factors that may impede or enable success in practice. This next phase
where the researcher studied natural examples through a convergent mixed-method

study is discussed below.

8.6.2.2 Step 2: Studying natural examples

De Vos et al. (2011) note that interviews with people who have experienced the
problem or know about it can provide insights into which interventions might or might not
succeed and the variables that may affect success. A mixed-method study was
incorporated to include the views and experiences of the FSASA for which this
intervention was designed. This study section was aimed to assist in understanding the
factors contributing to the survivor's recovery. It allowed for the incorporation of helpful
factors in their treatment into the guideline, discarding any unhelpful components. This
mixed-methods study identified trauma as well as strengths-based variables and

experiences that needed to be considered when designing an intervention for FSASA in
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South Africa. A convergent mixed-methods design was used; in this design, qualitative
and quantitative data were collected in parallel, analysed separately, and then merged.
In this study, psychometric measures that have been validated for use with this population
were used to evaluate the extent to which survivors experience PTSD, resilience, PWB
and PTG in South Africa. In addition, relationships between these variables were
investigated to highlight the variable that should be focused on to develop the most
impactful intervention guideline. The open-ended questions in the survey explored factors
that were relevant to the journey of recovery for the sample of South African FSASA in
Gauteng. The reason for collecting both quantitative and qualitative data was to gain a
clearer understanding of the psychological health of FSASA and the factors that assist in
and impede their recovery to inform a trauma-informed strengths-based group
intervention guideline.

The core assumption of mixed-method studies is that by encompassing the rigorous
methods (data collection, data analysis and interpretation) of both quantitative and
qualitative approaches (Creswell & Creswell, 2017), additional insight beyond the
information provided by either approach alone is obtained in response to the research
question (Johnson et al., 2007). Within this design, quantitative data provides only a rough
indicator of trends, and a follow-up with qualitative data can explore (in greater detail) why
the trends might have occurred (Creswell & Zhang, 2009). The quantitative and qualitative
data of the study were collected simultaneously via an online survey from an identical
sample (Creswell & Clark, 2017). Quantitative data was analysed first to describe the
characteristics of the sample, identify the relationships between variables and highlight
the different scoring profiles of each participant. Quantitative data analysis included

descriptive statistics (means, standard deviations, reliability coefficients and correlations).
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After confirmatory factor analysis (CFA) indicated that the proposed factor structures
did not fit, EFA was conducted. Thereafter, the participants were ranked according to their
PCL-5 scores and the top 20 scorers were assigned to the SSR group and the bottom 20
scorers were assigned to the FSR group. The constant comparative method was then
used to analyse the data. In this analysis, several themes were highlighted, and
comparisons were made between the groups. With an understanding of the extent that
participants experienced positive psychology variables (resilience, PWB and PTG), how
these variables were related and how they were experienced by the participants, a
trauma-informed strengths-based group intervention guideline-directed at MHPs working
with this population was designed. To illustrate the complexity of this design, a schematic
representation that depicts the details and flow of the research activities in this study is
provided below (Figure 5), followed by a description of each research component within

the proposed mixed-method study.
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Figure 5: Convergent mixed method study

RQ2: What is the relationship between demographic variables, resilience,

RQ3: What can we learn from the upper (significant signs of recovery)
posttraumatic growth, and PWB of a group of FSASA residing in the
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PWB, resilience and PTG?

Gauteng Province?
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Data Collection: Self-administered surveys: Demographic Questionnaire, ended questions that explore the factors that may have hampered or

PTSD Checklist for DSM-5 (PCL-5), The Resilience Research Adult contributed to their journey of recovery based on resilience and
Resilience Measure (RRC-ARM), Posttraumatic Growth Inventory (PTGI), posttraumatic growth literature to elaborate on quantitative factor

Mental Health Continuum Short Form (MHC- SF), scores.
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8.6.3 Participant recruitment for the convergent mixed-methods study
Participants recruited for this study were selected based on specific inclusion and
exclusion criteria, therefore a combination of purposive and snowball sampling was used.
The inclusion of participants in the study was based on the following criteria:
e Females at or above the age of 18 that have experienced sexual assault during
adulthood;
¢ Participants need to have disclosed the trauma, received some form of trauma
counselling or debriefing, worked through the acute phase, and feel that they can
contribute to the study; and
¢ Potential participants were excluded if they were involved in a criminal trial to prevent

the research from interfering with their testimony as a survivor.

This study used identical samples (Plano Clark et al., 2008), in which the quantitative
and qualitative data were collected from the same participants. Throughout the study, the
participants remained anonymous as no identifying particulars were requested in the
questionnaires. However, they needed to provide the researcher with a contact number
and email address so that their reimbursement voucher could be sent to them.
Participants were reimbursed for their data usage to the extent of R30 each.

This study incorporated several sampling strategies to maximise participant
recruitment. The first sampling strategy involved asking the gatekeepers of the
organisations to put posters in their centres and to identify fieldworkers within their
organisations that did not have a power relationship with clients (administrative staff) to
help recruit participants. These fieldworkers were to direct potential participants that met
the inclusion criteria at the psychosocial support centre to the relevant poster and helped
them to access the links to the informed consent and questionnaires on a dedicated

device at the centre. The reason for incorporating this face-to-face sampling strategy was
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based on feedback in the first phase of this study. Numerous NGO gatekeepers noted
that financial need frequently impaired their client’s ability to access online devices. This
strategy was aimed at accessing individuals already at the centre for other services and
was not intended to force participants to go to one of these centres simply for the study.
The field workers were not required to assist with completing the questionnaires as there
was an online chat box monitored by an independent person, where participants could
receive responses for any questions they may have had about the process. This first
strategy did not yield significant participant numbers (N=3). There were two main factors
that influenced the success of this strategy. Firstly, the organisations were not able to
spare their administrative staff to assist with recruitment due to high workload and staff
shortages. The organisations were also not comfortable with giving an outside recruiter
access to their clients due to privacy concerns; confidentiality clauses also inhibited the
organisations to share patient details with recruiters. The absence of a study
representative may have hampered participant recruitment since community
collaboration could not be established and therefore trust with survivors could not be built
(Logan et al., 2008).

The second sampling strategy involved posting advertisements for the study on social
media (See Media Campaign Plan — Addendum C). These advertisements were paid for
by the researcher and indicated the target population. When the user clicked on the
advertisement, they were rerouted to the primary research website (http://emthini.co.za/)
where more information on the study was available. The user could then decide if they
wanted to participate. Once the participant clicked on the link to participate in the study,
they were directed to an informed consent page. On the online informed consent page,
they were given information about the study, how their privacy and confidentiality would

be protected and how their data would be protected and stored. There was a chat box on
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this page where the participant could ask questions they had about the study and the
informed consent form that was answered in real-time by the independent person. At the
end of this survey page, there was a list of the inclusion and exclusion criteria that they
could click ‘yes’ or ‘no’ to. Once the potential participant submitted this informed consent
page, they were redirected to the questionnaires. They were requested to complete a
demographic questionnaire, the PCL-5, the ARM, the PGTI, and the MHC-SF. These
assessments took approximately 40 minutes to complete. As mentioned, participants
were reimbursed for their participation with an R30 data voucher. Upon completion of the
survey, participants were encouraged to refer anyone they thought could contribute to the
study by sharing the initial website link.

Participants had the opportunity to ask questions or indicate the need for counselling
throughout and after completing the questionnaires. Communication with the researcher
was facilitated by an online chat box on the site. A list of non-profit organisations they
could contact for assistance appeared once they completed the questionnaires. The
consulting psychologist was contacted in two circumstances. Firstly, if participants
requested a session through the secure online chat box where they could leave their
contact information. Secondly, if a participant who referred another survivor for inclusion
noted that specific participants were high-risk (due to an especially brutal assault or
psychological distress). In both circumstances, their contact information was sent to the

consulting psychologist, who booked an appointment with them within 72 hours.

8.6.4 Data collection for the convergent mixed-method study

This was a convergent mixed-method study where the quantitative and qualitative data
were collected simultaneously through online questionnaires, therefore identical sampling
was used (Creswell & Clark, 2017). The quantitative aspect of a survey includes a strand
in which measurements record and investigate aspects of reality using numerical data
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(Creswell & Clark, 2017). The primary purpose of the quantitative part of this study was
to empirically evaluate the extent to which FSASA experience PTSD, PWB, resilience,
and PTG and look for correlations between these variables. This enabled the researcher
to i) explore the relationships between the variables through EFA and ii) group the
participants in two groups based on their profile scores. These groupings enabled the
researcher to compare the qualitative data from the 20 highest and 20 lowest PTSD
scorers.

Qualitative data sets include rich, detailed, and heavily contextualised descriptions of
each source (Levitt et al., 2018). The participants answered open-ended questions in the
demographic questionnaire that allowed them to tell their stories to relay their experiences
related to recovery. The questions were set out in three different languages; English,
Afrikaans and Sesotho, and the participant could answer them in their home language. A
professional translator translated the questionnaires initially, as well as the answers when
data collection was complete. In cases where a language other than English was used,
forward and backward translations were utilised. The constant comparative method was

used to identify themes in these participants’ answers.

8.6.5 Data collection instruments

To explore the extent to which adult survivors of sexual assault experience PTSD,
PWB, resilience, and PTG, several psychometric instruments were used. These include
a demographic questionnaire; the PTSD checklist for the DSM-5 (PCL-5) (Blevins et al.,
2015; Weathers et al., 2013); the ARM (Resilience Research Centre, 2018); the PTG,
and the MHC-SF (Perugini et al., 2017). Bearing in mind that assessments in research
should be culturally sensitive and take cognisance of the cultural variations in symptom
expression, whilst a diagnosis must also be ethical, all the psychometric instruments
selected for this study have been validated within the South African context (Seedat et
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al., 2004). These measures have been selected as they measure variables that are
included within the theoretical framework used for this study (Resilience Portfolio model);
their psychometric properties are outlined below. The survey is available as part of the

questionnaire pack in Addendum 4.

8.6.5.1 Demographic questionnaire

A brief demographic questionnaire was included to gather demographic and
background information on the participants. The questions included were based on the
necessary biographical information for a meaningful sample description. Personal
characteristics included age, ethnicity, gender, relationship status and occupation. Time
frames in which the sexual assault occurred were added since time plays a role in acute
stress symptomology (American Psychiatric Association, 2013b). In addition to these
sections, the questionnaire asked open-ended questions about coping strategies, their
experiences with disclosure to police services, social support, and counselling
experiences. They were also encouraged to reflect on how they coped after the assault,
the advice they would give other survivors, and how their view of themselves was

changed by the experience.

8.6.5.2 Posttraumatic Stress Disorder Checklist for DSM-5

The PTSD Checklist for DSM-5 (PCL-5) is a 5-point Likert-type scale (1 = not at all; 5
= extremely), self-report, 20-item measure of PTSD symptoms experienced within the last
month in line with the diagnostic criteria in the DSM-5 (Blevins et al., 2015). A diagnosis
of PTSD is considered when the total score is above 33. The PCL-5 test scores
demonstrated good internal consistency (a = .96), test-retest reliability (r = .84), and
convergent and discriminant validity (Bovin et al., 2016). This measure has been used in
numerous studies conducted in South Africa (Booysen, 2021; Kagee et al., 2022; Knettel
et al., 2020; Makhubela, 2018) and, thus, is appropriate for this context.
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8.6.5.3 Resilience Research Adult Resilience Measure

The ARM is a 5-point Likert-type scale (1 = not at all; 5 = a lot), self-report, 28-item
measure of resilience-promoting resources and is based on a socioecological framework
of resilience (Resilience Research Centre [RRC], 2018; Ungar & Liebenberg, 2011). This
measure is comprised of Section A (demographic questions), Section B (optional
community-site-specific questions) and Section C (the socioecological measure of
resilience) (Ungar & Liebenberg, 2013). For this study, Section A will be replaced by the
detailed demographic questionnaire noted above. Section B will be omitted since these
aspects have already been discussed with stakeholders in Phase One of the study.

The RRC-ARM consists of eight clusters which represent three subscales of resilience
resources, namely individual capabilities (personal skills, peer support, and social skills
clusters); relationships with important individuals (physical and psychological caregiving
clusters), and contextual factors that promote a sense of belonging (spiritual, educational,
and cultural clusters). Higher scores indicate more resilience-enabling resources and,
thus, greater potential for resilience. In a South African study conducted by Bemath et al.
(2020), the internal consistency reliability of the total RRC-ARM was a = 0,88, and for the
subscales: individual resources = 0.79, relational resources = 0.83, contextual resources
= 0,62. This measure was selected for this study due to its psychosocial focus on

measuring resilience.

8.6.5.4 Posttraumatic growth inventory

The PTGl is a 21-item measure of positive life changes after trauma. The items are
rated on a 5-point Likert scale ranging from O (I did not experience this change) to 5 (|
experienced this change to a great degree). The PTGl yields a total score as well as five
subscale scores. The subscale scores include new possibilities (five items), relating to

others (seven items), personal strength (four items), spiritual change (two items) and
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appreciation of life (three items). The PTGI has shown good reliability in previous South
African studies of trauma survivors, with a total Cronbach’s alpha ranging from 0.95

(Walker-Williams, 2012) to 0.76 (Mason, 2019).

8.6.5.5 Mental Health Continuum — Short Form

The MHC-SF consists of 14 items rated on a 5-point Likert scale ranging from O (never)
to 5 (every day). The items encompass three sub-scales, specifically emotional well-
being, personal PWB, and social well-being. Individuals who are displaying positive
mental health on the scale are described as ‘flourishing’, individuals who are experiencing
poor mental health are described as ‘languishing’ and individuals in the middle of the
spectrum have moderate mental health. The MHCF-SF has shown excellent internal
consistency (Cronbach’s alpha 0.80) and discriminative validity, and the test-retest
reliability estimates range from 0.57-0.82 for the full scale (Keyes, 2007). In studies
utilising this scale conducted in South Africa, Cronbach’s alpha scores for the total scale

range from 0.74 (Keyes et al., 2008) to 0.95 (Walker-Williams, 2012).

8.6.6 Data analysis convergent mixed-method study

Although the initial sample size was N=70, a large portion of the surveys needed to be
excluded from analysis since the assault reported by the participant occurred before the
age of 18 and therefore, they did not meet the inclusion criteria for the study (n=20). When
the researcher realised that the participants who did not meet the inclusion criteria were
completing the surveys, the social media campaign messaging was adjusted to be more
specific. The data that was collected via the online questionnaires were downloaded from
Google Forms in a .xIsx file. Thereafter, the participant’s cell phone numbers were
replaced with participant numbers and data analysis commenced for the quantitative and

qualitative data.
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8.6.6.1 Quantitative data analysis

The quantitative data was analysed using the Statistical Package for the Social Sciences
(SPSS 27) (IBM Corporation, 2021) and Mplus 8.6 (Muthén & Muthén, 1998-2022). The
statistician and researcher completed this analysis. Descriptive statistics, including
frequencies, means and standard deviations, are reported to describe the basic features
of the sample and provide simple summaries of the measures (Choi et al., 2020). The
data collected were evaluated for skewness and kurtosis before being analysed in more
detail. Cronbach’s alpha was calculated where applicable to address reliability for the
quantitative component of this study. An alpha value is considered acceptable when it is
above .70 (Cohen, 1988). The descriptive statistics, levels of skewness and kurtosis, and
reliability coefficients were computed in SPSS 27 (IBM Corporation, 2021). Mplus 8.6
(Muthén & Muthén, 1998-2022) was used to evaluate the presence and strength of
relationships between the concerned variables (PWB, resilience, PTG) by specifying a
measurement model. The practical and statistical significance of the correlations is
reported in Manuscript 2. The best-fitting measurement model was used as a basis for
the structural model, where the proposed directions of the relationships were confirmed
(regression of PTG on PWB and resilience), after which a model with indirect effects was
tested (indirect effect of mental health on PTG through resilience). The statistics used to
evaluate model fit include chi-square (x2; lower values indicate better fit) and degrees of
freedom (df); Comparative Fit Index (CFl; acceptable > .90, excellent > .95); Tucker-Lewis
Index (TLI; acceptable > .90, excellent > .95); Root Mean Square Error of Approximation
(RMSEA; acceptable < .08); and Standardised Root Mean Square Residual (SRMR;

acceptable < .08).
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8.6.6.2 Qualitative data analysis

The researcher followed the stages outlined in Maykut and Morehouse's (2002)
constant comparative method. These include i) inductive coding; ii) refinement of
categories; iii) exploration of relationships and patterns across categories, and iv)
integration of data, thus yielding an understanding of people and the setting being studied.

Stage One’s Step One involves reading the data and identifying initial recurring themes
and concepts, resulting in a tentative list of themes. The next step is to combine themes
and ideas that could overlap and assign some provisional codes. In Stage Two,
categories are refined by looking at the provisional list of codes and planning specific
rules which will serve as the criteria to include or exclude themes from a code. This
refinement is completed by grouping all the similar themes under one provisional
category, rereading the data, and comparing and revising the provisional rules. The last
step in this stage is to recheck whether the meaningful units of data fit in their assigned
category. The division of the relevant quotes from the open-ended survey questions for
this study can be seen in Addendum 10. In Stage Three of this analysis, the categories
with common elements are grouped to make broader groups (Maykut & Morehouse,
2002). Memon et al. (2017) suggest that the ratio of occurrence of each unit of meaning
in a code can also be quantified in this stage. Accordingly, this practice helps enable
researchers to see the strength of the code by outlining the exact number of responses.
Data integration takes place during the last stage (Maykut & Morehouse, 2002). Here, the
relevant categories were clustered around the research question that it answered,
thereby creating a complete understanding of the patterns of meaning. Intercoder
reliability and consistent coding were ensured as the researcher and an independent
coder followed each step parallel to one another and then discrepancies were addressed

after each stage.
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8.6.7 Phase Three: Designing the guideline
The next section outlines phase three of the larger study, in this phase functional

elements of successful models were identified.

8.6.7.1 Step 1: Identifying functional elements of successful models

After the components of the interventions were identified (rapid review), as well as the
factors that affect participants' experiences (convergent mixed-method study), functional
elements for the intervention were outlined. The utilisation of knowledge, skills, and
training for their acquisition, environmental change tactics, policy change or enforcement
techniques, and reinforcement procedures are among the procedural aspects that make
up the final output (Roestenburg & Strydom, 2022). This outline was guided by answering
the question: Which evidence-based components should be added to the intervention?

The findings of Phase Two indicated the inherent procedural elements in current
interventions and showed how the implementation of these elements could be improved
in the intervention guideline designed for this thesis. The researcher and study leaders
decided to make the intervention guideline group-focused as the benefits of a group
intervention are particularly suitable forthe needs of the resource-limited settings in which
it will be implemented (Heard & Walsh, 2021). The findings from the convergent mixed-
methods study allowed for the inclusion of contextually relevant factors that need to be
considered by practitioners in their work with these survivors. Groups offer a unique
opportunity to build interpersonal relationships and combat stigma, two intrapersonal
facets that survivors often struggle with during recovery (Schwartze et al., 2019; Yalom &
Leszcz, 2020). The rapid review was used to identify specific screening processes along
with outcome measures that could inform effectiveness. The recommended group size is
6-10 participants and the groups should be closed to facilitate development of trust and

logical progression of psychoeducational material throughout the process (Heard &
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Walsh, 2021).

9. ETHICAL ASPECTS

To deliver trustworthy results that are credible, dependable, confirmable, and
transferable, several ethical aspects needed to be considered for each phase of the study.
Consensus discussions with the study leaders of this study were conducted to increase
the trustworthiness of the findings of each phase of this research. In addition, independent
coders were used when thematic analysis was conducted, and an audit trail was kept.
For transferability considerations, a detailed description of the research topic and
methodology was provided and the characteristics of the participants were outlined
(Korstjens & Moser, 2018). Ethical considerations that were specific to the two different

phases are outlined below.

9.1 Ethical Considerations for the Rapid Review
Before the commencement of the study, this proposal was sent for review by readers
within the Optentia Scientific Committee of the North-West University (NWU) and ethical
approval was obtained from NWU'’s Health Research Ethics Committee (NWU-00206-21-
A1) (Addendum 1). Ethical practice in analysing the studies involved in the rapid review
was focused on minimising threats to the internal and external validity and reliability of
review findings (Carrig & Hoyle, 2011). To facilitate this, the researchers used a clear
protocol wherein the search strategy, quality appraisal and analysis where all key
constructs that were defined conceptually and operationally in behavioural terms, and the
method of dissemination was outlined (Petticrew & Roberts, 2008). Ethical practice in the
analysis of the qualitative studies involved in the rapid review was focused on constructing
a holistic understanding of the phenomenon so that it authentically represented the
subjective experiences of diverse groups in varied contexts (Suri, 2020). Constructing a

holistic understanding was achieved by maintaining genuine engagement with diverse
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viewpoints that could lead to understanding how individual accounts of a phenomenon
reinforce, refute or augment each other (Jaye, 2002). To this end, the PICO framework
was used to define the search terms in the study (Methley et al., 2014). Studies that did
not receive ethical clearance or did not delineate how ethical practices were abided by
during the study were not included. The PRISMA guidelines for reporting were employed

to offer a transparent report on how articles were selected (Liberati et al., 2009).

9.2 Ethical Considerations for the Convergent Mixed-Methods Study

Selecting appropriate participants for the study was crucial to mitigate risks; thus,
exclusion and inclusion criteria were highlighted in the advertisement. The informed
consent that participants needed to agree to before completing the surveys highlighted
voluntary participation. This informed consent procedure was highlighted above. Itis also
important to note that the focus of the psychometric measurements was not on the
traumatic event itself but instead on the recovery process — therefore, the risk of the
participant reliving their trauma while participating in the study was minimised. All the
psychometric measures used in this study are reliable and valid in the South African
context. All electronic data and information obtained in the study will be saved on the
researcher’s Google Drive and an encrypted external hard drive as a backup. The online
questionnaire results were collected using Google Forms, and the results can only be
accessed by the researcher using a secure password. The surveys and consent forms
will be kept on two encrypted external drives in one of the supervisors' offices for the next
five years.

Due to the content this study focused on, some distress or discomfort may have
occurred during survey completion. The risk of discomfort in the initial stage, where the
participant was approached to take part in the study by the recruiter, was mitigated by
training the mediators appropriately for the task at hand, and the researcher was available
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for online consultation should any problems arise. The questionnaires were completed in
a private and safe space at the organisation where the participants receive treatment (if
they completed them face-to-face). The motivation was that they were familiar with the
space and that their counsellor could be nearby if they required debriefing after the
session. This highlights another risk mitigation strategy inherent in this study. Sampling
from the organisations that work with FSASA and utilise organisation staff as mediators,
and sampling from support groups ensured that the sampling process was structured in
such a way that the participants that were identified for the study already have therapeutic
support in place before, and during and upon completion of their participation. For the
participants who completed the questionnaires online, only a cell phone number and
email address were collected for them to receive their vouchers.

The sampling strategies had some implications for the privacy of participants. The first
implication was found in the snowball sampling that the recruiters utilised. While snowball
sampling has been used in many studies, it is worth noting that due to the nature of the
method, the anonymity of the participants cannot be guaranteed. While the researcher
and their affiliates took all possible measures to ensure that the anonymity of the
participants was kept, no guarantee could be given that participants would not
communicate with one another about the study. Secondly, the use of social media for
advertising a study also has implications for anonymity. As noted above, social media
pages were created to advertise the study. It is important to note that not everyone who
liked the page would be a participant in the study and that other Facebook users could
see each other on the page. The page consisted of advertisements for the study and a
link to the primary research website where the informed consent and the data collection
occurred. Participants could also send a direct message to the page’s Admin to find out

more about the study or ask to participate. This advertised link could then be accessed
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by users that decided to participate in the study and they were redirected to the primary
website for the study where their identifying particulars were not available. Therefore,
there was no distinction on the page between users that liked the page and participants.
As an additional safeguard, to prevent users from identifying themselves as participants
(for example, by asking how they could complete the questionnaires as a post), posts and
comments were moderated by the page's admin. Itis essential to note that data collection
did not occur on social media platforms. The data collection remained grounded in the
primary research website. As noted above, the participants completed the informed
consent and the questionnaires online. During completion on this website, they could

remain anonymous.

10. CONTRIBUTIONS OF THE STUDY

The contribution of this study is twofold. Firstly, it will be incorporated with existing
literature to contribute to the existing body of knowledge on what should be included in a
trauma-informed strengths-based group intervention guideline for FSASA and how much
recovery manifests and is reported by South African FSASA. Secondly, the study will
inform guidelines for MHPs to assist them in conducting trauma-informed strengths-
based group interventions. The findings of this study will also highlight further research

gaps that require exploration in this regard.

11. THE LAYOUT OF THE STUDY

The report is presented in article format. Four articles will come from this study, each
focusing on an objective of the study, tentative titles are listed below. The articles will be
submitted to the South African Journal of Psychology and the Journal of Traumatic Stress
and will be written to meet the relevant requirements thereof. The layout of the study is

presented in the table below.
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Table 4: The layout of the study

Section A Overview of the Study
Section B Study 1: Rapid Study 2: Convergent mixed-method study Phase Three:
Review Design of
intervention
guideline
Manuscript 1 Manuscript 2 Manuscript 3 Manuscript 4
Interventions that The relationship Using the narratives | Designing a trauma-
promote recovery between and statistics of informed strengths-
among FSASA: A posttraumatic stress, | sexual assault based group
rapid review. PWSB, resilience, and | recovery to empower | intervention
PTG ina South others: A guideline for FSASA.
African sample of comparative
FSASA. qualitative article
Journal Violence against | Journal of traumatic | Violence against | N/A
publication women stress women
Section C Conclusions, limitations, recommendations, and combined reference list
Addenda o Ethics approval letter

. Consent forms

. Independent psychologist debriefing agreement
. Independent coder confidentiality agreement

e  Questionnaires

. Recruitment posters

. Social media campaign screenshots

) Rapid review table

e  Quantitative group division

e Qualitative data outline

. Constant comparative method findings outline
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MANUSCRIPT 1: INTERVENTIONS THAT PROMOTE RECOVERY
AMONG FEMALE ADULT SEXUAL ASSAULT SURVIVORS: A RAPID
REVIEW.

PREFACE
The manuscript forms part of a larger study, which comprises four phases:
e Phase One — Rapid review (Manuscript 1);
e Phase Two — Convergent mixed-method study quantitative (Manuscript 2);
— Convergent mixed-method study qualitative (Manuscript 3); and

e Phase Three — Intervention guideline design (Manuscript 4).

The manuscript that follows, reports on Phase One and seeks to meet Research Objective
1, namely “To explore and describe interventions that promote recovery in FSASA reported
in scientific literature”. A secondary research question drove this part of the study, namely
What interventions reported in scientific literature promote recovery in FSASA?

The manuscript is intended for publication, possibly in Violence against Women. The
specifications as set out by the journals were considered, however for uniformity in the
research report, the manuscript/article was written in the following format: Arial 12, justified,

2.0 spacing and with APA referencing.
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INTERVENTIONS THAT PROMOTE RECOVERY AMONG FEMALE
ADULT SEXUAL ASSAULT SURVIVORS: A RAPID REVIEW

ABSTRACT

This rapid review synthesised the literature on evidence-based therapeutic interventions
for adult sexual assault. Several academic databases were searched (Ebscohost, Web
of Science, Scopus, SA Journals, Cochrane CENTRAL and MEDLINE) for peer-reviewed
articles in English published between 2012 and 2023. The quality of evidence was
analysed using the JBI appraisal tools. A total of 18 papers were included. Findings
suggest that most studies were conducted in specialised clinic settings in the United
States of America (USA). Intervention types included CBT, CPT, image rehearsal therapy
(IRT), brief exposure therapy, neurological integration-based interventions (EMDR,
Modified Lifespan Integration [MLI]) and mindfulness-based interventions (yoga and
physical exercise). Standard components across interventions included
psychoeducation, exposure techniques, and skills training. These findings build upon

findings of other reviews by including strengths-based interventions.

INTRODUCTION

The high prevalence rate of sexual violence against women is a particularly concerning
public health burden (Jewkes & Abrahams, 2002; Shen et al., 2022). Globally, up to one
in three women have experienced physical or sexual violence at least once (WHO,
2021b). Numerous studies have shown that sexual assault may lead to an increase in
overall health problems (Golding et al., 1998; Jina & Thomas, 2013); sexual difficulties
(Deliramich & Gray, 2008; Littleton et al., 2013); psychiatric disorders (Dworkin et al.,
2017), and intra- and interpersonal difficulties (Olatuniji et al., 2010; Salim et al., 2021).
Given the significant impact that these forms of assault can have on the health of survivors

(Campbell et al., 2009; Dworkin et al., 2017; Haskell & Randall, 2019; Petrak, 2002;
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Vanzile-Tamsen et al., 20095), it is crucial to have a comprehensive understanding of the
interventions that are available for this population.

A considerable amount of research focuses on identifying effective psychological
therapies for this population (Lomax & Meyrick, 2022). However, systematic reviews
synthesising the literature on sexual assault focus predominantly on preventative or early
interventions (Dworkin & Schumacher, 2018; Lomax & Meyrick, 2022). Early interventions
typically occur within 24-72 hours of the assault and focus on alleviating immediate
distress and preventing long-term problems (Campbell & Wasco, 2005). These
interventions are typically administered within the emergency services contexts after the
forensic examination of the survivor has been completed, do not typically include long-
term treatments, and are administered before a diagnosis of PTSD can be allocated to
the survivor.

Dworkin and Schumacher (2018) explored the role of early intervention (within one
month of the assault) experiences in developing PTSD after sexual assault. Their review
found that responder contact alone is not typically associated with significant differences
in posttraumatic stress. Still, the service quality and perceptions of interactions with
certain responders appear to impact symptomology. Short et al. (2020) offered an update
and expansion on this review to include interventions that were implemented within 90
days of the assault. They discovered no statistically significant moderating impact of any
of the following: pharmacological versus psychological intervention, the timing of
intervention delivery, the modality of treatment delivery, and universal versus targeted
approach in the treatment of sexual assault survivors. Lomax and Meyrick (2022) looked
at the effect of psychosocial interventions on well-being outcomes for adolescent or adult
victims/survivors of sexual assault in studies conducted before April 2019. Their review

found inconclusive evidence for the effectiveness of psychosocial interventions with
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people who have experienced a recent sexual assault (three months ago). Although these
studies offer valuable insights into the interventions relevant to sexual assault survivors,
they have not highlighted interventions offered to survivors after the acute phases of the
trauma.

Intervention studies investigating long-term interventions predominantly outline the
efficacy of exposure-based approaches such as CPT, PET and EMDR (Parcesepe et al.,
2015). These studies have indicated that exposure-based approaches significantly
reduce symptoms of PTSD and depression by assisting survivors in processing
dissociation and feelings of guilt and anxiety. Parcesepe et al. (2015) reviewed the
effectiveness of mental health interventions for FSASA, synthesising findings of articles
published between 1985 and 2012. They outlined the available interventions and
compared their reported efficacy. Their systematic review found that the seven treatments
(assertion training, clinician-assisted emotional disclosure, CPT, EMDR, PET, SIT, and
supportive psychotherapy) were similarly effective but differed in the delivery style, length
and mental health outcomes assessed. Numerous developments have been indicated in
the literature since 2012, denoting a need for an update on this review. Furthermore, little
is documented about a collaborative approach, integrating a traditional approach with

strengths-based interventions.

AIM OF THE REVIEW

This rapid review aims to identify, organise, and synthesise scientific literature
published between 2012 and 2023 reporting on evidence-based therapeutic interventions
for FSASA. The review findings will inform the design and development of an intervention
guideline for FSASA. The research question driving this study is What interventions

reported in scientific literature promote recovery in FSASA?
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METHODOLOGY

Scientific and ethical approval was obtained from the Optentia Research Unit and the
NWU’'s Health Research Ethics Committee (NWU-00206-21-A1) before the
commencement of the study. Rapid reviews aim to answer a focused question by
systematically searching for and identifying relevant studies, assessing their risk of bias,
and summarising and interpreting all the studies (Higgins et al., 2019). Rapid reviews
follow similar rigorous processes as systematic reviews at an accelerated rate by
delimiting the search period and researchers involved in the process (Garritty et al.,
2021). This rapid review aims to inform decision-making on a policy and practice level
promptly. For trustworthiness and reliability, the evidence-informed guidance offered by
the Cochrane Rapid Reviews Methods group was followed throughout this study (Garritty
et al., 2021) and the PRIMSA reporting guideline was used for reporting results (Liberati

et al., 2009).

Setting the Review Questions

An updated overview of the current evidence-based interventions available to adult
sexual assault survivors will enable the researcher to develop a comprehensive
intervention guideline for practitioners. An outline of the current literature will enable
practitioners to be more intentional in their decision-making when working with this
population. The research question that guided this study was What interventions reported

in scientific literature promote recovery in FSASA?

Setting Eligibility Criteria

The PICO question framework was used to determine the search words for this review
since it offers comprehensive results (Methley et al., 2014). The following search words
were utilised for the search: (P) “rape” OR “sexual assault” OR “sexual violence” (l)

“interventions OR “strategies” OR “best practices” OR “treatment” OR “therapy” OR
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‘program”. Comparison and outcome were not specified to ensure that as many
interventions as possible were included. Publications between 2012 and 2022 were
included to review the most recent literature and build upon previous syntheses that were
concluded in 2012. Only English peer-reviewed articles that outlined their ethical
considerations were included. Since this review focuses on interventions that assist
survivors in recovering from sexual assault, interventions focused on prevention or
bystander-focused interventions were excluded. The emphasis on the evidence-based
nature of the interventions highlighted in this study excluded articles where the

interventions were introduced but not evaluated.

Searching

Databases that were searched included Ebscohost (Academic Search Premier,
African-Wide Information, E-journals, ERIC, PsychINFO and Soclndex), Web of Science,
Scopus and SA Journals, Cochrane CENTRAL and MEDLINE. To compensate for any
deficiency in the retrieval terms, the reference lists of the included articles and relevant
systematic reviews were scanned for additional relevant articles for inclusion (Grayson &

Gomersall, 2003; Papaioannou et al., 2010).

Study Selection and Risk of Bias

Firstly, titles and abstracts were screened by the researcher for inclusion. Articles were
excluded if they focused on perpetrators, bystanders, or clinicians in training since we
were investigating interventions that were directly implemented on survivors. Studies
whose sample included women who experienced childhood sexual abuse or domestic
violence were included if the focus of the intervention was on the sexual assault they
experienced as adults. Studies that included participants under the age of 18 were
excluded. The included articles were then exported to Endnote, and the duplicates were

removed. Thereafter, the researcher discussed the screening criteria for the articles with
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their supervisors. Another round of screening was conducted, during which articles that
focused on military populations and preventative interventions were excluded. This
decision was made to delineate the focus of the review. Afterwards, eligible articles were
exported to Rayann and screened by the researcher and one of the supervisors. During
this round of screening, it became evident that several articles highlighted interventions
that were not evaluated (n=123) and were marked for exclusion. The second supervisor
screened the articles on which the researcher and first supervisor disagreed regarding
inclusion, thus offering a consensus vote. Fourthly, the included articles were exported
from Rayann back to Endnote, and full texts were obtained and imported.

The included articles were categorised in folders labelled by the type of study (quasi-
experimental, randomised control trial [RCT], mixed-method), uploaded to Google Drive,
and shared with the supervisors. The included articles were then quality appraised using
an Excel sheet outlining the criteria for each JBI quality appraisal tool (JBI, n.d) and
charting the relevant studies accordingly. An additional Excel sheet was uploaded for the
supervisors to conduct their quality appraisals of the articles, and the results were
collated. The studies charted in the data-charting form are thus the studies that were
included after the quality appraisal. The PRISMA guidelines provided an outline of the

article exclusion process, as shown in Figure 6.

Data Extraction and Synthesis

The 18 eligible articles were prepared for data extraction manually by highlighting the
relevant aspects of each in different colours. The researcher prepared an Excel sheet
outlining the relevant components of each study. Several items were included in the Excel
sheet, including author, year of publication, title, journal, country, methodology, the
outcomes measured, the measurement tools used, and the interventions’ components. A
single supervisor checked the extracted data’s correctness and completeness, and the
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researcher incorporated relevant changes. After the extracted data was finalised in the
Excel sheet, qualitative content analysis was employed. Thematic analysis is a method
for identifying, analysing, and reporting patterns within data by organising, describing,
and interpreting different aspects of the findings (Braun & Clarke, 2006). Following Braun
and Clarke (2006), a number of steps were followed. In Phase One, the researcher
familiarised themselves with the data by reading all the articles that were included,
thereby obtaining an initial understanding of the articles and possible themes. In Phase
Two, the researcher highlighted several common elements within the study and gave
them code names. These codes included common elements throughout the articles, such
as ‘type of intervention’ and ‘outcomes’ and were tabled in an Excel sheet as noted above.
After that, in Phase Three, the researcher searched for the relevant codes within the data
set and created more defined themes to analyse the data on a broader level. In Phase
Four, the researcher reviewed the themes by tabling them in an Excel sheet and sharing
the table with the supervisors who conducted independent coding. Thereafter, a
consensus discussion clarified the descriptions of each theme. During this phase, it
became apparent that the interventions often measured secondary outcomes, and an
additional column entitled ‘other outcomes’ was added for outcomes that were unique to
specific studies. An additional column was also added to highlight the measurement
instruments used to clarify that different measurement instruments often measure similar
constructs. In Phase Five, we defined and named the themes for the write-up to clarify

how we would set out our analysis in Phase Six.

FINDINGS

A total of 919 articles were screened, 325 full-text documents were reviewed, and 18
articles were included for analysis after quality appraisal. The included articles were
published between 2012 and 2023, with most articles (n=8) published after 2017. The
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table in Addendum 7 presents the 18 articles that met the study inclusion criteria. Figure

6 provides a summary of the review findings.

Figure 6: Summary of rapid review findings

Characteristics of the Studies

Countries of Settings of
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the Congo
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(n=1)

elran (n-=1)

*Canada (n=1)

*Specialised
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*Minimum
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*Online (n=3)
*Research unit
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«Skills training
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A total of eight of the 18 articles included were quasi-experimental, five studies were

RCTs, two were pilot studies, one was a follow-up study, and two were mixed-method

studies. The sample sizes ranged from 14 to 405 and incorporated female participants

aged from 18 years upwards. The studies were conducted in eight countries, namely six

in the USA, four in the Democratic Republic of Congo (DRC), two in Australia, one in

France and one in Sweden, South Korea, Iran and Canada, respectively. Furthermore,

six studies were conducted in a specialised clinic or community centre, three in rural

villages, three in a minimum-security prison, three online and two in a research unit at a

university. All the interventions administered included pre-and post-treatment outcomes.

Follow-up assessments ranged from directly after the interventions to 10 years later.
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Regarding the format of the interventions, seventeen took place face-to-face, seven were
delivered individually, seven were in a group format, and three interventions were a
mixture of individual and group sessions. Only one intervention was individual and online.

The duration of treatment varied from a single session to the most extended, 20 sessions.

Outcomes Measured

Several outcomes were assessed during the implementation of these interventions, in
addition to PTSD symptomology. These included trauma history, PTSD, Axis | disorders
and functional impairment. Some studies measured trauma history (n=5). All the primary
studies measured PTSD (n=15), and some studies (n= 2) utilised more than one scale to
measure PTSD. Studies that utilised EMDR (Allon, 2015; Tarquinio, Brennstuhl, et al.,
2012; Tarquinio, Schmitt, et al., 2012) utilised the Impact of Events Scale (IES) and
subjective distress units to measure participants’ trauma-related symptoms. Rape-related
fears were measured in one study (Littleton et al., 2012) and disruptive nocturnal
behaviours associated with PTSD symptoms in another (Belleville et al., 2018). Axis |
disorders such as depression and anxiety were measured in most (n=10) studies. Only
four studies measured specific facets of depression, such as shame and guilt (n=1),
suicidal ideation (n=1), self-worth (n=1) and rumination related to depression (n=1).
Global functional impairment was measured based on general distress (n=1), the impact

of sexual violence (n=1) and quality of life (n=1).

The Initial Screening and Participant Characteristics

Most interventions included an initial screening of participants before inclusion (Bass
et al., 2013; Belleville et al., 2018; Goodarzi et al., 2020; Littleton et al., 2012; Littleton et
al., 2016; Louison Vang et al., 2020; Nixon, 2012; Nixon et al., 2016; Rajan et al., 2020;
Shors et al., 2018; Tarquinio, Brennstuhl, et al., 2012; Tarquinio, Schmitt, et al., 2012),

Exclusion criteria were predominantly based on severe psychopathology, including
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psychosis, bipolar mood disorder, active suicidality, personality disorders and substance-
related disorders. Only five assessed and reported on the trauma history of the
participants included in the interventions (Allon, 2015; Bass et al., 2013; Littleton et al.,
2012; Littleton et al., 2016; Resick et al., 2012); specifically, the studies conducted in the
DRC evidenced war-related trauma in addition to the assault that appeared to have had
a significant impact on PTSD scores before and after the interventions (Allon, 2015; Bass

et al., 2013).

Intervention Types

The 18 included studies reported on the evaluation of seven different types of
interventions, namely CBT (n=2), CPT (n=3), IRT (n=1), exposure therapies (n=4),
neurological-based integration therapies (EMDR and LI) (n=4), and yoga and mindfulness
meditation (n=3). All the interventions included a psychoeducation component, with some
including exposure techniques in various forms (n = 7) and others incorporating relaxation

techniques (n = 8). These evidence-based interventions will be discussed next.

Cognitive behavioural therapy

Two studies evaluated the S2T program, an online therapist-facilitated program for
rape-related PTSD, with two groups of college women (Littleton et al., 2012; Littleton et
al., 2016). This program utilises cognitive behavioural strategies to address issues
commonly faced by survivors of rape and is built on a combination of psychoeducation
and clinician-facilitated Socratic dialogue. The psychoeducational elements of this
program are focused on the impact of the trauma, relaxation and grounding techniques,
coping strategies, and CBT principles (automatic thoughts, negative cognitions,
posttraumatic beliefs) (Littleton et al., 2012; Littleton et al., 2016). The first study did not
have a comparison group (Littleton et al., 2012); however, the second study (Littleton et

al., 2016) compared groups where the participants took part in an interactive program or
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a self-help website with the same content, incurring similar findings across groups. Both
studies found a significant decrease in PTSD symptomology related to cognitions and
moderate to large-size reductions for general depressive and anxiety symptoms. Littleton

et al. (2016) found that these reductions were maintained upon a 3-month follow-up.

Image rehearsal therapy

IRT is a cognitive behavioural treatment that targets nightmares associated with PTSD
by letting patients rehearse a modified dream script during the daytime to alter the
conditioned association between nightmares and sleep (Aurora et al., 2010). IRT is
particularly effective for chronic nightmares, improves sleep quality, and decreases PTSD
symptom severity (Krakow et al., 2001). Belleville et al. (2018) compared a CBT
intervention with an adjunct component of IRT to a CBT intervention alone. The findings
of this article indicated that both treatment groups showed a significant improvement in
PTSD symptoms; however, combining IRT and CBT did not yield superior results to CBT
on its own. The authors noted several limitations in this study, including a sample of
predominantly students, the inability to differentiate between idiopathic and posttraumatic
nightmares and poor reliability of the PSQI (Pittsburgh Sleep Quality Index) with

measures of disruptive nocturnal behaviours associated with PTSD symptoms.

Cognitive processing therapy

Three articles included studies utilising CPT (Bass et al., 2013; Galovski et al., 2012;
Gutner et al., 2013; Nixon, 2012; Resick et al., 2012). CPT is based on an information-
processing theory of PTSD and includes education, exposure and cognitive components
(Resick & Schnicke, 1992). The first article reported different aspects of a study
conducted in conflict-affected low-income rural villages in the DRC, where the cognitive-
only model of CPT was used (Bass et al., 2013). Bass et al. (2013) reported on the impact

of the intervention on PTSD, depression, and anxiety symptoms. This study found that
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improvements in anxiety, depression, PTSD, and functional impairment were more
significant in the therapy group than in the individual-support group and were maintained
six months after treatment ended (Bass et al., 2013). The authors noted that baseline
differences in symptom severity between symptom groups, differences in group and
individual administration, and supervision of facilitators limit comparability between
groups.

The second article reported on randomised controlled trials where CPT was
administered and individually compared to supportive counselling (Nixon, 2012; Nixon et
al., 2016). The study included one male and 45 females who self-referred and were
diagnosed with acute stress disorder. They completed five to seven weekly sessions of
90 minutes each, individually. Results indicated that more CPT participants reached good
end-state functioning at the 12-month follow-up than in the supportive counselling group.
Limitations of this study included modest sample size and large confidence intervals, no
control group, limited retention of follow-ups and unclear influence of comorbidity on
treatment success.

The third article described a long-term follow-up of a previous study (Resick et al.,
2002) where CPT was compared to prolonged exposure and a minimal attention condition
(Resick et al., 2012). The CPT intervention consisted of cognitive therapy and exposure
in the form of writing and reading about the traumatic event and consisted of 12 sessions
(Resick & Schnicke, 1993). The PET intervention included education-rationale, breathing
retraining, behavioural exposures and imaginal exposures; it consisted of nine sessions
with additional homework sessions (Foa et al., 1994). Resick et al. (2012) found no
statistical differences between the treatment groups, both evidencing significant
decreases in symptoms of PTSD and depression reported in the original study that was

maintained five to 10 years after the initial study.
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Brief exposure group intervention

Exposure-based therapy modalities have an exposure component aimed at integrating
the memory of the assault and are based on the emotional processing theory.
Accordingly, individuals must emotionally activate fear memories in situations where fear-
incompatible information is also available to change the pathological fear networks
associated with PTSD and other anxiety disorders (Foa & Kozak, 1986).

The first study explored the efficacy of a group-based intervention previously delimited
to adolescent survivors of sexual assault on adults (Louison Vang et al., 2020). Although
this study sample included adolescents (aged 13-18) and adults (aged 19-37), a clear
distinction is evident in the findings between the different age groups; therefore, this
article was included. The STEPS program is a step-by-step approach to identifying
problems after sexual assault and pursuing new goals (Bicanic et al., 2014). This program
consists of five components, namely psychoeducation, sensu exposure to sexual assault,
cognitive restructuring of the experience, in vivo exposure by confronting reminders of
the trauma and relapse prevention (Louison Vang et al., 2020). This intervention showed
a statistically significant decrease in PTSD sustained after 12 months when administered
to a group of FSASA in a Danish rape centre. This study did not include a control group,
and participants received individual supportive sessions in addition to the STEPS
program; these factors could have contributed to the decrease in participants’ symptoms.

There were three quasi-experimental studies that investigated a brief exposure group-
based intervention in the context of minimum-security prisons in the USA (Karlsson et al.,
2014; Karlsson et al., 2020; Karlsson et al., 2021). The therapy was conducted over eight
90-minute sessions. These sessions included psychoeducation, imaginal exposure,
challenging trauma-related cognitions, and relapse prevention. The first study (Karlsson

et al., 2014) was a pilot study conducted with 14 female prisoners, participant trauma
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history was not formally assessed, and follow-up assessments were not completed. The
second study (Karlsson et al., 2020) reported on six separate groups that were conducted
with 32 women. The third study (Karlsson et al., 2021) examined data from 57
incarcerated women who completed SHARE and provided follow-up data while still
incarcerated. In all three studies, participants showed significant decreases in depression
and generalised anxiety disorder symptoms post-treatment (Karlsson et al., 2014;
Karlsson et al., 2020; Karlsson et al., 2021). This reduction was maintained during the
three-month follow-up period (Karlsson et al., 2021). For all three studies, the authors
reported that the sample was homogenous, no control groups were used and that findings
could not necessarily be generalised to other facilities owing to differences in facility

characteristics.

Neurological integration-based interventions

There are two interventions that require specialised training in protocol administration:
EMDR and MLI. The first, EMDR, is a therapeutic approach based on the adaptive
information processing (AIP) model (Solomon & Shapiro, 2008). EMDR uses
standardised protocols to access information that has been stored in a dysfunctional
manner to stimulate the innate processing system and facilitate dynamic linkages to
adaptive memory networks, thereby allowing the characteristics of the memory to change
as it transmutes to an adaptive resolution (Shapiro & Maxfield, 2002; Solomon & Shapiro,
2008). There were three studies using EMDR with sexual assault survivors that were
included in this study (Allon, 2015; Tarquinio, Brennstuhl, et al., 2012; Tarquinio, Schmitt,
etal., 2012).

The first article (Tarquinio, Schmitt, et al., 2012) evaluated the use of the standard
EMDR protocol on a group of six women who experienced sexual assault perpetrated by
an intimate partner. Their findings indicated a significant and gradual decrease in PTSD,
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depression, anxiety, and perceived disturbance as treatment progressed. This study was
limited in its generalisability due to its small sample size and exclusion of participants who
experienced other traumas that could lead to elevations in Axis | disorders.

The second article combined several EMDR protocols and psychological debriefing
into a single session administered in an emergency room on women who were assaulted
within 24 to 76 hours before the presentation (Tarquinio, Brennstuhl, et al., 2012).
Posttraumatic stress state scores measured by the IES decreased and remained stable
at the four-week and six-month follow-up intervals. This study did not include a control
group. In contrast to previous studies that used the standard protocol, the subjective
distress score did not reduce to zero. The authors indicated the importance of integrating
debriefing for more vulnerable targeted victims or including a debriefing component in the
group treatment. In addition, problems with sexual intimacy were maintained, indicating
a need for additional sexual-therapeutic treatment in conjunction with this approach.

The third article compared a standard EMDR protocol administered individually and an
EMDR Integrative Group Treatment Protocol (EMDR-IGTP) (Allon, 2015). Although both
protocols decreased posttraumatic stress state scores, findings suggested that the
standard EMDR protocol was the most effective. The authors noted that the results could
have been influenced by characteristics prevalent in the EMDR-IGTP group, including the
severity of the trauma experienced, unstandardised measurement of subjective units of
distress, and limited screening practices. There was also no control group in this study.

MLI is a similar intervention requiring specialised accreditation. This intervention uses
a specific protocol to transform the index trauma into an episodic memory in the
traumatised individual's chronological timeline so that the limbic system stops perceiving
it as a potential threat (Pace, 2003). As opposed to EMDR, this memory integration is

focused on unintegrated ego states in the self-system (Hu, 2014). Rajan et al. (2020)
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evaluated the effect of a single-session treatment of this approach on Swedish women
who experienced a single sexual assault. Their study found that there was a PTSD
symptom reduction at the three-week follow-up that remained stable at the six-month
follow-up and a moderate decrease in the general psychological distress of participants
in the treatment group. This study only included participants who experienced a single
sexual assault, differing significantly from previous studies that assessed interventions on
participants with multiple traumas. In addition, no demographic variable data was
collected to contextualise the findings. Lastly, a waiting list with a very short follow-up

period was used, which could have exaggerated the efficacy of the intervention.

Mindfulness-based interventions

Based on the research, there are three interventions that incorporated a more body-
centred approach, combining meditation, body scanning and/or mindfulness exercises.
According to Szoke and Hazlett-Stevens (2019), mindfulness may assist survivors in
decreasing the avoidance, hyperarousal, and occurrence of negative thoughts associated
with PTSD by increasing attitudes of acceptance of the present moment and self-
compassion. A total of three articles included in this review can be categorised as
mindfulness-based.

Lee and Cha (2021) developed a virtual reality-based intervention incorporating
mindfulness meditation and reflective writing delivered through smartphones. Their
sample included females aged 19 to 24 who experienced sexual violence (rape, sexual
abuse, or sexual harassment). The experimental group completed the intervention, and
the control group practised audio-guided mindfulness meditation. Significant
improvements in perceived social support, negative impact from sexual violence and
suicidal ideation scores were evident in both groups. Analysis of the reflective writing
indicated that several themes emerged in participant experiences. Accordingly, the
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participants were able to objectify sexual violence, realise that they were able to heal by
engaging in the process of confronting issues and relinquishing emotions and felt
consoled by realising that others had similar experiences to their own. The small sample
size inhibits the generalisability of the findings of the study. In addition, no control group
was used, and intervention engagement was measured through self-report.

Shors et al. (2018) compared four groups of women by offering them mental and
physical (MAP) training, focused attention meditation alone, aerobic exercises or no
training. Findings indicate the MAP training led to a significant increase in self-worth
scores and significant decreases in trauma-related cognitions and ruminative thoughts
evident in women who experienced sexual violence. These findings indicate that
combining MAP training is more effective than either component alone. The authors did
not report attrition rates and did not assess mindfulness as an outcome.

Goodarzi et al. (2020) evaluated an eight-week intervention program that combined
mindfulness and artmaking with 16 FSASA in Iran aged 20-49. This intervention was
based on a modified mindfulness-based art therapy protocol (Monti et al., 2012), with
sessions comprised of teaching and practising the foundations of mindfulness and an art
activity related to the mindfulness content discussed in the session. A significant decrease
in depression, anxiety and shame scores was evident in the experimental group at the
post-testand follow-up. This study included participants with moderate symptom severity,
which may not apply to participants with more severe symptoms. The IES-R used to
measure PTSD does not fully cover the PTSD definition as noted in the newest Diagnostic
Statistical Manual (American Psychiatric Association, 2013a). The strength of this
evidence was limited since the study had a small sample size, gave no description of the

control group treatment and did not allow sufficient information to be replicated.
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DISCUSSION

The review identified 18 studies that met the eligibility criteria. The studies included
various interventions administered in different arrangements and contexts, offering a
holistic view of options available for survivors. Similar to Lomax and Meyrick (2022)
overall, most studies were subject to a high risk of bias, resulting in poor internal and
external validity, reflecting common limitations in their design. Not all the studies reported
on the demographic variables of their samples, those that did showed homogenous
samples that were predominantly Caucasian, except those conducted in the DRC.

PTSD was used as the primary outcome that was measured to determine the efficacy
of the interventions for sexual assault survivors. Although most of the interventions
assessed PTSD, this outcome was not measured by the same psychometric measures
throughout. Therefore, equivalent comparisons of intervention effectiveness were not
possible. This review was not limited to interventions solely focused on PTSD (Dworkin
& Schumacher, 2018; Oosterbaan et al., 2019) and, similar to previous reviews,
incorporated articles that looked at several mental health outcomes (Heard & Walsh,
2021; Lomax & Meyrick, 2022; Short et al., 2020). Most of the studies included an initial
screening of participants before inclusion, and exclusion from intervention participation
was predominantly based on severe psychopathology. In total, seven different
intervention types were identified in this review.

Several differences and similarities emerge when comparing this review with previous
evidence syntheses on this topic. Time passed since the assault was not an exclusion
criterion for article inclusion, expanding findings beyond previous early intervention
syntheses (Dworkin & Schumacher, 2018; Lomax & Meyrick, 2022). Although the time
frame used in this study overlaps with those included in previous reviews (Dworkin &

Schumacher, 2018; Heard & Walsh, 2021; Lomax & Meyrick, 2022; Oosterbaan et al.,
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2019; Short et al., 2020), this review extends beyond the last search date of 2019 to
include articles that span until 2022. This inclusion of more recent articles added a group-
based CBT intervention (Louison Vang et al., 2020), a brief exposure group intervention
(Karlsson et al., 2020; Karlsson et al., 2021), an MLI intervention (Rajan et al., 2020) and
three mindfulness-based interventions (Goodarzi et al., 2020; Lee & Cha, 2021; Shors et
al., 2018) that were not included in the previous reviews. The absence of mindfulness-
based interventions in the previous reviews suggests that this is a relatively new type of
intervention available to survivors. Intervention types included in previous reviews but not
found in articles that met the inclusion criteria of the current review are art and drama
therapy, SIT (Heard & Walsh, 2021), and progressive muscle relaxation (Lomax &
Meyrick, 2022). This review's results align with previous evidence showing that most
intervention evaluations are CPT-based (Lomax & Meyrick, 2022). Common components
across the interventions were a psychoeducation component, with some including
exposure techniques in various forms and others incorporating relaxation techniques.
The absence of studies conducted in the South African context is glaring and motivates
further investigation. The South African studies initially found in the database search
stage of this review were all case studies that were excluded based on the inclusion
criteria. There is, therefore, a clear need for more robust evidence-based investigations

in the form of RCTs within this context to inform practice.

LIMITATIONS

This study identifies an important knowledge gap in the literature concerning
interventions for sexual assault survivors but has several limitations. This review was
limited to English peer-reviewed articles that excluded participants under 18 years of age.
The timeframe limitations may have excluded several interventions that have been noted
in earlier reviews. No meta-analysis was included in this rapid review that could indicate
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how the interventions compare in terms of efficacy. Interventions focused on IPV, and
multiple types of traumas were excluded from this review. Consequently, participants may
not be representative of the clinical and social complexity most patients’ psychotherapists
see in their practices. In addition, several interventions were found in the initial search of
the databases but were excluded since they were not formally evaluated. Case studies
were excluded from this review due to their poor evidence quality - this had the

unintended effect that South African articles were excluded from the review.

RECOMMENDATIONS

This review expands on the intervention synthesis literature by including mindfulness-
based interventions, indicating a promising new avenue for future research. More
randomised control and quasi-experimental studies evaluating interventions are required
within the South African context. The researcher is aware of two interventions used in
practice that could not be included in this review due to a lack of empirical studies
published on these. These interventions include Brain Working Recursive Therapy and
the WITS trauma model. It is, therefore, recommended that clinicians focus on formally
evaluating these interventions to expand on the evidence-based interventions available
to this population.

This review highlighted several components crucial to successful interventions, namely
psychoeducation, exposure, and skills development. The importance of screening
participants before inclusion, assessment tools used to assess outcomes, timing and
duration of interventions and delivery methods were also outlined. These components
should be considered in future intervention development for this population. Studies
investigating the prevalence of participant strengths may open new avenues of
exploration for intervention development for this population that is strengths-based and
not deficit focused. Furthermore, studies focused on participant experiences of these
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interventions that go beyond measurable outcomes could highlight additional factors that

may affect efficacy and attrition rates.
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SECTION B - STUDY 2 (CONVERGENT MIXED METHOD STUDY-
QUANTITATIVE SECTION)

In Manuscript 1, the intervention components that are crucial to alleviating sexual
assault survivor distress were identified. The concerns regarding the transferability of
these interventions to the South African context noted in the literature review opened a
new avenue of exploration that the researchers aimed to address. For a clearer
understanding of the survivors' perspectives, it was crucial to investigate their
experiences of what contributed to their recovery. From this perspective, the next step in
this dissertation was to conduct a convergent mixed-method study.

In this study, we recruited online participants to complete questionnaires that included
scales and open-ended questions. The quantitative section enabled the researchers to
evaluate the relationships between the relevant variables (PTSD, resilience, PTG and
PWB) and divide the participants based on their scoring profiles. The second manuscript
describes the relationships between the different variables focusing on the findings from
the EFA. Understanding how these variables are related enabled the researcher to

highlight which variables would offer survivors the most effective intervention for recovery.
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MANUSCRIPT 2:THE RELATIONSHIP BETWEEN POSTTRAUMATIC
STRESS, PSYCHOLOGICAL WELL-BEING, RESILIENCE AND
POSTTRAUMATIC GROWTH IN A SOUTH AFRICAN SAMPLE OF
ADULT SEXUAL ASSAULT SURVIVORS.

PREFACE

The manuscript forms part of a larger study, which comprises three phases:
e Phase One — Rapid review (Manuscript 1);

e Phase Two — Convergent mixed-method study quantitative (Manuscript 2);
— Convergent mixed-method study qualitative (Manuscript 3); and

e Phase Three — Intervention guideline design (Manuscript 4).

The manuscript that follows reports on Research Objective 2: “To analyse the relationship
between demographic variables, PWB, resilience, and PTG of a group of FSASA residing
in the Gauteng Province”. The following secondary research questions drove this part of the
study: What is the relationship between demographic variables, PWB, resilience, and PTG
of a group of FSASA residing in Gauteng Province? (Empirical research: Quantitative data
from convergent mixed-method).

This manuscript reports on the quantitative findings of a convergent mixed-method
study, using descriptive statistics to describe the sample and their scores and EFA to
highlight the relationships between different variables (PTSD, PTG, resilience, PWB)
prevalent in the sample obtained through assessment with validated psychometric
measures. The manuscript is intended for publication, possibly in Violence Against
Women. The specifications as set out by the journals were considered, however for
uniformity in the research report, the manuscript/article was written in the following format:

Arial 12, justified, 2.0 spacing and with APA referencing.

ABSTRACT
Limited research has focused on the prevalence of strengths-based trauma responses

following sexual assault in South African women. This article reports on the quantitative
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findings from a convergent mixed-method study that was conducted to investigate the
recovery experiences of FSASA in South Africa. Quantitative data was collected to
assess demographic variables, PTSD, PWB, resilience, and PTG in a group of 50 self-
referred FSASA. Participants were recruited through posters placed at NGOs and a
targeted social media campaign that incorporated purposive sampling. These participants
completed an online survey anonymously. Descriptive statistics, including means and
standard deviations, reliability coefficients, and correlations, were calculated with SPSS.

Despite 68% of the participants scoring above the threshold for PTSD, the participants
seemed to be doing well overall, with high means for PWB, average resilience levels and
high scores for PTG. Correlations between latent and demographic variables indicated
that the passage of time lowered PTSD and increased PWB, and time spent in therapy
affected PWB positively. Given the small sample size that led to poor reliability indices in
some measures, findings should be interpreted with caution.

Keywords: Sexual assault, Mental health seeking, South Africa, mixed-methods

INTRODUCTION

Most research focuses on pathological (PTSD) rather than strengths-based (PWB,
resilience and PTG) responses to sexual assault. Numerous studies over decades have
consistently shown that the impact of sexual assault on the mental health of individuals
is one of the most severe of all traumas, causing multiple, long-term adverse outcomes
(Boyd, 2011; Briere & Jordan, 2004; Broman-Fulks et al., 2007; Campbell et al., 2009;
Chivers-Wilson, 2006; Kilpatrick & Acierno, 2003; Krakow et al., 2001; Tamuli et al., 2013;
Temple et al., 2007). Although numerous scholars have written about the harmful effects
of sexual assault on mental health, the possibility of alternative mental health trajectories
has recently been investigated (Bonanno, 2013; Steenkamp, 2011; Steenkamp et al.,
2012). Some international studies have reported the high prevalence rates of PTG in
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sexual assault survivors (Cole & Lynn, 2010; Gwynn, 2008; Kunst, 2011). In a South
African study with childhood sexual abuse survivors, 60% of the participants manifested
PTG and 42% manifested PWB (Walker-Williams et al., 2012).

Studies investigating the interrelation between pathological and strengths-based
trauma responses offer conflicting results due to inconsistencies in the definition of the
variables measured (Bensimon, 2012; Bonanno, 2013; Elderton et al., 2017; Steenkamp,
2011). This study has utilised the most prevalent definitions of each variable to shed light
on this interaction. In addition, there is a gap in the literature pertaining to how these
variables manifest and relate to one another in the South African population. The research
question driving this study was What is the relationship between demographic variables,
PWB, resilience, and PTG of a group of FSASA residing in the Gauteng Province? To
contextualise the discussion on the prevalence and interrelation of- and the relationships
between the variables measured in this study successfully, the definitions used for each
variable must be clarified. As such, each variable is defined below, followed by a brief

literature description denoting the prevalence amongst relevant sample groups.

Posttraumatic Stress in Sexual Assault Survivors
The behavioural, somatic and psychological reactions associated with rape are closely
related to PTSD symptomology (Padmanabhanunni & Edwards, 2016). Therefore, it is
not surprising that rape is associated with the highest frequency of PTSD when compared
to other traumatic events (Dinan et al., 2004; Foa & Rothbaum, 2001; Kaminer et al.,
2008; Padmanabhanunni & Edwards, 2013). PTSD is a psychological response to a
traumatic event comprising 17 symptoms grouped in three clusters; re-experiencing the
event, avoidance, and numbing and hyperarousal (American Psychiatric Association &
Association, 2013). Women who experience behaviours typical of freeze response are
more likely to have a greater degree of PTSD symptomology after the assault (Bovin et
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al., 2008; Rizvi et al., 2008). From the psychosocial framework, PTSD is not seen as a
separate outcome but rather as a process indicating a need for cognitive and emotional
processing of the new trauma-related information (Joseph & Linley, 2008b). During this

process, survivors can experience a deficit in their PWB.

Psychological Well-being in Sexual Assault Survivors

PWB is a multidimensional concept encompassing emotional, mental and social well-
being that involves different aspects of the self, such as affect, cognition and behaviour
(Wissing & Van Eeden, 2002). The MHC model considers positive mental health as
flourishing, not only by the absence of psychopathology (Keyes, 2005). The MHC model
has six dimensions (self-acceptance, positive relations with others, autonomy,
environmental mastery, purpose in life and personal growth) and focuses on the
individuals' evaluations of their public and social lives in terms of emotional-, social- and
PWB (Keyes, 2005). South African communities can be high-risk environments where
inequality and its associated psychosocial problems prevail, and citizens are predisposed
to multiple and continuous trauma, which tends to have a cumulative negative effect on
their psychological health (Atwoli, 2015; Joubert et al., 2022; Peltzer et al., 2007). Thus,
an individual's overall functioning is impacted by how resilient they are in the face of life

stressors and traumatic events.

Resilience in Sexual Assault Survivors

Most definitions of resilience include a concept of healthy, adaptive or integrated
positive functioning over time in the aftermath of adversity (Southwick et al., 2014).
Measuring resilience is significantly influenced by whether it is seen as a trait grounded
in personal characteristics (Connor & Davidson, 2003) or a psychosocial concept (Ungar,
2018). Ungar (2018) explains that resilience encompasses the capacity to navigate the

psychological, social, cultural, and physical resources that sustain our well-being and
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negotiate for these resources to be provided in meaningful ways. Therefore, rather than
being a static outcome, resilience is promoted by an interplay between protective factors
within the individual and environmental factors that facilitate better outcomes (Liebenberg
& Moore, 2018; Masten, 2014). Ponce-Garcia et al. (2015) reported that social and
cognitive factors such as social support, social skills, prioritising and planning behaviours,
and goal efficacy determine resilience. According to Steenkamp (2011), sexual assault
survivors experience recovery instead of resilience to the trauma. There were four distinct
recovery trajectories that were identified following sexual assault, namely high chronic,
moderate chronic, moderate recovery and marked recovery. Accordingly, most sexual
assault survivors will see a gradual decline in symptoms even if highly distressed in the
immediate weeks post-assault; however, clinical intervention may be necessary for those

who experience a chronic trajectory.

Posttraumatic Growth in Sexual Assault Survivors

In contrast to resilience, PTG refers to the positive psychological change in people that
goes beyond an ability to resist and not be damaged by highly stressful circumstances,
involving a movement beyond pre-trauma levels of adaptation (Tedeschi & Calhoun,
2004). This growth occurs through the cognitive restructuring of the trauma survivor's
assumptive world when their pre-trauma assumptive beliefs are challenged and forced to
appraise and derive new meaning from the traumatic experience (Calhoun et al., 2010).
Specifically, PTG can be seen in the success with which individuals coping with the
aftermath of trauma reconstruct or strengthen their perceptions of self, others, and the
philosophy of life (Tedeschi & Calhoun, 1996a). When compared to motor vehicle
accident and bereavement victims, sexual assault survivors reported lower levels of

psychological growth (Shakespeare-Finch & Armstrong, 2010).
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PTG in IPV survivors have been measured in both quantitative and qualitative studies.
Interestingly, quantitative studies utilising the PTGI showed that some IPV survivors
report changes in all the domains of PTG (improved relationships with others, personal
strength, spiritual growth, new possibilities and appreciation for life) (Elderton et al.,
2017). Accordingly, the appreciation of life domain was most consistently affected (Cobb
et al., 2006; Grubaugh & Resick, 2007; Kleim & Ehlers, 2009), followed by the personal
strength domain (Grubaugh & Resick, 2007; Kleim & Ehlers, 2009). Qualitative studies
have also found themes related to the PTGI domains in the narratives of interpersonal
survivors. These included growth in terms of behavioural components that built personal
strength (Senter & Caldwell, 2002; Taylor, 2004), improved relationships with others
(Hou et al., 2013; Senter & Caldwell, 2002; Taylor, 2004) and the appreciation for life
(Hou et al., 2013; Senter & Caldwell, 2002). Elderton et al. (2017) identified several pre-
trauma, peri-trauma and post-trauma variables that influenced whether an IPV survivor
would experience PTG in their systematic review. Pre-trauma variables included age
(Grubaugh & Resick, 2007), ethnicity (Frazier et al., 2004; Kleim & Ehlers, 2009),
education level (Grubaugh & Resick, 2007) and prior sexual victimisation (negatively
correlated with growth) (Cole & Lynn, 2010). Regarding peri-trauma variables, some
studies found that the severity of the assault seemed to lead to positive change (Cobb
et al., 2006; Song, 2012), whereas others did not (Kennedy et al., 1998). Regarding post-
trauma variables, initial trauma-related distress and optimistic expectancies directly

influenced perceived growth following adversity (Updegraff & Marshall, 2005).

Interrelations Between Posttraumatic Stress Disorder, Personal Well-being,

Resilience and Posttraumatic Growth

The Resilience Portfolio model guided the variables measured in this study (Hamby et
al., 2018). This model integrates theory and research on resilience, positive psychology,
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PTG, and coping, providing a more comprehensive understanding of the health and
thriving processes in individuals exposed to adversity (Grych et al., 2015). The model
proposes that an individual's psychological health after exposure to violence is
determined by the characteristics of the adversity, the assets and resources available to
them, as well as their behavioural responses (Grych et al., 2015). In line with this model,
some studies have examined how these strengths-based variables intersect.

Conceptual coherence has been found between measures of constructive coping,
PTG, and psychological wellness (Walker-Williams et al., 2012). Women who scored high
on PTG showed more PWB than those who did not, notably in the dimensions of life
purpose and environmental mastery (Ruini et al., 2013). PTG facilitates new wisdom,
leading to better PWB and greater life satisfaction (Calhoun et al., 2010; Triplett et al.,
2012). PWB and PTG both encompass elements of spirituality; thus, an increase or
decrease in spirituality can lead to changes in both variables (Kennedy et al., 1998).
Resilience-enabling behaviours such as acceptance coping and utilisation of support
networks are positively associated with perceived growth and negatively associated with
adverse stress reactions (PTSD) (Cole & Lynn, 2010).

Conversely, studies defining resilience as resistance to PTSD following adversity
instead of a process of recovery (Bonanno, 2004; Bonanno et al., 2006; Levine et al.,
2009), found an inverse relationship between PTG and resilience. Levine et al. (2009)
offer two explanations for this finding. Firstly, trauma survivors with characteristics that
make them less vulnerable to PTSD are not as challenged by the meaning-making
process inherent in PTG and will therefore display fewer indications of growth. Secondly,
if PTG is seen as unrealistic optimism, individuals who have high levels of resilience are
less likely to resort to reporting this outcome since they have a reduced need for wishful

thinking (Levine et al., 2009). Therefore, findings from studies investigating the
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relationship between PTG and PTSD have offered conflicting results. Whereas five
studies reported no significant relationship between these variables (Borja et al., 2006;
Cobb et al., 2006; Grubaugh & Resick, 2007; Kunst, 2010; Kunst, 2011), three studies
found a negative correlation between growth and distress (Cole & Lynn, 2010; Frazier et
al., 2001; Frazier et al., 2004) and one study found a curvilinear relationship between

these variables (Kleim & Ehlers, 2009).

AIM OF THE STUDY

The present study was conducted to examine whether the life outcomes of sexual assault
survivors are generally only deficit-based or whether strengths-based variables are
prevalent. This study focused on PTSD, PWB, resilience and PTG in a sample of South
African FSASA. The research question guiding this study was What is the relationship

between demographic variables, PTSD, PWB, resilience and PTG?

METHOD

Study Procedure

Before the commencement of the study, this proposal was sent for review by readers
within the Optentia Scientific Committee of the NWU and ethical approval was obtained
from the NWU Health Research Ethics Committee (NWU-00206-21-A1) (Addendum 1).
Participants were recruited via a targeted social media campaign (Addendum 6) that
asked participants to complete online surveys anonymously on a website specifically
developed for the study. Participants were also asked to refer a friend upon completing
the survey, if they could. The sample included 50 adults (18 years and older) and South
African women residing in the Gauteng Province. Women were included if they
experienced a sexual assault more than three months prior to disclosing the trauma,

received some form of trauma counselling or debriefing, and felt they could contribute to
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the study. Potential participants were excluded if the assault did not occur in adulthood
(they were younger than 18), only experienced sexual assault during childhood, and were
involved in a criminal trial during data collection. After providing informed consent,
participants completed the online surveys that included a demographic questionnaire and
four standardised questionnaires and were reimbursed with an R30 data voucher.
Throughout the online completion, the participants had access to a real-time chat box to
ask questions and request a referral for additional services. The researcher's contact

details and a list of free referral services were visible on each site page.

Participants and Setting

A description of the sample is outlined below (with percentages kept to the first decimal
point for clarity). A more detailed table is available in Addendum 8. Women ranged in age
from 18 to 60 at the time of the survey (M =29.48, SD = 10.01). In terms of ethnicity, the
sample included Black (68%), White (26%) and (6%) mixed-race women. When asked
about relationship status, 42% were in a relationship, 40% were single, 10% were
married, 4% were separated and 4% were divorced. The sample was well educated (58%
completed school until matric and 12% finished post-graduate studies). The sample
experienced high levels of trauma, with 64% experiencing more than one assault varying
from two (18%) or three times (18%) to more than four times (10%). The time since the
last assault was between less than a year (37.5%) and more than 20 years (4.2%). In this
sample, 72% of the participants knew the perpetrator, with the relationship varying in
closeness. Less than half (40%) of the participants reported the assault to the police, and
of these, 26.5% found the police unhelpful, and only 12.2% saw them as helpful. Whereas
26% of participants did not disclose the assault, 54% disclosed it to a person they trusted
(including a friend, a family member, or a partner), and 12% spoke to a professional
person. Even though 36% of participants reported that they did not receive support, some
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sources of support included informal support (friends, family, and partners) (44%) and
formal support (NGOs and therapists) (6%). In terms of help-seeking behaviour, 52.2%
of participants went for therapy. The time they waited to attend therapy ranged from a
month to after more than 5 years. Sites of delivery for therapy included free services
(NGOs, churches, government services; 36.3%), private therapists (20.5%), and
numerous providers (2.3%). The duration of therapy ranged from only attending one
session (10%) to a few years of attending therapy (10%). Therapy was deemed very

helpful by 32%, somewhat helpful by 16%, and not at all helpful by 8% of the participants.

Quantitative Measures
Guided by the Resilience Portfolio model as a framework, the participant's exposure to
violence was highlighted (demographic questionnaire), and the resources and assets of
the individual (ARM and PTGI), as well as their psychological health, were measured
(MHC-SF, PCL-5). The measures assessed demographic characteristics, PTSD, MWB,
resilience and PTG. All the measures used in this study have been validated for use with
the South African population. The questions were set out in three different languages;
English, Afrikaans and Sesotho, and the participant could answer them in their home
language. A professional translator translated the questionnaires initially, alongside the
answers when data collection was complete. In cases where a language other than
English was used, forward and backward translations were utilised.

The demographic questionnaire gathered demographic and background information
on the participants. The questions were based on the necessary biographical information
for a meaningful sample description. Personal characteristics included age, ethnicity,
gender, relationship status and occupation. Questions on sexual assault history,
relationship to the perpetrator, as well as access to mental health services and informal
support were included. Time frames in which the sexual assault occurred were added
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since time plays a role in acute stress symptomology (American Psychiatric Association,
2013b). Questions outlining reporting to the police were also included.

The PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2013) was used to assess
posttraumatic stress symptoms experienced within the last month in line with DSM-5
diagnostic criteria. The 20 items evaluate four subscales, namely re-experiencing,
avoidance, negative alterations in cognition and mood, and hyper-arousal. All items start
by asking, "In the past month, how much were you bothered by...", and some examples
of completed questions are "...repeated, disturbing dreams of the stressful experience?",
"...feeling very upset when something reminded you of the stressful experience?",
"...blaming yourself or someone else for the stressful experience or what happened after
it?" and "...having difficulty concentrating?". This questionnaire has shown good reliability
within South African studies (a = 0.95) (Makhubela, 2018) (a = 0.97) (Kagee et al., 2022).

The participant's mental health was evaluated utilising the MHC-SF (Keyes, 2005,
2009). The 14 elements on this scale range from never (coded as 1) to every day (coded
as 6) and are measured on an ordinal scale. Participants are asked to rate how often
each of the descriptions, such as "engaged in life," "that people are generally decent,"
and "confident to think or express your views and opinions," they experienced during the
preceding month. In total, three items measure emotional well-being, six measure PWB,
and five measure social well-being. The MHC-SF has demonstrated excellent internal
consistency (> 0.80) and discriminant validity, among other countries, in the USA, the

Netherlands, and South Africa (Keyes, 2005, 2007, 2009b; Lamers et al., 2011).

The Revised Adult Resilience Measure (ARM-R) (Resilience Research Centre, 2018)
is a 5-point Likert-type scale (1 = not at all; 5 = a lot), self-report, 28-item measure of
resilience-promoting resources and is based on a socioecological framework of resilience
(Ungar, 2018). Higher scores indicate more resilience-enabling resources and, thus,
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greater potential for resilience. The ARM consists of eight clusters which represent three
subscales of resilience resources: i) individual capabilities (personal skills, peer support,
and social skills clusters); ii) relationships with important individuals (physical and
psychological caregiving clusters), and iii) contextual factors that promote a sense of
belonging (spiritual, educational, and cultural clusters). In a South African study
conducted by Bemath et al. (2020), the internal consistency reliability of the total ARM-R
was a = 0,88, and for the subscales, individual resources = 0.79, relational resources =
0.83, contextual resources = 0,62.

The PTG/ (Tedeschi & Calhoun, 1996Db) is a 21-item measure of positive life changes
after trauma. The items are rated on a 5-point Likert scale ranging from 0 (I did not
experience this change) to 5 (I experienced this change to a great degree). The PTGI
yields a total score as well as five subscale scores. The 21 items were summed to assess
the extent of PTG. The subscale scores include appreciation of life (three items); new
possibilities (five items); personal strength (four items); spiritual change (two items), and
relating to others (seven items). The PTGI has shown good reliability in previous South
African studies of trauma survivors, with a total Cronbach’s alpha ranging from 0.95

(Walker-Williams, 2012) to 0.76 (Mason, 2019).

Data Analysis

Descriptive statistics, including means and standard deviations, reliability coefficients,
and correlations were calculated with SPSS 27 (IBM Corporation, 2021). CFA could not
be performed due to the small sample size. A decision was made to perform an EFA in
SPSS 27 (IBM corporation, 2021) for the questionnaires to find any possible underlying
factors or combinations of items not identified in previous samples. An EFA in SPSS
consists of two steps that are repeated until all included items have been allocated to a
specific factor. The first step is Principal Component Analysis (PCA), to identify the
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possible number of underlying factors according to Eigenvalues > 1.00. In the second
step, Principal Axis Factoring (PAF), each item is assigned to one of the possible
identified factors according to its highest loading. If all items show acceptable factor
loadings (> .30), the EFA is complete. If not, the items with low loadings are removed
from the analysis and the two steps (PCA and PAF) are repeated. The cut-off value is set
at .30 because the exploration of factors should not be so strict that important, collected

information is lost.

RESULTS
The following section provides the quantitative results of the study. The table below

presents the descriptive and reliability statistics.

Table 5: Descriptive statistics and reliability coefficients

Variable M SD a Q

1 Posttraumatic stress (1-100) 66.31 19.50 0.95 0.96
a Re-experiencing (1-5) 3.35 1.15 0.95 0.95
b Avoiding (1-5) 3.76 1.04 0.80 0.82
c Negative cognitions (1-5) 3.84 1.17 0.87 -

2. Mental well-being (1-6) 3.68 1.19 0.94 0.94
a Emotional well-being 3.77 1.35 0.82 0.85
b Social well-being 2.97 1.37 0.87 0.87
c PWB 4,22 1.22 0.88 0.89
3. Resilience(1-5) 3.29 0.90 0.89 0.90
a. Personal 3.70 1.01 0.79 0.80
b. Relational 3.09 1.18 0.88 0.88
c Contextual 3.16 1.1 0.80 0.80
4 Posttraumatic growth (1-5) 3.64 1.05 0.94 0.95
a Personal strength 3.96 1.02 0.61 -

b New possibilities 3.59 1.33 0.91 0.92
c Improved relationships 3.97 1.11 0.89 0.89
d Spiritual growth 3.09 1.36 0.83 0.83
e.  Appreciation for life 3.51 1.46 0.80 -

M = Mean; SD = Standard deviation; a = Cronbach’s alpha; Q = Omega reliability coefficient

The acceptable cut-off value for both reported reliability coefficients is .70 (Cohen,

1988; Hayes & Coutts, 2020); thus, all included measures showed acceptable reliability.
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The only exception was the variable personal strength (a first-level variable of PTG),
which showed a Cronbach's alpha of .61. Omega could not be calculated for this variable,
as it only consisted of two items.

Each questionnaire's results should be interpreted according to the measuring scale
used, namely the PCL-5, and ARM-R (with a scale of 1 to 5), the PTGI (0 to 5) and the
MHC-SF (1 to 6). Originally, the PCL-5 was measured on a 0 to 4 scale, with total scores
= 33.00 indicating a possible diagnosis of PTSD. The scale of 1 to 5 used in this study
meant that the threshold for a possible PTSD diagnosis needed to be adapted to = 41.25
for this specific sample. The PCL-5 overall mean was calculated at 66.31, much higher
than the proposed threshold, with a standard deviation of 19.50, giving a range of 46.81
to 85.81 for about 68% of the participants, indicating a highly symptomatic sample.

The participants seemed to be doing well mentally (M = 3.68, SD = 1.19), with quite a
high mean for PWB (M = 4.22, SD = 1.22) on the measurement scale of 1 to 6. However,
the mean score for social well-being fell below the median of 3.50 at 2.97 with a high SD
of 1.37. These scores should be evaluated with caution, as the respective SD-values all
fell outside the acceptable range of -1.00 to +1.00, indicating that the scores were more
widely distributed around the mean than preferable.

According to the ARM-R's overall mean, the participants showed average levels of
resilience (M = 3.29, SD = 0.90). According to the authors, the 17-item scale consists of
two subscales, personal and relational resilience (Resilience Research Centre, 2018).
However, a third subscale emerged throughout the statistical analysis of this sample's
data. Upon investigation, it was identified as contextual resilience, a subscale originally
proposed in the ARM 28-item questionnaire, and therefore accepted as part of this model.
The participants showed the highest level of personal resilience with the closest

acceptable SD (M = 3.70, SD = 1.01). Relational resilience measured the lowest of the
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three subscales with a slightly higher distribution around the mean but was still above the
median (M = 3.09, SD = 1.18). All three subscales, as well as the overall resilience score,
were shown to be reliable, with all Cronbach's alpha and omega coefficients being well
above the .70 cut-off score.

Although the overall reliability of the PTGI and that of four of its factors were excellent,
the first factor (personal strength) showed poor reliability (a = 0.61). The factor improved
relationships measured quite high with a distribution only somewhat wider than
acceptable (M = 3.97, SD = 1.11). Personal strength was nearly on par (M = 3.96, SD =
1.02) but should be evaluated cautiously due to its low-reliability coefficient. Spiritual
growth had the lowest score with the second-widest distribution (M = 3.09, SD = 1.36),
while new possibilities and appreciation for life measured close to each other with means
of 3.59 (SD = 1.33) and 3.51 (SD = 1.46), respectively. It should be noted that none of

the five factors of PTG, nor overall PTG, indicated acceptable standard deviations.

Correlations Between Latent and Demographic Variables
Three biographical variables were identified as possibly exhibiting correlations with the

overall variables. These relationships were calculated and results are reported below.

Table 6: Correlations between latent and demographic variables

Posttraumatic . .

stress Mental well-being Resilience PTG
Time since assault -0.29* 0.29* 0.12 0.19
Relationship to predator -0.11 0.18 -0.11 0.03
Times assaulted -0.08 -0.09 -0.14 0.06
Time in therapy -0.10 0.35¢1* 0.01 0.25
*p<0.05
**p<0.01
tr>0.30

There were three significant relationships that were identified. Posttraumatic stress had
a significant negative relationship with time since the assault, with a small to medium

effect (r = -.29%). Mental well-being was found to have significant positive relationships
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with two biographical variables: time passed since the assault (r = .29%, small to medium
effect) and length of time spent in therapy (r = .35*, medium effect). The more time that
has passed since the assault was found to be an indicator of lower posttraumatic stress
and better PWB, even though the effect was mainly close to medium. The length of time
spent in therapy could be taken as an implication of better or worse PWB; the more a

participant had spent in therapy, the better their PWB was, and vice versa.

Confirmatory Factor Analysis

CFAs were attempted in Mplus (Muthén & Muthén, 1998-2021) for each of the
questionnaires, according to their originally proposed factor structures, as well as factor
structures found in other studies. Makhubela (2018) found that, except for its original four-
factor structure, the PCL-5 could also consist of a differently grouped four-factor structure,
a five-factor structure, two different six-factor structures or a seven-factor structure. Otto
(2019) identified a possible three-factor structure solution for the PTGI, in addition to the
original five-factor structure. Neither the authors’ proposed factor structures nor the
additionally identified factor structures fit the data. Only the MHC-SF achieved normal
termination, however, its fit statistics did not reach the acceptable cut-off points for a good
fit. The other tested models indicated problems that included non-positive definite first-
order derivative products, residual covariances, and/or latent variable covariance

matrices, leading to non-trustworthy results.

Exploratory Factor Analysis

A decision was made to perform an EFA in SPSS 27 (IBM Corporation, 2021) for the
questionnaires to find any possible underlying factors or combinations of items not
identified in previous samples. The PCL-5 was found to consist of three possible factors,
namely Factor 1 containing Items 1, 2, 3,9, 10, 11, 12, 13, 14, 15, 16, 18, and 19; Factor

2 containing Items 6, 7, and 8; Factor 3 containing ltems 4, 5, 17, and 20. Only ltem 21
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did not load satisfactorily on any possible factor. The MHC-SF consisted of only two
factors in this sample, specifically Factor 1 which contained Items 2, 3, 4, 5, 9, 10, 11,12,
13, and 14; and Factor 2, containing Items 1, 6, 7, and 8. No item was removed. The
ARM-R displayed three possible factors: Factor 1 consisted of Items 4, 5, 8, 10, 11, 15,
and 17; Factor 2 consisted of Items 1, 2, 3, 14, and 16; Factor 3 consisted of Items 6, 7,
9, 12, and 13. No item was removed. The PTGI consisted of five possible factors, Factor
1 containing ltems 2, 4, 5, 11, 14, 17, and 18; Factor 2 containing Items 6, 8, 20, and 21;
Factor 3 containing Items 9 and 12; Factor 4 containing Items 1 and 7; Factor 5 containing
ltems 3, 10, 13, 15, 16, and 19. No item was removed.

These factor structures could not be confirmed due to the size of the sample (n = 50):
for a possible factor structure from an EFA to be confirmed, a separate data set or a data
set that is large enough to be split in two is needed to perform a CFA. Therefore, these
subscales were applied as is for further analysis, including the calculation of reliability
coefficients and Spearman's correlation coefficients. The next step was to assess the
model for any indirect effects. The table below contains the correlation coefficients

between the latent variables.
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Table 7: Correlations

Variable 1 1a 1b 1c 2 2a 2b 2c 3 3a 3b 3c 4 4a 4b 4c 4d

1 Posttraumatic
stress (1-5) -

a Re-experiencing 0'?*81 )

Avoiding 0'§*31 0*7*5 ¥ _

¢ Negative 0.57f 0.46t1 0.56%

. cognitions ** ** ** -

2 '(\q?g)ta' wel-being 48t o046t 039t 0.38t

a bEr.“"“c’”a' well- 0.56f 0.52f 054f 054f 0.84
elng * % *% * % * % i** -

b Socialwell-being  0.44f 043t 0.34f 0.37f 090 0.70

*% *k * *% :t** i** _

c PWB 0.44t 044t 033t 0.31f 095 071 078

. *% *k * * :t** i** :t** _

3 . 052 040 042 054

. Resilience (1-5) 20.30* -0.29* -0.28 -0.27 e e -

8 porsonal 0.43 0.38 048 0.66

-0.07 -0.06 -0.02 -007 t* 020 g -

b Relational 0.38t 039t 0.34t 0.36f 0.38 0.32 041 085 0.36

. *% *k * * .I_** .I_* 0.28* T** :t** T** _

¢ Contextual 043 040 045 081 045 052

. 016 -0.15 -022 -016 -0.16 e pr e g -

4 Posttraumatic 070 048 064 074 063 061 047 052

. growth (0-5) 015 <016 -0.01 -0.13  H* pEr gre gre e e e * -

a 0.37 031 0.38 0.60
Personal strength 04 002 018 -028 +* 026 * % 016 0.29* 008 015 -
New oossibilities 057 046 051 055 055 045 043 047 087 057

p -0.16 -0.17 -0.02 -0.18 i** T** i** i** i** T** T** T** i** i** _
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¢ Improved 063 036 056 070 052 057 034 037 08 055 0.73

. relationships -0.08 -0.11 015 -0.03 I** 1 P b P b * i P b b -

d Spiritual arowth 060 036 055 064 068 060 053 055 082 035 057 0.61

. p g _019 _0. 1 9 _009 _008 :t** .I_* :t** i** :t** i** :t** i** :t** .I_* i** :t** _

e Appreciation for 064 049 05 065 047 039 0.3 050 0.72 037 053 055 0.55
life -0.14 -0.14 -0.09 -0.21 i** T** i** i** T** T** 1.* T** i** T** i** i** i**

*p<0.05
**p<0.01
Tr>0.30
Fr>0.50
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The data were found to be non-normally distributed, thus Spearman’s correlation
coefficients were used to determine the presence and strength of relationships between
the latent variables. As expected, the subscales of each questionnaire were found to
correlate quite highly with one another. The correlations between the second-order
factors PTSD, PWB, resilience, and PTG, were generally highly significant (p < .01) with
large effects (r> .50). However, no relationship was found between PTSD and PTG (r =
-.15), and although significant, the relationship between PTSD and resilience (r = -.30%)
only had a small to medium effect, however, the relationship between PTSD and PWB (r
= -.48%) had a medium to large effect, and relational resilience was found to exhibit
significant relationships with medium to large effects with all other variables, except with

personal strength (from PTGI; r=.08).

Indirect Effects
The second-order factors were used to determine if posttraumatic stress and PWB,
respectively, had indirect effects through resilience on PTG. The results are reported in

the table below.

Table 8: Indirect effects of posttraumatic stress and mental well-beingon PTG

Variable Resilience

Est. 95% ClI
Post-traumatic stress -0.20* [-0.47,-0.07]
Mental well-being 0.20* [0.07,0.37]

Cl = Confidence Interval

PTSD was found to influence PTG growth indirectly through its effect on resilience (ab
= -0.20%, 95% CI -0.47: -0.07). Participants reporting higher PTSD also reported lower
resilience (a =-0.27), with greater resilience associated with higher PTG (b=0.72). There
was no definitive evidence that posttraumatic stress directly influenced PTG independent

of the resilience process (c' =-0.00, p = 0.98, 95% CI -0.26: 0.25).
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PWB was found to influence PTG indirectly through its effect on resilience (ab = 0.20%,
95% CI 0.07: 0.37). Participants reporting higher PWB also reported higher resilience (a
= 0.39) with greater resilience associated with higher PTG (b = 0.44). There was also
evidence that PWB directly influenced PTG independent of the resilience process (c' =

0.42*, p= 0.00, 95% CI 0.22: 0.63).

DISCUSSION

The present study explored the prevalence of PTSD, PWB, resilience and PTG and the
correlations between latent and biographical variables in a sample of FSASA. Findings
indicated that the sample experienced high levels of trauma, with most experiencing more
than one sexual assault. This finding is consistent with previous studies conducted within
the South African context (Dunkle et al., 2004; Jewkes & Abrahams, 2002; Kaminer &
Eagle, 2010; King et al., 2004).

Participants that disclosed the assault received both formal and informal support and
more than half attended psychotherapy. In terms of help-seeking behaviour, more
participants reported disclosing the assault to their informal support network than reported
in previous South African studies (Joubert et al., 2022). The higher levels of education
and younger age reflected in the characteristics of this sample have been identified as
enabling factors for disclosure and mental health service-seeking behaviour among
sexual assault survivors (Smith et al., 2010). Similar to earlier studies among South
African trauma survivors, the participants that did disclose the sexual assault relied
predominantly on friends, family and their partners (Joubert et al., 2022; Walker-Williams,
2012). Resource deficiencies (De Kock & Pillay, 2017) and a lack of awareness of and
negative attitudes towards government-based mental health services (Kaminer & Eagle,
2010; Schneider et al., 2016) have been reported to have inhibited access to mental
health care services in South Africa. Despite this, more than half of the participants in the
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sample could access MHPs in the context of private practice, NGOs, hospitals, and
churches and found these services helpful. This finding could have been influenced by
the online method of recruitment used for the study. Participants with access to online
social media platforms receive more information about mental health services and
supportive contexts available to them and therefore have more expansive resources to
choose from that fit their needs.

The highly symptomatic nature of the sample was evident in the 68% of participants
that scored above the diagnostic threshold for PTSD. This was significantly higher than
the means reported in studies with other South African studies, including mortuary
workers (Makhubela, 2018), HIV patients (Kagee et al., 2022), and university students
(Padmanabhanunni & Wiid, 2022). The high scores reported in this study are reminiscent
of baseline PCL-5 scores of South African sexual assault survivors whose scores
improved dramatically after intervention (Knettel et al., 2020). This indicates that the
survivors within this sample could benefit from clinical interventions to decrease their
PTSD scores.

High mean scores for PWB indicated that the participants viewed themselves as doing
well mentally. These mean scores were higher than reported in an earlier study of South
African childhood sexual assault survivors (Walker-Williams et al., 2012). In line with
previous studies, this study found that most sexual assault survivors reported at least
some positive changes following the assa