
ABSTRACT 

ROBERTS, GWENDOLYN L. Experiences and Thoughts of Therapists Treating Male 
Survivors of Sexual Assault and Rape. A Phenomenological Study.  (Under the direction Dr. 
Sylvia Nassar) 
 
 The purpose of this study was to ascertain the lived experience of counselors treating 

male sexual assault victims and their expressed experiences. The researcher used a 

phenomenological research method to elicit the participants’ thoughts and feelings. The 

central questions were: (a) Does counseling male sexual assault or rape victims change 

therapists’ perspective of the male client? (b) Do therapists experience any symptoms related 

to counseling male sexual assault and rape victims that are different from female victims? (c) 

Do therapists experience any symptoms related to counseling male sexual assault and rape 

versus female victims? and (d) What are the expressed training and/or supervision needs for 

therapists working with males who have been sexually assaulted or raped? Eight licensed 

therapists participated in this study. The data analysis yielded the following themes: (a) the 

treated males were all children when their assaults began; (b) clinicians had feelings of 

sadness, compassion (c) they wanted their clients to feel safe, (d) clinicians saw their clients 

as children even though they were adults when they revealed their assaults. Clinicians 

expressed the need for training on how to treat sexually assaulted males questioning their 

masculinity, additional resources for the male victims, and sexual assault training. 

Recommendations for future research are: (a) increasing the number of study participants that 

treat adult sexually assaulted males, (b) ascertaining the thoughts and feelings of clinicians 

treating males who are raped or sexually assaulted in a prison system, and (c) explore the 

possibility of including male sexual assault and treatment programs in the education of 

therapists. 



 

 

 

 

 

 

 

 

 

 

 

© Copyright 2018 by Gwendolyn Louise Roberts 

All Rights Reserved 



Experiences and thoughts of Therapist Treating Male Survivors of Sexual Assault and Rape 
 
 
 
 

by 
Gwendolyn L. Roberts 

 
 
 
 

A dissertation submitted to the Graduate Faculty of 
North Carolina State University 

in partial fulfillment of the  
requirements for the degree of 

Doctor of Philosophy 
 
 
 
 

Counseling & Counselor Education 
 
 
 

Raleigh, North Carolina 

2018 
 
 
 
 

APPROVED BY: 
 

 

_______________________________  _______________________________ 
     Dr. Sylvia Nassar          Dr. Stanley B. Baker   
     Committee Chair 

 
 

_______________________________  _______________________________ 
     Dr. Marc A. Grimmett         Dr. Lisa Bass Freeman



 

 

ii 

DEDICATION 

This body of work is dedicated to God, without whom I would not have survived. My 

children, their spouses, grandchildren, and my mother, without the help of all of them, I 

could not have finished this process. To all those co-workers and friends that listened to my 

ideas, read and edited my work and provided me with seeds of encouragements all along this 

journey.  Finally, to all of the staff and faculty at NC State University Education Department, 

I deeply love all of you. 

 

 
 
 
 
 
 
 



 

 

iii 

BIOGRAPHY 

Gwendolyn Louise Roberts was born in the Bronx, New York and later moved to Newark, 

New Jersey, where she finished high school. Gwendolyn (Gwen) attended New Jersey City 

State University, majoring in Communications/Theater. Gwen later moved to Brunswick, 

Georgia, where she worked in the manufacturing industry for six years. North Carolina 

became her home in 1983, as she began a career in public health that lasted for almost twenty 

years. In 2001 she obtained a master's degree in the Community and Guidance Counseling 

program from Clemson University. Upon completion of her master's program and working 

part-time in counseling, the opportunity to change careers and work full time in the 

counseling field presented itself. Gwen became licensed as a Professional Counselor in 2002 

and is a National Board Certified Counselor.  After leaving Public Health in 2006, she 

developed an interest in pursuing a Doctorate degree; she applied to and was accepted into 

North Carolina State University's program.   Working part-time and attending school full 

time was the ideal life for her until she was diagnosed with Breast Cancer in 2011, just before 

completing the final degree requirements. In 2011 she also became the Director of a rape 

crisis center where her interest in pursuing better treatment and understanding of male sexual 

assault victims was incubated.  Subsequent medical issues delayed her ability to complete her 

educational goals until 2018. At the tender age of 68, Gwen is still interested in using her 

degree to teach part-time at a community college, build her counseling agency where she is 

part owner, and continuing to advocate for all victims of sexual assault/rape.



 

 

iv 

ACKNOWLEDGMENTS 

First and foremost, I acknowledge the staff and faculty of the counseling program at NC 

State.  Their support, continued advice, and encouragement provided strength for me when I 

felt that my degree was a hopeless endeavor.  I especially acknowledge Dr. Delton DeVose 

(classmate), and dear friend who prayed for me, encouraged me, and supported me in every 

step of this process. We started together, he finished before me, but he never let me believe 

that I could not finish. Thank you so very much. Finally, I acknowledge all those who 

allowed me to gather their thoughts and feelings by agreeing to participate in this study, 

additionally, thank you to those that edited, commented, and believed I could accomplish this 

feat, a heartfelt thank-you.  



 

 

v 

TABLE OF CONTENTS 

LIST OF TABLES ............................................................................................................ vii 
LIST OF FIGURES .......................................................................................................... viii 
 
CHAPTER 1: INTRODUCTION .................................................................................... 1 
        Sexual Assault Definition ............................................................................................ 1 
        Sexual Assault of Males .............................................................................................. 2 
        Sexual Assault as a Traumatic Event .......................................................................... 3 
        Clinicians Treating Sexual Assault ............................................................................. 4 
        Statement of Problem .................................................................................................. 6 
        Trauma Treatment for Sexual Assault ......................................................................... 7 
        Rational for the Study .................................................................................................. 8 
        Research Questions ..................................................................................................... 9 
        Researcher Perspectives  ........................................................................................... 10 
        Definition of Terms ................................................................................................... 10 
 
CHAPTER 2: LITERATURE REVIEW ...................................................................... 14 
       Bandura Theory .......................................................................................................... 14 
       Literature Review ....................................................................................................... 18 
       Vicarious Trauma ....................................................................................................... 18 
       Responses to Traumatic Disclosures .......................................................................... 22 
       Impact of Treating Sexually Abused Clients .............................................................. 24 
       Quality of Life for Trauma Counselors ...................................................................... 27 
 
Chapter 3: Method .......................................................................................................... 31 
      Research Design .......................................................................................................... 31 
      Researcher Subjectivity ............................................................................................... 32 
      Research Questions ..................................................................................................... 33 
      Population .................................................................................................................... 32 
      Data Collection ............................................................................................................ 34 
      Procedure ..................................................................................................................... 35 
      Participants .................................................................................................................. 36 
      Interview Questions ..................................................................................................... 37 
      Instrument .................................................................................................................... 38 
      Overview of Information Needed ................................................................................ 41 
           Contextual ............................................................................................................... 41 
           Demographic  ......................................................................................................... 42 
           Perceptual ............................................................................................................... 42 
           Data Collection Method ......................................................................................... 43 
      Data Analysis and Synthesis ....................................................................................... 43 
      Ethical Considerations ................................................................................................. 44 
      Limitations & Delimitations ........................................................................................ 44 
      Trustworthiness & Credibility ..................................................................................... 45 
      Personal Statement ...................................................................................................... 45 
      Summary ...................................................................................................................... 46 



 

 

vi 

Chapter 4: Findings ......................................................................................................... 47 
      Summary of Participant ............................................................................................... 47 
      Procedure ..................................................................................................................... 54 
      Training the Coder ....................................................................................................... 57 
      Table 4 Snap Shot of Codes & Theme development .................................................. 58 
      Table 5 Themes and Sub-themes ................................................................................. 59 
      Examination of Themes ............................................................................................... 60 
      Summary of Themes and Sub-themes ......................................................................... 73 
 
Chapter 5: Discussion ...................................................................................................... 74 
      Summary of the Study ................................................................................................. 74 
      Summary of the Findings ............................................................................................ 75 
      Research Questions ..................................................................................................... 75 
      Results and Implications .............................................................................................. 79 
      Limitations ................................................................................................................... 80 
      Unexpected Indications ............................................................................................... 81 
      Essence of the Study .................................................................................................... 82 
      Future Research ........................................................................................................... 20 
 
Conclusion ........................................................................................................................ 83 
 
References ........................................................................................................................ 84 
 
Appendices ....................................................................................................................... 94 
     Appendix A - North Carolina Rape Crisis Centers ...................................................... 95 
     Appendix B - Demographic Information Form ............................................................ 97 
     Appendix C - Recruitment Letter/Email  ................................................................... 98 
     Appendix D - Informed Consent .................................................................................. 99 
     Appendix E - Coding Qualitative Data ...................................................................... 101 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

vii 

LIST OF TABLES 
Table 1. Participants .......................................................................................................... 36 
 
Table 2. Research Questions ............................................................................................. 38 
 
Table 3. Paradigm Lens ..................................................................................................... 57 
 
Table 4. Snap shot of codes and development of themes .................................................. 58 
 
Table 5. Themes and Sub-themes ...................................................................................... 60 



 

 

viii 

LIST OF FIGURES 
 
Figure 1. Social Learning and Sexual Assault ................................................................... 16 
 
Figure 2. Patriarchy ........................................................................................................... 62 

 



 

 

1 

CHAPTER 1: Introduction 

Male sexual assault is a social phenomenon that has negative connotations in most of 

modern day societies. The treatment of males who have been sexually assaulted has gained 

attention in recent years; however, those that provide professional treatment to sexually 

abused males have had little to no attention.  This research endeavors to narrow the gap in the 

information about counselors who treat males that have been sexually assaulted or raped, by 

providing a rich description of the personal impact on therapists’ professional and personal 

lives. The data in this study derives from personal interviews of professional therapist that 

treat male clients who have been raped or sexually assaulted. The current study uses 

qualitative method to discover counselor’s/clinician’s inner thoughts about treating sexually 

assault males and if that treatment manifested into any personal consequences.  

Sexual Assault Definitions 

Sexual assault is a violation of human rights and a major public health issue, the 

impact of which extends far beyond the victim (Campbell, 2002; Morrison 2007). According 

to the United States Department of Justice (2014), “Sexual assault is any type of sexual 

contact or behavior that occurs without the explicit consent of the recipient”. Additional 

definitions of sexual assault include sexual activities such as forced sexual intercourse, 

forcible sodomy, child molestation, and incest, fondling, and attempted rape. Historically, 

studies found that there are many accepted ways to define sexual assault. In 2003, Dong, 

Anda Dube, Giles and Felitti defined sexual assault as “A child under the age of 18 with an 

adult or with another child who is 5 years older, contact only (includes penetration, attempted 

penetration and touch)”. In 2005, Sperry and Gilbert’s definition stated, “Child under age 12, 

force, unwanted, continuum of contact to non-contact, (includes genital contact, vaginal or 
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anal penetration, non-genital contact, invitation to do something sexual”. These and older 

definitions rarely included the identification of males as victims.  

Sexual Assault of Males 

Since 1927, the definition of rape virtually excluded the possibility of a male 

reporting rape as a crime.  The Department of Justice, 1924, defined rape as the “The carnal 

knowledge of a woman, forcibly and against her will”.  This definition included penetration 

of a woman's vagina but excluded oral or anal penetration and the rape of men.  January 2012 

saw the definition change to: “The penetration, no matter how slight, of the vagina or anus 

with any body part or object, or oral penetration by a sex organ of another person, without 

the consent of the victim.” Department of Justice. The expansion of the definition made it 

possible for men to report rape.  Intrinsic to the definition of rape is the definition of sexual 

assault. For the purpose of this study, “sexual assault” and “rape” will be used 

interchangeably or together when expressing the phenomena of male sexual assault and/or 

rape (MSA/R). 

Treatment and recognition of male sexual assault/rape (MSA/R) victims are often 

overlooked primarily because most state laws described sexual assault and/or rape as a crime 

against women. Theoretical linkages between sexual aggression and masculinity or hyper-

masculinity (Connell 1995; Messerschmidt 1993), are so well established in the ways in 

which rape and sexual assault have been conceptualized over the years, that to envision men 

as victims (or women as aggressors) requires a conscious bracketing of preconceived notions 

about both sexual violence and gender (Weiss 2010).  

Gender roles are so intrinsically incorporated into the American psyche that it takes 

gender specific classes, treatment regimens, and cultural awareness to separate many of our 
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ideas from the prevailing thoughts about male and female roles. "Prevailing myths dictate 

that victimhood is the province of women and that men cannot be victims" (Garner, 1999). 

Male survivors of sexual abuse must struggle with confused emotions, including depression 

and anger.  Males react differently than females to sexual abuse, and it forces men to face 

issues of gender-role identity and sexual orientation (Tremblay, & Turcotte, 2005).  Asking 

for help positions a male against the social norms of masculinity (Tremblay, & Turcotte, 

2005). Many males feel intense anger about their abuse and displace their anger onto the 

therapist when life circumstances force them to seek professional help. 

Sexual Assault as a Traumatic Event 

 The word “trauma” contemporarily indicates an individual’s experience of almost any 

stressor. In the clinical sense, trauma refers to events that are extremely difficult and 

overwhelming for individuals (Briere & Scott, 2006). Sexual assault is one of the most 

pervasive and personal of all traumatic events.  Even military personnel suffering from Post-

Traumatic Stress Disorder (PTSD), suffer in terms of events that happened around them or to 

them in the context of expected violence. A sexual assault victim suffers from events that 

happened to and inside their own bodies most often when it is unexpected.  Sexual assault 

events are not practiced in training, nor are they talked about as a possible event in most 

people’s lives. The dire consequences of an assault constitute categorizing it as a traumatic 

event.   

 Survivors of sexual assault have experienced a traumatic event that permeates their 

very existence. Trauma is an emotional response to a terrible event like an accident, rape, or 

natural disaster. Immediately after the event, shock and denial are typical. Longer-term 

reactions include unpredictable emotions, flashbacks, strained relationships and even 
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physical symptoms like headaches or nausea (Adapted from the APA Help Center article, 

"Recovering emotionally from disaster." 2013). Professionals treating sexual assault or rape 

victims are treating true trauma clients. The therapeutic process with male sexual abuse 

survivors includes not only working on the trauma but also confronting the client’s 

socialization as a man (Lisak, 2001).  

Clinicians Treating Sexual Assault 

 It is generally accepted that the manifestation of psychopathology represents an 

interaction between the person and the environment. The same might be true when 

considering how and why therapists are affected by their work (Moulden, Firestone, 2010). 

There have been numerous studies conducted investigating the effects of working with 

survivors of sexual assault (Brady, Guy, Poelstra, & Browkaw, 1999; Chrestman, 999; 

Ghahramanlou & Brodbeck, 200, Lliffe 7 Steed, 200; Kassam-kAams, 1999; Pearlman & 

Mac Ian, 1995; Shauben & Frazier, 1995, Steed & Downing, 1998). A need exists however, 

to further examine the clinician's reactions to the environment of treating survivors of a 

traumatic sexual assault/rape event as it affects the clinician's personal environment.   

 Professionals working with trauma survivors often experience both psychological 

costs (e.g., compassion fatigue) and benefits (e.g. compassion satisfaction) (McKim, Smith-

Adcock, 2013). Mental health professionals increasingly understand the nature of trauma, its 

effect on the people who experience it and the importance of treating traumatized clients, 

factors that mitigate and complicate the impact of trauma work on counselors’ quality of life 

is also crucial to address. 

 In her 2012 book, "Trauma Counseling: Theories and Interventions”, Dr. Lisa Lopez 

Levers, noted that:  
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“Working with survivors of trauma entails intellectually demanding and 

emotionally charged scenarios, ones that require clinicians to maintain professionally 

appropriate boundaries. In addition to the central importance of boundaries, therapists 

working with traumatized clients need to be keenly aware of the potential for 

countertransference.  The need for self-reflexive skills, or the ability to formulate 

intentional treatment strategies, and for unwavering attention to boundary and 

countertransference issues speaks to the essential importance of clinical supervision 

when working with trauma”. 

 Providing necessary support for those practitioners not only ensures their wellbeing 

but also their continued service and ability to provide support to other crisis and trauma 

counselors (Clukey, 2010). Working with traumatized sexual assault clients evokes an 

atmosphere of crisis in the daily performance of a sexual assault counselor.  The interaction 

between client, counselor and the traumatic event is conducive to the development of coping 

strategies and alternative thought patterns as a result of that interaction. The potential costs 

for mental health professionals working with traumatized clients have been referred to in the 

literature as compassion fatigue or secondary traumatic stress (Figley 1995; Munroe et al, 

1995) and as vicarious traumatization (McCann and Pearlman 1990; Pearlman and Saakvitne 

1995). Jenkins and Baird, 2002, explain that Vicarious trauma has been more focused on 

changes in cognitive schemata, whereas compassion fatigue is more focused on social-

emotional outcomes. Craig and Sprang 2010, stated that these concepts are conceptually 

distinct and all seem to be related to the psychological outcome of counseling with 

traumatized clients  Studies that specifically focus on the psychological outcomes of trauma 

counselors treating MSA/R clients are limited in the literature.   
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Subsequently, as the MSA/R population continues to reveal their sexual trauma, 

Therapist will need to fully examine the results of treating them on their own personal and 

social schemas. 

Statement of the Problem 

An in-depth qualitative exploration of therapists treating MSA/R clients is missing in 

the literature. There have been numerous studies that investigated the effects of working with 

survivors of sexual assault/rape; (Brady, Guy, Poelstra & Brokaw, 1999; Chrestman, 1999; 

Ghahramanlou & Brodbeck, 2000; Iliffe & Steed, 2000; Kassam-Adams, 1995; Pearlman & 

Mac Ian, 1995; Schauben & Frazier, 1995; Steed & Downing, 1998); however, these studies 

did not isolate therapists working with male victims.  

Although MSA/R treatment is increasingly recognized as a problem, the literature 

unanimously acknowledges the data on the subject is limited, when compared with data on 

female victims (Bullock, Beckson 2011). With such a deficit of information on male victims, 

there has been little opportunity to isolate and study the therapists that provide treatment to 

this population.   

MSA/R clients present a special set of problems. Far too many child sexual abuse 

victims, males, in particular, find it difficult to disclose or talk about their abuse or abuser 

because the consequences may carry more pain than the abuse (Easton 2012). One study 

suggested that both male and female victims tend to delay disclosing their abuse for various 

reasons (Alaggia 2004).  For males, it was the fear of being viewed as homosexual and as 

being seen as a victim, while female’s fears centered on not being believed or that they 

would somehow be held responsible for the abuse. The sexually abused female does not 

doubt who she is. She is primarily concerned with what actions she may have taken to cause 
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the abuse and that she would not be believed should she disclose. Male fears involve the fear 

of being labeled feminine because he could not ward off his abuser. A recent study by Scott 

Easton, 2012, found that on an average, men delayed telling about their abuse for 

approximately 21.38 years and discussing the abuse itself for approximately 28.23 years 

(Easton, 2012). 

Adult males are reluctant to talk about their childhood abuse because it is often 

painful, and they still wonder about the abuser's motivations. When a young male does 

disclose his abuse he regularly reports that the abuse started as play, wrestling, tickling, or 

horseplay with a family member or admired adult (Dorais, 2002).  He then struggles with 

whether the horseplay that went beyond his comfort level was wrong and wonders why an 

adult would engage in such behavior.  Males tend to feel that being selected for abuse 

indicates that they are flawed and that some of their behavior or characteristics signaled that 

they were less masculine, more vulnerable and inadequate (Valente, 1992). 

Trauma Treatment for Sexual Assault 

Therapists have recently studied the effect of providing therapy for sexual assault 

victims. These studies offer insight into conditions that arise from the continual treatment of 

sexual assault/rape perpetrators as well as victims. Therapists who provide psychotherapy for 

sex offenders have many occupational hazards (Moulden & Firestone 2010). Their study 

focused on the therapists’ awareness of possible vicarious trauma and responsibility of self-

care when working with sexual offenders. They, however, did not isolate or study therapists' 

awareness of working with male survivors of sexual assault/rape. The development of self-

preservation techniques and vicarious traumatization is certainly understandable when 

treating the perpetrators of sexual assault.  On the contrary, what are the thoughts and 
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feelings of therapists treating males who have been sexually assaulted? Some researchers 

have found that clinicians may hold biases that impede the identification, assessment, and 

treatment of male survivors (Holmes and Offen, 1996, Lab et al. 2000; Spataro et al 2001); 

are less likely to rate sexual abuse as an important treatment issue in males versus female 

clients (Holmes and Offen 1996); and work in agencies that may be ill-equipped or organized 

to offer helpful service provision (Hooper and Warwick 2006).  

Subsequently 80% of therapists experience negative emotions, such as fear, anger, 

and sexual feelings, within the context of the therapy they provide (Pope & Tabachnick, 

1993). Do these facts hold true for the specific population of therapist's treating MSA/R 

clients and does that affect their personal thoughts about males or themselves? 

It is generally accepted that the manifestation of psychopathology represents an 

interaction between the person and environment.  The same might be true when considering 

how and why therapist are affected by their work (Moulden, Firestone, 2010). Bandura's 

Social Learning Theory posits that man is neither driven by inner forces nor buffeted 

helplessly by environmental influences.  Rather, psychological functioning is best understood 

in terms of a continuous reciprocal interaction between behavior and its controlling 

conditions for both therapist and client (Bandura, 1971). Subsequently, how a therapist reacts 

to treating a MSA/R victim is truly dependent upon their reciprocal reaction to the 

phenomenon of sexual assault/rape and the interaction of their own environmental influences 

or social atmosphere.    

Rationale for the Study 

 Reacting to and working with MSA/R victims may elicit powerful emotions and 

discomfort in a therapist, as opposed to those feelings elicited when working with female 
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victims. Some therapists may have difficulty hearing the details of same-sex abuse (Hunter 

1990). Male sexual victimization is a complex issue; an in-depth exploration of qualified 

therapists working with MSA/R clients will be instrumental in understanding the therapist 

emotions, reactions, comfort or discomfort, as well as adding to the body of work on 

providing therapy to sexually abused males. Kassing and Prieto (2003), surveyed counselors 

in training nationwide to examine their acceptance of rape myths and their willingness to 

make blame-based attribution toward a male victim of rape. Their findings confirmed that 

many counselors were still blaming the victim for the assault. Anderson (2008) conducted a 

qualitative study of the sexually abused male striving to speak about his abuse.  Although the 

study gave insight into the world of male rape victims, it did not present any information on 

the therapist or counselors view of the process nor was there insight into the thought 

processes of the therapist treating the victim.  The objective of this research is to qualitatively 

discover the expressed thoughts and personal effects on therapists treating MSA/R clients. 

Research Questions 

I will examine emergent themes creating an interpretive body of information, which 

will assist in the understanding of the reactions of therapists who treat males who have been 

sexually abused/raped. The following research questions are the impetus for the study: 

1. What are the experiences among therapists treating males who have been 

sexually assaulted and/or raped? 

2. Does counseling male sexual assault or rape survivors change therapists’ 

perspective of the male client? 

3. Do therapists experience any symptoms related to counseling male sexual assault and 

rape versus female victims? 
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4. What are the expressed training and/or supervision needs for therapists 

working with males who have been sexually assaulted or raped? 

  A phenomenological study, using an interpretive approach, will be conducted 

employing opened-ended, semi-structured interviews of licensed therapists. It is anticipated 

that in-depth information from therapists concerning the treatment of and thoughts about 

male sexual assault victims will identify common themes.  Emergent themes will be 

examined as an interpretive body of information, which will assist in understanding the 

commonalities of therapists that treat male sexual assaulted/raped victims. I employ the 

tenets of Bandura's Social Learning theory as a basis for understanding any emergent themes 

from the data collected.   

Researcher Perspectives 

 As part of my master's program, I was fortunate enough to be accepted as an intern in 

a Rape Crisis program in 1999. Among my first clients were two brothers ages eight and ten. 

While treating them, I was keenly aware of my feelings toward my clients as they described 

being molested by their youth pastor. I questioned myself as to the quality of care I gave 

because somewhere in my mind I did not want to accept that boys or men were molested. 

That curiosity led to my interest in the stories of counseling peers that had similar clients. 

 The objective of understanding the stories of peer therapist/counselors in processing 

their personal reflections on treating MSA/R clients will allow for the rich emergent of new 

data. Analyzing the raw data through themes, codes, and field notes allow the emergence of 

the story of the therapist treating MSA/R to unfold supporting an in-depth examination of the 

phenomenon of males that are sexually assaulted or raped.   
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Definition of Terms 

1. Codes: Tags or labels given to units of meaning. Units can be descriptive or 

inferential  

 information gathered in qualitative research, attached to chunks of words, phrases,  

whole sentences or paragraphs (Basit, 2003).  

2. Client - a person or group that uses the professional advice or services of a lawyer, 

accountant, advertising agency, architect, etc. (dictionary.com) 

3. Compassion Fatigue –negative behaviors and emotions that often occur in response to 

helping someone else who has experienced a traumatic event (Figley, 1993) 

4. Interpretive approach – understanding the phenomena in context, viewing a person as 

a self-interpretive being, a belief that the context of culture, practice and language 

what humans share, and understanding that the researcher and the participants are 

what makes interpretations. 

5. Male - a person bearing an X and Y chromosome pair in the cell nuclei and normally 

having a penis, scrotum, and testicles, and developing hair on the face at adolescence; 

a boy or man. (dictionary.com)  

6. Phenomenology – Inquiry method that seeks to investigate, understand, and describe 

the meaning of lived experiences of an individual or group (Lopez and Willis, 2004) 

7. Rape – The penetration, no matter how slight, of the vagina or anus with any body 

part or object, or oral penetration by a sex organ of another person, without the 

consent of the victim. (North Carolina General Statutes 14) 
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8. Sexual Assault - the sexual exploitation, forcible penetration, or an act of sexual 

contact on the body of another person, male or female, without his or her consent 

(North Carolina General Statutes 14) 

9. Themes - are characteristics of the phenomena being studied; they come from 

already-agreed-upon professional definitions, from local common-sense constructs, 

and from researchers’ values, theoretical orientation, and personal experience with the 

subject matter (Bulmer 1979; Strauss 1987; Maxwell 1996). 

10. Therapist/Counselor - A "licensed professional counselor" is a person engaged in the 

practice of counseling who holds a license as a professional counselor issued under 

the provisions of Article 24 of the North Carolina General Statutes. 

11. Vicarious Trauma – negative psychological consequences of working with 

traumatized clientele (McCann and Pearlman 1990). 

Due to the nature of the male persona in American culture, it is important to combine 

the terms “sexual assault” and/or “rape”. Almost any sexual act conducted without the males' 

expressed consent indicates weakness, which leads to many males suppressing the act or 

incident, only to have it manifest itself in maladaptive behaviors. As previously stated, males 

are reluctant to report sexual assault as it implies asking for help. Subsequently, asking for 

help implies that a man positions himself against the social norms of masculinity (Tremblay, 

& Turcotte, 2005). 

 In this chapter, I presented the problem, defined definitions, classified sexual assault 

as a traumatic event and discussed the gaps in the literature on the personal consequences to 

clinicians treating sexually assaulted males.  I have also presented my rationale for the study 
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and how the early treatment of two sexually assaulted males provided the catalyst for this 

endeavor.  

In the next chapter, the self-expression of counselors who treat males that have been 

sexually assaulted/raped will be examined using Bandura’s Social Learning Theory.  In 

addition to the aforementioned information examination, I will also explore how that 

relationship is conveyed in the literature on clinicians who treat trauma and sexual assault 

victims. 
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Chapter 2: Literature Review 

 The cultural, racial, or social status to which we were born, contributed to the 

development of our concept of the role of males/men in our lives. What we feel is a man's job 

or a woman's job has been passed on to us through stories, family traditions, social etiquette 

or religious beliefs. The process of indoctrinating us to our roles in life has its basis in the 

social society in which we live.   

Bandura’s Theory 

Albert Bandura’s Social Learning Theory has contributed to empirical research by 

using human subjects rather than animals. Social Learning Theory emphasizes that social 

situations are the context in which behavior is learned.  Bandura developed his theory to help 

explain problems he saw in B.F. Skinner's behavioral model.  Bandura holds that behavior 

changes that occur through classical and operant conditioning are mediated by processes of 

cognition and social regulation (Bandura 1977). His theories and research covered such 

topics as Social Learning and Personality Development, 1963; Principles of Behavior 

Modification, 1969; A Social Learning Analysis, 1973; Social Learning Theory, 1977; Social 

Foundations of Thought and Action, 1986; and Self-efficacy: The Exercise of Control, 1977. 

Social Learning Terminologies 
 

   Some of Bandura’s significant theory terminologies are:  

• Learning which is acquiring the capacity to perform new behaviors, but not 

necessarily performing them. 

• Modeling, a synonym for observational learning, and/or a form of behavior 

therapy wherein the client observes one or more people demonstrating desirable 

behaviors, either live or on film, and is reinforced by imitating them.   
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• Observational and Modeling Learning, learning by observing other people’s 

behavior, and its consequences for them.  

• Perceived Self-efficacy - the extent to which a person believes that he or she can 

cope with demands of a particular situation.  

• Reciprocal Determinism, the continuous mutual interrelationship of behavior, 

internal personal factors (e.g., thoughts, beliefs, expectations), and environmental 

influences, any one of which may regulate any of the others.  

• Reinforcement, increased in the frequency of certain behaviors based on our 

conscious expectations that they will gain rewards or avoid punishments. 

• Self-reinforcement, establishing certain standards of behavior for us and praising 

or criticizing ourselves accordingly. 

• Vicarious reinforcement, people profiting greatly from the experiences of others; 

in everyday situations reinforcement typically occurs within a social context. 

•  Vicarious Punishment, a change in the behavior of observers resulting in seeing 

the response consequences of others, indicated when observed negative 

consequences reduce people’s tendency to behave in similar or related ways.  

• Vicarious Positive Reinforcement demonstrates that behavior can be enhanced as 

well as reduced by observed outcomes. Vicarious positive reinforcement is 

evident when observers display an increase in behavior for which they see others 

rewarded.  

Bandura's theory proposes that people learn from one another through observation, 

imitation, and modeling. He also proposed that "the content of a particular client's insights 

and emergent ‘unconscious' could be better predicted from knowledge of the therapist's belief 
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system than from the client's actual social learning history” (Bandura, 1971). He also later 

considered that personality was an interaction between three components: the environment, 

behavior and one's psychological processes.  Accordingly, "If actions were determined solely 

by external rewards and punishments, people would behave like weathervanes, constantly 

shifting in different directions to conform to the momentary influences impinging upon 

them…[In actuality, people also] set certain standards of behavior for themselves, and 

respond to their own actions in self-rewarding or self-punishing ways" (Bandura, 1977, pp. 

128-129). In this research, the framework of the Social Learning theory is viewed as "man is 

neither driven by the inner forces nor buffeted helplessly by environmental influences rather 

that the psychological functioning is best understood in terms of a continuous reciprocal 

interaction between behavior and its controlling conditions" (Bandura, 1971). 

 

 

Figure 1- Social Learning and Sexual Assault 

Bandura’s theory may be applied to counselors on several theoretical concepts. It is 

entirely possible that counselors who have a negative or unprocessed view of males as 
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victims may unduly influence the counseling process when working with MSA/R victims. 

For males who are sexually assaulted, their cognitive ability to process and understand the 

assault/rape, the prevailing attitude toward males in their community and in their family’s 

male model, and their view of their own self-worth determine their behavior. What are the 

experiences among therapists who treat males who have been sexually assaulted and/or 

raped? When the therapist is the center of the determined behavior, the same conditions can 

be applied to their behavior in reaction to treating MSA/R clients.  The same forces that the 

client experiences influence the therapist's personal behavior and reactions to the client.  The 

therapist brings into the counseling session their personal environmental factors (social 

norms, attitude toward males who are victims of assault and/or rape , and the clients' 

influence on them), cognitive factors (their knowledge of male sexual assault or rape, their 

attitude and their expectations), and their behavioral factors ( how they feel about their 

ability to counsel MSA/R clients, their skills, and how much practice have they had with this 

type of client) all of these factors influence the counselor's professional and personal life.  

Through a qualitative phenomenological approach, this study endeavors to ascertain the self-

revealed personal influences on therapists that treat sexually assaulted/raped males.  These 

influences may manifest through any or all tenets of Bandura's Social Learning Theory.  For 

example, the therapist may question their learning about MSA/R clients, model some of the 

clients' behaviors, question their perceived self-efficacy, reinforce their ideas about the male 

victims, and suffer from forms of vicarious traumatization, reinforcement, or punishment. 

There is also the possibility of vicarious positive reinforcement should the therapist see 

positive growth in the client.   
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Literature Review 

 To obtain research pertaining to the treatment of male victims by the therapist and its 

effect on the therapist, several resources were used including, books, professional journals, 

Internet, and libraries. The research focused on therapists that treat male sexual assault/rape 

(MSA/R) victims and their personal behavioral changes and thoughts. Articles were critically 

reviewed based on the following criteria: a) what type of study was conducted; b) what was 

the goal of the study; c) was there an overview of the previous related research findings; d) 

were specific research questions presented; e) were the steps on methodology presented 

clearly, and; f) usefulness of the study as it relates to therapists that treat sexually 

assaulted/raped male victims. Articles were obtained through an extensive search of the N.C. 

State Library System, Google Scholar, Google, and the North Carolina Library system, using 

search terms such as, sexual abuse treatment, males who have been sexually assaulted, 

trauma treatment, and counselor treating traumatized clients. 

Vicarious Trauma 

The authors Way, VanDeusen, Martin, Applegate and Jandle, conducted a study in 

2004 of clinicians that treated survivors of sexual assault/rape as well as those who 

committed the assault/rape, Vicarious Trauma, A Comparison of Clinicians Who Treat 

Survivors of Sexual Abuse and Sexual Offenders (Way, VanDeusen, Martin, Applegate, & 

Jandle, 2004). A survey was administered to clinicians who were members of Association for 

the Treatment of Sexual; Abusers (ATSA) and American Professional Society on the Abuse 

of Children (APSAC). The study involved a total of 347 members from the two professional 

organizations (95 treated survivors and 252 treated offenders). The goal of the study was to 

compare the incidents of vicarious trauma to the clinician who treats survivors and offenders 
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of sexual abuse. In the 1990's, concepts relating to counselor trauma were widely researched 

(Figley, 1995; McCan & Pearlman, 1990). Two terms commonly used to conceptualized 

counselor trauma resulting from work with traumatized clients were: vicarious trauma and 

secondary traumatic stress disorder. McCann and Pearlman (1990) introduced vicarious 

trauma as the negative psychological consequences of working with traumatized clientele. 

They believed that overexposure to traumatic material might cause a counselor to question 

values and assumptive beliefs previously held deeply and lead to disengagement with clients 

and alterations in thoughts, behaviors, and relationships (1990).  

A review of the literature contained in this article found that there were several 

studies that investigated the effects on clinicians who treat sexual offenders (Edmonds, 1997; 

Ellerby, 1997; Farrenkopt, 1992; Jackson, Holzman, & Barbnard 1997; Shelby, Stoddart, & 

Taylor 2001; Steed & Bicknell, 2001) and clinicians that treated both survivors and offenders 

(Rich, 1997). What was reported in many of those studies were descriptive data and many 

did not specify their methodology.  Only Steed and Bicknell (2001) used standardized 

measures.  In other studies, clinicians who treat survivors and those who treat offenders have 

been found to experience similar vicarious trauma effects which included disrupted cognitive 

schemas (Pearlman, & Mac Ian, 1995, Rich 1997), intrusive imagery (Kassam-Adams, 1999; 

Pearlman & Ian, 1995; Rich, 1997; Steed & Bicknell 2001; Steed & Downing, 1998), 

avoidance symptoms (Kassam-Adams 1999; Steed & Bicknell, 2001), decreased sense of 

personal safety and safety of significant others (Jackson, et al., 1997; Rich 1997), hyper-

vigilance around strangers (Jackson et al., 1997; Steed & Bickness, 2001), difficulties with 

trust, an increased cynicism, depressed mood and discouragement, disruptions in sexuality, 

and increased substance use (Rich 1997). As of the review of this article in 2004, there had 



 

 

20 

been no studies that compare vicarious trauma effects in clinicians who treat survivors and 

those who treat sex offenders. 

Research questions proposed in this study included (a) what are the levels of 

vicarious trauma in therapist working with survivors and with sex offenders? (b) what 

demographic, personal history, and coping strategy variables are associated with vicarious 

trauma in clinicians who provide sexual abuse treatment and (c) do these variables differ for 

those working with different client populations? The researchers also hypothesized that (a) 

clinicians would report avoidance and intrusion trauma falling within the clinical range, (b) 

childhood maltreatment history of the therapist and the length of time they provided sexual 

abuse treatment, would be associated with higher levels of vicarious trauma, (c) greater use 

of positive personal and positive professional coping strategies would be associated with less 

vicarious trauma, (d) greater uses of negative personal coping strategies would be associated 

with greater vicarious trauma, and (e) clinicians who treat offenders would report levels of 

avoidance and intrusions similar to those reported by clinicians who treat survivors, 

The methodology for this study is clearly defined.  The researcher downloaded 

mailing lists from two professional organizations; Association for the Treatment of Sexual 

Abusers (ATSA) and American Professional Society on the Abuse of Children (APSAC). 

The lists were visually screened using pre-determined exclusion criteria.  Those excluded 

were non-U.S. members, attorneys, police, criminal justice members, medical setting 

members, prevention programs, child protection caseworkers, administrative staff, and 

ministers.  A randomized list was compiled using a macro applied to a Microsoft Excel 

program.  As a result, surveys were sent to 1,754 individuals on the list. Accounting for 

incomplete surveys or those that were unusable the final study participants numbered 347. 
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The study concluded that the first hypothesis was supported.  The level of vicarious 

trauma for the majority of the sample fell within the clinical range, which was consistent with 

previous studies (Kassam-Adams, 1999, Ghahramanlou & Brodbeck, 200). The second 

hypothesis was not supported.  The therapists’ childhood maltreatment history and length of 

time they provided sexual abuse treatment were not associated with higher levels of vicarious 

trauma. The third hypothesis was not supported. Because the study was cross-sectional, it 

was impossible to know whether greater trauma effects preceded or succeeded the use of 

individual coping strategies.  Greater use of professional supports was not associated with 

lower trauma effects.  The fourth hypothesis was supported.  Greater trauma effects were 

positively associated with greater use of negative personal strategies. The fifth hypothesis 

was supported.  Clinicians groups did not differ in levels of vicarious trauma symptoms. The 

researchers recommended that there be further exploration of the relative contribution of 

different client populations to vicious trauma, specifically sexual offenders only versus 

sexual abuse survivors only (Way, et al 2004). 

Several tenets in Bandura’s Social Learning Theory connect to the development of 

vicarious trauma in therapists that counsel traumatic clients such as those who have been 

sexually abused.  On such tenet is Vicarious Conditioning.  While many emotional responses 

are learned on the basis of direct experience, a lot of human learning undoubtedly occurs 

through vicarious conditioning.  The emotional responses of another person, as conveyed 

through vocal, facial, and postural manifestations, can arouse strong emotional reactions in 

observers (Bandura, 1971). In this study, the observers were the clinicians.  The development 

of vicarious trauma and secondary traumatic stress manifested from a shared physiological, 
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mental and emotional event.  The sharing of details of a client's trauma, either as a victim or 

a perpetrator, facilitated some type of trauma in the clinician, in all aspects of the study. 

Responses to Traumatic Disclosures 

Margaret Pack, 2009 conducted a qualitative study to assess the responses to 

traumatic disclosures by Sexual Abuse Counselors. “The body as a site of knowing: Sexual 

abuse counselors’ response to disclosures” (Pack 2009). The study took place in New 

Zealand, where sexual abuse therapy is publicly funded.  The researcher interviewed 22 

sexual abuse therapists as part of her doctoral research on counselors' responses to stress and 

trauma.  The participants were selected systematically from the ACC's Register of Approved 

Counselors. Participants' ages ranged from 38 to 60 and all were trained as counselors, 

clinical psychologists, psychotherapist, or social workers.  Two participants were men. The 

Researcher also employed five-experienced psychotherapist that met with her over the course 

of her study to provide a sounding board for the development of the methodology and to 

analyze and interpret key themes from their collective practice knowledge and wisdom.  The 

goal of the study was to "focus on the Sexual Abuse Counselors' efforts to revise their initial 

expectation of the outcome of therapy with clients who choose a different healing trajectory 

from the one their counselors had anticipated (Pack 2009). Pack found that those counselors 

that faced situations in which their clients did not ‘recover' from trauma led to a crisis of 

meaning that manifested in the counselors' bodies.   

 A review of the literature in this study included studies that investigated the effects of 

hearing daily accounts of trauma and abuse (Cunningham, 2003). How counselors may 

develop vicarious traumatization when psychotherapists’ sense of self and worldview is 

negatively transformed through empathetic engagement with traumatic disclosures from 
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clients (Pearlman & Saakvitne, 1995). The conclusion of this study found, as in other studies, 

the evidence of vicarious traumatization, burnout and other expected psychological effects of 

working with traumatized clients.  The two male counselors that were included in the study 

discovered that their unique positioning as men working with female victims of sexual 

assault affected their personal relationships with women. More generally they had a sense of 

shame at the prevalence of abuse that generated guilt, anxiety, and withdrawal (Pack 2009) 

for them. The two counselors experienced unexpected consequences as a result of hearing 

and treating female clients.  Here again, the process of Observational and Modeling 

Learning, Reciprocal Determinism, Vicarious Conditioning are some factors contributing to 

the development of the counselor's consequences to treating sexually abused women. By 

concisely studying the consequences of counselors treating MSA/R clients we can open the 

door to discovering any differences in reactions to male clients as opposed to female clients.  

Margaret Pack later conducted a study in 2013, where she examined the resiliency 

factor in clinicians that worked with traumatized clients. The initial purpose of her study was 

to discover whether the original research of American feminist psychologists (McCan & 

Pearlman, 1990) on which vicarious traumatization literature is based, resonated with the 

experiences of therapists who work intensively with sexual abuse disclosures. She recruited 

22 registered counselors, A qualitative research method was used and the data was analyzed 

using the themes developed after participants read a copy of the McCann and Pearlman’s 

(1995) article on vicarious traumatization and recording their reactions. The study 

conclusions found that those working as sexual abuse therapists, regardless of what their 

original training had been, do obtain negative and positive feedback from the nature of their 

engagement in the work of doing sexual abuse therapy (Pack 2013). The study developed and 
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investigated the development of positive coping mechanisms described by the participants.  

Bandura’s Social Learning Theory tenet of Self-reinforcement in which individuals establish 

certain standards of behavior, and praise or criticize themselves accordingly, and the tenet of 

Vicarious reinforcement where people profit greatly from the experiences of others within a 

social context. As previously noted, it is generally accepted that the manifestation of 

psychopathology represents an interaction between the person and environment. Here 

therapists are reacting to the environment of sexual assault treatment and their reaction to the 

subsequent consequences, both negatively and positively.  What are the reactions of 

counselors who treat male clients who have been sexually assaulted is the continuing driving 

force for this researcher 

Impact of Treating Sexually Abused Clients 

An article concerning Social Work Clinicians was composed by Maddy Cunningham, 

D.S.W., in 1999, the article focused on the impact of the treatment of sexually abused clients, 

“The Impact of Sexual Abuse Treatment on the Social Work Clinician” (Cunningham 1999). 

Her article reviewed the growing literature on the prevalence of psychological consequences 

of sexual abuse and its treatment on the clinician. Her literature review of the current articles 

and studies at that time revealed that Courtois, 1988, found that sexual abuse therapy 

involves "an abreaction of the trauma" and catharsis. Herman, 1992 found that clinicians who 

work with sexually abused children and adolescents must share the "emotional burden of the 

trauma". Cunningham's review revealed what most researchers on the subject of the impact 

of treating sexually abused clients found the prevalence of vicarious traumatization (Munroe, 

1990; Pearlman and Mc Ian 1995; Schauben and Frazier, 1995; Kassam-Adams, 1994; 

Cunningham, 1996; Follette, Polusny and Milbeck 1994). Burnout was also prevalent in the 
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literature, (Maslach, 1982, Freudenberger and Robbins, 1979; Farber and Heifetz, 1982; 

Deutsch, 1984). These historical studies and findings are supportive of the recognition of the 

consequences of treating traumatized clients especially those victims of sexual assault. 

Chassman, Kottlker, and Madison conducted a grounded theory study of 18 American 

and Australian counselors that explored the impact on counselors working with adolescents 

with sexual behavior problems, "An Exploration of Counselor Experiences of Adolescents 

with Sexual Behavior Problems”, 2010.  The authors conducted an extensive literature search 

on the subject of impact on clinicians working with sexual offenders (Banks, 2002, Moulden 

&Firestone, 2007) and children and adolescents with varying degrees of sexually offensive 

behavior (Edmunds, 1997a; Gil & Johnson, 1993; Hackett, 2002, Ingi, 2001, Ryan & Lane, 

1997b). Literature review in this article included those on Counselors who treat sex offenders 

that are particularly prone to stress reactions, (Ennis & Horne, 2003), discouragement 

(Farrenkopf, 1992; Hackett, 2002). Counselors who work with this population are 

particularly at risk for vicarious traumatization (Amen, 2003; Bond, 2006; Crabtree 2002; 

Moulden & Firestone, 2007; Van-Deusen & Way 2006; Way, VanDeusen, & Cottrell, 2007; 

Way VanDeusen, Applegate, & Jandle,2004) or secondary traumatic stress (Lyndall & 

Bicknell, 2001). The purpose of the study was to explore how experienced counselors 

conceptualize, treat, and experience adolescents with Sexual Behavior Problems (SBP). The 

study participants were all professional counselors who had worked with SBP adolescents for 

at least 2 years and up to 21 years. The counselors participated in between one and three in-

depth semi-structured interviews conducted in person. The central question used to elicit the 

data was “How do you experience adolescents with SBPs?  
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The steps in the study were clearly defined as the participants were recruited using the 

“snowball” effect. The participants were chosen to purposefully provide variability in terms 

of their years of experience, gender, and culture, theoretical and practice orientation, source 

of referral and type of treatment setting.  

The data from the study revealed four main themes 1): The Counselor’s History of 

Abuse. More than half of the participants revealed that they had experienced some type of 

abuse, two had been sexually molested in childhood, Both counselors who were abused and 

not abused believed that to have an abusive history provided a particular lens through which 

the counselors viewed their clients, sometimes with greater clarity and sometimes by 

clouding the picture (Chassman, et al, 2010).  

Theme 2): The Feelings Counselor's Feeling Regarding Sexual Information. Whether 

in the contexts of client's descriptions of their own abuse or of the sexual touching of others 

at some point during treatment, the adolescents with SBPs would talk about their sexual 

experiences. Also, sometimes counselors would find themselves in situations in which the 

client acted in a sexualized manner toward them (Chassman, et al, 2010).  

Theme 3: The Counselor’s Sexual and Visceral Responses to the Client. Nine of the 

15 counselor informants who responded to an inquiry about sexual or visceral responses to 

their adolescent clients acknowledged this experience at least with one client (Chassman, et 

al, 2010).  

 Theme 4: Self-Monitoring and Self-Care: A common concept expressed by the 

counselors in this study was the necessity to be continually self-aware of their own reactions 

and needs while working with adolescents with SBPs. They needed to monitor their 

experiences in the moment with the client as well as their overall mental health.   
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The awareness of their personal issues was of foremost importance to the counselors 

(Chassman, et al, 2010). The findings of the study had important implication for the 

counseling community, especially those treating clients with sexually explicit stories.  

Counselors treating SBPs should recognize that sexual responses to adolescent clients who 

are discussing sexual issues are a natural and common phenomenon.  The study shed light on 

some counselors' concern and yet revealed some misconceptions, including that sexual 

response to clients who are minors, are dangerous and problematic and that counselors with a 

history of abuse may not be able to teat adolescents with sexual issues effectively. 

The study explored the consequences of treating adolescent clients; however, it did 

not explore negative behavioral changes in the counselor's world outside of the counseling 

setting.   Where there changes in the counselor's personal life as a direct result of treating 

sexually abused adolescent? That was never fully revealed.  Although it was a qualitative 

study using open-ended questions, the focus was narrow in that it was only interested in the 

experiences of the adolescent counselor. Even so, the study gave insight into the cognitive 

process of counselors facing their own arousal when hearing the adolescent's stories. It 

embodied the primary impetus of this researcher's quest; counselors are affected by their 

clients' stories. What are some of the effects on counselors treating males with sexual abuse 

or rape stories? It has been established that sexual abuse is a truly traumatic experience. 

Quality of Life for Trauma Counselors 

McKim and Smith-Adcock conducted a study to examine the quality of life of a 

trauma counselor. Trauma Counselors’ Quality of Life, (McKim & Smith-Adcock, 2013).  

Working with traumatized populations requires counselors to be focused and present, 

empathic, calm, and highly skilled and as such, crisis and trauma work has the potential to be 
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both strenuous and rewarding (McKim, Smith-Adcock, 2013).  To better understand a trauma 

counselor’s quality of life and how their work affects them, a study was conducted by 

McKim and Smith-Adcock by recruiting participants from the International Society for 

Traumatic Stress Studies (ISTSS) and the Association for Traumatic Stress Specialists 

(ATTSS). Participants included a volunteer sample of Professional Counselors, Psychologists 

and Social Workers who were contacted by the ATSS and ISTSS membership registries 

yielding 98 participants. The literature review revealed that there were several studies 

focused on professionals working with traumatized clients displaying compassion fatigue or 

secondary traumatic stress (Figley 1995; Munroe et al. 1995) and vicarious traumatization 

(McCann and Pearlman 1990; Pearlman and Saakvitine 1995). Vicarious Trauma has been 

defined as more focused on changes in cognitive schemata, whereas compassion fatigue is 

more focused on social-emotional outcomes (Jenkins and Baird 2002). Their literature review 

also revealed that Counselors’ capacity for empathy, which is seen as essential for forming a 

relationship and knowing a client’s worldview, can also put counselors at psychological risk 

when they have difficulty managing their own emotions in relation to their clients’ serious 

trauma (Figley 1995; Kassam-Adams 1995; Schauben and Frazer 1995; Pearlman and 

Maclan 1995).  The study examined the relative influence of counselors' individual and 

workplace factors in predicting trauma counselors' compassion fatigue and compassion 

satisfaction. Two research questions were addressed: 1) what is the relationship between 

workplace and individual-level variables and trauma counselors' compassion fatigue? Which 

predictor variables explain the most variance in compassion fatigue? and 2) what is the 

relationship between workplace and individual-level variables and trauma counselors’ 

compassion satisfaction? Which predictor variables explain the most variance in compassion 
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satisfaction? Although this study does not address a particular traumatized client, it does 

assist in establishing that counselors working with this population do display and are affected 

by changes in their schematic views both positively and negatively.  

Participants were administered the Professional Quality of Life Schale (ProQQL, 

Stamm 2005) which consists of 30 items on a 6-point scale (0=never; 5= very often) that 

measure therapists’ quality of life in their professional work. The compassion fatigue 

subscale (e.g., I am preoccupied with more than one person I [help]) and the compassion 

satisfaction subscale (e.g., I get satisfaction from being able to [help] people) were used to 

measure to two dependent variables. The Psychologist’s Burnout Inventory (PBI) was used 

to measure four workplace factors that have been correlated with burnout but not compassion 

fatigue or satisfaction. The remaining predictor variables were personal trauma history, 

measured by the Stressful Life Experiences – Short form (Stamm 1997); years of clinical 

experience, measured by one item asking the number of years working as a therapist; and the 

amount of secondary exposure, measured by asking participants about the amount of hours 

per week spent in direct contact with traumatized clients. 

The findings of the study underscore the importance for counselors working with 

trauma survivors to have more perceived control over their work environment, (e.g. using 

their own initiative at work, making decisions about the work they do. (McKim, Smith 

Adcock 2013). Over-involvement with clients was associated with increased compassion 

fatigue and, to a somewhat lesser degree, with decreased compassion satisfaction. An 

unexpected finding in the study was that counselors who had previous traumatic experiences 

found greater purpose and sense of achievement in their work with trauma survivors.  
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Given these findings, the tenets of Bandura’s social learning theory can be applied to 

counselors who have more perceived control of their work as self-reinforcement. Counselors 

established certain behaviors for themselves, praising or criticizing themselves accordingly. 

Additionally, counselors in the study reported either vicarious reinforcement or positive 

reinforcement as they experienced compassion fatigue or compassion satisfaction. These 

generalized findings apply to trauma counselors. What will a narrower focus on the thoughts 

and quality of life of the counselor treating males who have been traumatized by sexual 

assault or rape reveal? 

 This research interest focuses on furthering investigation into the primary experience 

of professional clinicians that treat MSA/R clients.  The methodology by which this research 

will investigate and attempt to understand those lived experiences will be defined in the 

proceeding chapter.  
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CHAPTER 3: Method 

 The primary goal of this research study was to ascertain the lived experiences of 

professional counselors/therapists who treated males who were sexually assaulted/raped 

(MSA/R) clients, by examining the emergent themes that are discovered through a 

phenomenological research approach. In this chapter, research questions, as well as interview 

questions, were methodology provided. Recruitment and criteria for participants are 

explained; data collection and statistical procedures used for analyzing the results are 

described. Ethical considerations examined and information regarding the instrument and 

procedural issues of trustworthiness and limitations and delimitations are addressed. 

Research Design 

 A qualitative phenomenological approach to research investigates the meaning of the 

lived experience of people to identify the core essence of human experience or phenomena as 

the research participants describe. (Bloomberg, Volpe 2012). Previous studies helped us 

understand the consequence of treating the sexually abused as well as treating the abuser. 

However, we have scarce information about the therapist’s personal thoughts and feelings 

about treating a sexually abused male in a clinical setting. Bandura’s Social Learning Theory 

is applied as the foundation for this study.  Bandura espouses that psychological functioning 

involves a continuous reciprocal interrelationship among behavior, environment, 

environmental influences, and internal personal factors (including expectations, beliefs, 

thoughts, preferences, and self-perceptions) (1977). The examination of descriptions of the 

psychological functioning of therapists treating male sexual assault victims through semi-

structured interviews, which provided an insight into their inner beliefs, behaviors, and 

thoughts about their treatment.  
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 Bandura's Social Learning Theory is the primary theory used as it incorporates both 

the social learning aspects of human behavior and the consequences and benefits of that 

learning. There are several tenets in the development and evolution of the social learning 

process that coincides with the process of the social phenomenon of male sexual assault/rape.  

How society views the importance of males and the seriousness of rape are intertwined in the 

portrayal of an acceptance or non-acceptance of male rape. 

Researcher Subjectivity 

During my counseling years, I examined myself as a counselor and wondered 

whether I was giving my clients the best I had to offer and, if in so doing, was I aware of 

what was being given back to me. As a novice counselor, I paid little attention to any 

personal effects of counseling male sexual assault victims.  In my naivety, I worried only 

about how well I was treating the clients and never examined what values or thoughts about 

male victims I brought into the session. In a concerted effort to find out more about the 

treatment of sexually assaulted males and about counselors that treat them, I found there to 

be an abysmal lack of research on the subject. This poignant fact is the impetus for this 

research.  

My first two clients, as an intern in a rape crisis center many years ago, were two 

males. These young boys were exposed to sexually inappropriate actions by their youth 

pastor.  My subsequent education and experiences have exposed me to additional raped or 

sexually assaulted males. Having come full circle in my career, I find myself again working 

at a rape crisis center. The male clientele has increased and I am still seriously intrigued by 

the effects of counseling male clients on the clinician's attitudes toward male clients and 

themselves.  The goal of this research is to improve and refine the understanding of the 
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reaction of a clinician treating sexual assaulted and/or raped male clients; on their beliefs 

about themselves and their clients. 

Research Questions: 

1. What are the experiences among therapists treating males who have been 

sexually assaulted and/or raped? 

2. Does counseling male sexual assault or rape survivors change therapists’ 

perspective of the male client? 

3. Do therapists experience any symptoms related to counseling male sexual assault and 

rape victims that are different from female victims? 

4. What are the expressed training and/or supervision needs for therapists 

working with males who have been sexually assaulted or raped? 

Population 

 Participants for this study were selected from those identified through solicitation via 

emails to rape crisis programs throughout North Carolina, Licensed Professional Counselor 

websites, and Professional Counseling websites, with an emphasis on North Carolina based 

counselors (see Appendix A). The participants were selected from a homogeneous group of 

purposefully selected therapists. Types of purposeful sampling include extreme case 

sampling, maximum variation sampling, homogeneous sampling, critical case sampling, 

snowball sampling, and criterion sampling (Patton, 2001). The respondents, selection into the 

study were be based on the following criteria: 

1. Possession of a valid North Carolina License as a professional counselor issued 

under the provisions of Article 24 of the North Carolina General Statutes and/or, 

2. Possession of a valid license as a Psychologist or Psychiatrist and, 
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3. At least 2 years of counseling experience and, (Purposeful sampling will be the 

primary method used to select participants.  Males are rarely seen in Rape Crisis 

Centers, therefore only participants with at least two years working experience 

will be considered; they would have had greater opportunity to see MSA/R 

clients. 

4. Experience treating a sexually assaulted or raped male. 

Data Collection 

 The research was conducted through personal interviews with eight professional 

Therapist/Counselors. Personal interview was selected as the primary method for conducting 

this research as it has the potential to elicit, rich, thick descriptions. Additionally, it gave the 

researcher the opportunity to clarify statements, probe for additional information as well as, 

read the participants’ expressions and body language when they were seen in person. 

Creswell (2007), Denzin and Lincoln (2008b, 2008c), and Marshall and Rossman (2011) 

state that a major benefit of collecting data through individual, in-depth interviews is that 

they offer the potential to capture a person’s perspective of an event or experience.  An 

Interview is a fundamental tool in qualitative research (Kvale & Brinkmann, 2009; Seidman, 

2006.  Kvale and Brinkmann (2009) describe the qualitative research interview as an 

"attempt to understand the world from the subject's point of view, to unfold the meaning of 

the subject's experiences, to uncover their lived world" (p.1). Similarly, Patton (1990) claims, 

"qualitative interviewing begins with the assumption that the perspective of others is 

meaningful, knowable and able to be made explicit" (p. 278). The participants in this 

research were all professional in their own right with at least two years of professional 

practice.   
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  Participants accepted into the study met with the researcher at sites convenient to the 

participant.  Interviews were conducted through the process of open-ended questions 

incorporating a conversational style model.  Methodological text on qualitative interviewing 

provides guidelines for effective interviewing – signifying the importance of the procedures 

by which data are generated for the assessment of quality (Roulston 2010). The qualities 

ascribed to each interview are based on the six criteria suggested by Kvale, 1996: 

• The extent of spontaneous, rich, specific, and relevant answers from the interviewee. 

• The shortness of the interviewer’s questions and the length of the subjects’ answers, 

the longer the better. 

• In depth follow-up and clarification of the meaning of the relevant aspects of the 

participant’s answers. 

• The ideal interview is to a large extent, interpreted throughout the interview. 

• The interviewer attempts to verify his or her interpretations of the subjects’ answers 

in the course of the interview. 

• There is a self-communicating story contained in the interview itself and there is little 

need for extra descriptions and explanations.  

Procedure 

 Participants for the study were solicited by emailing the member list of Rape Crisis 

Centers in North Carolina, and personal references. Participants were selected based on the 

following criteria: 

1. Possession of a valid North Carolina License as a professional counselor issued under 

the provisions of Article 24 of the North Carolina General Statutes and/or, possession 

of a License as a Clinical Social Worker. 
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2. Possession of a valid clinical license as a Psychologist or Psychiatrist and, 

3. At least 2 years of counseling experience. (Purposeful sampling will be the primary 

method used to select participants.  Males are rarely seen in Rape Crisis Centers, 

therefore only participants with at least two years working experience will be 

considered; they would have had greater opportunity to see males sexually 

assaulted/raped clients. 

4. Experience treating a sexually assaulted or raped male. 

Participants 

         Table 1 

         Participants 

 

 

 

 

 

        *CMHA – Community Mental Health Agency, DOD – Department of Defense, CM- Civilian Military, PP – Private Practice 

 All participants were asked to complete and sign an Informed Consent (Appendix D), 

a Demographic Information form (Appendix B), and to verify their licensure, by producing a 

valid license and the name of a supervisor or college that could verify their experience. Those 

recruited for this study were given a synopsis of the study and why they met the requirements 

for inclusion. All participants were informed that there would be no compensation for their 

participation. Access to participants identifying information was shared with the Researchers 

Participant Name Gender Race Licensure Type Current Practice* 

SAT01 F EA LMFT CMHA/PP 

SAT02 M AA LPCS DOD/PP 

SAT03 F EA LCSW PP 

SAT04 F EA LPC CMHA 

SAT05 F AA LPC CMHA 

SAT06 M EA LPC CM 

SAT07 F EA LCSW PP 

SAT08 F EA LCSW CM 
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Committee Chair only otherwise stickiest confidentiality was incorporated.  Researcher 

secured all demographic forms and audio tapings in a securely locked file cabinet in 

researchers’ home. Participants’ code names were kept separately in another locked desk.  

Interview Questions: (Answers were obtained through face to face and telephone interviews 

with follow-up clarification by telephone calls.) 

1. Tell me about the males you have treated that were sexually assaulted or raped. (No 

clients names or identifying information, only the type, younger, older, Caucasian, 

etc.) 

2. What were some of your initial feelings concerning your male client coming into 

treatment? 

3. What, if any, changes did you detect within your personal life or thoughts after 

treating sexually abused male victims? 

4. Tell me about your personal views on the rape of males; are they different for young 

males (birth to 18 years), than for adult males (18 years or older)? 

5. How have these views changed since treating the male victim?  

6. In what ways are your views about male victims different than those about females? 

7. When treating male sexually assaulted or raped clients do you employ different 

techniques than for your female clients? 

8. What are some of your thoughts and/or ideas about treating sexual assault/rape clients 

and do they include males as possible clients? 

9. What, if any, educational training or information regarding the treatment of male 

sexual assault/rape victims do you wish you had before treating males.	
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Instrument 

 Interview Questions were developed using results from various researches on sexual 

assault and trauma. 

Table 2 

Research Questions 

 

Research 

Margaret Pack,2009 – “The body as a site 
of knowing: Sexual Abuse counselor’s 
response to disclosures”. A Qualitative 
Study. The two male counselors that were 
included in the study discovered that their 
unique positioning as men working with 
female victims of sexual assault affected 
their personal relationships with women. 
More generally they had a sense of shame 
at the prevalence of abuse that generated 
guilt, anxiety and withdrawal (Pack 2009) 
for them. 

Another Qualitative study by Margaret 
Pack 2013 – “Vicarious Resilience: A 
Multilayered Model of Stress and 
Trauma”. The counselor participants 
moved beyond traumatization to enact 
their personal and professional values and 
philosophies as a way of dealing with the 
experience of dissonance, which is the 
hallmark of vicarious traumatization. 

Chessman, Kottlker and Madison 
conducted a grounded theory study of 18 
American and Australian counselors that 
explored the impact on counselors working 
with adolescents with sexual behavior 
problems, “An Exploration of Counselor 
Experiences of Adolescents with Sexual 
Behavior Problems”. A Qualitative 
Grounded Theory study conducted in 
2010. Participants were 18 professional 
counselors from United States and 
Australia. Study found that counselors had 
feelings of confusion, anxiety, and guilt 
because of visceral responses, however 
their feelings toward male adolescents in 
the study were not revealed.  

 

Research Question 

What are the experiences among 
therapists that treat males who have 
been sexually assaulted? 

 

 

 

 

 

Does counseling male sexually 
assaulted or raped clients change 
therapists’ perspective the male client 

 

Interview Question 

Tell me about the males you have 
treated who were sexually assaulted or 
raped. 

Tell me about your personal views on 
the rape of males; are they different for 
young males (birth to 18 years, then for 
adults males (18 years or older)? 

Tell me how your views have changed 
since treating sexually assaulted and/or 
raped males 

 

 

 

 

What were some of your initial feelings 
concerning your male client coming to 
treatment? 

In what ways are your views about 
sexually assaulted and/or raped males 
different than those about females? 
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    Table 2 

    Research Questions (continued) 

Kassing & Prieto, “The Rape Myth and 
Blame-Based Beliefs of counselors-in-
training Toward Male Victims of Rape” 
(2003). A Quantitative study, of one 
hundred and eighty-three trainees from 
CACREP programs across the United 
States. Measures of Demographic 
information Marlowe-Crowne Social 
Desirability Scale, Acceptance of Rape 
Myths Scale and statistical analysis of the 
RSQ (Rape Scenario Questionnaire Blame 
Items) were measured. Results indicated 
that as a result of gender role expectations 
of male and female counselors, female 
counselors rejected the rape myths about 
male victims to a greater extent than male 
counselors, however the overall consensus 
was that a male victim should have shown 
more resistance to the rape as presented in 
the counseling scenario. 

  

McKim and Smith-Adcock conducted a 
study to examine the quality of life of a 
trauma counselor. “Trauma Counselors’ 
Quality of Life”, (McKim & Smith-
Adcock, 2013). The level of vicarious 
trauma for the majority of the sample (374 
participants) fell within the clinical range, 
which was consistent with pervious 
studies (Kassam-Adams, 1999, 
Ghahramnlou & Brodbeck, 2000).  

Do therapists experience any symptoms 
related to counseling males who have 
been sexually assaulted or raped that are 
different from females? 

What if any, changes did you detect 
within your personal life or thoughts after 
treating sexully assaulted or raped males? 

Tell me about the treatment of one of hour 
male clients who had been sexually 
assaulted or raped where you used 
different techniques than those for a 
similar female client.  

Kassing & Prieto, “The Rape Myth and 
Blame-Based Beliefs of Counselors-in-
Training Toward Male Victims if Rape” 
(2003). The study concluded that 
“additional research is needed in this area 
to further clarify those factors that 
contribute to trainees’ subscription to rape 
myth and blame-the-victim beliefs. Future 
research could focus on identifying 
relevant course work, psycho-educational 
interventions, or lineal training 
experiences that could increase counselor 
trainees’ knowledge and skill bases in 
working with male victims of sexual 
assault.” 

What are the expressed training and/or 
supervision needs for therapists working 
with males who have been sexually 
assaulted or raped.  

How did ou first start working in the field 
of sexual assault/rape?  

Did you have any idea that males would 
be part of your clientele? 

  
 Creswell suggests the process of collecting information for a phenomenological study 

should primarily involve in-depth interviews with as many as 10 individuals (Marques, 

McCall, 2005).  For this phenomenological study, a goal of eight individuals was set.  The 

selection of eight participants is based on the foundation of purposeful sampling.  Creswell 
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(2007) states that in purposeful sampling the process "ensures that a variety of types of 

subjects are included, but it does not tell you how many of or in what proportion the types 

appear in the population" (p. 72). The researcher could have tried to obtain the number of 

licensed therapists in the population; however, to ascertain the number that has experience in 

treating male sexual abuse victims would have been difficult to achieve.   

 As the researcher, I have experience in interviewing both as a licensed therapist and 

as a television host. In addition, my undergraduate degree in Media/Communications 

included training on effective interview techniques.    

 Roulson, 2010, developed a typology table of qualitative interviewing conceptions.  

The table delineated conceptions of possible qualitative interviewing with possible research 

questions. Categories of delineation were ‘Neo-positivist’ (Alversson, 2003), ‘Romantic’ 

(Alvesson, 2003), ‘Constructionist’ Silverman, 2001, ‘Postmodern’ Fontanna and Prokosk, 

2007, ‘Transformative’ (Wolgemouth and Donohue, 2006), and ‘Decolonizing’ (Smith, 

1999). The table lists theoretical assumptions about the type of research that can be 

conducted: Methodological Issues Highlighted in the Literature, Criticisms of the Approach, 

and Approaches to Ensuring Quality of Research.  After careful review, this research project 

best fits the conception of ‘Romantic, (Alvesson, 2003) for the following reasons: The 

interview questions elicit the participants’ beliefs, perspectives, opinions and attitudes 

concerning providing therapy to MSA/R clients and the therapist experiences.  The 

interviewee is able to access interior and exterior states and can describe these accurately 

through collegial language (interviewees are licensed professional therapists with a minimum 

of two years’ counseling experience). Through rapport development, the interviewer 

cultivates a detailed understanding of the interviewees’ perspectives regarding the research 
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topic and interview questions (Roulston, 2010). The interviewee will have the status of 

peer/colleague with the interviewer, as they will share professional licensure and experience 

in the counseling profession.  Approaches that ensure quality during research include the use 

of multiple methods of data collection to verify interviewees’ statements (e.g. interviews may 

be supplemented with observational data, naturally occurring data; interviews may be sought 

with different people within a social setting in order to gain multiple viewpoints or verify 

details from prior interviews) Roulston, 2010.    

 Additional approaches to ensure the quality of the research espoused by Roulston, 

2010, include the recommendations that the researcher is sensitive to ethical issues in the 

research and the use of the process of member checking of the transcriptions and 

interpretations. Further, Roulston, 2010, recommends that the researcher have a sensitivity to 

how the sequencing of questions impacts data generation, as well as the need to pursue 

sensitive or difficult topics during the interview.  As the director of a rape crisis center and a 

licensed therapist, with 10 years of counseling experience, the researcher has the sensitivity 

and experience with sexual assault to be mindful of impending interview issues. Issues 

during the research interview may trigger memories of any sexual assault of the interviewee; 

the interviewee may not be skilled in expressing self-revealing thoughts or feelings; these 

among many other issues were considered in choosing the study participants and conducting 

the interview. 

Overview of Information Needed 

Contextual Information 

 The context in which the recruited study participants perform is essential to the 

assessment of the information given by that participant.  One criterion for participation in the 
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study is at least two years’ experience providing therapy as a licensed counselor.  Another 

important criterion is that the counselor must have treated at least one male who has been 

sexually abused.  It is important to understand the context in which the participant provided 

the therapy when doing a case study set in a particular site or multiple similar sites because 

elements within the environment or culture may, as Lewin (1935) reminds us, influence 

behavior.  Lewin’s fundamental proposition is that human behavior is a function of the 

interaction of the person and the environment; therefore, Lewin’s position is consistent with 

Bandura’s Social Learning theory, the basis of this study. The context in which a therapist 

provides counseling for the MSA/R client will be captured by the Participant’s demographic 

matrix for easy comparison and cross-reference to other participants. 

Demographic Information 

  Basic demographical information obtained from the study participants helped to 

determine their suitability for inclusion in the study.  The demographic information described 

the participant's gender, licensure, ethnicity, the context in which counseling is provided, etc. 

The information was used later to cross-reference data, construct a participant matrix and to 

compare codes and themes. All participants’ personal identifiers were coded by assigning 

numbers to interviewees, i.e., SAT01 (Sexual Assault Therapist 01, etc.) with only the 

researcher having access to the assigned numbers. Interviewees were assured of this process 

through the informed consent document approved by the IRB board of the research institute. 

Perceptual Information 

  Researcher captured participants' descriptions and explanations of their experiences 

as it relates to their personal perceptions and emotions while treating a MSA/R client. 

Personal, semi-structured, open-ended interviews captured rich descriptions of their personal 
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feelings and beliefs about rape, males, training, etc.   Interviews were taped and transcribed 

verbatim.  

Data Collection Method 

 The primary method for data collection for this research is personal interviews.  This method 

is the most effective because it has the possibility of revealing hidden meanings and 

descriptions of the participant and their experience of working with a MSA/R client. It also 

gave the Researcher the opportunity to clarify and/or probe for additional information. 

During the data collection phase of the research, the researcher kept careful field notes. The 

reflected descriptions of the location of the interviews, observed descriptions of the 

interviewees, and feelings of the researcher as the interview proceeded. The researcher 

bracketed any personal biases and/or feelings during the research process. It is important that 

the researcher continuously engaged in the process of self-analysis to gain clarity about how 

his or her experiences may impact the direction of the study (Koch and Harrington 1998).  

Data Analysis and Synthesis 

  Analyzed data captured during the interviews were coded then reduced to themes 

within the data.  The method of coding and reduction in themes was manifested through the 

transcription of the data. To assist in coding and analyzing data an experienced licensed 

therapist was used to identify codes and themes from the data.  The researcher trained the 

coding therapist on how to look for themes and categorize them into keywords that 

participants used to indicate personal references, professional reference, and feelings about 

males to support reliability.  Inter-rater reliability is the extent to which two or more 

individuals (coders or raters) agree. The researcher and coder each read the transcribed data 

separately, identified codes, grouped into themes and subsequently compared the discovered 
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codes and themes. As researcher and coder came to a consensus on the codes, grouping of the 

codes and finally the developed theme, validity was established.  The researcher used the 

process of inter-rater reliability to assure consistency in the coding and theme development. 

Ethical Considerations 

  The researcher considered ethical issues such as the possible unrevealed history of 

sexual abuse by the participant or close family member. The researcher assured participants' 

personal data, with the exception of demographic information, will be kept in the strictest 

confidence and that the identity of the participants will be anonymous.  The researcher asked 

that the participants refer to the clients they treated as a case number or by false names to 

ensure confidentiality. While the IRB and Informed Consent provided documented 

boundaries and considerations, the researcher was cognizant of participants' body language, 

uneasiness, or hesitation in responding to questions and advised participant of the option of 

terminating the interview. 

Limitations and Delimitations 

  Limitations are external conditions that restrict or constrain the study's scope or may 

affect its outcome (Bloomberg, Volpe 2012). Two limitations of this study were the 

professional status of the participants and the number of years in practicing as a professional.  

A possible outcome of these limitations is that the participant may have trouble recalling the 

details of their male clients if the numbers of clients are small or are too large.  The 

researcher may have to increase the number of participants in an effort to find participants 

that can recall details and personal feelings of their sessions.    

 Delimitations are conditions or parameters that the researcher intentionally imposes in 

order to limit the scope of the study (i.e., using participants of certain ages, genders, or 
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groups; conducting the research in a single setting (Bloomberg, Volpe 2012). The delimiting 

parameters of this study are set by the gender and experience of the clients that the 

participants treated.   

Trustworthiness & Credibility 

 The issue of credibility and trustworthiness refers to the process of the researcher 

verifying the accuracy of the findings by following a certain process, (Gibbs 2007, Cresswell 

2009) contends that the process includes checking transcriptions to confirm the accuracy of 

the information transcribed.  Training and employing a licensed therapist increase the 

accuracy of the transcriptions as Researcher trained rater prior to reading the data. 

Personal Statement 

  As an experienced therapist, I have recently seen an increase in the number of male 

clients that are revealing childhood or recent incidences of sexual assault/rape or 

inappropriate sexual behavior toward them. As evident by recent news about coaches, priests, 

and pastors sexually assaulting males or coercing them into inappropriate sexual 

relationships, the number of male clients in rape crisis centers is increasing.  How a therapist 

feels and treats such clients is of utmost importance to me as a researcher.  As agents of 

healing, are we showing any bias toward males, do we understand our own attitudes towards 

males as sexual assault victims?  Although we are espousing equality for males and females, 

are we giving equal time in therapy/counseling sessions to males?  With an open and honest 

structured interview with those that treat this particular clientele, I hope to discover hidden 

thoughts therapists or counselors have about personally treating male victims. During my 

internship as a therapist, my first two clients were males who had been sexually assaulted by 

their youth pastor.  The community in which they lived did not believe or support the 
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allegations of the young men and their faith community ostracized the family.  The actions of 

the pastor continued until there was irrefutable proof that he was inappropriate with other 

young males in his pastoral care.  As their first line of treatment, I often wondered if I gave 

them my best in helping them to heal.  There were few other therapists to consult and I was 

afraid of revealing my own thoughts about male on male sexual activity. Through this 

research, I will discover what others think about male clients who have been sexually 

assaulted/raped and hopefully, in the process, reveal insights into my own thoughts and 

feelings.  I envision this process as a means for me to become a better therapist as well as 

helping those in the profession recognize and address any issues they may have in treating 

sexually assaulted and/or raped males. Conjointly, the results will highlight the benefits of 

increased collaboration with other therapist treating the same type of clientele and possible 

gaps in the education and training on sexually assaulted/raped males.   

Summary 

  In this chapter, I discussed the methodology that was employed to conduct this 

phenomenological study, the research questions, and the interview questions. Recruitment 

and criteria for participants, data collection and statistical procedures that were used in 

analyzing the data, as well as ethical considerations, issues of trustworthiness and limitations 

and delimitations were also discussed. In the next chapter, a detailed analysis of the research 

and its' results will be presented.   

 

 

 

 



 

 

47 

 

CHAPTER 4: Findings 

 In this chapter, the results of the study, ‘Experiences and Thoughts of Therapist 

Treating Male Survivors of Sexual Assault and Rape’, will be examined. The first three 

chapters of this dissertation outlined the problem and purpose of this study. The results of 

data collected from participants are presented as an interpretive body of information using 

codes and themes to analyze the phenomenon of therapist’s thoughts about treating males 

who have been sexually assaulted or raped. As a phenomenological study, the interpretive 

approach was used through open-ended questions, presented in a semi-structured interview 

method. The findings presented served to answer the following research questions: 

1. What are the experiences among therapists treating males who have been sexually 

assaulted and/or raped? 

2. Does counseling male sexual assault or rape survivors change therapists’ 

perspective of the male client?  

3. Do therapists experience any reactions related to counseling male sexual assault and 

rape victims that are different from female victims? 

4. What are the expressed training and/or supervision needs for therapists working with 

males who have been sexually assaulted or raped? 

Summary of Participants 

SAT01 (Sexual Assault Therapist, the number is the order in which they were 

interviewed.) 

 SAT01 is a female, identifying as European American, and works as a Licensed 

Marriage and Family Therapist with several professional agencies. Participant has four years 
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of counseling experience and works primarily with adolescence, although adults comprise a 

large majority of her clients as parents. SAT01 lives in the down-east section of the North 

Carolina near the beach. A co-worker learned of the study through an email and encouraged 

her to apply as a participant. Her interview took place in her counseling office at a Private 

Practice. Therapist easily opened up to the researcher. The researcher noted that participant 

shared her feelings and thoughts effortlessly and did not shy away from the subject matter. 

As revealed in the interview therapist did not have a lot of experience treating males who had 

been assaulted, however, when she did have a client, it was a child. As a common occurrence 

throughout the next interviews, therapist wanted to talk about signs and symptoms, treatment 

regimens and descriptions of their clients.  The researcher listened for personal thoughts and 

feelings, while also redirecting therapist to focus on their feelings and views of their male 

sexually assaulted client. 

 "To my recollection, I have not worked with males that were assaulted sexually as an 

adult. It started as a child and continued into adulthood. Typically my work has been 

with a child who has recently experienced the trauma as a child."  

SAT02 

 SAT02 classified himself as an African American male with 20 years of counseling 

experience. Participant is a Licensed Professional Counselor with supervision credentials.  

He currently works for Department of Defense (DoD) in Georgia as a civilian and resides 

there. SAT01 knew participant as a classmate and colleague. Participant's interview took 

place via telephone while he was at home. The participant was very open and expressive in 

his conversation, the researcher observed that it seemed his home atmosphere was 

comfortable and easy for him to express his thoughts and feelings. This participant truly 
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responded in a conversational style. He also shared a few stories about clients he served and 

how he began as a therapist that wanted to help young boys become productive and well 

adopted male adults. 

 “I had a historical view of the sexually offended many years ago in my graduate 

program I observed that the victim had been groomed as a child and it was very 

assuring to me that that was the population I wanted to serve. So I don’t mind, it no 

longer surprises me, as when I first heard it, it was ‘wow what just happened?’ 

SAT03  

	 SAT03 is a self-identified female European American with 30 years of counseling 

experience. The participant is a Licensed Clinical Social Worker. The researcher never met 

participant before she responded to the research email. The participant lives in the Chapel 

Hill area of North Carolina and currently owns and works at her private practice. The 

researcher's impression of the participant as the interview took place was that she was 

interested in the subject matter and wanted more information on the treatment of males. The 

participant was direct in her responses and seemed to understand that the researcher was 

interested in her thoughts and feelings and not the plight of her male clients. 

“Well, I was actually surprised by most of the males that told me they had been 

abused because they had been clients of mine, some for over a year and never told me 

anything about it or never told anyone else about it.  I guess the biggest thing for me 

was actually just being surprised. I guess the thing I was most surprised about was 

how long it took for these particular men to actually come out about their abuse.” 

SAT04  
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  SAT04 identifies as a female European American. She lives and works in the 

Goldsboro area of North Carolina. She is a Licensed Professional Counselor, with 16 years of 

counseling experience and works at a community mental health clinic. The participant's 

interview took place in her counseling office that is located in a busy community clinic. 

There were several announcements of calls over the intercom; however, it was not distracting 

for the researcher or participant.  The participant acknowledges that she has a lot of 

counseling experience and that she has experienced sexual assault; however, her views today 

are all spiritual. The participant answered most of the questions through her spiritual (God's) 

eyes, and in her view, there were no differences in the treatment of males and females. The 

participant believes that she is called to treat all her clients the same. When the researcher 

inquired about her personal feelings, the participant found it difficult to separate her feelings 

from those she described as God inspired. The participant feels that she gives her clients the 

benefit of her expertise and tools to work with, and after that the control is in the hands of a 

higher being. This participant was the only one to admit that sexual assault was in her 

background and, therefore, helped to understand trauma and her clients better. The researcher 

inquired whether this interview bothered her or brought up memories, with the participant 

denying both. 

“To be able to do what you need to do with the moments of time that you have with 

somebody because that’s really all I feel I am responsible for. You know the rest is up 

to God, I mean you know, before that person walks in and sits down in your office, 

you know they are a child of God and they are out of my control.”  

SAT05  
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  The participant is an African American female with four years of counseling 

experience as described on her demographic form. She is a Licensed Professional Counselor 

and currently works at a community college in the Raleigh area of North Carolina. The 

researcher tried to conduct the interview using Skype; however, there was a lot of difficulty 

with the audio. After several attempts to establish a good connection, the interview was 

switched to audiotaping only using the telephone.  The participant was forthcoming in her 

answers and did not shy away from expressing her personal feelings and thoughts. The 

participant was openly concerned about the males in her family, especially her son. She knew 

of a couple of men that confessed to being molested at an early age but never told anyone in 

the family. A participant stated that even though she thought she did a good job protecting 

her son, she still went back to him to question if he experienced any assault or inappropriate 

touching, to her relief, he had not.   

“My thoughts, the way my thoughts changed in terms of how I viewed males and 

masculinity, was quite different. I had a better understanding, maybe more empathic 

about or around issues of masculinity; I had a better understanding as to why males, 

some males responded to strongly to certain language, certain innuendoes, certain 

things that maybe they experienced that kind of challenged their manhood. It made 

me more cognizant of how I address males in my personal life, how I viewed males, 

even my own son. I have a son, who’s a male of color. In fact his demographic, my 

son’s, is very similar to the demographic that I serve, which made me think about, 

you know, those clients that I serve and the capacity that they have; how their lives 

changed because of the people that violated them and how close those predators were 

to their families, within their neighborhoods, within their environment and how that 
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made me kind of readjust how I viewed males.  I became more empathic around 

issues of masculinity and, how males viewed themselves or how sometimes they 

would respond in a way that I would categorize as overly sensitive; I became more 

aware of the possibility of why that is.” 

SAT06  

SAT06 is a male identifying as European American; he is a civilian currently working 

at DoD in eastern North Carolina and has 36 years of counseling experience. The participants 

interview took place on base.  The participant was easy to interview and spoke openly about 

his feelings that sexual assault is a power issue.  He was confident in his thoughts because he 

stated that he had some training on sexual assault early in his career. When asked if he 

thought being a male might have made it easier for him to work with males, he stated that he 

did not see any difference, and that the issue was still about power.  

"Okay I haven't worked with a lot of adult males that have been raped but I think the 

bottom line is that it is still a power differential, rape is a power crime, whether it's a 

child or whether it's someone else who have been raped at gunpoint or raped by being 

ganged up on. It's still an issue of power and violence as opposed to sexual."	

SAT07  

SAT07 is a female, identifying as a European American, she currently works as a 

civilian with DoD in eastern North Carolina and has 25 years of counseling experience. The 

participants interview took place in her office on base. Although the participant was willing 

to participate in the study, she was conscious of her time and tended to rush her answers. The 

participant had a scheduled client and allowed the researcher only an hour to complete the 

interview. 
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"The one person who didn't return for therapy was the person who was assaulted as an 

adult by another male. His shame factor was much higher. Well, I worried was I did I 

in someway present as judgmental or in some way did I contribute to his level of 

being uncomfortable or ashamed of what had happened. Apparently, I didn't make it a 

safe enough place that he wanted to come back to, or maybe he was not ready to work 

on it at that time" 

SAT08 

  The final participant identifies as a European American currently working as a 

civilian on local military base with 24 years of counseling experience. The participant elected 

to be interviewed in my home as it was on her way to work and convenient. The atmosphere 

was relaxed while sitting at the kitchen counter sharing coffee. The participant showed a lot 

of interest in the study and was excited to learn of the results when completed. The 

researcher was given this participant's name as the result of interviewing one of her co-

workers. The participant felt she met the criteria and learned of the researcher's difficulty in 

finding a therapist with specifications needed. The participant conformed to the prevailing 

theme that if any adult revealed sexual assault, it had happened in their childhood.   

“I started with older males, who were being seen for mental illnesses, they revealed 

childhood sexual trauma, in the mental health clinic. Well being new to working 

specifically with adult male mental health clients, of course, I was personally, clinically 

unprepared for this disclosure. And I really felt that both of them [first two clients] were 

very vulnerable in their disclosure and couldn’t imagine how long, how difficult it must 

have been for them to carry these secrets for such a long time.”  

All participants were asked to respond to the following interview questions: 



 

 

54 

1. Tell me about the males you have treated that were sexually assaulted or raped. (No 

clients names or identifying information, only the type, younger, older, Caucasian, 

etc.) 

2. What were some of your initial feelings concerning your male client coming into 

treatment? 

3. What, if any, changes did you detect within your personal life or thoughts after 

treating sexually abused male victims? 

4. Tell me about your personal views on the rape of males; are they different for young 

males (birth to 18 years), than for adult males (18 years or older)? 

5. How have these views changed since treating the male victim?  

6. In what ways are your views about male victims different than those about females? 

7. When treating male sexually assaulted or raped clients do you employ different 

techniques than for your female clients? 

8. What are some of your thoughts and/or ideas about treating sexual assault/rape clients 

and do they include males as possible clients? 

9. What, if any, educational training or information regarding the treatment of male 

sexual assault/rape victims do you wish you had before treating males? 

Procedure 

 Upon completion of the IRB approval process from North Carolina State University, 

the participants were accepted into the study. The researcher conducted interviews from 

August 2016 through December 2017. The researcher’s recurrent illnesses prevented her 

from functioning in an expedited manner when conducting this research. 
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 Characteristically, qualitative inquiries rely on a relatively small and purposefully 

selected sample in order to allow in-depth inquiry and understanding of a complex 

phenomenon (Patton, 2002). Eight participants were desired. Ten applied and eight were 

accepted. Two were not suitable as they had not obtained licensure status and/or did not have 

two years of counseling experience. Participants’ qualifications were verified through all 

professional Licensure Boards and through supervisors and/or colleague’s personal 

verification. This deliberate selection of participants was designed to yield information that 

cannot be obtained from other sources (Maxwell, 2005). Merriam (1998) describes purposive 

sampling as a tool that anchors the assumption that “the investigator wants to discover, 

understand, and gain insight and therefore must select a sample from which the most can be 

learned” (p. 61). The only qualified therapist treating or had treated males who were sexually 

assaulted would have the insight to respond to the purposed interview questions. The 

participants in this research were all professionals with a minimum of two years professional 

clinical counseling experience and a maximum of 28. 

 Three participants were interviewed over the telephone, because of their distance 

from the researcher; two worked and resided in the Triangle area of North Carolina, and three 

were in close vicinity to the researcher. The participants that were interviewed over the 

telephone or Skype, were emailed Consent and Demographic forms, and were also given 

basic information about the research project. Three participants all worked in the Crystal 

Coast area of the state and were interviewed in person, one participant worked and lived in 

the Goldsboro area and, one participant lived in Georgia. All forms for those not interviewed 

in person were signed and returned electronically to the researcher. Interviews were 
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scheduled with a time frame of one to one-and-a-half hours. The shortest interview took 50 

and the longest took 90 minutes.  

 Creswell (2007), Denzin and Lincoln (2008b, 2008c), and Marshall and Rossman 

(2011) state that a major benefit of collecting data through individual, in-depth interviews is 

that they offer the potential to capture a person’s perspective of an event or experience.  An 

interview is a fundamental tool in qualitative research (Kvale & Brinkmann, 2009; Seidman, 

2006).  Kvale and Brinkmann (2009) describe the qualitative research interview as an 

"attempt to understand the world from the subject's point of view, to unfold the meaning of 

the subject's experiences, to uncover their lived world" (p.1). Similarly, Patton (1990) claims, 

"qualitative interviewing begins with the assumption that the perspective of others is 

meaningful, knowable and able to be made explicit” (p. 278). Creswell (2013) outlines eight 

validation strategies that are common to qualitative research. The eight validation strategies 

outlined are as follows: (a) prolonged engagement and persistent observation; (b) 

triangulation; (c) peer review or debriefing; (d) negative case analysis; (e) clarifying 

researcher bias; (f) member checking; (g) rich, thick description; and (h) external audits. 

Creswell (2013) also recommends, “that qualitative researchers engage in at least two of 

them in any given study” (p. 253).  

 Triangulation in coding and theme development, peer-review by a licensed therapist, and 

thick description by participants are four of Creswell’s (2013) strategies incorporated into 

this study, in addition to clarifying researcher bias.  

Triangulation in Coding and theme development 

Validity Procedures Within Qualitative Lens and Paradigm Assumptions, Creswell 2013 
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Table 3 

Paradigm 

Paradigm assumption/Lens  
Post positivist or 

Systematic Paradigm  

Constructivist 

Paradigm  

Critical 

Paradigm  

Lens of the Researcher  Triangulation  Disconfirming 
evidence  

Researcher 
reflexivity  

Lens of Study Participants  Member checking  
Prolonged 
engagement in the 
field  

Collaboration  

Lens of People External to the 
Study (Reviewers, Readers)  The audit trail  Thick, rich 

description  Peer debriefing  

Downloaded By: [Canadian Research Knowledge Network] At: 11:25 15 February 2009  

 Research for this study was developed through the paradigm assumptions/lens. The 

researcher used her lens, lens of the participant, and a therapist external to the study, to 

develop codes and themes to validate information gathered. 

Training the Coder (External to the Study) 
 

 Codes and themes were developed using a model from the Center for Evaluation and 

Research by the Tobacco Control Evaluation Center (Appendix E). This tool was chosen for 

its simplicity and its ability to help the coder understand the process. A newly Licensed 

Professional Counselor with three years of experience as an intensive in-home provider, 

showed interest in the research and was recruited to assist in the coding process. The 

counselor was given a synopsis of the study and trained with the researcher using the coding 

tool. Training consisted of the researcher meeting with the coder and reviewing the steps to 

identifying codes. Codes were defined for this research as an indication of thoughts or 

feelings expressed by the participants, i.e., "I felt sadness, or I thought, what is happing".  

After the researcher and coder compiled the code separately, they were then compared 
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against each other.  When coder and researcher agreed or came to a consensus about themes, 

they were accepted as valid.   

Themes 

Table 4 

Snap Shot of Codes and Development of Themes 

QUESTION 1 CODES 
Tell me about the 
males you treated 
that were Sexually 
Assaulted 

Looking for treatment of SA/R males 

SAT01 Males where teens, or children, recently experienced trauma when they were a child. Community 
center, early in their career 

SAT02 Male was an adult, recently assaulted, others revealed they were assaulted in childhood, treated early 
in their career 

SAT03 Males were assaulted in childhood, 90% assaulted by another male, a couple assaulted by a female. 
Treated them early in therapist career 

SAT04 Assaulted in childhood, treating them in a community center now. 
SAT05 Latino or AA decent community-based center 
SAT06 Early in career revealed assault in childhood by step-father  
SAT07 Early at first in career, community center and survival group assaulted young by the older sister, 

babysitter and someone else therapist not sure 
SAT08 Started with older males, who were being seen for mental illness, revealed childhood sexual trauma, 

mental health clinic 
Question 2  
What were some 
of your initial 
feelings 
concerning your 
male client coming 
into treatment 

How therapist felt after treatment male 

SAT01 Sadness, pride for the victim, that the client had been stigmatized.  
SAT02 For the client not to feel shame, that client was safe, wanted to create a safe environment, client to feel 

safe 
SAT03 Surprised was the biggest 
SAT04 PTSD and a description of the client, Spiritual insight, God child of God no difference between male 

and female, made us all equal, 
SAT05 Sadness 
SAT06 Knows it happens, was not such a shock 
SAT07 Compassion for how they felt, anger, sympathy, compassion, I felt sad for them 
SAT08 Unprepared,  
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Table 5 
 
Themes and Sub-themes 
 
Themes Sub-themes 

Thoughts and Expressed feelings 

Treatment 
First Clients were older when 
they revealed Sexual Assault 

• Surprised by the revelation 
• Clients were seen for another diagnosis 
• Most were seen in a community clinic setting 

Feelings 
Clinician had personal feelings 

• Sadness 
• Compassion 
• Wanted client to feel safe 

Personal Life and Thoughts 
Developed a greater 
understanding for the male 
client 

• How difficult for a male to reveal 
• Not to take for granted that male client had not 

been assaulted 
• Not to assume the males in their family had not 

been assaulted.  

Younger versus Older Males 
Saw males as child victims, 
had no adult males as victims. 

• Treatment was almost never an option for older 
males 

• Males did not reveal for years 
• Understanding of the male who had been assaulted 

hyper-vigilance around masculinity and reaction to 
certain phrases. 

Did Views Change 
Views changed a little, had a 
historical view of males 

• Now include questions about sexual assault with 
males and females. 

• More aware of surroundings  
• Watchful of young males and who’s spending time 

with them 
• Family considerations and reactions 
• Atmosphere of the male disclosure 
• Male to male assault usually older male to younger 

males 
• Female assault on young males 

Training and Education 
Not enough trauma training, 
especially for males as clients 

• How to treat males questioning their masculinity 
• Confidence in treating a male 
• Feeling unprepared for initial disclosure 
• Additional printed materials for males, both 

treatment and personal stories as references.  
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Examination and Summary of Themes and Sub-themes 

Theme 1 

Treatment of Males 

 Initial disclosure by male clients of sexual assault in childhood elicited personal 

feelings of the therapist in the treatment of a male sexual assault client. A consistent theme 

that emerged with all participants was that they only treated a male that was assaulted 

initially as a child, and the revelation often came as a result of other diagnoses. Therapists 

expressed that in most cases they were completely surprised by the revelation. One therapist 

treated an adult that was assaulted as an adult, however, he came into treatment as a result of 

another problem and still the therapist was surprised by the revelation of sexual assault.  

Sub-themes 

The revelation surprised the clinicians, 

SAT03 – “Well, I was actually surprised by most of the males that told me they had 

been abused because they had been clients of mine, some for over a year and never 

told me anything about it or never told anyone else about it.  I guess the biggest thing 

for me was actually just being surprised. I guess the thing I was most surprised about 

was how long it took for these particular men to actually come out about their abuse.” 

Clients were seen for another diagnosis, 

SAT06 – "I can think of three right off the top of my head, that I've worked with 

directly, the first one dating back to right about the beginning of my licensure this 

was a teenager who came in with symptoms of aggression and bullying in school and 

needed to have some help with that.  I took the approach of what's this young man 
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trying to protect himself from. So ultimately he disclosed that his former stepfather 

had been sexually abusing him from an early age" 

Most were seen as a community clinic setting, 

SAT03 "I worked at a Child Guidance, I had a fellowship at a child guidance center, 

and so I did see an amount of females who were sexually abused eventfully, but I 

knew that was one of the advantages, I guess we saw more girls than boys um, so, I 

am not sure if I am answering your question. Did I expect to them in my practice, I 

imagine I did", 

SAT04 “Uh mum you are just thinking about the broad range of mental health that 

people have and not really focusing on one group or another until you kind of find 

your niche and trauma I think is my niche, so it’s been a lot of PDST issues with 

people that I have seen over the years and I have done a lot more workshops in that 

direction and um so um so it has just been something I focus on and I guess I have 

had more people sent to me because of that, especially here. In our front office they 

know I do a lot of trauma so the people who have been sexually molested, they 

automatically refer to me.”  

Summary 

 A consistent theme that emerged with all participants was that they only treated a 

male that was assaulted initially as a child, and the revelation came as the result of treatment 

for another diagnosis. Therapists expressed that in most cases they were completely surprised 

by the revelation. One therapist treated an adult that was assaulted as an adult, however, he 

came into treatment as a result of another problem, and here again, the therapist was 

surprised by the revelation. The sexual assault of males was not part of the therapists’ 
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personal environmental factors (Bandura 1971), and therefore therapists were consistently 

surprised by the client’s revelations. “The content of a	particular client’s insights and 

emergent ‘unconscious’ could be better predicted from knowledge of the therapist’s belief 

system than from the client’s actual social learning history” (Bandura, 1971). The therapist’s 

belief system did not allow them, at the beginning of their career, to easily and consistently 

consider the rape or sexual assault of males. The counselor’s belief system is derived from 

social Reciprocal Determinism, “the continuous mutual interrelationship of behavior, internal 

personal factors (e.g., thoughts, beliefs, expectations), and environmental influences, any one 

of which may regulate any of the others” (Bandura 1977). The Hegemonic Male Model 

(modified from the work of Hegemonic Male Persona, developed by Antonio Gramsci, in the 

1930’s) is socially accepted in our society as this feminist model depicts. 

 

Figure 2 

(Figure downloaded from (Pintrest, 2018)	

It is societally expected and practiced that females are subject to the patriarchal model 

depicted; moreover, the rape victim in this model is always female. a rape victim will be 
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female. Since 1927 the definition of rape virtually excluded the possibility of a male 

reporting rape as a crime. Even though the laws and definition of rape have changed and now 

includes assault as a crime, the prevailing myth that men cannot be assaulted or raped still 

prevails.  

Theme 2 
Feelings 
 
How therapist felt after/during treating sexually assaulted male: 
 
 The feeling of sadness was indicated by 38% of the participants, 36% were surprised 

by the revelation and 35% felt compassion for the victim and wanted them to feel safe 

(implied), yet safety was expressed for the client specifically by only one participant. 

Percentages were calculated based on the explicit wording of compassion, safety, and 

surprise from one or more of the participants. A participant may have expressed one or more 

of these sentiments.  One therapist stated a feeling of unpreparedness.  

Sub-themes  

Sadness, 

SAT01 “My feelings uh I would definitely say sadness, stick out without a doubt…”  

SAT05 “My initial feelings about these particular males, upon beginning my work 

with them. I would say was sadness, uh concern, uh an overall feeling of just kind of 

um, I don’t know, I guess sadness is the best way that I could describe it.” 

Compassion, 
 
 SAT08 “I felt that’s it’s unjust, that it’s so hard for male victims to come forward, 

 I felt sympathy, compassion, I felt sad for them” 

SAT03 “I think I would have compassion, with just anybody being assaulted..”   

Wanted client to feel safe, 
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SAT07 “I’m probably um take greater care to try to create a um non-judgmental safer 

environment because it does, seems to me that their [male client], shame factor is that 

much higher” 

SAT04 “I can’t imagine that in the two males that they had many opportunities or a 

safe places where they felt they could talk about this.” 

Summary 

 Notably, major themes of the therapists were that they felt sadness; they were 

surprised by the revelation and had compassion for the victims and wanted them to feel safe. 

As therapists expressed their emotional feelings about their clients that revealed sexual 

trauma, their feelings (therapist) were a direct result of their hearing the client’s stories. 

While many emotional responses are learned on the basis of direct experience, a lot of human 

learning undoubtedly occurs through vicarious conditioning. The emotional responses of 

another, as conveyed through vocal, facial, and postural manifestations, can arouse strong 

emotional reactions in observers (Bandura, 1971). In this case, the observer is the therapist, 

who now expresses sadness, compassion, and surprise to the revelation of sexual assault from 

their male clients who revealed sexual assault initially to them. The emotional response of 

sadness and surprise points to the unveiling of a phenomenon that is unfamiliar to the 

therapist.  Even as novice therapists, participants explained that they expected to treat 

anxiety, marital issues and maybe some depression, however, they were not prepared to 

handle the revealing of sexual assault. As indicated in studies of Margaret Pack, 2009, "the 

body a as site of knowing: Sexual Abuse Counselor's response to disclosures".    

Theme 3 

Therapists Feelings in personal life and thoughts  
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 The prevailing themes that indicated changes were the counselor’s attitude toward the 

male victim and a greater understanding of how prevalent it was in the male populations they 

served. Counselors indicated that they gained a greater understanding of how truly difficult it 

was for a male to reveal assault, and to not take for granted that a male had not been 

assaulted some time in their lives. They also indicated that they began to think about their 

own families and if they had done enough to protect them. Another theme that emerged was 

that therapist began to see males as victims in childhood, even if they are adults now, and 

how treatment is almost never an option for males. 

Sub-themes: 

Began to understand how difficult it was for a male to reveal sexual assault. 

SAT08  “I imagine they may feel more pressure, and again it can’t be easy for a 

female dealing with trauma, I mean I know, I know it’s not but I would think it would 

be doubly difficult for a male.” 

SAT02 “But some of them had worked through their issue where many of the men 

had an identity issue that they wrestled with and it was hard for them to let down that 

barrier and keep up appearances.” 

Therapist comprehended that they should not to take for granted that male clients had not 

been assaulted and not to assume the males in their family had not been assaulted. 

 
SAT01 “Personally, I think it just gave me the understanding that you can’t assume 

that the survivor would have always been a woman. You have to take into account 

that, that kind of trauma or that kind of, I am not sure of the word I am looking for, 

but it doesn’t just happen to women it doesn’t just happen to girls that it could happen 

to anybody”. 
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SAT05 “I didn’t understand the frequency of how often it happens and how treatment 

is almost never an option for many males, because they don’t disclose” 

SAT02 “I it was something that I never thought I would ever have to encounter, I was 

a bit naïve, uh but what it gave me too, was to remember some of the trauma that I 

recalled seeing and hearing in both male and female clients and made me think about 

my own children and had I given the opportunity for some kind of predator to offend 

them” 

Summary 

 The prevailing themes that indicated changes were the counselor’s attitude toward the 

male victim and a greater understanding of how prevalent it was in the male populations they 

served. Counselors indicated that they gained a greater understanding of how difficult it was 

for a male to reveal and to not take for granted that a male had not been assaulted some time 

in their lives. Some also indicated that they began to think about their own families and if 

they had done enough to protect them. Therapists brought into the counseling environment 

their personal environmental factors, (social norms, attitude toward males who are victims of 

assault and/or rape) which lacked experience and knowledge about a male sexual assault 

victim, cognitive factors (their knowledge of male sexual assault or rape, their attitude, and 

their expectations).  

Theme 4 

Younger versus older males 

Therapist saw them as child victims and had no adult males as victims, with the 

exception of one clinician that saw a male who was assaulted as a male, most clinicians saw 

adults or older teens as they revealed childhood assault.  
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Sub-themes 

Treatment was almost never an option for older males. 

SAT01 “I have worked with males who said it was hard to bring it up because there is 

kind of a stigma attached to the male being the victim.” 

Males don’t reveal for years, they are hyper-vigilant about their masculinity. 

SAT08 [client] “was really consumed with taking care of his parents and not 

interacting with the world, not working, no leaving that home, and um he slowly 

disclosed, he went further in treatment than the other client, but he slowly disclosed 

that some of his issues were related to his not dealing with his abuse. 

Wow, we I think societally or in society that females, not that it is easy, or any easier, 

but I think that our females have more opportunities, or permission to disclose what 

they have been through and maybe on the clinical side, maybe in our culture, that it’s 

ok for them to seek help. Um I can’t imagine that in the two males that they had many 

opportunities or a safe places where they felt they could talk about this.” 

SAT08 “After I had worked with [assaulted clients], I have two sons and I may have 

gone back and questioned my children, not that I hadn’t asked discussed this with 

them before, I may have asked them again.” 

SAT05 “Have disclosed to me that they had been a victim of sexual assault or rape, 

what I’ve seen with them is they very much are hypersensitive about their 

masculinity” 

Summary 

Considering that the major themes that emerged were that therapist began to see 

males as victims in childhood, even if they are adults now, indicates how difficult it is for the 
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therapist to accept an adult male being sexually abused. In Figure 1, (page 19),  the triangle 

illustrating "Determines Human Behavior," can be correlated with the determinates of  

environmental factors that manifest when the social norms, access to community, and 

influence on others, leads the therapist to the conclusion that accepting male sexual assault is 

outside of their learned environmental factors. One of Bandura’s tenets of social learning is 

the process of reciprocal determinism, the continuous mutual interrelationship of behaviors 

internal personal factors (e.g., thoughts, beliefs, expectations), and environmental influences, 

any one of which may regulate any of the others (Bandura 1971). It was easier for the 

therapist to see the male victim as a child than it was for them to see the male as a sexually 

abused adult. Understanding on the therapist part that treatment was almost never an option 

for males underpins the initial belief that treatment was not an option because the phenomena 

of male sexual assault was unreal.  

Theme 5 

Did treating male victims change views or treatment methods? 

 Most clinicians expressed some changes in their views. Some began to understand 

that men could actually be sexually assaulted and that it was hard for them to find the right 

time, person, or safe place to disclose. No one indicated any major change in his or her 

personal life view or adopting different treatment regimens. 

One clinician’s expression summed up the essence of the other therapists as she stated: 

“It changed a little, I didn't know the frequency that it happens, how treatment is 

almost never an option for most males, eye-opening, personally it makes me 

reconsider again how I look at males, how I interact with them to take things a little 

bit more seriously in terms of you know, joking around or having a conversation or 
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watching their reaction to certain things. I am bit more tolerant, a little more liberal in 

my thinking, there is a bias against men seeking treatment, an unspoken bias against 

them, oh that didn’t really happen or that can’t be true.” 

 Clinicians expressed a deeper understanding of the nature of the male sexual assault. 

Family considerations, family views, and the atmosphere of the male's disclosure were seen 

somewhat differently after experiencing male sexual assault clients. 

SAT01 "My personal views for the adults male that I know that I've worked with is 

uh (pause) maybe it's just based on an individual I know, I can't quite figure it out, it's 

one that started in childhood and that in and of itself already created this feeling of 

not being worthy um of shame, of guilt and the pattern just continues to repeat 

themselves and an if they didn't have that supportive family. So, personally, I and I 

can see how as an adult to have that same kind of pattern repeated, how it did 

happen" 

Did treating male victims change counseling techniques?  

Clinicians did not employ different techniques; however, they became aware of 

asking different questions and not shying away from asking about sexual assault in 

establishing rapport with their male clients. SAT01 wondered if having a counselor of the 

same gender or different would have made the experience better for the client to disclose.   

SAT01 “But perhaps when I do assessments, I don't just assume he's a man, he is not 

going to have had that experience. I make sure to asses for that each time and not 

have an assumption that he is not, in fact, a survivor.” 

The participants’ thoughts, in general, and males specifically as it concerns sexual assault. 
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 There was a consensus that there is not enough training sooner in the education of 

therapists and not enough training on the issue of trauma, for children, especially for male 

victims. Clinicians did not employ different techniques for males; however, they became 

aware of asking different questions and not shying away from asking about sexual assault in 

establishing rapport with their male clients. Participants demonstrated two of Bandura's 

tenets in processing this question, reciprocal determinism (the continuous mutual 

interrelationship of behavior, internal personal factors (e.g. thoughts, beliefs, and 

expectations), and environmental influences, any one of which may regulate any of the 

others. In addition, vicarious positive reinforcement (which demonstrates that behavior can 

be enhanced as well as reduced by the observed outcome) here vicarious positive 

reinforcement is evident when therapists display an increasing behavior for which they see 

their clients feel safe as they are unconditionally accepted (Bandura 1971). Therapists 

learned from past experiences with male clients that the possibility of male sexual assault 

could not be ruled out or ignored. Many realized that they must challenge their beliefs and 

move on to asking difficult questions about male sexual assault.   

 Further, therapists were reinforced in their efforts to explore the possibility of assault 

in males, and they expressed they were surprised and shocked about the number of cases and 

how long it took for most males to reveal the sexual abuse or assault. What reinforced them 

with their clients was to see the relief and evidence of trust in them when they entrusted the 

therapist with their lifelong secrets. Therapists expressed a desire to make the client feel safe 

and believed, once he revealed his story of abuse.  
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Theme 6 

Education and Training  

What, if any, educational training or information regarding the treatment of male sexual 

assault/rape victims do you wish you had before treating males? 

 The prevailing theme was the need for trauma-informed care training, sexual assault 

training, how to diagnose trauma, and a general observation that there are little resources to 

assist with the male sexually assaulted client.  

SAT01 "You know, we often times, at least in my experiences, have trained in how to 

treat kids that have been victimized, but we don't solely focus on adults where there's 

a first-time occurrence. I think that would be an important topic to focus on in the 

future." 

SAT02 “I think I would have been helpful to learn more about what the literature was 

showing about sexual trauma on male and the impact on their identity, their 

development their role as a male in their house, their relationship with their children 

and their success.  That would have been interesting to see that, in my counseling 

preparation, that was something we never talked about.  We never talked about what 

Counselor’s need to be better, to serve that population of people. To serve them it 

takes more of my heart to be able to listen to patients hear their stories and process 

this information about what’s my next step. It would have been very helpful to have 

that knowledge. Male sexual assault had not been classified as rape and does not 

carry the same consequence for male sexual assault as female and does not carry the 

same consequence or penalty. For a person to know that and to be comfortable to 

follow up with somebody and talk about that knowing the legal system. My problem 
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is how to really guide them as to what the outcome would be it is a difficult set up for 

some people as I see it.  And let me explain when a person is vulnerable and you are 

trying to supply them with the support that they need or by asking them did they 

report this or speak out about what's going on in their mind about what has happened 

to them. If you don't know enough about the consequences or the environment they 

are in it can be very devastating for them as well. Once a person exposes the 

information it becomes confidential, it also has negative exposure to people who do 

not believe what's going on with them and their different lifestyle. Counselor's are not 

prepared to work with that population of people and could be better prepared." 

 Participants expressed that there was not enough training sooner in the education of 

therapist and not enough training on the issue of trauma, for children, especially for male 

victims. The behavior factors in the training of therapist touched upon many of Bandura’s 

tenets as social factors in providing therapy to clients and reviewing one’s own abilities. As 

shown in the Social Learning and Sexual Assault diagram in Chapter 2, the environmental, 

cognitive, and behavioral factors are implicated in the therapist's view of themselves and 

their clients. That being the case, therapists realized that their social norms did not allow 

them to consider a male as a victim of sexual assault. Instead, their lack of training in this 

particular area contributed to their lack of knowledge in the treatment of males, which in turn 

decreased their self-efficacy in providing treatment for sexually assaulted males at the 

beginning of their careers. 

 Thoughts about types of training that therapists wish they had received will be 

covered in the next chapter as the summary of this study is explored. 
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Summary of Themes 

 In this chapter, I presented a summary of my research findings using a thematic 

approach. Six themes were discovered as a direct result of the answers from study 

participants. The participants’ remembered counseling sessions, which helped to develop a 

full and detailed description of their experiences with sexually assaulted male clients and the 

personal impact, or non-impact, upon them as professionals and individuals. 

 In the next chapter, I will discuss and explore the summary of the study, a summary of the 

findings, the research questions that guided the study, results, and implications, study 

limitations and indications for future research as well as personal insights as the researcher. 
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Chapter 5: Discussion  

The purpose of this study was to discover clinicians/counselor's inner thoughts and 

feelings concerning the treatment of sexually assaulted males, and if that treatment 

manifested into any personal consequences to clinician or treatment of the client. A 

phenomenological study using an interpretive method was used to conduct the study and a 

thematic approach was implemented to interpret the results.  This chapter provides a 

summary of the study, a summary of the findings, the research questions that guided the 

study, results, and implications, study limitations and indications for future research. 

Summary of the Study 

Over the course of eight months, I interviewed eight participants that were accepted 

into the study based on their qualifications. Each participant was clinically licensed in the 

field of counseling either as a licensed marriage and family therapist, licensed professional 

counselor or a licensed clinical social worker. Participants were obtained through emails to 

rape crisis centers, private agencies and word of mouth. Interviews took place between 

August 2016 and April 2017. Three participants were interviewed telephonically using Skype 

or telephone calls. The additional five participants were interviewed in person at a location 

most convenient for them, either in their office, my home or at a community location.   

 Four licensed professional counselors (LPC), three licensed clinical social workers 

(LCSW), and one licensed marriage and family therapist (LMFT) were the participant's 

license, ethnicity consisted of six self-identified European Americans and two African 

Americans. There were two males and six females interviewed. 
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 The researcher transcribed the interview results and a licensed councilor interpreted 

responses into codes, and subsequently themes. The researcher used an evaluation tool 

developed by the Center for Evaluation and Research to guide the process (Appendix E). 

Summary of the Findings 

Research Question 1: What are the experiences among therapists treating males who have 

been sexually assaulted and/or raped?  

Three interview questions were developed to extract therapist experiences, based on 

similar research conducted by Margaret Pack, (2009 and 2013).  Interview questions: 1) Tell 

me about the males you have treated that were sexually assaulted or raped, 2) What were 

some of your initial feelings concerning your male client coming into treatment, and 3) What, 

if any, changes did you detect within your personal life or thoughts after treating sexually 

abused male victims? 

Theme 1: Therapist expressed that in most cases they were completely surprised by the 

revelation. Theme 2: Sadness, major themes of the therapists were that they felt sadness; they 

were surprised by the revelation and had compassion for the victims and wanted them to feel 

safe. Theme 3: A greater understanding of how prevalent sexual assault/ abuse was in the 

male population, a greater understanding of how difficult it was for a male to reveal, and not 

to take for granted that a male had not been assaulted at some time in their lives. (One 

participant related specifically to her family and wondered had she done enough to protect 

them.)  Theme 4: How treatment was almost never an option for a male and it was easier for 

the therapist to see male victims as a child than it was for them to see them as an assaulted 

adult. Although six themes were discussed in the previous chapter, four were major and 

contributed to the research questions. 
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 As the themes indicate, participants generally expressed experiences of surprise based 

on the client's revelation. The therapists did not indicate any surprise of sexual assault when a 

female revealed.  Antonio Gramsci in the 1930’s developed the Hegemonic Male Persona, 

which is a concept that helps to explain how state apparatuses, or political society, supported 

by, and supporting, a specific economic group, can coerce, via its institutions of law, police, 

army, and prisons, the various strata of society, into consenting to the status quo (Holub, 

1992). In this paradigm, the status quo is that males cannot be sexually assaulted, even as 

children.  Participants further realized as they began to listen to their clients' stories that they 

developed a sense of sadness, and a sense of compassion, for the male victim.  As indicated 

in their treatment of any sexually assaulted person, compassion is inherent to understanding a 

client; however, sadness and compassion indicate a state of additional concern for the client.  

Margaret Pack founded a study conclusion that those working as sexual abuse therapists, 

regardless of what their original training had been, obtain negative and positive feedback 

from the nature of their engagement in the work of doing sexual abuse therapy (Pack 2013). 

Pearlman and Saakvitne, 1995, studied how counselors may develop vicarious traumatization 

when psychotherapists’ sense of self and worldview is negatively transformed through 

empathetic engagement with traumatic disclosures from clients. Feelings of sadness, 

empathy, and compassion were expressed or implied on a consistent basis by the participants 

in this current study.  The degree to which the symptoms were manifested was minimal as 

the combined number of sexually assaulted males from the eight participants was small. 

 Some of the basic concepts involved in training therapists, according to 

Alpsychologyschools.com, are that most therapists have a sense of these ten core qualities; 1. 

You should be a good listener 2. Have the ability to keep a secret. 3. Care about others 
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(empathy). 4.  Be inquisitive. 5. Know yourself well. 6.  Possess the ability to talk to all types 

of people. 7. Be a stable individual. 8. Be tolerant. 9. Be a problem solver. 10. Be creative 

and flexible. 

 Of the above-mentioned qualities, empathy is the backbone of the psychology 

industry, and cannot be faked. It is important that psychologists understand a patient’s 

emotional pain and show compassion. All of the participants in this study had these qualities; 

however, they expressed a sense of sadness that goes beyond compassion to their personal 

core. This personal sadness came about as they encounter males that had been sexually 

assaulted and did not fit the hegemonic societal image of males.   

 Study participants consistently expressed that they gained a greater and deeper 

understanding of the plight of males. Understanding the difficulty of males to reveal and/or 

report their abuse, helped therapists recognize on a personal level, that males have additional 

concerns.  

Research Question 2: In what ways does the counseling of male sexual assault victims 

affect the counselor’s personal view of their client and themselves? 

Based on research conducted by Chassman, Kottlker, and Madison, a grounded 

theory study of eighteen American and Australian counselors that explored the impact on 

counselors working with adolescents with sexual behavior problems, “An Exploration of 

Counselor Experiences of Adolescents with Sexual Behavior Problems”, and Kassing & 

Prieto, “The Rape Myth and Blame-Based Beliefs of counselors-in-training Toward Male 

Victims of Rape”(2003), two interview questions were developed to elicit responses that 

would indicate personal views of their client.  Interview Question 4) Tell me about your 

personal views on the rape of males; are they different for young males (birth to 18 years, 
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than for adults males (18 years or older)? The major themes that emerged from this question 

were that therapist began to see males as victims in childhood, even if they are adults now, 

and how treatment is almost never an option for males. Interview Question 5) How have 

these views changed since treating a male victim? Views changed little for some clinicians; 

most began to see that men could be sexually assaulted and that most of their assaults 

happened as children, when they were the most vulnerable. 

 Unfortunately, participants were reluctant to express any views that were of a truly 

personal nature. Participants gave views of their clients that included their perception of how 

difficult it was for males to disclose, and that disclosure required the right person, time, and 

place. A consistent theme from counselors as they assessed themselves as a novice counselor 

encountering male sexual assault was that they were totally unprepared on how to treat this 

particular issue. As one participant expressed, “Wow, this was not in the book”. 

Research Question 3: Do therapists experience any symptoms related to counseling male 

sexual assault and rape victims that are different from female victims?  

McKim and Smith-Adcock examined the quality of life of a trauma counselor in their 

work, Trauma Counselors’ Quality of Life, (McKim & Smith-Adcock, 2013).  The level of 

vicarious trauma for the majority of the sample (374 participants) fell within the clinical 

range, which was consistent with previous studies (Kassam-Adams, 1999, Ghahramanlou & 

Brodbeck, 2000). Counselors experienced some type of vicarious trauma when they 

consistently treated trauma victims. Conversely, counseling participants in this study did not 

display or describe traumatic symptoms from treating sexually assaulted males. In all 

probability, the therapist of this study did not develop traumatic symptoms because of the 

small number of sexually assaulted clients treated. 
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Research Question 4: What is the expressed training and/or supervision needs for therapists 

working with males who have been sexually assaulted or raped? 

As has been mentioned, participants expressed a desire to have had additional trauma 

training in general, and specifically, information regarding the treatment of sexually 

assaulted males. Currently, there are educational and support materials on the effects of 

sexual assault on males and a national web site, RAIN (https://www.rainn.org), that offers 

help on the subject matter, but little to guide therapists that treat them. Only in recent years 

has information been offered specifically on the treatment of males who have been sexually 

assaulted; however, there is little on the type or specificity of treatment methodology for 

therapists who treat them, or what treatment methods work best.   

Results and Implications 

 Overall, participants in this study did not express any personal consequences of 

treating sexually assaulted male clients; however, the general expression of surprise and 

sadness for the victim and not being prepared radiated throughout the interviews.  A deep 

concern for creating a safe environment was evident, and a generalized anxiety about male 

vulnerability was discovered. One participant expressed anger towards the victims’ 

perpetrator, another therapist only articulated sympathy, but all conveyed some level of 

compassion and caring for the abused. One participant only talked about sexual assault and 

client care from a religious paradigm.  

Implications  

 Bandura espouses that psychological functioning involves a continuous reciprocal 

interrelationship among behavior, environment, environmental influences, and internal 
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personal factors (including expectations, beliefs, thoughts, preferences, and self-perceptions) 

(Bandura, 1977) 

 Therapists personal feelings toward males that had been sexually assaulted do not 

seem to differ from those of a female client; however, most therapists expressed additional 

feelings of sadness, compassion, and concerns for a safe environment that were not indicated 

when asked about females. Surprise seemed to be the initial feelings for most therapists when 

first treating male sexual assault clients, whereas surprise was not an experienced emotion 

when treating their first female sexual assault client. Here again, the intrusion into our 

perception of males as the dominant, and therefore "safe" or non-vulnerable, members of our 

society surprised most therapists when they learned the male had been sexually assaulted. 

Limitations 

 The information extracted from this study provided rich and insightful material 

concerning the feelings and thoughts of the therapist treating male survivors of sexual assault 

and rape. Responses centered on the participant's feelings about treatment and the difficulty 

for the male sexually assaulted client. The therapist did not reveal, in depth, their personal 

feelings, even when prompted by the researcher.  A larger sample of therapists with more 

experience with this particular issue may have yielded additional personal thoughts. Study 

participants had to recall their experience with sexually assaulted males, which dated back, in 

most cases, to the beginning of their careers. 

  The pool of experienced participants was limited, as males are just beginning to feel 

comfortable revealing sexual assault, and fewer even are willing to seek treatment. 

Therefore, the experiences were limited to a small pool of therapists. The area in which the 

study was conducted is in the Bible Belt of North Carolina, where sexual assault is not as 
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readily talked about. In a larger metropolitan area, the pool of experienced therapist treating 

sexually assaulted adult males and children would have been larger.   

Resulting from the small number of study participants, the generalizability of this study to a 

larger number of therapists treating sexually assaulted males is probably not possible without 

further studies.  My attempt was not to assert any findings to the general population of 

therapists, but to begin to understand any differences clinicians experience in personal 

perception of sexually assaulted males.     

 Although other limitations may exist, my primary basis in conducting the research is 

that I knew half of the participants on a professional level. I endeavored to present an 

empirical outlook on the process; however, any nod of agreement, any expression of 

understanding counseling situations, smiling, or laughing, may have influenced participants’ 

answers. In an effort to bracket my personal experiences, notes were taken during the 

interviews to direct my thoughts to the interviewee, and not on my counseling techniques or 

experiences.  

Unexpected Indications 

 While interviewing, the researcher noted that all participants replied in a controlled 

and careful manner.  The researcher was cognizant of the manner in which the answers were 

delivered. All participants seemed to be sure that the researcher understood they could 

recognize symptoms of abuse as well as understanding what treatment they may employ 

during treatment. 

SAT04 “So other than just trying to be there clinically, correctly diagnosis and to be 

able to keep up with the workshops on the PDST issue and the latest treatments that 
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are available, um to be able to do what you need to do with the moments of time that 

you have with somebody”  

Participants were consistently redirected to talking about their feelings about male 

clients, and not to describe treatment or diagnosis. The researcher reassured participants that 

what was desired were their feelings and insights about the male client, and assessment of 

their skills or knowledge was not of primary interest. After several attempts at redirection, in 

most cases, participants talked guardedly about their feelings. The researcher became keenly 

aware that interviewing colleagues about their thoughts concerning clients might seem to veil 

a desire to evaluate the participant's skill level.  Given these observations, suggestions for 

future implementation of this type of study is that an anonymous assessment of feelings may 

yield richer descriptions of counselors' personal feelings toward sexually assaulted males.   

Essence of the Study 

 The essence of the experiences and thoughts of the therapists in this study indicates 

that; an adult male generally surprises clinicians when they reveal sexual assault.   

It is imperative to consider the socialization of humans (Americans especially) when 

examining why the therapist primarily expressed emotions of unpreparedness, surprise, and 

compassion. We find that males are left out of much of the research on the treatment of male 

sexual assault or rape. Although there is a growing body of research on recognizing to how 

males have suffered sexual assault as children and as adults, additional research 

concentrating on all aspects of male sexual assault is still warranted. 

Future Research 

  Where as it is not possible to study all aspects of sexual assault in males, best 

practices for the therapist remain in need of quality research. It is recommended that we 
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begin to explore the training of therapist, regardless of the field of specialization, and include 

sexual assault of males, as its prevalence is more than realized. As this research indicated, 

"surprise by client revelations" was almost always experienced at the beginning of the 

therapist's career, along with a greater self-awareness of bias towards an internal cultural 

denial of male vulnerability. It would be interesting to research which diagnosis brought the 

male into therapy and which ones lead to the revelation of sexual assault/rape. Additionally, 

exploration of male sexual assault for treatment and best practices that could be implemented 

base on a culturally diverse male population. Will the gender of the therapist help or hinder 

the recovery process for male sexual assault victims?  While this research was revealing, an 

anonymous survey may yield additional insight into personal/emotional feelings and it would 

decrease biases on the part of the researcher.   

Conclusion   

 The research and idea for this study began over six years ago. What was relevant then 

is still relevant today as it relates to the information on male sexual assault victims.  

Clinicians that treat these victims are still in need of guidance, tools, and additional research 

to assist them in examining their own views of males as well as best practice for treatment. 

As one participant succinctly stated, “I think it would have been helpful to learn more about 

what the literature shows about sexual trauma on males, the impact on their identity, their 

development, their role as a male in their household, their relationship with their children, 

and their success.” 
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APPENDIX A 
 

NORTH CAROLINA RAPE CRISIS CENTERS: 
 

CrossRoads Sexual Assault Response & Resources Center, Inc. 
Website: http://crossroadscares.org/ 
 
Rape Crisis Center of Catawba County, Inc. 
Website: www.rapecrisiscenter.com 
Alleghany County 
Website: www.danaservices.com 
 
REAL Crisis Intervention 
Website:  www.realcrisis.org 
 
Rape Crisis Center – Brunswick 
Website: http: www.coastalhorizons.org 
 
Our VOICE, Inc. 
Website: www.ourvoicenc.org 
 
Carteret County Rape Crisis Center 
Website: http://www.carteretcountync.gov/460/Rape-Crisis 
 
Family Violence & Rape Crisis Center 
Website: www.fvrc.org 
 
Promise Place 
http://www.promiseplacenewbern.org/#! 
 
Rape Crisis Volunteers of Cumberland County 
Website: www.rapecrisisonline.org/ 
Website: www.obhotline.org 
Davidson County 
 
Davie Domestic Violence Services & Rape Crisis Center 
Website: http://www.daviecountync.gov/index.aspx?NID=92 
 
Durham Crisis Response Center 
Website: www.durhamcrisisresponse.org 
 
Rape Crisis Center of Catawba County, Inc. 
Website: www.rapecrisiscenter.com 
Henderson County 
The Healing Place 
P.O. Box 2461 
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Hendersonville, NC 28793-2461 
Administrative Line: (828) 692-0495 
Crisis Line(s): (828) 692-3931 
Fax: (828) 692-0433 
Website: www.thehealingplace.info 
 
Hoke County Domestic Violence and Sexual Assault Center 
Website: http://www.abusehelpcenterfayetteville.com/ 
 
Rape Crisis Center of Catawba County, Inc. 
Website: www.rapecrisiscenter.com 
 
Rape Crisis Center of Coastal Horizons Center 
Website: www.coastalhorizons.org 
 
Orange County Rape Crisis Center 
1506 E. Franklin Street, Suite 302 
Website: www.ocrcc.org 
 
Rape Crisis Center of Robeson County 
Website: http://www.angelfire.com/nc/rccrc/ 
 
Domestic Violence & Rape Crisis Center of Scotland County 
Website: dvrcc.org 
 
Stokes County Domestic Violence and Sexual Assault 
Website: www.yveddi.com 
 
Surry County Domestic Violence and Sexual Assault 
Website: www.yveddi.com 
8-6809 
Fax: (828) 488-1620 
 
Rape Crisis Center/ United Family Services, Inc. 
Website: www.safealliance.org 
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APPENDIX B 
 

Demographic Information Form 
 

Demographic Information 
(This information is for research identification purposes only) 

 
        Participant ID #  ________ 
 
Name: _____________________________________________         _____________ 
                  First                                     Last                                                         Date 
 
Address: ________________________________________________________________ 
 
Telephone Number: _________________    ___________________    _______________ 
                                      Home                                Business                               Cell                        
Email address: ___________________________________________________________ 
 
Race/Ethnic Group: 
 
Caucasian ______     Black/African Am _____     Hispanic _____     Am. Indian ______ 
 
Asian or Pacific Islander _____     Alaskan Native ________  Other _____ 
 
Gender Identification 
 
Male _______  Female ______ 
 
Licensure: 
 
_____LPC    ______LPCS    _____LCSW   _____ LMFT     
 
Psychologist _________     Psychiatrist _____________ 
 
Number of years licensed _________ Number of years counseling experience _________ 
 
Where are you currently counseling? 
 
Private Practice ___    Rape Crisis __     Mental Health Center __ 
School _____     Other_______________ 
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Appendix C 
 

Recruitment Letter/Email 
 
 
Dear Professional Counselor/Therapist 
 
This is to introduce myself, Gwendolyn L. Roberts, a student in the Doctoral Program at 
North Carolina State University.  I am inviting you to be part of a research project I am 
conducting in order to complete requirements for an advanced degree.  The project will 
examine the personal thoughts and feelings of LPC’s, LCSWs, LMFTs, Psychologists or 
Psychiatrists, with at least two years of counseling experience that are or who have counseled 
males who have been sexually assaulted or raped.  Your recalled thoughts and feelings will 
be recorded in a personal interview.   
 
Risk will be minimal as you will be asked to discuss issues relative to sexual abuse of males 
and, in doing so, may reveal your professional and personal thoughts around this issue, along 
with any potential discomfort you may have either personally or professionally.   
 
I appreciate your consideration of participating in this research project.  Should you decide to 
participate, you will be asked to sign a consent form agreeing to be audio taped and complete 
a simple demographic form. Please contact me at 919-201-7124 or by email – 
gwnrbrts@gmail.com. All participant information will be kept strictly confidential with only 
the P.I. (Gwendolyn Roberts) having access. 
 
This research has been approved by North Carolina State University.  If you have any 
questions about your rights as a participant, please contact Deb Paxton, Regulatory 
Compliance Administrator, Box 7514, NCSU Campus (919/515-4514). 
 
 
Thank you, 
Gwendolyn L. Roberts, M.Ed., LPC, NCC 
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Appendix D 
 

North Carolina State University 
INFORMED CONSENT FORM for RESEARCH (Semi-Structured Interview & 

Document Analysis) 
Title of Study: Experiences and thoughts of Therapists Treating Male Survivors of Sexual 
Assault and Rape  
Principal Investigator: Gwendolyn Roberts   Faculty Sponsor (if applicable): 
Dr. Sylvia Nassar-McMillan 
 
What are some general things you should know about research studies? 
You are being asked to take part in a research study.  Your participation in this study is 
voluntary. You have the right to be a part of this study, to choose not to participate or to stop 
participating at any time without penalty.  The purpose of research studies is to gain a better 
understanding of a certain topic or issue. You are not guaranteed any personal benefits from 
being in a study. Research studies also may pose risks to those that participate. In this 
consent form you will find specific details about the research in which you are being asked to 
participate. If you do not understand something in this form it is your right to ask the 
researcher for clarification or more information. A copy of this consent form will be provided 
to you. If at any time you have questions about your participation, do not hesitate to contact 
the researcher(s) named above.  
 
What is the purpose of this study? 
The purpose of this research is to narrow the gap in the information about counselors who 
treat males that have been sexually assaulted or raped, by providing a rich description of the 
personal experiences of therapist professional and personal lives.  The researcher would like 
to examine the thoughts that contribute to their perceptions of the male population, 
experiences with the population, specific academic training, professional 
development/training and supervision targeted toward the clinician that would make them 
better equipped to serve the male sexually assaulted population. The researcher would also 
like to identify what the counselor believes are specific needs or training to better prepare 
them to work with this specific population. The results of this research will provide 
significant insight to counselors, supervisors and universities who trained counselors in 
understanding the personal and professional experiences of clinicians that treat males who 
have been sexually assaulted/raped; thereby better preparing counselors to identify their own 
personal experiences 
 
 What will happen if you take part in the study? 
If you agree to participate in this study, you will be asked to agree to 1 semi-structured 
interview, with a follow-up to assure accuracy of the transcription. Interviews will be 
scheduled with participants at a location that is convenient for the study participant. The 
interview will require an approximate time commitment of 1 hour and will be audio-recorded 
in order to have a complete record of our discussion.     
Risks 
There are risks identifiable with this line of research.  Risks include the unveiling of certain 
biases toward sexually assaulted male population.  All subjects included in this research will 
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be given a pseudonym to be used throughout the research and any following presentations. 
All audio files will be kept secured on the researcher’s password-protected computer and a 
back up copy stored on an external hard drive, which will be kept secured in a locked file 
cabinet in the researchers home. 
 
Participants may learn they are biased and may question their effectiveness when working 
with the male population.  They may also learn that they were inadequately trained. Some 
participants may feel anxious or experience self-doubt about their skills when working with 
sexually assaulted males. Should this occur participants would be informed they could 
contact Dr. Sylvia Nassar-McMillan at (919/515-6358) for debriefing or assistance in 
locating a peer professional counselor or supervisor for additional supervision.  
Benefits 
Participants may become more self-aware about their experiences and thoughts about their 
male clients who have been sexually abused/raped; as well as gain new personal and 
professional insights. The participants may become more insightful of their personal and 
professional issues associated with treating sexually assaulted males. Participants may be 
able to see the benefit of additional training in providing counseling to the male population as 
well as maintaining self-care and additional supervision.  
Confidential ity 
The information in the study records will be kept confidential to the fullest extent allowed by 
law.  Data files will be stored on the researcher’s password-protected computer and backed 
up on a password protected portable hard drive, which is stored securely in a locked file 
cabinet accessible only by the researcher. Audio files will be kept for 7 years after the 
completion of the project. No reference will be made in oral or written reports, which could 
link you to the study. Pseudonyms will be used in every instance.  
 
Compensation  
Subjects will not receive any compensation.  
What if  you have questions about this study? 
If you have questions at any time about the study or the procedures, you may contact the 
researcher, Gwendolyn Roberts at 919-201-7124 
  
 
What if you have questions about your rights as a research participant? 
 If you feel you have not been treated according to the descriptions in this form, or your 
rights as a participant in research have been violated during the course of this project, you 
may contact Deb Paxton, Regulatory Compliance Administrator, Box 7514, NCSU Campus 
(919/515-4514). 
Consent to Participate 
“I have read and understand the above information.  I have received a copy of this form.  I 
agree to participate in this study with the understanding that I may choose not to participate 
or to stop participating at any time without penalty or loss of benefits to which I am 
otherwise entitled.” 
 
Subject's signature______________________________ Date _________________ 
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Investigator's signature___________________________ Date _________________ 
 

Appendix E 

  
 


