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Treatment Issues While Addressing Child Sexual
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Child sexual abuse is a traumatic life event that has social, psychological, political and cultural dimensions which
is observed in many societies. Sexual abused children are at risk of developing behavioral, emotional, cognitive
and physical health problems throughout their lives, and are especially vulnerable when their current condition is
combined with other risk factors, such as poverty. In the relevant literature, it is reported that these children have
a greater risk of having psychological problems and require treatment. There is evidence that psychotherapeutic
treatments have beneficial effects, including ensuring the physical and emotional safety of victims, helping to
relieve trauma symptoms, improving quality and functioning of life, and preventing recurrence of abuse. In this
review, some of the most common treatment issues for sexual abused children are presented. The appropriateness
of the treatment issues and proposed interventions addressed may vary for each victim. These treatment issues
and interventions are designed not only to remedy any harm that may have occurred, but also to minimize the
negative consequences of experiences of child abuse and prevent future recurrence of maltreatment.
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ABSTRACT

Cocuk cinsel istismar bir¢cok toplumda goriilen sosyal, psikolojik, politik ve kiiltiirel boyutlar1 olan travmatik bir
yasam olayidir. Cinsel istismara ugrayan cocuklar yasamlar1 boyunca davranigsal, duygusal, biligsel ve fiziksel
saglik sorunlar gelistirme riski altindadir ve mevcut durumlan yoksulluk gibi diger risk faktérleriyle birlestiginde
ozellikle savunmasizdirlar. Ilgili literattrde, bu cocuklarin psikolojik sorun yagama riskinin daha yiiksek oldugu ve
magdurlarin tedaviye ihtiya¢ duydugu bildirilmektedir. Psikoterapétik tedavilerin, magdurlarin fiziksel ve
duygusal giivenligini saglamak, travma semptomlarini hafifletmeye yardimci olmak, yasam kalitesini ve isleyigini
iyilestirmek ve istismarin tekrarini 6nlemek de dahil olmak tizere yararh etkileri olduguna dair kanitlar vardir. Bu
derlemede, cinsel istismara ugrayan ¢ocuklar icin en yaygin tedavi konularindan bazilar: sunulmustur. Ele alinan
tedavi konularinin uygunlugu her magdur i¢in farklilik gosterebilir. Bu tedavi konular ve énerilen midahaleler
sadece meydana gelebilecek zararlar1 gidermek icin degil, ayn1 zamanda ¢ocuk istismar1 deneyimlerinin olumsuz
sonuglarini en aza indirmek ve gelecekte kétit muamelenin tekrarlanmasini 6nlemek icin tasarlanmigtir.
Anahtar sézciikler: Cocuk, cinsel istismar, tedavi konularn
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Introduction

Child sexual abuse is a complex life experience that is a serious problem for all societies and has become the focus
of many legal and professional initiatives (Odhayani et al. 2013, Jackson and Deye 2015). In the last 50 years,
researchers have shown an increasing interest in the short and long-term consequences of childhood sexual
abuse. However, when the literature on the subject is examined, it is noteworthy that there is no common
definition of childhood sexual abuse. The problem of defining "child sexual abuse" and the need to define this
concept has been voiced since the 1970s (Giovannoni and Becerra 1979, Finkelhor and Korbin 1988). However,
a central problem is that there is no common understanding of what constitutes "child sexual abuse" and
therefore no universal definition. This can limit the capacity of researchers, clinicians, policymakers and
communities to define, measure, treat, prevent and respond to child sexual abuse (Negriff et al. 2014, Mathews
and Collin-Vézina 2019). The World Health Organization (WHO 2006) also draws attention to this need to
develop a common understanding as follows: "The various sectors addressing child maltreatment should develop
a common conceptual definition and operational case definition of child maltreatment.
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It is noteworthy from the literature review that there are three main dimensions of disagreement regarding the
definition and conceptualization of child sexual abuse: The age of the child victim of abuse (ranging from 15 to
17 years), the level of contact of the act that qualifies an incident as sexual abuse (whether sexual acts involve
penetration), and the relationship and age difference between the child and the perpetrator (e.g., anyone of any
age; anyone at least 5 years older; any adult, relative, family friend, or at least stranger). In addition, the age of
consent also varies widely across countries (Collin-Vezina et al. 2013). In other words, cases of child sexual abuse,
which is a traumatic experience, will be evaluated depending on the legally established age of consent for
consensual sexual intercourse in the country where the incident occurred.

Various international organizations have developed different definitions of child sexual abuse. For example, a
comprehensive definition was made by the World Health Organization (WHO 1999) as follows: "the involvement
of a child in sexual activity that the child does not fully understand, is unable to give informed consent, or for
which the child is developmentally unprepared and unable to give consent, or that violates the law or social
taboos of society. Sexual abuse of a child is evidenced by such activity between a child and an adult or another
child who, by virtue of age or development, is in a relationship of responsibility, trust or power; this activity is
intended to satisfy the needs of the other person. Sexual abuse may include, but is not limited to: the persuasion
or coercion of a child to engage in any unlawful sexual activity; the exploitative use of a child in prostitution or
other unlawful sexual acts; the exploitative use of children in pornographic performances and materials. The
United Nations Committee on the Rights of the Child (2011) elaborates child sexual abuse as follows: (a)
Persuading or coercing a child to engage in any illegal or psychologically harmful sexual activity; (b) The use of
children in commercial sexual exploitation; (c) The use of children in visual or audio images of sexual
exploitation; (d) Child prostitution, sexual slavery, sex tourism, trafficking in persons (within and between
countries) and the sale and forced marriage of children for sexual purposes. Many children experience sexual
victimization that is not accompanied by physical force or restraint, but is nevertheless psychologically
exploitative and traumatic. Sexual abuse includes any sexual activity imposed on a child by an adult and for which
the child is entitled to protection under criminal law. Sexual activities are considered abuse when they are
committed against a child by another child, if the perpetrating child is significantly older than the child victim,
or if they use force, threats or other means of coercion. Sexual activities between children are not considered
sexual abuse if the children are older than the age limit established by the State party for consensual sexual
activities". Although there are differences in all the definitions presented above, the devastating effects of sexual
abuse on children have been documented in many studies (Anda et al. 2010, Afifi et al. 2014, Hailes et al. 2019).
Therefore, developing a common understanding of child sexual abuse is vital for effective prevention strategies.

Furthermore, it is essential to emphasize that child sexual abuse is a global public health problem (WHO 2016).
Child sexual abuse is a common problem seen all over the world and needs to be addressed seriously, and it is
estimated that approximately 1 billion children between the ages of 2-17 are physically, sexually or emotionally
abused globally (Hillis et al. 2016). World Health Organization (WHO 2016) data reveal that 1 in every 5 adult
women and 1 in every 13 adult men are exposed to childhood sexual abuse. When these officially reported data
are analyzed, the seriousness of the situation becomes clear. Victims of childhood sexual abuse can be boys and
girls of all ages. There is no specific ethnicity, religion or region where child sexual abuse occurs (Kenny and
Whurtele 2012). However, previous research suggests that being female, being at a young age, being disabled, low
socio-economic status, absence of parents and mental health problems of parents are risk factors for child sexual
abuse (Butler 2013, Bulut and Karaman 2018). A good understanding of risk factors will help experts to identify
situations involving risk for child sexual abuse and intervene appropriately.

This study examined which points to focus on when providing counseling services to child victims with a history
of sexual abuse. Literature on the subject indicates that there are many studies on mental health problems of
adults exposed to childhood abuse and related interventions, but there is a limited number of current studies
(Nasiroglu 2014) on treatment issues related to the mental health problems of child victims of sexual abuse.
From this point of view, the aim of this review study is to provide information about childhood sexual abuse
experiences, to create a framework about common treatment issues in the counseling process carried out with
victimized children and to offer recommendations in this direction. Considering the nature of childhood abuse
experiences that leave lifelong permanent scars on the child, being equipped to identify the phenomenon of
abuse, intervene in it and support the child in the rehabilitation process is very critical for experts working in
this field (Bilbil et al. 2019). Within this context, the current study is intended to guide professionals working
in the relevant field in the counseling process and contribute to the literature to reduce the negative
consequences of sexual abuse in terms of child mental health.
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Psychological Effects of Child Sexual Abuse

An overview of the literature on child abuse shows that there is an increasing number of studies examining the
links between exposure to childhood sexual abuse and mental health and psychosocial functioning in adulthood.
Adults who were sexually abused in childhood were diagnosed with a higher rate of psychiatric illness compared
to those who were not abused (Oztiirk et al. 2017, Sousa et al. 2018). Childhood sexual abuse is a risk factor for
psychological trauma that has a negative impact on brain development and functioning (Heim et al. 2013).
Psychological trauma caused by a profound experience of threat, such as sexual abuse, has been reported to lead
to a longer-lasting syndrome called post-traumatic stress disorder (PTSD), which has been defined and validated
in the clinical literature and is often associated with devastating functional impairment (Chang et al. 2018).
Studies concluded that exposure to childhood sexual abuse is associated with psychiatric problems such as
depression, anxiety, anti-social behaviors, suicide (Hailes et al. 2013) and substance abuse (Odaa et al. 2021),
mental health and adjustment problems. Childhood sexual abuse victims were also associated with higher rates
of sexual dysfunctions and related problems (Pulverman et al. 2018). Again, women who were victims of
childhood sexual abuse had higher numbers of sexual partners and shorter-term relationships, and had early and
risky sexual behaviors (Wilson and Widom 2008, Senn et al. 2017). Furthermore, research findings highlighted
that children exposed to sexual abuse are more likely to experience sexual victimization in adulthood, and almost
half of the victims are exposed to sexual abuse again (Walker et al. 2019, Scoglio et al. 2021). This situation may
be related to the acquisition of inappropriate sexual behaviors, learned helplessness and decreased self-efficacy
(Senn et al. 2012). In addition, symptoms in children and adolescents who are victims of sexual abuse may
manifest themselves as behavioral and emotional difficulties (Zeanah et al. 2009), dissociative disorders,
memory and recall disorders (Wolf and Nochajski 2013), disorganized or insecure attachment (Cry et al. 2010),
loneliness tendencies (Tiirkkan and Odac1 2018), problematic peer relationships (Kim and Cicchetti 2010), high
levels of aggression (Thornberry et al. 2010), self-harm and suicide attempts (Trickett et al. 2011), and trauma
and trigger-related disorders (Oztiirk et al. 2017). As shown in many studies, sexual abuse causes the destruction
of children's behaviors and emotions and has devastating consequences for the lives of the victims. Therefore,
it is reasonable to assume that effective strategies for the treatment and prevention of child sexual abuse are of
vital importance. Given the high rate of mental health problems of child victims of abuse, it is not surprising
that these individuals need mental health services and treatment. Indeed, there is evidence that
psychotherapeutic treatments have beneficial effects, including helping to alleviate trauma symptoms,
increasing functionality and quality of life, improving family functioning, and preventing the recurrence of
abuse, with children's physical and emotional safety being a priority (Swenson and Schaffer 2018, Carr 2019).

This review addresses some of the common treatment issues for children with a history of sexual abuse. The
term "treatment” is used here in a broad sense to refer to meeting the psychological and emotional needs of the
child. The appropriateness of the treatment issues discussed may vary for each victim. There may also be
additional treatment issues not discussed here.

Treatment Issues for Sexually Abused Children

Childhood sexual abuse is an important issue that causes negative psychological symptoms in the short and long
term. Sexual abuse is recognized as a risk factor for significant psychiatric disorders and social problems (Coles
etal. 2015, Easton et al. 2017, Van der Kolk 2017, Altan-Aytun 2019). The most important issues are discussed
below.

Trauma

Childhood sexual abuse is a chronic form of trauma in which the abuser overstimulates the child's feelings of
physical fear, sexual arousal and helplessness and the child becomes overwhelmed. When this happens, the
child's development is likely to be affected, interrupted and delayed (Tiirkkan and Odac1 2022). Herman (2015)
states that repeated trauma in childhood shapes and deforms the personality. A child who faces a situation where
he/she is constantly sexually abused, terrorized or humiliated needs to adapt in order to survive. In other words,
the child needs to develop strategies to make him/her feel that he/she can survive the experience of abuse.
Therefore, the child may create situations that replicate the abuse in order to master overwhelming emotions
and gain a sense of having some control over the traumatic experience (Champion 2022).

Young children depend not only on their own ego capacity but also on the helping capacity of their primary
caregivers. However, a child who is sexually abused by a close family member also loses the ability to depend on
their parents. In essence, the attachment figure becomes a safe base for the child. The loss of this secure base,
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usually provided by parents, is considered the earliest and possibly the most damaging psychological trauma
(Weihmann 2022). The parent and abuser who failed to protect the child are guilty of primary betrayal; the child
experiences the "trauma of betrayal" and adapts or forgets in order to survive.

To make it easier for the child to cope with the trauma, the child can be helped to express the feelings caused by
the trauma in different ways. Through interventions including techniques such as relaxation exercises to help
the child remember the details of the traumatic event, to help the child identify the feelings, thoughts, emotions
and beliefs generated by the experience, to help the child make connections between what happened during the
abuse and how they feel now, and to support them to manage overwhelming experiences, the therapist can help
the child to recover from the trauma. In particular, children telling trauma stories, expressing their feelings
through play, drawing, singing and prospective role play can stimulate the emotional channel. Expressing
emotions reduces anxiety and tension. Repeated recounting of what happened gives a sense of order, integrity
and control over the traumatic event. In addition, creative activities such as daydreaming, painting, writing, etc.
are a way of coping with overwhelming emotions and have a therapeutic effect. Especially play is an effective
coping tool for children. Therefore, it may be useful to include activities such as guided imagination, play, fairy
tales, drama and animation in psychosocial support activities (Aytan-Erdogan 2010, Capella et al. 2016).

Fear and Anxiety

The most common psychopathology observed in abused children is posttraumatic stress disorder (Simsek et al.
2011). Children's reactions to various traumatic events include two basic dimensions of posttraumatic reaction:
repetition of trauma and attempts to deny the trauma (McTeague et al. 2010). These symptoms can be
considered as attempts to master or cope with the anxiety produced by the traumatic experience. In other words,
the anxiety mentioned here is related to the traumatic effect of abuse on the child rather than environmental
reactions. The victim may develop phobic reactions to the event, the perpetrator and other aspects of the abuse.
Experiences that evoke memories of abuse begin to cause anxiety. In some children, these anxieties and phobias
may become permanent due to the avoidance attempts they use to reduce their stress (SAMHSA 2014). Indeed,
in various studies, symptoms related to fear and anxiety in children who were sexually abused were frequently
defined as immediate or short-term sequelae (Dénmez et al. 2014). In a study, 64% of a cohort of sexually abused
children were reported to fulfill the diagnostic criteria for PTSD and most of the children had symptoms of
repetition of the traumatic event, avoidance of activities reminiscent of the traumatic event and anxiety (Simsek
2011). In short, anxiety can be interpreted as a defense against the stressful experience of sexual victimization.

Before treating a child's fears and anxieties, the therapist should ensure that the child is not being sexually
abused or at risk of sexual abuse (Green 1993). Indeed, fear and anxiety arise when an external event threatens
the child's safety or well-being. A child who is fearful of the perpetrator, fearful of recurrence of abuse and fearful
for their safety needs to be protected in the best way possible. Mandatory reporting laws, emergency
intervention and out-of-home placement (if the child's safety cannot be ensured at home) can provide some
protection for the child. It is essential that the therapist immediately assesses any existing safety or protection
issues that may frighten the child. The therapist should then engage the victim in a series of interventions that
allow him/her to gradually cope with the abuse, related phobias and anxiety, often in a way that avoids undue
stress. These interventions may include play therapy with discussions with the child about various aspects of the
abuse experience and accompanying emotions (Fitzgerald and Cohen 2012).

Interventions with young children may include elements of play therapy, desensitization, graded exposure,
modeling and assertiveness training. Interventions can be structured in many different ways, such as play
interaction, puppets, dolls, artwork or storytelling. The process is structured by gently encouraging and guiding
re-enactment and discussion about various aspects of the abuse experience. Desensitization is a common
behavioral technique used to treat fears, anxieties and phobias. Using this method, the person learns relaxation
techniques and is gradually exposed to a stimulus that causes anxiety, fear or phobia. Exposure to emotional
distress can be alleviated by helping the child to talk about the abuse in safe and supportive therapeutic
situations. Through the process of talking regularly and authentically about the material related to the abuse,
memories eventually lose their capacity to elicit arousal. However, the child should not be forced to remember
or talk about the abuse prematurely, as the therapist and the therapeutic environment may become only a
negative reminder of the abuse. However, the therapist can model for the child how to manage the difficult
experience. The therapist should model appropriate methods of managing anxiety, such as asking for help,
talking about feelings and expressing strong emotions, and strengthening the child's effective coping attempts
(Barlow et al. 2002, Fitzgerald and Cohen 2012).
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Dissociation

Psychological trauma usually refers to a situation in which a person is exposed to an overwhelming emotional
experience that exceeds their ability to understand, accept and integrate it into their understanding of the world
(Ozen 2017). When this situation is sexual abuse, the child often has no understanding of adult sexuality and is
therefore exposed to behaviors that have no point of reference in their past experiences. Intense and
contradictory feelings of confusion, fear, arousal, shame and anger overload the child's coping capacity. In such
situations, dissociative reactions can be used as a primitive defense against complex types of psychological
trauma. In other words, the child develops dissociative symptoms to deny the situation or avoid pain (Hebert et
al. 2018). The severity of dissociation may differ in each case. A central hypothesis in understanding the link
between trauma and dissociative symptoms involves the failure of the central nervous system to effectively
integrate traumatic experiences, leading to abnormal memory processing as well as an inability to integrate and
synthesize feelings and sensations related to traumatic experiences into a whole (Brand et al. 2012). Key features
of dissociation include detachment and disconnection from self and environment, dissociation of psychological
structures, and dissociation of normally integrated neurobiological systems such as cognition, memory and
affect. Dissociation is considered a psychological defense against trauma-related effects, and when
overwhelming physical or psychological pain is inevitable, it leads to a kind of mental escape and separation from
the emotional experience caused by the traumatic event (Cardena and Carlson, 2011). In other words, although
dissociation can be comforting in the short term, it can be maladaptive and inhibitory in the long term,
prolonging the healing process, as it can enable the person to avoid experiencing the pain and loss caused by the
trauma (Lahav et al. 2016). In short, although it has an adaptive function in the context of trauma, dissociation
interferes with the processing of traumatic experience and may lead to an increased risk of psychopathology
(Alley et al. 2015). In more severe cases, dissociative identity disorder develops, resulting in multiple identities
that emerge as distinct personalities with different experiences and characteristics, separated by rigid amnesia
barriers (Kluft 1984, APA 2013). Children with this disorder are mostly reported to be victims of sexual abuse in
the literature (Bernier et al. 2013).

Often in treatment, when asked about the goal of working on the trauma, especially if the client is an adolescent,
the client will respond, "I have talked about it", "I don't need to work on it", "It doesn't bother me". Because the
trauma is dissociated, the person may not actually be aware of the impact of the events. Resolution occurs when
the person is able to tell a story of the traumatic events without emotionally dissociating or reliving the event.
In the treatment of trauma, the goal is to reassociate the dissociated, to release trauma bonds, and to revise core
beliefs formed in the emotional intensity of traumatic events (Gerber 2008). To achieve these goals, it is
necessary to use a therapy model that can access the dissociated experience. Examples of effective treatment
models include Eye Movement Desensitization and Reprocessing (EMDR), Internal Family Systems Therapy
supported by the use of expressive therapies, and Ego State Therapy. It can also be effective to work on cognitive
distortions that result from abuse and can lead to erroneous thinking such as self-blame. For example, an
adolescent may have thoughts such as "I should have been able to stop him" or "I shouldn't have let this happen".
By working through these and accessing the child's experience, the therapist can help the child to understand
the relationship and power imbalance between themselves and the perpetrator. This understanding helps to
relieve shame, which in turn can prevent negative self-perceptions such as "I was wrong" or "I was inadequate"
(Foster and Hagedorn 2014, Cowan et al. 2020). In addition, expressive therapies used in combination with
individual therapy models to access parts of the self can complement this process. These can include art,
psychodrama and music therapies. Adolescents in particular can be resistant to direct attention to vulnerable
parts of the self, so art and music can be particularly helpful in engaging the individual.

Further to the information presented above, relational cultural therapy (Walker 2011), which uses the
therapeutic relationship as a mechanism for connection, growth, and healing, may be particularly useful for
survivors of high betrayal trauma (Gémez et al. 2016). An important component of high betrayal trauma is the
relational violation of trust and dependence. Therefore, the use of relational cultural therapy can help repair
disconnections between therapist and client by developing strong therapeutic relationships based on mutual
empathy and empowerment (Gémez et al. 2016).

Feelings of Guilt and Responsibility

Children who are sexually abused often experience feelings of guilt and responsibility (Alix et al. 2020). These
feelings may be related to different elements of sexual abuse. However, feelings of guilt and responsibility often
prevent children from reporting ongoing abuse to a protective adult. Victims may also feel guilty that they did
not stop the sexual abuse or defend themselves better. Children may also blame themselves for the family crisis
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caused by the disclosure of abuse. The child may feel guilty about what happened after the abuse was disclosed,
especially if the family has financial problems or if the family is experiencing shame, sadness, anger or loss
because of the disclosure. In addition, the parents' reaction or their tendency to blame the victim may reinforce
feelings of guilt in the child. It is critical for the abused child to identify who is responsible for the abuse and to
understand who the victim and the aggressor are. The role of the clinician is to help the child intellectually
understand and emotionally accept that they are not responsible (Furniss 2013). The therapist has to know the
details of the abuse to address these areas. An active approach is required here, with the therapist allowing the
child to experience and express their feelings (Fitzgerald and Cohen 2012).

To help the child work with feelings of guilt and responsibility, the therapist can discuss the child's relationship
with the perpetrator. The child can be informed about adult responsibilities (caring for and protecting children,
distinguishing right from wrong, etc.) (Porter et al. 1982). The child needs to know that the perpetrator is an
adult and knows the difference between right and wrong. It is also vital to help the child explore why he or she
kept the abuse secret and why he or she finally decided to disclose the abuse. The child needs to accept that there
are reasons why he or she cannot or will not disclose the abuse and that these reasons do not make the child
responsible for the abusive behavior. The child may choose to keep the abuse secret for various reasons such as
fear of being blamed or not being believed (Tiirkkan and Odac1 2022). The child needs to understand why this
decision seems to be the only alternative but how it puts the child in a vulnerable position. An important point
in this experience is for the child to learn that they have choices and feel that they can make decisions to take
care of themselves

Self Concept

The invasive and intrusive nature of sexual abuse negatively affects the child's self and self-esteem (Fergusson
et al. 2013). For example, the abuse may lead children to develop beliefs that reflect thoughts such as "I am
different", "I do not deserve", "I am defective" or "I am inadequate". Many abused children may feel that they are
not worthy of care, protection or love. Because of such thoughts and low self-esteem, they may feel inadequate
and ineffective in their interactions with people, and their interactions with their peers may be negatively
affected. Furthermore, such core beliefs can guide self-perception and other interactions, thus fueling the cycle
of shame and anger (Gerber 2008). For these reasons, working with this population is particularly challenging.
The most critical aspect of individual therapy is building trust. Learning to trust again is an essential component
of recovery, and counselors serve as a model of a safe adult with healthy boundaries. The therapist must build
rapport with the child, create a safe environment, and set collaborative and unique goals for therapy. Treatment
should be structured to include building self-esteem and developing self-confidence (Foster and Hagedorn
2014). Victims need help to cope with guilt, shame and fear. They should also be allowed to progress at their
own pace. Another therapeutic goal should be to help the child identify healthy support networks (Morrill 2014).

The therapist's task is to make the victims feel whole and well again. Work that addresses the issue of self-blame
and interventions that help children see themselves as more than victims of abuse can be useful. Supportive
activities such as succeeding in school, playing sports, helping another victim can be very beneficial for the
victim's recovery (Fitzgerald and Cohen 2012). The therapist can help the child to develop a self-image based on
areas of competence. This will enable the child to feel effective and hopeful about engaging in new behaviors.

Depression

Depression is among the most frequently reported symptoms in child victims of sexual abuse. Childhood
traumas are emphasized to be an important vulnerability factor for depression (Maniglio 2010, Stead et al.
2010). From a biological perspective, traumatic life experiences such as abuse alter the physiology and even the
structure of the brain, causing long-term changes in neural networks involved in the regulation of physiological
response to stress (Shonkoff et al. 2011). The response to threat is characterized by varying degrees of
sympathetic (fight and flight) and parasympathetic nervous system activation, depending on the event and the
individual. These experiences can sensitize other systems involved in the stress response, so that abuse survivors
become overreactive to any environmental trigger or stressor (Sachs-Ericsson et al. 2009).

Apart from the biological explanations presented above, the extent, nature and duration of abuse, as well as the
age of onset, can also influence depression. The social isolation of the victim, the identity of the abuser and,
more importantly, the lack of support also affect the severity of depression (Martin et al. 2014). The identity of
the abuser, whether a family member, friend or stranger, has serious negative consequences for victims'
emotional well-being and perceptions of those around them. In particular, early life traumatic experiences, such
as abuse, have a dramatic impact on the development of schemas related to one's perception of self, others and
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the world. In clinical practice, a significant proportion of clients who are victims of abuse report effects that
reshape their cognitive schemas, including patterns of thoughts, feelings, and behaviors, compared to those
without any history of abuse or trauma (Widom et al. 2018). Moreover, as depression and suicidal behaviors
have been documented more frequently in sexually abused adolescents, it is likely that depressive symptoms are
associated with greater awareness of the stigmatizing nature of sexual victimization. This may explain increased
shame and guilt in older children. The propensity for depression may also be related to the degree of
hopelessness of the child victim and the level of support within the family after disclosure of abuse.

To alleviate depression in children and adolescents, the therapist can identify the child's willingness to
experience and express their feelings, and to identify their awareness of the abuse and their feelings.
Encouraging the expression of feelings is also very important. Various methods such as poetry, song, dramatic
play, art and written expression can be used to facilitate the child's expression of emotions (Capella et al. 2016).

Along with the aforementioned, in the treatment of children who are victims of abuse, trauma-focused cognitive
behavioral therapy is among the leading interventions and can significantly improve certain symptoms,
especially post-traumatic stress symptoms, depression and behavioral problems (Marquez et al. 2020). Trauma-
focused cognitive behavioral therapy is based on well-established cognitive-behavioral therapy developed for the
treatment of fear, anxiety, and depression and uses stress management procedures. This intervention protocol
is tailored to target specific difficulties such as lack of concentration, social withdrawal, and anxiety attacks
exhibited by children with PTSD symptoms in response to sexual abuse or other childhood trauma. Examples of
such procedures include teaching relaxation methods, helping the child and parent manage their emotional
reactions to reminders of the abuse, reorganizing misattributions about the cause of the event, developing skills
to express emotions, and engaging clients in self-soothing activities. Parents are also included in treatments so
that they can be offered guidance in addressing their child's behavioral difficulties. For example, parents may be
trained in child behavior management strategies and effective communication, or family workshops may be
conducted to improve communication and create opportunities for therapeutic discussion about abuse (Lev-
Wiesel 2008).

Attachment

Attachment theory suggests that early infant-caregiver relationships lead to the formation and internalization
of mental representations that form templates for subsequent interpersonal relationships (Kesebir et al. 2011,
Yildizhan 2016). Attachment includes representations of the self and is also a concept that has an impact on
social relationships. Bowlby (1982) points to attachment problems as the main source of symptom formation
and future problems.

Secure attachment requires caregivers to adapt to the child's emotional state and needs. A secure attachment
provides safety in which the child can explore the world. Securely attached children are likely to accept their own
feelings and attribute value to their emotions. Securely attached children internalize the ability to soothe
themselves. Insecurely attached children, on the other hand, do not develop the ability to meet their
developmental needs in a healthy way. Among these children, low self-esteem, lack of empathy, poor social skills,
lack of self-regulation skills are frequently observed (Bowlby 1982). Lack of self-regulation is associated with
poor impulse control and increases the incidence of aggressive behaviors. Furthermore, insecurely attached
children may engage in self-stimulating behaviors such as excessive masturbation to avoid emotional overload
(Shavega, 2020). Of particular importance for this discussion is the disorganized attachment style, which refers
to the absence of a consistent strategy in attachment behaviors. Research has associated disorganized
attachment with hostile and aggressive behaviors as well as dissociation in children (Keskin and Cam 2007,
Kesebir et al. 2011).

Many of the fundamental aspects of a person's emotional well-being, including trust, respect, value, identity,
relationships and intimacy, are based on attachment to a responsive caregiver. The therapist should therefore
make sure that the child has a consistent figure in their life with whom they can relate. A sustained and
consistent relationship, built over time, is most helpful in developing the trust that facilitates attachment. A
child who bonds and relates with a responsive adult can regain some of his or her ability to fulfill developmental
tasks. This responsive adult can be a therapist, caregiver, teacher or other appropriate adult with whom the child
can interact on a regular basis. In addition, the therapist can model soothing responses to distressing experiences
(Gerber 2008). It is important to help the child explore the therapeutic relationship as a model for quality
interaction. The therapist can train the child in social behavior, including reciprocal relationships and social
responses to others. Such training facilitates the child's acceptance by peers and adults in the community and
gradually reduces the child's dependence on the therapist as an attachment figure (Urquiza and Winn 1992).
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Further to the information presented above, addressing attachment issues through family therapy and
identifying its potential benefit is also essential. Skills training in interpersonal effectiveness is also necessary
to help the child/adolescent develop healthy and satisfying relationships. This may include working on
communication and assertiveness skills. While the cognitive aspect of this training is necessary, it is also crucial
that the treatment includes an experiential component. In other words, practicing these skills allows the
child/adolescent to develop a sense of familiarity (Gerber 2008).

Sexualized Behaviors

One of the serious problems seen in children after sexual abuse is sexualized behavior (Pasli 2019). This is among
the most striking and dramatic symptoms seen in sexually abused children. Such acts seem to be particularly
linked to traumatic sexual experience (Dillard et al. 2019). According to the literature, victims of abuse not only
experience sexuality in a developmentally inadequate and interpersonally dysfunctional way, but also adopt
misconceptions about their self-worth, sexual morality, and power to control their lives. These distortions can
persist into adulthood and negatively impact victims' sexual and relationship functioning (Fortier et al. 2009).
Consequently, sexually victimized children may engage in excessive and explicit masturbation or interact
sexually with other people (Iseri 2009). Each act of sexualized behavior also has the potential to enhance the
likelihood of such future acts occurring. Such acts can lead to stigmatization of the child, which can have a
negative impact on the child's sense of self (Mallants and Casteels 2008, Dillard et al. 2019). Given the far-
reaching psychological consequences of sexual abuse on victims and the associated disruptions in relationship
functioning, psychological treatment for traumatized victims of sexual abuse is urgently needed.

Treatment of sexualized behaviors is also important because sexual abuse creates a "victim-perpetrator cycle".
Previous studies have reported that child sexual abuse is a predisposing factor for the transition from victim to
offender (Plummer & Cossins, 2018). Just as a physically abused child often exhibits physically aggressive
behaviors as a coping and interaction style, a sexually abused child may show sexualized behaviors to express
anxiety or socialization problems (Senn and Carey 2010). Rasmussen (2012) points to the belief that since child
sexual abusers often report a history of sexual victimization, there is a progression from victim to victimizer.
Accordingly, the more deviant the patient population, the higher the rates of past victimization, and offenders
often have a tendency to abuse the victim in a way that replicates their own experience of abuse. Untreated
sexualized behaviors should therefore be considered a potential danger. With such acts, the child not only harms
himself/herself, but can also cause serious harm to many other children over time (Thomas and Fremouw 2009).

Clinicians should work to reduce and/or eliminate sexualized behaviors by teaching behavior controls. Many
parents may also be too punitive in their attempts to end such behaviors. Some may reject the child, or in some
families where there is a sense of chaos, there may be a lack of capacity to focus on the child's needs. However,
these approaches can exacerbate the problem and alienate the child. It is therefore important to help
parents/caregivers intervene in inappropriate sexualized behaviours, set limits to such interactions and
reinforce the child's new behaviours. However, it is also essential for the therapist to be sensitive when working
with parents and to be aware of how they approach the parents, their tone of voice and body language. Parents
can be very sensitive to any accusations or tone of voice in this regard. The therapist should be clear about their
role and purpose and maintain empathy. A supportive tone of voice often helps parents to relax, lower their
defenses and provide more detailed information (Miller 2009). Building a trusting relationship with all family
members is vital. First, parents/caregivers can be made to understand that such behavior is not an uncommon
response to sexual abuse and that the child is not permanently harmed. Parents can also be taught behavior
modification techniques, including rewarding days without sexualized acts and using a "time-out" for sexual
behavior. Timeout is an effective behavior reduction technique to reduce inappropriate social behaviors and is
defined as the time that passes in a less reinforcing environment that is made dependent on the behavior. In
this context, timeout can be seen as any activity that interrupts a destructive behavior pattern so that
constructive problem solving can take place (Morawska and Sanders 2011). Moreover, a child's sexualized
behaviors can be redirected to more age-appropriate activities by parents monitoring the child, interrupting any
sexual acts, and providing opportunities for positive alternative behaviors. These interventions can also be
implemented in pairs with the child and caregiver. It may be valuable to provide sex education to the child,
discussing age-appropriate terminology for the genitals, the functioning of the genitals and normal sexual
behaviors. Sex education can assist in correcting distortions in the child's knowledge or belief system about
sexuality. Besides, when children become aware of their sexualized behaviors and develop more appropriate
alternative behaviors, they can positively shape their social life and interactions with other people (Silovsky
2007, Allen and Berliner 2015, MNCASA 2017, Lucier-Greer et al. 2018).

A sexually abused child may have been exposed to early sexual behavior and may have been trained, reinforced,
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or rewarded to behave in a sexual manner frequently. The child may not be aware of how their behavior appears
to other people. Most victims have little awareness that their behavior is seductive. Some children may also
assume that any relationship with an adult will involve sexual contact. The therapist should be aware of these
possibilities, set boundaries and respond by explaining to the child that sexual contact is not part of the
therapeutic relationship. Sexual feelings and urges are addressed in the context of the trusting relationship that
develops between the child and the therapist. The distinction between sexual and affectionate touch can also be
elicited in individual and family sessions. The therapist should be aware that affectionate touch during sessions
may be misinterpreted by the child (Jones 1986).

Risk of Future Victimization

A common symptom of sexually abused children is engaging in sexually inappropriate behavior. These behaviors
include increased masturbation, self-exposure, playing sexual games with peers, and engaging in seductive
communication with adults. Such behaviors, which stem from the child's distorted perceptions of appropriate
interactions with others, can put them at risk of re-victimization (Wilson and Widom 2008). Therefore,
treatment of child victims should include strategies to prevent future victimization. As with other forms of harm
to children, a specific program should be developed to address sexuality, sexual safety and appropriate sexual
boundaries. For example, teaching children to say no and to tell a trusted adult about the abuse they are
experiencing can be helpful, especially if such education is offered in a group setting and there are opportunities
for role play. In cases of domestic sexual abuse, it is essential to develop specific protective strategies involving
family members (Rudolph and Zimmer-Gembeck 2018). Additionally, a child whose perpetrator uses threats,
intimidation, force or weapons needs to be assessed for unresolved issues related to physical or sexual abuse.
Indeed, these children are also reported to be at risk for problems such as aggressive behavior, antisocial behavior
and impulse control (Zeanah et al. 2009, Thornberry et al. 2010). Developing empathy, changing the perspective
on one's own victimization in a positive way, behavior management, relapse and prevention techniques make it
easier to manage these behaviors. Family therapy can provide a structure in which these skills can be developed
and practiced (Urquiza and Winn 1992).

Violent and Aggressive Behaviors

The violent aspects of sexual abuse and the perpetrator's threats against the child can make it difficult for the
child to disclose and make sense of their own experiences (Tirkkan and Odaci 2022). It may be useful for the
therapist to provide direct explanations to help the child make sense of this overwhelming act. Children may
also tend to identify with their abusers and at times their anger can be overwhelming. With the therapist's
acknowledgment of violent feelings, thoughts and actions, helping the child to understand the origins of these
feelings is paramount. However, the therapist should be aware of the need to approach the child as calmly and
patiently as possible (Adli Destek ve Magdur Hizmetleri Dairesi Bagkanligi 2021). The therapist should develop
a relationship of trust with the child, modeling appropriate responses. Allowing the child to express his/her
experiences with the abuser and confront the abuser to some extent with metaphorical forms of expression to
express aggressive behavior can be more beneficial in terms of promoting the perception of trust (Barut 2021).

Alarge proportion of severely aggressive children have a history of suspected child maltreatment. These children
may identify with the aggressor, have repressed anger, or have problems with impulse control that make it
difficult for them to control their behavior. An aggressive child must learn to take responsibility for the
consequences of this behavior (Erben Kecici 2018). A child who exhibits aggression has often been raised in
families characterized by harsh and inconsistent discipline, little positive parental involvement with the child,
and poor supervision of the child's activities (Ozbey 2010). Involving parents in interventions is therefore crucial
to protect vulnerable children in the home. The aggressive child also needs to be protected. No matter how they
behave, children deserve protection from dangerous or inappropriate adult behavior. Structure, planning,
continuity, consistency and a nurturing environment are all significant factors when working with aggressive
children (Patterson et al. 1998).

While working with children who exhibit aggressive behaviors, it may be of benefit to provide opportunities for
the child to reenact past feelings and experiences. This can assist the aggressive child to become aware of the
underlying emotions and pain and to develop a plan to manage their reactions. Training the child to delay
gratification, manage impulsive behavior, and be aware of how his or her behavior affects others is also
worthwhile. These interventions will enable the child to relate to peers and adults in more appropriate and
acceptable ways. The therapist should also consider whether the child is a danger to himself/herself or others.
Behaviors such as risk taking, creating violent conflicts or attacking others should be restricted. Furthermore,
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the clinician should also address sexually aggressive behavior and, if necessary, report this behavior to the
relevant authorities (Urquiza and Winn 1992).

Conclusion

Child sexual abuse is a traumatic life experience with devastating consequences. Abused children are at risk of
developing behavioral, emotional, cognitive and physical health problems throughout their lives. Therefore,
treatment interventions to be applied to victims are very critical. Effective interventions tailored to children's
developmental level can help mitigate and prevent some of the serious and lasting effects of abuse. As in all
clinical work, the quality of the therapeutic relationship between therapist and child is the foundation of trauma
treatment. Interventions should be delivered in the context of a strong and supportive therapeutic relationship
and include psychoeducation of the child/young person's coping skills and safety planning. As each child will
react differently to the traumatic event, listening to them and trying to understand their perspectives and
concerns is essential. However, treatment alone will not eliminate child abuse. Clinicians should organize and
use all available resources to help children. Parents, family members, school and law enforcement should work
together to protect children from sexual abuse. The need for further research is also felt to ensure the
development and dissemination of clinical services that are relevant for traumatic experiences. However,
research funding to help better understand sexual abuse and how to address it is limited. In this context,
governments should fund research and support child protection programs through inter-agency collaboration
to reduce potential risks. A road map for experts working with child victims of abuse on treatment issues was
tried to be created in this study. Conducting new studies based on the problems experienced by professionals
working in the field in interventions and interviews for this purpose and including examples of practice can
contribute to filling the gap in the literature.
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