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Introduction: Trauma and sexual abuse.
“From a humanistic perspective a traumatic event is a disruption so serious that it threatens our existence, shaking the foundation of who we are and who we once were. It makes us face our basic helplessness and mortality. Trauma confronts us with the reality of death, ripping through our sanitized lives and our monumental denial of death.” - (Serlin & Cannon, 2004)

 Trauma does not discriminate and neither does the risk of sexual abuse. Clients entering the therapy room come from many different backgrounds. it doesn’t matter what culture, class, social status or age a person is and no one person’s trauma from sexual abuse will be the same as another. It is imperative to remember this when building the therapeutic relationship and deciding on what intervention would work best for assisting the clients healing whilst placing their needs at the forefront of each session. 

For clients suffering trauma from sexual abuse, attending a therapy session can usually be rather overwhelming, scary and intimidating. The client may enter the room with an over whelming feeling of shame or guilt, and it won’t help them not knowing what to expect from the therapist or the session. They may have a deep fear of judgement and the anxiety of opening-up to a stranger about their pain and the fear of re-living the traumatic memories.  

This critical literature review will be focussing on the trauma of childhood sexual abuse within the counselling room from a humanistic perspective. It will be exploring how these issues present within this ‘safe space’, what Humanistic interventions may be affective in helping the client throughout their healing journey and critically analysing current research outcomes.

Impact of Sexual abuse on survivors.
It was Bowlby (1988) that suggested that attachment is a crucial factor for survival in individuals. Children look for comfort from caregivers in hope for an attachment to create a secure and safe base, a protector. But when the ‘protector’ is the perpetrator, any sense of safety and security is then destroyed. Sadly, for child victims the abuse may begin before they are able to develop their sense of safety in the world. Research has shown that the younger the child that receives abuse is the more horrific its impact on the child at that time and going forward. The trauma of growing up in a sexually abusive household causing the child’s world to be turned upside down. It becomes necessary in the child’s mind to live the lie that all is normal within their reality. Growing up, this causes the child extreme difficulties in steering through the ups and downs of adult life. The child will grow up having struggles with forming secure, trusting relationships and then will usually become detached, effecting their sense of self and sense of being in what would feel like a dark world (Fisher, 2005).

Every survivor of sexual abuse will have been impacted in different ways, and no experience will have been the same. In 1995 a research study on adverse childhood experiences investigated how childhood trauma impacts children both mentally and physically later in life. Assessing the connections between the child’s health, social, and psychological issues. Sexual abuse was also considered within this research. Of course, the study showed that CSA (child sexual abuse) will likely have serious long-term effects on the victims psychological and physical welfare, increasing the risk of other aces, as well as chronic health issues, substance misuse, early death, psychological disorders such as depression, anxiety, emotion regulation and specifically, shame and guilt. It can also cause risky sexual behaviours or even problems with intimacy going forward (Edwards, 2023).

It is extremely common for victims of childhood sexual abuse to develop post-traumatic stress disorder (PTSD) from the trauma they have experienced. Symptoms include night-terrors, hypervigilance and chronic anxiety, insomnia, flashbacks and intrusive thoughts, aswell as causing the survivor to avoid any reminders of the trauma they went through causing extreme disruptions to the survivors’ quality of life and common daily routines (Sherman, 2016).

[bookmark: _Hlk184670519]While they find it a struggle to cope with the psychological and emotional anguish, they may have feelings of despair and terror and romanticise about suicide. They might even begin risky or harmful behaviours such as injuring themselves by using sharp objects to cut themselves or burning their skin, just to name a few. Body dysmorphia is also a very common side effect of sexual abuse, the feeling that their body is no longer their own and believing their body is full of flaws when this is not at all true (Edwards, 2023).

Presentation in the therapy room.
Clients seeking support for recovery from sexual abuse and trauma will present in various ways within the therapy room both physically and psychologically. They will most likely be dissociated, extremely anxious, excessively worrying about general life issues, on top of having to speak about their trauma to a stranger, they may be restless and hypervigilant, tense, irritable, exhausted and full of undeserving guilt and shame, worrying they will be judged causing them extreme overwhelm (NICE Team, 2022).

It's extremely common for clients to dissociate after a traumatic event, clients may detach or disengage from themselves, their emotions and physical sensations to protect themselves, to be able to deal with their overwhelming emotions and/or to detach from their traumatic memories. Dissociation can cause emotional and mental numbness, gaps in memory and time, whilst fragmenting their sense of who they are (Edwards, 2023).

Research suggests that it is extremely common for clients to dissociate when overwhelmed or faced with the challenge of exploring their trauma within the therapeutic setting, triggering the client to feel extremely detached from any sort of reality causing issues such as; hindering the clients ability to be fully engaged within the session and disconnecting them from their memory, their thoughts, their feelings, and even their sense of who they are. Dissociation may also cause issues with the clients’ capability to process their intense emotions, cause issues with engaging in discussion and making their healing journey more of a struggle than it needs to be as they may be less able to work towards their planned goals. Dissociation is extremely complex and can be rather uncomfortable and distressing to the client, making it imperative as therapists, to learn to recognize why the dissociation has come about and to identify its signs and to gain the knowledge needed to efficiently address it within the security of the therapeutic framework (NeuroLaunch team, 2024).

Transference and countertransference
Transference is the process of the client shifting their feelings and ideas from people from their past and relating them to their therapist as though they were that person. The client projects past relationships from their early development as if it’s recurring within the therapy room. It’s important that the therapist explores these projections which make up the phenomena of transference. Freud suggested that transference can be both positive and negative including within it the repressed, the erotic and the resistance. Therefore, transference is a loaded, generative space where change can happen. Object relations theories’ core belief is that early caregivers from the client’s past are played out in the ‘here and now’ with the client placing that transference on the therapist. The therapist can then find out how the client’s relationship and attachment with the caregiver was as an infant. When the trauma or failures took place, any inconsistencies, instability and emotional unavailability from the caregiver can all be discovered through the transference from the client and may also offer evidence of defences that materialised for the client to manage the failures of the caregiver, assisting the therapist to prepare interventions to help the client in their journey (Quddoos, 2020).

The therapeutic relationship is built around a caring emotional connection between both the therapist and the client. There may be a time that the therapist needs to manage boundaries as it’s a common occurrence for the client to look at this relationship unethically and may begin to hold emotional or sexual feelings towards them. It has been known for a client that has become a survivor of sexual assault or abuse, of sorts, to use sexualisation as a protective mechanism. When a survivor has been through such traumatic events and has lost their self-esteem, and their feelings of self-worth they may feel that their sexuality is the only thing they have left that is valuable. They may use their sexuality to try and engage with their therapist in an attempt to feel some sort of self-worth or an effort to indulge the therapist or to divert any attempt of exploration of the extremely traumatic topic of what they have been through. If this was to happen within the therapy room, it is important that the therapist maintains their boundaries appropriately and safely. The client might transfer her feelings or behaviours from her abuser onto the therapist as a defence mechanism, echoing certain feelings or even certain behaviours of an erotic nature. There may be times where a client may tell stories or dress in a sexually explicit way to provoke attention from the therapist as a way to feel worthy or wanted in their safe space. If this is to happen it is again, important to stay safe within the boundaries of the professional therapeutic relationship and calmly and kindly pointing this behaviour out to the client, encouraging them to explore these feelings or behaviours. As a therapist it is important to encourage the client to put their words across and explaining their feelings as this is an important aspect of therapy and healing (Cowan et al., 2020).

Most of the conversations around transference tend to place the therapist as the receiver of the transference. However, that is not necessarily always the case as the therapist is also human, also has feelings and his own beliefs, therefore, may also counter-transfer onto the client (Quddoos, 2020).


The therapeutic relationship
There is a vulnerability in survivors of sexual abuse from the moment they experience it aswell as issues associated with their healing journey, so it’s imperative that they feel a deep sense of safety from the offset of therapy sessions before they begin the work. It’s important that there is a strong sense of trust within the therapeutic relationship for the clients to feel safe to be openly vulnerable within the space. And research has shown that the value of just having that safe space within therapy to deal with the trauma and the horrific impact it has had on their life as well as being able to work on their emotions in their own time has assisted them on their healing journey within their therapy sessions. This is why it’s so important to ‘hold the space’ for the clients to explore their trauma (Forde & Duvvury, 2020).

Within the therapeutic relationship the client and therapist should both occupy the room with awareness and contact. But what are the processes within that?  The majority of the most uncomplicated explanations of transference are of those that use the object relational models within the field. The early parental figure that stands-in for the client would be the therapist. It is up to both the client and therapist to create an opening to facilitate change because the therapist alone just ‘knowing’ is not enough to facilitate change. Kohut suggested that this was the chance for a ‘corrective emotional experience’. The great thing about attending therapy is that it can create an opening for something important that didn’t happen in the clients’ early years, to happen in this moment helping to facilitate the change that is much needed for the client to begin their healing journey and begin to build a strong sense of self. The therapist meets the client where they’re currently at and helps heal the wounds by gratifying and meeting the needs of the client that their childhood caregiver couldn’t or wouldn’t meet. Even so, it’s important to keep in mind that just by gratifying and meeting the clients’ needs with warmth and care, it doesn’t mean they will grow psychologically by this, the client will also need to work on their personal growth and resilience to overcome their innate issues from the childhood failures from the caregiver (Quddoos, 2020).

Effective therapeutic interventions.
Reports of childhood sexual abuse are extensive and worldwide and is estimated that 1 in 20 children to as high as 1 in 4 children are abused with girls mostly affected. Approximately 35% of victims that have experienced this type of abuse are women who are also most likely to have suffered repeated sexual violence and then going on to be sufferers of mental illness, specifically psychosis (Sweeney et al., 2019).
There are many effective therapeutic interventions for clients that need to overcome trauma, However, three effective Humanistic interventions spoken about in this paper are person centred psychotherapy, emotion-focussed and existential psychotherapy. 
Due to the harrowing and detrimental effects of sexual violence and abuse, person-centred counselling is seen as one of the main therapeutic approaches that can be used when counselling clients that have previous experiences of sexual abuse. The most important aspects of person-centred counselling are Rogers’s three main core conditions; unconditional positive regard, empathy and congruence. These are critical conditions to adhere by when healing trauma, not only to create a safe space but to allow the client to experience what healthy and productive relationship consists of to allow optimal functioning.  As we’ve touched upon earlier, there are many psychological risk factors for survivors of sexual abuse such as mood and personality disorders' aswell as anxiety and many other emotional and physical wellbeing issues. It was Randolf and Reedy (2006) that discovered that survivors of sexual abuse were highly connected to PTSD and depression (Nishith et al., 2000). 
Additionally, Johnson, Pike, and Chard (2001) discovered that anyone that suffered sexual abuse were also highly vulnerable to dissociation, anxiety and were more likely to take their own life. Considering previous research has expressed its support in a more directive approach in treating survivors and the disorders they bring to the room with them, it’s now suggested by the authors that person-centred counselling should be the primary choice of therapy to support this clientele because it supports the needs of this particular group of people and the likeliness of the treatment being effective is extremely high. Person centred counselling’s core conditions provide emotional safety, hope, and can help the client towards positive-growth. In 1961 Rogers also suggested that person centred counselling involves a serious respect for each of the client’s unique personal steps towards self-actualisation. Be that as it may, there hasn’t been much research on the investigation of women as sexual abuse survivors and the effectiveness of therapy (McGregor, 2000). Person centred counselling meets the clients’ needs in a way that other therapies may not. Once the therapeutic alliance has been built it should at the very least, include holding the safe space for clients to openly speak about their traumatic experience and express how they feel about what happened to them and how it has affected their life.  McGregor and colleagues (2006) suggested that it is important to listen, understand and normalise the experiences of our clients (CSA) childhood sexual abuse and the effects it has on them from their own perspective, as this in itself can be extremely helpful to healing (Edwards & Lambie, 2009).
The second approach is EFTT. Emotion focussed trauma therapy is a highly evidence- based approach that is built around humanistic principles to helping clients with trauma. This approach has the potential to promote the natural ability for growth even after suffering horrific experiences of sexual trauma from childhood. It addresses the deep emotional and psychological effects of chronic trauma and builds upon the internal capability of the client to express their painful feelings and to attempt to create meaning from the clients’ traumatic experiences through the strong foundation of the empathetic client-counsellor relationship (Scholl et al., 2013).

The third therapeutic approach, existential psychotherapy is another great approach for working with clients that have been sexually abused. It focusses on a persons’ being here in the world. To a survivor, just being here means to be exposed and vulnerable which to them, may mean danger or complete destruction and compromising the clients’ relationship with themself and others. There are three important elements that lies within the therapeutic relationship. The first is trust and betrayal, the second are the protective internal structures, and the third are dissociative patterns. Kalsched (2000), spoke of how there is what he called ‘the fault line’ which he stated was developed in the survivors’ own psyche and said that it’s possible to heal it through a rather agonising and potentially horrifying voyage into the clients’ personal experience. It is however extremely important that the client is gently carried on this voyage by the authentic and empathetic therapist and with a firm and watchful tracking of the survivors’ own resistances. Only then the client will be capable of taking hold, and living a more fulfilled life.

Rollo May (1958) stated that existential therapy is an attitude rather than a system. However, there are many similar premises within this approach as there are in person-centred and many others. It emphasises awareness, genuineness, trust and presence., as well as trust in the client’s inherent knowing. Existential psychotherapy works well if the therapist helps the client to entrust in their ‘internal sensing’ which is an important element to assist the client in creating a connection between herself and other people. When a survivor experiences trauma such as this it destroys their connection with themselves, to her, this destruction helped her survive by establishing that distance from the tremendous agony of the terror and abuse she received. Thomas Greening explained in the paper he wrote in 1997 on post traumatic stress disorder and the existential-humanistic approach, that...
‘When we are traumatized, we experience a fundamental assault on our right to live, on our sense that the world basically supports human life. Our relationship with existence itself is shattered. Existence in this sense, includes all the meaning structures that tell us we are a valued and viable part of the fabric of life’.
· (Fisher, 2005).
           
Efficiency of humanistic-existential psychotherapies.
A research paper on the effectiveness of Humanistic-existential therapies has been undertaken by Elliott R., et al. in an exploration of research showing that although there have been broadly shared biases on humanistic experiential approaches of which have been continually challenged in their effectiveness, that there is also hard evidence showing the increasing body of research supporting the effectiveness of humanistic-existential approaches. Due to the vast number of studies that have taken place, Elliot and his co-researchers struggle to keep up but just from the research studies they have found just between the years of 2000-2008 there have been 60 studies evidencing the effectiveness of humanistic-existential alone. However, altogether from 186 studies of 14,206 clients and pre-post effect size data from 199 various client samples seen in different humanistic-experiential therapies they found that there is a robust unpremeditated correlation between humanistic-experiential psychotherapies and client transformation and suggested that 80% of the pre-post improvements reported for clients in humanistic-experiential psychotherapy can be accredited to the therapy itself (Barkham et al., 2021).
Elliot et al then went on to find three studies on post-trauma difficulties or post-traumatic stress disorder (PTSD). The compelling evidence for this client base was for emotion focussed therapy for couples (EFT-C) established by Greenberg and Johnson (1988). They acquired 23 samples of clients from 21 studies, 467 people altogether where the pre-post effect size could be determined. These consisted of; Emotion focussed therapy (EFT for individuals) = (6 samples), emotion focussed therapy for couples (EFT-C) = (10 samples), person-centred therapy (PCT) = (3 samples) and other humanistic-existential therapies (HEPS) = (4 samples). Across these 23 variable samples, research showed that the outcomes were larger for therapies carried out with a couples or family client base structure versus being carried out exclusively one to one. For interpersonal difficulties studies also showed a significant one-sided effect with all results being positive (Lambert, 2013)


Conclusion.
The aim of this literature review was intended to evaluate the effectiveness of different Humanistic approaches in addressing trauma within the therapy room with an aim to explore what may work best with the client from different perspectives. While the core conditions are predominantly humanistic it may be suggested that these conditions should be projected on all psychotherapies as they are not only helpful but morally right and something every human being needs within the therapeutic relationship.
While its great news that these humanistic therapies are proven successful in the treatment of trauma and other client issues, the client samples for research may have been more viable if there were consistencies in the volume of samples studied in each approach. Another suggestion would be to study the therapies efficiencies towards separate sub-samples on the side effects of trauma such as (as an example) the efficiency of EFT or PCC on agoraphobia or insomnia or panic, etc.  As we know, trauma or PTSD isn’t one illness alone, it is the umbrella to the side-effects of the illness. What works for one trauma client may not work for another as we know, but even more so if on suffers predominantly with insomnia and the other predominantly with agoraphobia.  This may be a step they could take in their next piece of research, the chance to delve even deeper into the rabbit hole. Unfortunately, there was not as much research on the studies of client samples with trauma or any with trauma derived from sexual abuse within this paper as I was hoping for, but I do believe the accuracy of the studies were otherwise well received and that the studies they did undertake were well researched.
While the effectiveness of humanistic therapy on client outcomes has been established, it is important to remember that the clients healing will not only depend on the quality of the therapy but also the agenda of the client. If the client is hesitant or has an innate fear of change, this could potentially disrupt the chances of their healing. The client may also fear opening-up to the therapist, may not connect to the therapist and may even distrust them for some unknown reason. It may even be an issue of negative transference. It is both the clients and the therapist’s responsibility to work together in the therapy room and it is predominantly the therapists’ responsibility to work on building the clients trust and sense of safety in order to truly begin the healing journey. - (Garfield et al., 1987).
The reporting of CSA seems to forever be on the rise (Kinnear, 1995; Meekums, 2000). And due to the childhood trauma, our clients will unfortunately encounter many difficulties whether it be physically, mentally, socially and emotionally. Nevertheless, thanks to therapies such as those spoken about within this paper and many more, there is promise. The ability to attend therapy will help these survivors regain their life, their sense of control and sense of who they are giving them the power back that was cruelly taken from them. For survivors and clients alike, experiencing a therapeutic relationship that is authentic, trustworthy, caring, nonjudgmental, full of genuine acceptance, deeply empathic, and completely centred around them while supporting the growth of their own self-acceptance and development is a god send, and exactly what they need to heal and begin to relearn their worth.  - (Edwards & Lambie, 2011).
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