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“Often it isn’t the initiating 
trauma that creates 
seemingly insurmountable 
pain, but the lack of  
support after.”

      - S. Kelley Harrell
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Foreword

According to World Health Organization’s estimates, mental health illnesses will be the second 

highest cause of  DALYs (Disability Adjusted Life Years) lost globally by the year 2020, after 

cardiovascular diseases. One of  the less talked about causes of  mental health issues is child sexual 

abuse. As is becoming increasingly known, child sexual abuse has a long-term impact on mental 

and physical well-being including but not limited to effects on familial, occupational, and social 

roles and responsibilities. Considering that (according to official figures) over 53% children in India 

have experienced one or more forms of  sexual abuse in their childhood, mental health problems 

arising from experiences of  CSA are at very large proportions.

Mental health, until recently a fairly neglected issue, is now recognized as a central pillar 

for overall development, and is engaging the attention of  policy-makers, professionals, and 

communities in India and the world over. In the past few years, India has started taking steps 

in putting mental health care up front and centre of  public conversations. While several 

practitioners, institutes, advocacy groups, as well as civil society and the media have highlighted 

the need for scaling up services and providing quality mental healthcare, in child protection the 

focus continues to be on the justice system. Psychosocial support for survivors only features as 

an afterthought to ensure legal culmination.

HEAL – Help Eradicate Abuse through Learning has been working on the issue of  child sexual 

abuse in Mumbai since 2008. In the past 10 years, we have reached out to over 30000 direct 

beneficiaries through our preventive work and extended psychotherapeutic support to over 60 

survivors. Our aspiration is to provide quality, trauma-informed support to all survivors.

The present report aims to identify the needs and the gaps for mental health services specific 

to survivors of  child sexual abuse in Mumbai. The recommendations from the report look to 

enhance and improve services for these survivors within the private and public systems as well as 

encourage a inclusive, holistic, and trauma-informed response system.

Rahul Bose

Founder,

The Foundation

21-D, 3rd Floor, Film Center Building,
68, Tardeo Road, Tardeo, Mumbai 400034
Telefax : +91 22 23521641 
www.thefoundation.in
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Child sexual abuse violates not just a child’s right to safety and protection. It also hampers the 

treasury of  rights promised to children by the United Nation’s Convention on the Rights of  the 

Child (UN CRC). These include the right to life; to family relations; to physical, mental, spiritual 

and moral development. When India became a signatory to the UNCRC 25 years ago, it made a 

commitment to realise these rights for all children in India. 

Sadly, violence has become a part of  our everyday lives. In the case of  children, it is worse. 

Violence is tacitly accepted, normalised and considered inconsequential. Child sexual abuse 

(CSA) is almost always experienced with other forms of  violence like bullying and corporal 

punishment. It prevails in multiple settings - home, school, in institutions where they may be 

placed for statutory care, protection or education; in private and public spaces; online and offline. 

This poses a huge threat to children’s safety and stability.

In the long-term, prolonged exposure to sexual abuse and violence has an adverse effect on self-

esteem, cognitive development, academic performance, social competence and social behaviour 

(which is often expressed in anti-social ways when the child is older).

According to the National Crime Record Bureau, Maharashtra saw a whopping 75 per cent surge 

in the cases of  rape of  children registered between 2014 and 2016. In this context, Mumbai has 

witnessed initiatives backed by collective action for stricter surveillance and implementation of  

the Protection of  Children against Sexual Offences Act, 2012 (POCSO Act). Key stakeholders 

like police, schools, hospitals under Municipal Corporation of  Greater Mumbai and civil society 

organisations have come together to improve ways of  identifying and responding to cases of  

CSA in a child-friendly manner. Prevention, including personal safety education for children, has 

become a priority. 

It is equally important that these prosecutions and prevention efforts are backed by an effective 

system that focuses on rehabilitation - particularly to deal with the emotional bruises, trauma and 

layers of  stigma. That is why mental health services form the core of  what a child who has faced 

abuse needs. 

To bring focus to this area, UNICEF partnered with The Foundation to conduct a mapping and 

assessment of  Mental Health Support in Mumbai for Survivors of  Child Sexual Abuse. The 

assessment aimed to identify the gaps and improve access, build better linkages between Mental 

Health Services with child protection systems, and strengthen the reach of  quality psycho-social 

care services. This particular area will require technical, financial investments. We are confident 

this assessment will pave the way for informing and strengthening policy and practice, in relation 

to mental health services for survivors of  child sexual abuse and violence.

Rajeshwari Chandrasekar

Chief  of  Field Office, UNICEF Maharashtra

Foreword
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Executive Summary
Child sexual abuse violates and shakes the individual’s basic foundation of  trust, benevolence 

and sense of  justice in the physical and social world. It affects and transforms intrapersonal 

and interpersonal relationships in surreptitious ways often not even discernible to the survivor 

experiencing the aftermath of  the trauma.The efforts of  non-profit organizations, legislative 

bodies, mental health practitioners and social workers have helped concretize CSA as an 

important issue to be addressed through various perspectives. As survivors emerge from the 

shroud of  shame, self-blame and denial they seek help. As individuals engaged in protecting and 

serving children it is our ethical duty to ensure that the survivor does not get re-victimized at the 

hands of  the responders.

The primary aim of  the study was to assess the quality of  mental health services for child sexual 

abuse survivors in Mumbai. To ensure this, triangulated data was generated through a mixed 

method mixed mode research design that involved mental health practitioners across Mumbai, 

important stakeholders in child protection, and survivors of  child sexual abuse from Mumbai.

With a complete lack of  existing literature, lack of  access points to survivors and practitioners, 

we relied on the informal pathways of  service access. After screening the population of  mental 

health practitioners, 61 of  them were surveyed in a face-to-face format. An online survey was 

distributed through mental health practitioners and personal sources to survivors of  CSA. 

This survey did not collect any information about the individual’s identity in order to maintain 

complete confidentiality. In-depth interviews with stakeholders were conducted to get an 

understanding of  knowledge, beliefs and practices related to CSA. It also helped to assess the 

MHP’s work in the context of  existing routes to recovery. The analytical strategy involved 

descriptive statistics and qualitative analysis of  information collectively received from all sources.

The study is a pioneering foray into evaluating mental health services for CSA survivors in the 

current social context. We, as a developing society, are in the throes of  social evolution.  

In the daily struggle for survival and growth we have not completely cognized the importance of  

mental health in our collective psyche. This lack of  cognizance also pervades the space of  CSA. 

We understand that the survivor needs help with rebuilding their self  but the process needs a 

facilitator who is dedicated to healing and recovery of  the survivor and nothing else. As long as 

the mental health practitioner remains a mere accessory in the service industry, recovery of  the 

self  will be challenge for the CSA survivor.

The study has attempted to answer questions like how do survivors contact MHPs, what 

problems do they face, what are the gaps in service provision, how do MHPs help in recovery, 

how does the system engage the MHP and how their role can be expanded. It also focusses on 

developing a perspective on the gaps in knowledge and practice of  MHPs, what techniques work 

in therapy, systemic issues, even their own fears and apprehensions around working with CSA 

survivors. Stakeholder interviews helped in understanding the informal and legislative systems 

of  service provision. Survivor’s experiences of  first disclosure, interactions with the system, 

experiences of  therapy are fundamental to this study and their voices provide a cross-sectional 

dimension to the report. This primary exploratory work, despite being extensive in its approach, 

is still a rudimentary understanding of  the enormity of  the challenge of  serving CSA survivors.
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Study Rationale and Issue Focus
“The conflict between the will to deny horrible events and the will to proclaim  
them aloud is the central dialectic of human life.”
- Judith Lewis Herman

Why do we think twice before going to therapy for our emotional problems? Why don’t we 

practise mental health first aid after a traumatic experience? Why is it so difficult to find a 

therapist when we wish to make a referral? Why is the mental health practitioner not sought as 

a primary responder to child sexual abuse survivors? How does therapy help a CSA survivor? 

Why is there no established, verified network of  professionals that is equipped to respond to 

child sexual abuse survivors with compassion? Why do a large number of  survivors drop out of  

therapy before its completion? Why don’t so many survivors of  abuse receive psychotherapeutic 

support?

The study germinated out of  the quest to answer these questions and many more. Despite the 

relentless commitment of  psychologists, psychiatrists, social workers and barefoot counsellors 

working out of  organizations and private spaces in Mumbai, there ceases to exist an easily 

accessible route to mental health recovery from child sexual abuse. Let alone an accessible route, 

we are still struggling to integrate mental health into the very fabric of  primary services for child 

sexual abuse survivors.

The World Health Organization (WHO) defines child sexual abuse as:

“the involvement of  a child in sexual activity that he or she does not fully comprehend, is unable 

to give informed consent to, or for which the child is not developmentally prepared and cannot 

give consent, or that violates the laws or social taboos of  society. Child sexual abuse is evidenced 

by this activity between a child and an adult or another child who by age or development is in a 

relationship of  responsibility, trust or power, the activity being intended to gratify or satisfy the 

needs of  the other person.”

Child Sexual Abuse (CSA) takes place when a person initiates any kind of  sexual act (physical, 

verbal, visual or online), or a seemingly non-sexual act with intentions of  sexual gratification, 

against a child. Sexual abuse does not have to involve penetration, force, pain, or even touching. 

Any act directed towards a child with an intention of  getting sexual gratification is sexual abuse. 

This also includes the behaviour directed towards children on the internet. Indian law recognizes 

and punishes sexual abuse of  children online, which includes - but is not limited to - creating, 

storing, sharing and viewing child pornography.

A little more than 53% of  Indian children have experienced one or more forms of  sexual abuse 

and of  these, over 20% of  children faced one or more extreme forms of  sexual abuse. These 

are figures from a widely cited study that was conducted by the Ministry of  Women and Child 

Development in the year 20071. Professionals working against the issue vouch for this figure being 

even higher. Sexual abuse of  children is not limited to any class, strata, gender or geography.

Child Sexual Abuse infringes on the basic rights of  children by robbing them of  a sense of  control 

and choice. The dynamics of  being violated and a sense of  helplessness in the situation can lead 

to traumatic implications. Research has consistently shown that sexual violence can have serious 

short- and long-term physical, psychological and social consequences not only for girls and boys, 

but also for their families and communities. Mental health issues amongst CSA survivors could 
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range from Post-Traumatic Stress Disorder (PTSD), sexual disorders, mood disorders, substance 

abuse, conduct problems, eating disorders, anxiety, as well as suicidal ideation. According to 

Doyle. C., around 30-60% of  children experiencing CSA suffer from mental health-related 

problems and psychiatric disorders throughout their lifetimes2. The gravity of  the situation 

is compounded in the case of  India where there is a genuine dearth of  quality and accessible 

mental health services, in terms of  both professionals and safe spaces. The National Institute of  

Mental Health and Neurosciences, Bangalore, in a recently concluded study showed huge gaps in 

available resources for mental health in India. All states in India, barring Kerala, have less than one 

psychiatrist per one lakh population3.

Adding to this is the further lack of  specialized training in working with trauma survivors.  

The mental health needs of  CSA survivors are unique and require a trauma-informed 

professional. While sexual violence is itself  stigmatized in India, the added misconceptions about 

mental health services paint a very bleak picture for survivors of  CSA and their accessibility to 

affordable and quality mental health services. Given that the legal reporting of  CSA cases has 

increased in the recent past, it is crucial to study the current available mental health services for 

child sexual abuse survivors in our city to aid their healing process. 

Aim: The study is designed to assess the existing mental health services that are necessary for 

CSA survivors to recover and heal from abuse. It is a simultaneous exploration of  personal as 

well as systemic challenges faced by mental health professionals and the unarticulated needs of  

survivors, critical to recovery, rehabilitation and justice.

1 Study on Child Abuse 2007, Ministry of  Women and Child Development, Government of  India

2 Kinzi JF, Traweger C, Biebi W, 1995, Sexual Dysfunction: Relationship to childhood sexual abuse and early family experiences in a 
nonclinical sample, NCBI journal

3 Murthy, R. S. (2017). National Mental Health Survey of  India 2015–2016. Indian Journal of  Psychiatry, 59(1), 21–2
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Methodology
In the absence of  research in the field, triangulation becomes a powerful strategy used to answer 
difficult questions and explore unmapped social spaces. Involving the use of  data from different 
sources and methods leads to increased validation and confidence in the finding. The mixed 
method mixed mode design has been utilized to achieve this triangulation. Surveys, interviews 
and secondary data like news articles, published journal articles, papers, available statistics on 
child sexual abuse in Mumbai have been analysed and assimilated in the study. The four elements 
of  the research design are as follows:

Measurement Tools
Screening tool

A preliminary demographic survey was designed to identify the mental health practitioners in 
Mumbai who have experience in working with CSA survivors and/or are willing to work with 
CSA survivors. The survey identified key information like years of  experience with CSA survivors, 
willingness to work with CSA survivors, their gender and geographical location. This was done to 
ensure that the sample used for the survey is one that attempts to be representative of  all wards 
and zones of  Mumbai. The screening tool was shared with mental health professionals across the 
service industry to ensure equal participation from all.

The Specialist Survey

After screening, the specialist survey was undertaken. It comprised 50 questions, the majority 
of  them closed-ended structured questions and a few being open-ended semi-structured. This 
was done in order to generate both quantitative and qualitative information. The questions were 
directed at generating information about mental health services being provided to CSA survivors 
and can be broadly classified into the following categories:

•	 Demographic information about the practitioner
•	 Demographic information about the clients
•	 Specific quantitative and qualitative information about work with CSA survivors
•	 Key skills and gaps in knowledge areas
•	 Qualitative aspects of  therapeutic work with CSA survivors
•	 Personal and systemic limitations to working with CSA survivors
•	 Assess the existing network of  primary responders to CSA
•	 Subjective reality of  being a practitioner in the field
 
The survey was done in the traditional face-to-face format and all the additional information 
about knowledge, beliefs and practice were elicited, recorded and used for content analysis.

Survivor Needs Analysis (SNA) Form

The assessment of  mental health services is incomplete without understanding the needs of  the 
recipient of  these services. The child sexual abuse survivor’s experience has been highlighted and 
assimilated in the study to situate the mental health services in their correct context. In-depth 
case studies and focus group discussions were part of  the original design for the study but were 
later abandoned due to time constraints, sensitive nature of  the information and ethical issues 
in this method of  data collection. A survey with 16 questions was designed to understand the 
survivors’ experience of  ‘care’ after abuse. This is again a mix of  open-ended and closed-ended 
structured questions addressing main issues such as the following:
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•	 Demographic information (name of  the respondent not recorded for confidentiality)
•	 Immediate response to abuse
•	 Experience with the existing services across public and private sectors for CSA survivors
•	 Attitudes towards therapy
•	 Needs of  survivors
•	 Experience of  therapy
•	 Attitude to mandatory reporting

The purpose of  restricting data collection from survivors to an online survey was to provide 
them with a safe space where they can respond to difficult questions about a very traumatic 
experience of  their life from the safety and anonymity of  their computer screens. Often this 
leads to losing some information that could be generated through human contact but also takes 
care of  the corruption of  data that happens through the subjective position of  the interviewer. It 
also eliminates the possibility of  the survivor clamming up and restricting information due to any 
conscious or unconscious trigger unintentionally provided by the interviewer.
 
The SNA form is a first of  its kind attempt to gather data in a formal way from CSA survivors in
Mumbai. With more time and skilled researchers, this work can easily be expanded to a
substantial study in its own right.

Issue Focus Qualitative Interviews

The purpose of  the qualitative research interview was to obtain descriptions from interviewees 
about how they conceptualize mental health, evaluate the quality of  mental health services and 
its relevance in the service sector for child sexual abuse survivors. The semi-structured interview 
with key informants was used to elicit service provider and policy-makers’ knowledge and 
practices in response to the needs of  the child sexual abuse survivor. The face-to-face interview 
was administered to a cross-sectional sample of  stakeholders from across industries that come 
into contact with survivors currently or have in the past, have technical expertise in the field of  
child protection, education or care, and are in a position to identify, report and respond to issues 
concerning child sexual abuse survivors. The main issues addressed in the interview were related
to the relevance of  a mental health practitioner in the primary response system for the CSA 
survivor, scope of  role expansion, understanding of  the level of  inter-agency collaboration in the 
response system, strengths and weaknesses of  the mental health setup in Mumbai, systemic gaps 
that fail to integrate MHPs into the system and evaluations of  and recommendations for existing 
relevant policy structures. 

The Sample - Who are our Participants?
The Survivor
The Mental Health Practitioner
The Stakeholders

The current study looks at the sample of  the study as participants and co-creators in knowledge 
generation and not just as a sample of  the greater population. Due to the unorganized and 
informal nature of  the mental health services sector in India the method of  non-probability 
purposive sampling was used. The non-probability sample lacks the rigor of  the probability 
sampling techniques but in the circumstances of  the study it becomes the most feasible, practical 
and relevant approach to collecting data. Snowball sampling was utilized in order to reach out to 
the maximum number of  mental health practitioners in the limited time frame of  the work while 
heterogeneity sampling was ensured by reaching out to practitioners working in various service 
sectors in the city.
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The MHP Demographics 

The mental health practitioner (MHP) is the first source of  information generation for the 
purpose of  this study. The city of  Mumbai is divided into 6 zones for administrative purposes, 
each consisting of  3 to 5 wards named alphabetically. For the purposes of  analysis we grouped 

MHP locations into zones4 5. A total of  61 valid 
mental health practitioner (MHPs) protocols 
were used for the analysis of  information. These 
practitioners come from almost all zones in Mumbai 
with the majority of  them in Zones 3, 2 and 1 and 
the least number from Zone 6. It is important to 
note that at one level this representation cannot 
be understood as entirely inclusive in nature but at 
another level it is also representative of  the areas 
in Mumbai where most mental health practitioners 
are concentrated. For example Zone 3 comprises 
of  the bustling suburbs and Zone 2 and Zone 1 are 
the major residential areas with important public 

hospitals and offices. Zone 6 comprising Mulund, Bhandup and Ghatkopar do not have high 
concentrations of  MHPs and the percentage of  representation is proportionate to the number 
of  practitioners in that 
particular geographical 
location. 
93% of  the participants  
are taking on new 
survivors into therapy. 

Chart II presents the 
distribution of  mental 
health practitioners 
in Mumbai across the 
various specializations and 
sectors. Majority of  the 
MHP participants of  the 
study are counsellors with non-profit organizations dedicated to work on issues of  child sexual 
abuse, human trafficking and substance abuse. Some of  them simultaneously run their own 

private practice from homes, clinics and hospitals. 
A substantial number of  them work in schools, 
child protection organizations, legal assistance 
organizations, academic institutions as counsellors, 
psychotherapists, psychologists, psychiatric 
social workers. 6.78% are primarily working 
as academicians but are also involved in active 
work with survivors of  child sexual abuse. 3.39% 
represent the population of  mental health specialists 
who are playing dual roles of  being project 
personnel who counsel survivors on the job. The 

3.39% who are involved in advocacy and awareness trainings with children also play dual roles 
of  individuals who have to respond to survivors of  CSA in a therapeutic manner as an interface 
with them is a direct outcome of  their work. The distribution on the top (Chart III) represents 

Chart II: Distribution of  Roles played by the MHPs Across Mental Health Sectors

Chart I: Geographical Distribution of  MHPs

Chart III: Geographical Distribution of  MHPs
based on Practice

4 http://www.bmcelections.com/mumbai-wards-bmc/

5 Zonal map in appendices
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the distribution of  MHPs on the basis of  whether they practice individual, group, couple or family 
therapy. All the participants in the study practice therapy with individuals as is reflected in the 
data. It is reassuring to notice a large number of  practitioners offering family therapy which is a 
necessary recourse for recovery for several cases of  child sexual abuse survivors. Family therapy 
also helps address guilt that is often experienced by the child’s parents or caretakers. This guilt 
disturbs their relational patterns and exacerbates symptoms in the survivor.

Chart IV  represents the years of  work 
experience that informs the participants’ 
knowledge, practices and beliefs about 
working with CSA survivors. The 
participants are almost evenly distributed 
between the zero to ten year range. 
The 10-15 year range has the least 
representation with 6.56%. After about ten 
years of  experience practitioners usually 
work exclusively through private clinics. 
Paucity of  time and lack of  association with 

organizations, clinics and hospitals could be a reason they are not as well represented in the 
current sample. The last decade has witnessed an increased awareness about child sexual abuse 
issues and an escalation in the work opportunities in the area of  child protection, especially in the 
metropolitan cities in India. This could also explain why the majority of  MHPs are in the former 
category.

Language is an integral tool of  any 
mental health service and Chart V 
shows how Hindi and English are 
the predominant languages used 
in the sector. Marathi is frequently 
used by 60% of  the participants 
followed by Gujarati. This distinction 
is in tandem with the census 
trend of  a very high population 
of  Maharashtrians followed by 
Gujaratis residing in Mumbai. 

As Chart VI shows, assessment services are provided by 55% and that difference is expected 
because clinical psychologists are authorized to do certain assessments that counsellors are not.  
Medication and hospitalization 
being specialized services requiring 
psychiatrists and infrastructure are at 
a low of  15%. A significant number of  
MHPs conduct trainings and supervision 
of  work, which is a promising feature to 
note. Home visits are again much higher 
than medication and hospitalization at 
20% and are an integral part of  providing 
services especially to survivors from the 
lower socio economic strata.

Chart IV: Distribution of  MHPs as per Years of   
Work Experience

Chart V: Distribution of  languages used during  
Service Provision by MHPs

Chart VI: Percentage distribution of  services provided by MHPs
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Survivor Demographics

There is no published research in the country that documents the experience of  the CSA 
survivor in the context of  the mental health services they receive. Any attempts at documenting 
the subjective experience of  the recipient of  therapy have been done at the level of  private 
practitioners who take feedbacks from clients. This is the first attempt to do it at a larger scale 
across sections of  society with a population which is shrouded in stigma at a social level and 

trauma at a personal level. Such traumatic 
experiences make it difficult for survivors to 
articulate their experience of  the phenomena, 
let alone evaluate the services they have 
received. In the aforementioned context this is a 
first of  its kind attempt at eliciting, systematically 
recording and analyzing these experiences 
through an online questionnaire. The survey 
is still being floated to survivors through social 
forums, portals, through their therapists, non-
profit organizations and many more. At this 
nascent stage, one can hardly imply that the 
results can be generalized to a bigger population 

but that does not take away from the importance of  the volume of  qualitative data generated 
by the survey. As the questions are open ended, there is no word limit and there is complete 
anonymity of  the responses. Survivors have used it as a space for unbridled expression of  their 
needs and grievances. At the time of  analysis of  results a total of  19 survivors had responded to 
the survey. 

Chart VII, VIII, and IX help understand the demographics of  the survivor sample. 84 percent 
of  the survivors are 
female and 16 percent 
survivors are males.  
63.16 percent of  the 
survivor sample is in 
the age group of  20 to 
30, a relatively lesser 
percentage in the 30 
to 40 age group and 
the least percentage 
(10.53) in the 40-50 
age bracket. Beyond 
this age bracket there 
were no entries. One 
way of  understanding 

this distribution is in cognizing that in young adulthood and early twenties symptoms of  PTSD or 
childhood abuse start to manifest when the individual is exposed to intimate relationships outside 
the family, explores sexuality, and love and friendship in a more autonomous way. According to a 
study published by the National Center for Biotechnology Information (NCBI), National Institute 
of  Health, USA., the first major depressive episode is experienced 9.2 ± 3.6 years after onset 
of  exposure to sexual abuse and it usually affects the individual in their young adulthood6. The 
age range from 30 - 40 is still considerably high as some survivors acknowledge their traumatic 
experience when they undergo therapy for life stage-related issues. By the age of  40 the number 

Chart VII:  Distribution of  Male and  
Female Survivors

Chart VIII: Percentage Distribution of  Survivors by Age Group

6 Cheasty M,, Clare A.W. 1998 Jan 17, Relation between sexual abuse in childhood and adult depression: case-control study.
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of  people who enter therapy declines, unless it is for personality disorders or chronic mental 
health issues, and is represented in the diminishing percentage. Another significant demographic 
that helps us understand our survivor population is the time that lapsed between them suffering 
the trauma and seeking help. 91.67% of  the survivors report receiving help in adulthood making 
them adult survivors of  child sexual abuse. A bare minimum of  8.33% have received mental 
health services soon after the incident. The survey is meant to be filled by parents/caretakers 
of  young children who are survivors thus reducing the error in distribution due to lack of  access 
to the survey. Since the survey was an online survey in English it has reached out to people who 
have access to technology, are comfortable with it, and are fluent in the language.

Stakeholders
For the purpose of  the study representatives from the legal fraternity, child welfare committees, 
educationists, academicians, police, medical fraternity, and NGOs were contacted 
for in-depth interviews. The interviews address the prevalent understanding of  the current 
response system to child sexual abuse in Mumbai and the role assessment of  the MHP in 
the response machinery. Their identities have been kept anonymous for the purpose of  
confidentiality and research ethics. 
A total of  twelve interviews were 
conducted with representatives from 
various important sectors that are 
first responders to child sexual abuse 
survivors.  
All representatives hold experience 
of  over ten years in child protection, 
welfare and development services. 
They were chosen by the virtue of  
their experience with CSA survivors 
in different capacities and their 
presence in all important advocacy 
platforms related to CSA survivors.

Secondary Data
Secondary data like news articles from the last five years (Mumbai), published journal articles, 
papers, available statistics on child sexual abuse in Mumbai are also assimilated in the study. 
Studies from the Social Science disciplines relevant to nuanced understanding of  information have 
also been utilized in the analysis.

Analytical strategy
The analytical process involves understanding mental health services for CSA survivors through 
three sources of  information: the MHP, the Stakeholder and the Survivor. This triangulation of  
information through the three sources helps increase the authenticity of  the findings. At the first 
level of  screening the sample of  MHPs relevant to the study were identified. The resulting sample 
size of  the MHP population is 61 and the inferences can be generalized to the bigger population 
of  MHPs. Qualitative and quantitative analyses were employed in the study. Descriptive statistics 
were used to quantify the information from the survey. Qualitative interviews were analysed for 
content and themes across participants using a thematic and narrative analysis methodology. 
Due to the nature of  the information and non-probability sample no multivariate analyses were 
run, and no tests of  statistically significant differences were made between service sectors within 
data. The demographic and issue analysis is interspersed throughout the report.

Chart IX: Distribution of  Survivors on the basis of   
When they Sought Mental Health Service
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Study Findings
Who do MHPs work with? 

The MHP survey reveals that CSA survivors from all socio-economic strata are the consumers 
of  mental health services in Mumbai. Services are provided to people from all strata but Chart 
XII presents the weighted average of  the people below poverty line to middle class being the 
highest. The weighted average is indicative of  where the maximum volume of  clients come from. 

Alternatively, it can also be indicative 
of  how people from the upper middle 
class or economically elite classes do not 
always approach organizations or hospitals 
for services. They could be directly 
approaching the city’s best known private 
practitioners who are very few in number 
and do not make up the majority. Despite 
the difference it is clear from Chart XI that 
CSA is an issue rampant in all parts of  the 
social system and people from all the strata 
are approaching MHPs for help.  

Chart X shows how a large number of  the MHP 
population are providing service pro bono. 47.17% 
of  the sample provides therapy at no cost. The 
qualitative report suggests how they are able to do 
this sometimes at their own expense, or sometimes 
with the help of  the organization with which they are 
connected. This information is concomitant with the 
fact that 90.16% of  the population of  CSA survivors 
is from the lower middle class. INR 500 to 1000 is 
the next most popular range for the cost of  one 
session. The other category at 11.32% represents the 
practitioners whose fee is flexible and did not want to 
choose one particular cost category. 

Chart X: Service charges of  MHPs (per session) 

Chart XI: Survivor Distribution as per socio-economic strata

Chart XII: Socio-economic status of  Majority of  CSA Survivors
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81.48% of MHPs schedule one session a week with the CSA survivors and vary that number with 
respect to the needs of  the clients. Average range for the length of  session is 30 minutes to one hour. 

Chart XIII shows that more females are seeking mental health services in comparison to males. 
32% of  the MHP population feels that the number of  boys and girls who seek therapy is almost 
equal. This chart is concomitant with the information from the survivor population (chart 

VII) that showed a higher percentage of  females reporting 
suffering from child  sexual abuse. This information must be 
understood in the light of  the aforementioned 2007 MWCD 
study where the percentage of  boys suffering abuse was 
higher. Clearly the discrepancy is one that demands attention 
as it signifies a clear gap in need, service delivery and service 
consumption in males who suffer child sexual abuse.

A large number of  MHPs provide services to persons with 
disabilities at 67.92% and institutionalized children at 64.15%. 
66.04% have also had therapeutic contact with the LGBTQ 
population. 50.94% report working with perpetrators of  
child sexual abuse which is an important finding as most 

work in the space of  CSA happens 
only with victims. The National 
Centre for Victims of  Crime has 
published statistics stating that 40-
80% of  the juvenile sex offenders 
have been victims of  sexual abuse. 
This chart becomes very relevant as 
it is a representation of  how MHPs 
service scope is one that is diverse and 
inclusive in nature.

Scope of Practice, Experience and Services 

Chart XV depicts the volume of  cases handled by the MHPs who have participated in this study.

89.66% MHPs have handled more than 5 cases in their practice. Additional probing also revealed 
the number of  CSA cases encountered by MHPs are more than 7000, in their cumulative 
practice.

With respect to work with children, the MHPs 
were questioned about the age groups to whom 
they provide services. This data is indicative of  
both, the age groups that are accessing services 
and the capacity of  the MHPs. As is reflected 
in the data there are not enough number of  
practitioners who are equipped to deal with very 
young children i.e. one to five years of  age. This 
is an age group that requires specialized early 
child care techniques and there is a paucity of  
educational resources and clinical supervision for 
therapy with this age group.  

Chart XV: Number of  CSA Cases Encountered  
in Practice 

Chart XIII: Number of  CSA Cases Encountered  
in Practice 

Chart XIV: Groups to which services are provided by MHPs
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CSA survivors at 5 years and above are accessing services in higher proportions and more MHPs 
are working with children in this age group. This difference could also be due to the lesser number 
of  cases that come into cognizance in the age group of  0-5. In the absence of  current recorded 
data on this age group, these finding cannot be 
corroborated with other concurrent figures.

93.22% of  MHPs are working with the adolescent 
and teenage survivors of  CSA. A slightly lesser 
number at 83.05% is working with children in 
between the ages 5 and 12, while 72.88% with adult 
survivors of  abuse. In the given figures, the number 
of  therapists working with adult survivors is the 
least despite theirs being the highest population of  
reporting survivors. In the absence of  data on the 
most vulnerable age groups this data can also be used 
as a starting point for an enquiry. It is also suggestive 
of  how the children in the age group of  1 to 5 yrs 
of  age are also in need of  prevention and awareness 
education which is directed towards parents and caretakers along with the survivors of  abuse. 

Chart XVII shows the weighted average stage at which the survivors contact the MHPs. In their 
cumulative experience they have witnessed clients coming in at all stages. This is in sharp contrast 

to the narration of  the survivors (Chart IX) where 
91.67% of  survivors do not approach anybody 
for help until adulthood.This discrepancy could be 
indicative of  how the actual number of  survivors 
who access MHPs might be far lesser than the 
volume of  child sexual abuse survivors out there. 
Another probability is that these statistics could 
be reflective of  how a larger number of  recent 
cases of  CSA survivors are accessing mental 
health services in the current scenario; with a large 
number of  organizations, private MHPs and the 

government working towards awareness and advocacy about child sexual abuse.

Sometimes survivors come directly to mental health 
practitioners but many are referred for help through various 
sources. The weighted average chart on the right indicates 
how schools, hospitals, clients, non-profit organization, police 
all refer cases to MHPs in various setups. This data above all 
indicates how anybody from any of  these sectors can be the 
primary responder to the CSA survivor and the referral to 
the MHP is contingent on the awareness and resources of  
the professional with whom they come into contact. Another 
important finding is that these referral networks are not formal 
established systems and they are dependent on private contacts, 
temporary organizational collaborations and are sometimes 
guided solely by the geographical proximity of  the MHP.

Chart XVII: Distribution Indicating Time Lapse  
between Abuse and Contact with MHP

Chart XVIII: Sources of  Referral for MHPs

Chart XVI: Chart representing the Age group of  children  
receiving services
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Psychological and psychosocial impact of CSA

Chart XIX addresses a very important research question: Why should MHPs be primary
responders to CSA survivors? Does CSA impact the mental health of  the survivor in any way?
There are several myths surrounding these questions and lack of  any focussed research in the
Indian context further perpetuates the myths. Several international cross-sectional and 

longitudinal studies show that experiencing 
sexual abuse, especially during childhood, 
is significantly associated with mood and 
anxiety disorder symptoms. Untreated adult 
victims of  CSA can develop a broad range 
of  serious problems, including severe anxiety 
regarding adult expressions of  sexuality, poor 
self-esteem, difficulty sustaining intimate 
relationships, depression, difficulty establishing 
appropriate social boundaries, involvement 
in sexually risky behaviours, or a poor or 
distorted body image. Research focussed on 
childhood sexual violence and victimization 
using multi-ethnic samples has predicted 
that younger age at the time of  the event is 
associated with more debilitating effects7.  

In concomitance with these researches and existing international publications, 88.25% of  the 
MHPs who participated in the study have observed moderate to severe anxiety issues in 
clients who have survived abuse. Mood disorders are the second most commonly observed 
symptom in CSA survivors. Findings from Warner and Sciolla's 2011 study on Latina women 
suggested that women with a history of  sexual abuse have higher rates of  depression and PTSD8. 
Amongst mood disorders, adult or adolescent depression is the most commonly witnessed 
mental health problem with CSA survivors. In a study published in the British Medical Journal, 
researchers examined the link between sexual abuse in childhood and the rate of  depression in 
adult women. Researchers screened 1,189 women and interviewed 237 using a 30-item general 
health questionnaire. Results showed that thirty-seven percent of  those who had depression 
experienced sexual abuse when they were below 16 years9.

Post-traumatic stress disorder has been addressed by 54% of  the MHPs in their practice.
Originally understood as an anxiety disorder, PTSD has its own diagnostic criteria in DSM V
under trauma and stressor-related disorders. PTSD in young children can manifest in unique
ways, the American Academy of  Child & Adolescent Psychiatry explains: ‘…These manifestations 
can include losing interest in activities that used to bring joy or pleasure; repeating or acting out some 
form of  the behaviours perpetrated against them; regressing to thumb-sucking, bedwetting or other 
age-inappropriate behaviours; developing unusual fears about an early death; losing the ability to 
talk; developing unusually strong attachments to a parent or other authority figure; and developing 
concentration problems that interfere with learning or social activities…’ In addition to the PTSD 
symptoms found in adults, potential symptoms in older sexually abused children and teenagers 
include disrespectful attitudes toward authority figures and the appearance of  other destructive 
or disruptive attitudes or actions. 

In addition to PTSD, additional potential consequences include suicidal thinking, suicidal 
behaviours, substance abuse as well as eating disorders. All of  these are reflected in 47.5% 
cases under the other category. At times substance dependence can be the maladaptive coping 

Chart XIX: Distribution of  Mental Health Issues observed  in CSA Survivors

7 Feiring C., Simon VA, Cleland CM. 2009 Feb, Childhood sexual abuse, stigmatization, internalizing symptoms, and the development of  
sexual difficulties and dating aggression.

8 Ulibarri Monica D, Uloa Emilio C., Salazar Marissa, 2015 March 9, Prevention and Outcomes for Victims of  childhood sexual abuse. 
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mechanism of  the CSA survivor. 40.98% of  the MHPs have also come across sexual dysfunction 
co-morbid with body image issues reported by 24.95% of  the practitioners. Practitioners have 
also come across personality disorders as a common occurrence in CSA survivors. Adolescent 
borderline personality disorder is a highly correlated mental health issue with CSA survivors. 
Research also shows how at times adolescent borderline personality disorder might actual be 
a presentation of  complex PTSD. In the verbatim accounts of  MHPs some common themes 
emerge, namely, paranoid 
parenting patterns, suicidal 
tendencies in patients, severe 
self-esteem issues, behavioural 
disturbances, interpersonal and 
intrapersonal relationships rapt 
in confusion and guilt. There are 
a lot of  unanswered questions with respect to personality disorders and its correlate with CSA 
but early or late onset of  abuse definitely contributes to the diathesis of  psychopathology.

CSA also has a deep cognitive impact on the survivor resulting in academic problems, lack of
concentration, sudden onset of  learning disorders, affected working memory, cognitive distortions 
and cognitive biases. Most of  these symptoms are also the sequelae of  traumatic life events.

In addition to mental health issues, the survey also questioned MHPs about their perceived impact of  
CSA on the clients’ psychosocial life. Child sexual abuse disrupts the individual’s relationship with their 
own mind and body thus percolating into every space that the individual’s self  inhabits. At the level 
of  the family, CSA disrupts the individual’s ability to trust existing relationships and often escalates the 
existing problematic familial patterns in already dysfunctional families. In the account of  one MHP the 
client felt “…They have major trust issues and tend to have a narrow vision that what if  this person uses 
me? How can I trust another individual? When our parents only do not trust us for what we are saying then 
how can I trust the world?…”
Another respondent who works with children said “…some children have absolutely not shown any 

adverse reactions, there are also children 
with issues with family members and have a 
lot of  anger towards them…”  
In several cases, a consistently positive and 
supportive family environment can add 
to the resilience of  the individual and help 
in developing better coping mechanisms. 

Even in these scenarios the resilience of  the family setup is tested to extremes limits of  tenacity.

CSA also severely disrupts the capacity of  the survivor to relate to other individuals and form
new relationships outside the family. The affect can range from anhedonia, emotional numbing
or a state of  extreme hyperarousal. Social anxiety might be a very big cause of  withdrawal from 
regular socialization processes. CSA can also impact the emotional intelligence of  the child and 
lead to an exaggerated or regressed understanding of  nuances of  emotional expressions in other 
people and social situations.

Additionally, the survivor can be a social isolate, a loner who will miss out on the joys of  being
with peers as a consequence of  their feelings of  unworthiness, being unloved and often ‘dirty’.
“…most of  them are very withdrawn and do not want to talk to anyone and a small thing can
trigger them. If  you are too loving they are triggered, every relationship is looked at with
suspicion, the trust and bonding is just too difficult…”

   
   Disturbances Suicidal Tendencies
    Dissociation Issues Self-esteem OCD Self

   Disorders Sleep Aggression Substance Abuse

“It is like a large ghost that 
doesn’t leave them, reliving 
the traumatic experience in 
their minds...” Respondent

9 “Effects of  Child Sexual Abuse: Depression and other mental health conditions”, Medical Daily, July 11, 2013
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CSA has an impact on the cognitive abilities of  the individual like all other traumas as previously
elucidated in the report. This causes a debilitating impact on the efficacy and social reliability at
school or the workplace. Feelings of  anxiety, hopelessness, fear, mistrust spill over and have the
capacity to impact all work spaces. Poor academic achievement, poor workplace relationships,
difficulty in dealing with authority figures, reduced productivity are commonly experienced symptoms.

At times the manifestation can be of  a different kind where there is an increased involvement 
in the professional workspace and withdrawal from personal life. Some CSA survivors are 
reported as having a hyper focus at the professional level which is almost compensatory in 
nature and helps them become oblivious to their emotional turmoil. This is another form of  the 
manifestation of  the symptoms of  complex PTSD that might be caused due to the abuse.

At a personal level CSA has been known to impact intimate relationships in several ways. The
impact is experienced with heightened intensity at the hyper or hypo end of  the spectrum. Some
children or young adults manifest reckless sexual behaviour while others completely refrain from
intimacy. In cases where CSA survivors are in intimate relationships there might be an
experience of  sexual disorders, deficiencies or deviancies in the experience.

“…They have difficulty in having intimate relationship, disgust towards sexual encounters even
consensual ones…
They have marital issues and also fear of  getting married, relationships issues, not wanting to get
married. Since we work with energy, clients say that we are not able to progress in life, feel insecure, 
feel fearful, not getting along with social relationships or family relationships and dysfunctionalities 
there, many of  them are filled with anger, hatred, vengeance and do not even know why they are doing 
it, inability to perform and self  sabotage is a big mechanism in them…”

The individual's mental, physical and social life are all an extension of  the same self, and abuse
of  any kind, especially CSA violates the self  in deeply impactful ways as is illustrated in
accounts of  the practitioners.

Survivor’s Expectations and Issues from Therapy

The study continues to explore this dimension by delving into the clients’ expectation from the
interaction with the mental health practitioner. The MHPs were asked to rank what were the
expectations that they had perceived from CSA survivor interactions over the years. The highest
weighted average was for the variable symptomatic relief. As was revealed by the assessment of  the 
mental health issues and psychosocial impact related to CSA, symptoms are the main reason that 
clients go to therapy. The clients’ reach out to a MHP for a wide-range of  issues including marital 
issues, behavioural problems, mood dysfunction, thought confusion, generalized anxiety etc.

Sometimes when clients are referred for 
therapy by other primary responders 
it is due to psychological problems that 
are blocking processes. Even though 
symptomatic relief  is the highest 
weighted average, problems in social 
relationships, and intimate relationships 
are almost equally important factors 
that drive the person to therapy. 
Another expectation from therapy is 
recognizing the phenomenon of  abuse. Chart XX: Client Expectation from MHPs
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A lot of  times clients require the therapist to validate and help name their traumatic experience 
as CSA. At times trauma tricks the psyche into a state of  muddle and self-doubt where a person 
dissociates from the trauma in order to maintain psychic equilibrium and often fails to cognize 
its occurrence. Another circumstance that can lead to this state is that when the abuse happens 
at a very young age the child is unable to articulate the experience and just holds a mental 
representation of  it. As was seen in chart IX and then subsequently in chart XVII at times the 
CSA survivors recall the traumatic experience in adulthood and at that time the reconstruction of  
the trauma cannot be done without the assistance of  a therapist.

Psychoeducation about CSA is another important expectation from the MHP. Often the family of
the survivor and the survivor themselves have a lot of questions about what is abuse? They are not sure 
what comprises sexual abuse. What are the effects of abuse on the survivor? What is the legal recourse 
to be taken if  they wish to seek redressal. Some questions are also about abusers and why they would 
violate a child’s physical space? Some questions stem out of guilt and self-doubt such as why me?

Another expectation that CSA survivors bring to MHPs is counseling at different life stages. CSA 
like any other trauma affects the psyche at such a deep level that it is involuntarily recalled and 
re-experienced by the survivor on several occasions and can be triggered by a number of  factors 
which are sometimes not even known to the survivor. Thus the MHP becomes important at 
every life stage; for example, a new relationship, a new job, when the survivor becomes a parent, 
marriage, separation, loss of  an important family member and many others depending on the 
survivor’s life situation and the complexity of  the trauma.

The next research question follows from learning the relevance of  the MHP in recovery from 
trauma. What stops CSA survivors from seeking therapeutic help? "…She was unaware if  it was a 
‘good touch’ or a ‘bad touch’. She did not open 
up to anyone else about the abuse because the 
first person to whom she opened up did not 
understand her so she had the fear that what if  
people do not understand me…”

Lack of  awareness, stigma and fear are the 
emergent factors that inhibit survivors from 
seeking help. Lack of  awareness refers to lack of  psychoeducation about what exactly is child 
sexual abuse. Children are aware that something wrong has happened but they are unable to 
discern between self-blame and resentment towards the abuser as is reflected in the words of  a 
respondent.

“…A lot of  children do not have vocabulary to talk about abuse, they do not know that what is
happening to them is wrong, lot of  children are scared of  being blamed, feel a lot of  shame, guilt,
self-blame, they feel nobody will believe them, children are also scared of  the consequences…”
Lack of  awareness extends to unawareness about abuse, its effects, the consequences of  reporting, 
who to report to and sometimes even who to trust and approach for help. The survivor is mired 
in self-doubt and the caretakers/family members are unaware of  what can help. For some, 
sexuality has never been an articulated reality until the abuse violates it. They do not have adequate 
resources about what counseling is and which counsellor to go to. They are unsure of  where to 
go for medical and legal help. Despite herculean efforts at spreading awareness the lack of  it is a 
predominant barrier.
“…They feel guilty about they being part of  it and they have instigated and started this and fear
of  being accepted. They are also guilty that they have been responsible and have fear of  how
authorities are going to handle it…”

Trust Point in Their Life  Shame and Guilt 
Mandatory Reporting     Child Believed  

Fear Makes  Not Aware  Responsible   

Support Family Member Case
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The space of  CSA is strife with fear. Fear of  re-victimization, fear of  perpetrators, fear of  loss of
face and respect, fear of  lifelong labelling, fear of  medical and legal processes, fear of  facing
insensitivity from professionals, fear of  not being believed, fear of  social boycott at the hands of
the community, fear of  being blamed for the act, and the paramount fear of  revisiting their
trauma. ‘Victims avoid not only environmental stimuli but all covert thoughts about the trauma…
they may be unwilling or unable to produce a sustained recital or description of  what 
happened…’ noted in an excerpt from the work of  Bowers and Sivers (Stanford University) on
cognitive impact of  traumatic events.“…I remember, we had this client who was… I’m talking about 
my private practice, He was extremely scared to come to therapy because he had this idea that, “What if  
someone would see me?…”.

Stigma is third most frequently emergent barrier to seeking help. Stigma plagues not just child
sexual abuse but also the entire gamut of  mental health. The fear of  being judged by people, not
being believed rather being blamed for abuse, being judged for being affected by the trauma and
forever being identified as a CSA survivor inhibits people from seeking help. They’re doubtful of
the confidentiality contract and do not entirely understand how legal procedures work. 
The Protection of  Children from Sexual Offenses Act directs that the child’s identity will be 
safeguarded at all costs but there is lack of  faith in systemic practices.
“…The stigma is still there, even today it is very unfortunate if  I am a victim of  CSA I am still
looked down upon as if  you know I asked for it or whatever, the whole idea is that if  you go out
and talk to someone your family name is at stake…”

Culturally sex and sexuality are not matters of  casual discussion but are closely guarded private 
matters. Civilized communities believe that inhibiting the natural biological urge of  sexuality and 
allowing it to be expressed under certain socially permissible situations is an important aspect of  being 
civilized. This is not to say that we as a global community are blind to the numerous daily violations 
of  the civilized definition of  sexuality, but it is a comfortable stance for us to keep sexuality and its 
nuances in the deep dark corners of  our mental closets. Parents of  survivors face added stigma as they 
are primary protectors of  the child and an occurrence of  CSA renders them guilty and incompetent 
with respect to this responsibility. Even at an intrapsychic level it is difficult to atone oneself  of  such 
guilt and the idea of  having people know of it immensely exaggerates the guilt and stigma.
“…most of  the times they are worried about how they’ll be perceived when they say that they go in 
for therapy or that they are survivors of  child sexual abuse and that’s the thing that’s majorly stopped 
them for coming, so seeking help or coming. Judgements!…”

Stigma is also around the gender of  the survivor. Females suffer more stigmatization due to the
cultural concept of  their marriage being the predominant goal for the parents.
“…Most of  my clients have been females so the idea is about “marriage” and “girl’s name is
spoilt”… because of  this they do not want to come out and talk…”
Boys often suffer stigmatization to an extent that they are not even spoken of  as needing help.
The stigma is strong in the case of  males so much so that it pushes their abuse into complete
incognizance and neglect. For females it is a violation but for males it questions their very gender
and the identity. In effect they are marginalized from the conversation about CSA.

Apart from these factors, another important issue is that when the perpetrator is a family member 
or a primary caretaker it escalates the stigma, guilt and fear to a much more complex level. At times 
when the family dynamics do not support open communication or expression of  emotions, the CSA 
survivor feels more inhibited and confused about seeking help. Guilt arising from complex family 
patterns of  emotional abuse, neglect, previously pathological attachment issues can further complicate 
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the issue and inhibit proactive attempts at seeking help. There is also a socially enforced idea that the 
child will soon forget everything and help is not needed that adds to caregivers not seeking help for 
the child.

Strengths, gaps and conflicts in training, practice and beliefs 

MHPs are specialists who have been especially trained to deal with mental health issues. They specialize 
in psychiatry, family therapy, forensic psychology, clinical psychology, psychiatric social work, counseling 
and developmental psychology amongst others. They were questioned about the particular therapeutic 
techniques that they have experienced as successful tools in therapeutic work with CSA survivors.

“…Acceptance is the core need of  a CSA victim and this itself  is therapeutic. Techniques can
only be used to clear thought processes and tunnel vision and also development of  coping strategies…” 

Cognitive behaviour therapy, rational emotive behaviour therapy and art-based therapy were the 
most popular choices of  therapeutic orientation for MHPs.

The Rogerian approach of  client-centered therapy was also considered as a successful technique with 
clients. These orientations work with respect to the adult survivors of  CSA. With respect to work 
with children play therapy emerged as the most successful therapeutic method. 

Contemporary techniques of  eye movement desensitization and reprocessing technique (EMDR), 
alternative healing practices, 
progressive muscle relaxation 
techniques, gestalt therapy, music 
and dance therapy, psychodynamic 
therapy, and trauma-focussed therapy 
were mentioned by MHPs as popular 
techniques. Certain specialists also 
brought up the importance of  spiritual 
practices, holistic healing therapies, 
mindfulness training and meditative practices as effective paths of  recovery and rehabilitation. 

MHPs also recognized several skill areas where they felt they need supervision and training. These skill 
areas are enumerated below distributed according to their frequency of  selection by MHPs. 

Table I: Potential areas of  training recognized by MHPs

“As a therapist, I might feel like 
this might be the best technique 
or that it will work with everyone 
but that might now be the case.  
I really don’t know...” Respondent

 Help client with physical symptons of  trauma, help client deal with psychological distress/panic/disorders  
 arising out of  the traumatic event 56.90% 33

 How to enable clients in acknowledging or accepting different sexual orientations 48.28% 28

 How to enable clients in dealing with physical repercussions of  abuse 48.28% 28

 How to enable clients in establishing intimate relations with spouses 55.17% 32

 How to handle disclosure 39.66% 23

 How to talk to clients about the details of  physical violation during abuse 39.66% 23

 How to work with disabled child survivors 56.90% 33

 How to work with incest 60.34% 35

 How to work with really young child survivors 56.90% 33

 How to work with young clients who are undergoing abuse at the time of  approaching therapy 53.45% 31

 Other 5.17% 3
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Dealing with incest is the toughest challenge for the survivor as well as the MHP. Incest by nature 
is a complex phenomenon and coupled with abuse it escalates the mental health problems 
of  the survivor. It infects the foundational attachment patterns of  the individual in almost 
irrevocable ways. Panic and anxiety seem to be the most challenging and recurring symptoms that 
practitioners help the survivor deal with. Physiological trauma and acceptance of  one’s sexuality 
is also a big challenge brought on by abuse. MHPs expressed a need for getting practically trained 
with dealing with such issues. Recovery for the CSA survivor requires rehabilitation within one’s 
own body and in the social situation. Enabling clients in establishing intimate relationships with 
their respective partners is another challenging goal of  therapy.

Working with differently abled survivors requires different skills than the usual forms of  therapy
and additional communication skills. Working with very small children also requires special
techniques and abilities on the part of  the MHP. With the paucity of  practical trainings in early
child developmental psychology in the country, it is not a surprise that 56.09% of  MHPs feel
they are not equipped to deal with such cases. The information is also in tandem with Chart XVI,
which shows that the lowest number of  survivors getting help comes from the 0-5 years 
age group. Working with clients who are seeking therapy while undergoing abuse is also a 
complicated process that involves several medico-legal issues, confidentiality conflicts, deciphering 
best coping mechanisms for the client and sometimes negotiating a safe space for the client. 
MHPs feel that this is another nuanced aspect of  working with children that they feel ill-equipped 
to deal with and in which they would like training.

Getting clients to share details of  the 
physical violation during abuse has also 
been pointed out as a difficult aspect of  
therapeutic work. Avoidance, being an 
integral part of  the symptomatic
manifestation of  trauma, recurrently 
inhibits the continuum of  therapy. 
Supervision and training around this issue 
would strengthen the quality of  service 
provided by therapists.

Following the development of  an 
understanding around the gaps in training 

for MHPs it is critical to understand what are the most difficult aspects of  dealing with CSA 
survivors. 77.25 % of  the MHPs recognize that therapy with CSA survivors is more challenging 
than dealing with other therapeutic cases. Working with CSA survivors also brings up personal 
feelings of  rage and resentment within the MHP against the perpetrators. 

The second most difficult aspect is dealing with the 
social stigma attached to CSA. It both inhibits the 
initiation of  therapy and often leads to premature 
termination of  therapy. Clients prematurely 
terminate therapy due to social pressures as is 
visible in the Chart XXII that displays the weighted 
average of  factors that contribute to premature 
termination of  therapy. As was noted by Dowell and 
Oles in a 2008 study on child sexual abuse ‘…non 
supportive caregivers exacerbate client difficulties 
and negatively impact treatment outcome…’.

Chart: XXI: Most Difficult Aspects of  Service Provisions

Chart XXII: Reasons for Premature Termination of  Therapy 
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Table II: Factors leading MHPs to Refer Cases to Other Practitioners

There are several reasons for premature termination of  mental health services.  
As is elucidated in Chart XXII most of  the factors listed are almost equally ranked like commuting 
long distance for therapy, lack of  financial aid for the client, social pressures and the client feeling 
that therapy is not progressing. Even though the last factor is ranked relatively lower in Chart 
XXIII, the factors leading to referral of  the client to another MHP (Table II) shows that the need 
for a different therapeutic orientation is a recurrent need in clients. It is difficult to establish a 
rapport with a CSA survivor as abuse makes it difficult for them to trust anybody. As in noted 
later in the analysis of  survivor data, CSA survivors often feel that certain therapist characteristics 
and therapy styles do not work with them. Kazdin (1980) defined this phenomena in a concept 
called ‘treatment acceptability’ which refers to the perceived appropriateness of  the treatment 
in the potential client10. Often a lack of  treatment acceptability becomes the impediment from 
benefitting from the treatment. The therapist’s incompetence is not always the reason for it, at 
times certain characteristic like gender preferences, client’s own perceptions and hypervigilance 
may lead to it. A host of  individual, family and practical issues makes provision of  services a 
complicated task.

70% of  participants feel that the lack of  special therapeutic skills needed to handle CSA survivors 
is a big reason for the low number of  MHPs willing to work with CSA survivors. Trainings in 
trauma-focussed counseling with special focus on sexual abuse would equip a lot of  willing 
counsellors to serve child sexual abuse survivors. At times, the counsellors who work with 
children are faced with 
challenging CSA disclosures 
and cannot handle them 
as they are untrained. 
Equipping them, especially 
school counsellors, would 
eliminate the need for 
referrals and more children 
receiving mental health 
services without running 
from pillar to post. 
21% do not feel equipped 
to work with children 
in a therapeutic manner. 
Counselling children requires special developmental knowledge, techniques and attitudinal skills. 
The skills and techniques can be taught to practitioners who are keen on working with children 
through trainings and special intensive courses.

Mental health work can take an emotional toll on the practitioner. Leslie Prusnofsky,  
a practitioner in New York for 35 years says, ‘You’re dealing with a lot of  people’s pain. Whether it
is therapists or lay patients, pain is human, and human suffering is not unique to one group.11’ Working 
with people’s losses, emotional conflicts, family issues, psychological conflicts requires an 

 Convenience of  commuting 38.89% 21

 Needs for different therapeutic orientation 62.96% 34

 Gender preferences 20.37% 11

 Ill-equipped for age group 14.81% 8

 Language barrier 11.11% 6

 Other (please specify) 38.89% 21

Chart XXIII: Reasons for MHPs not wanting to work with CSA survivors

10 Holm, Jeremy and Hansen, David J, Examining and Addressing Potential Barriers to Treatment Adherence for Sexually Abused Children 
and their Non-offending Parents.

11 When therapists also need therapists: ‘Suffering is not unique to one group’, The Guardian, April 19, 2017
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immense amount of  emotional resilience on behalf  of  the practitioner. Therapy is not the same 
as an intimate conversation, it is a goal-directed communication about very intimate and
private thought processes. As the therapist helps the individual navigate through the labyrinth of
the client’s thoughts and emotions, the therapist also constantly dodges one’s own emotional
states that might have been evoked by the patient’s narration. 50% of  the participants in the 
study felt a burnout at one point of  their practice.

Vicarious traumatization (Pearlman and Saakvitne, 1995), secondary traumatic stress or
compassion fatigue (Figley, 1995)12, burnout and counter-transference are professional hazards of
working with trauma survivors. MHPs who work with CSA usually do not have multi-disciplinary
teams to assist them. They have to play multiple roles in order to do a case justice, they have
large caseloads, large percentage of  clientele who have trauma experiences and suffer PTSD, and
back-to-back clients who are trauma survivors. The cumulative exposure to traumatized clients
over time, lack of  clinical/personal support in the workplace, absence of  peer support and
supervision, professional isolation due to nature of  work can be very stressful.

Workplace structural and personal strains like lack of  resources, personnel, and time to complete
a job, and barriers to achieving interventions’ goals exacerbate the emotional strain on MHPs. 
Due to lack of  capital and human resources, organizations are not able to prioritize MHP self-care 
practices and attrition in the workforce is a big issue. While some practitioners willfully do not 
wish to work with CSA survivors for multiplicity of  reasons, some are barred from working with
them just because of  systemic issues. 36.5% find mandatory reporting a hard-to-navigate issue
with CSA survivors. At times, it threatens the very core of  the counseling relationship: trust and
confidentiality. To avoid this, therapists do not take up cases that could lead to conflict of  interest.
At times, when the offender is a family member and the home is not a safe space the child has to
be moved into a safe facility like shelter homes which is another challenge in terms of  lack of
space in homes, endless red tape procedures and apprehension of  re-victimisaton inside the homes.

Trainings for MHPs must also include special courses on self-care practices. Help with
establishing boundaries and a certain number of  mandatory therapy sessions for MHPs who work
with trauma cases would immensely help them. Peer and senior supervision, good remuneration,
adequate number of  holidays would be good workplace incentives for MHPs.

Psychological testing and self-screening measures for MHPs to evaluate whether they have the
emotional tenacity to work with CSA survivors should also be integrated into professional
curriculums and organizational processes. Debriefing young counsellors and practitioners after
difficult cases would also be a good way of  helping them decompress. For example, some MHPs
take personal responsibility for a survivor’s pain and forget that the onus of  healing is not
entirely on them. Understanding that the MHP facilitates healing and cannot heal themselves is
important. De-stigmatizing mental health services will also help MHP seek mental health
services themselves and better equip them to serve.

Stakeholder Issue Perspective and Recommendations

The stakeholder interviews help contextualize the mental health practitioner and their services in
the bigger context of  the existing services for CSA survivors. Due to the nature of  the issue,
traditionally, the CSA survivor enters the nexus of  professionals through the referral of  schools,
police, medical or legal. The other route is opened up by organizations and practitioners who are
directly working with children to create advocacy and awareness about CSA.

12 Meichenbaum, Donald, Self-Care for Trauma Psychotherapists and Caregivers: Individual, Social and Organizational Interventions.
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The interview explored where the mental health practitioner features in the systemic route to
recovery and how this role can be expanded in the current context. In Mumbai the
government hospital provides free consultation, testing and medicines to those below poverty 
line, and offer the same services to all at highly subsidized costs. One of the government hospitals 
in Mumbai works with a non-profit organization to provide a multidisciplinary setup to CSA 
survivors where medical and psychosocial services is provided under one roof. Even in this setup 
the infrastructure is not so well-established and the survivor has to constantly move between 
professionals and physical spaces to receive services. At hospitals and nursing homes, survivors 
brought in by their caretakers usually approach the pediatrician, psychiatrist or emergency services 
to address physical distress caused by the abuse. The doctor contacts the police as per mandatory 
reporting norms subject to their discretion and the parents’ comfort level. The first responder (i.e. 
the doctor) further refers the case to the psychiatrist to check for any presenting symptoms of mental 
distress in the child. If  the hospital is associated with any non-profit organizations the family is advised 
to go to them for psychosocial assistance. Some hospitals have an in-house counsellor or psychologist 
who counsels the walk-in patients. Usually in an out-patient department with an average of  200 
patients a day, every patient gets about five to ten minutes with the doctor. At times assessment, 
counseling and medication are all meticulously encapsulated in that time. The only MHP who is 
relevant in the medical setup is the psychiatrist. Unfortunately, the psychiatry model of  understanding 
trauma and abuse is not a holistic approach to the experience of  trauma, rather it is a biological 
symptom-focussed model that serves well only to treat symptoms if  there are any at an overt level. 
At times, the model is so limited in some cases that the practitioner reinforces the suppression of  the 
traumatic event, encouraging forgetting of  the episode and even reinforcing the idea that CSA has no 
consequences on the cognitive, emotional or behavioural life of  the child. As was discussed earlier 
in the report in a lot of  cases symptoms of distress, anxiety and depression manifest years after the 
abuse. A lot of  factors like personality of  the child, family dynamics, communication patterns and 
also nature of  abuse can effect the symptomatic presentation of  the mental distress caused by abuse. 
In that case it would be a limiting response to believe that child sexual abuse has had no impact and 
does not need to be addressed though play therapy, art-based work or any other age appropriate 
therapeutic technique.

Sometimes cases come straight to the police or the hospitals report cases of  abuse to them.  
This mostly happens in cases where there is severe violation, and the police follows their standard 
procedures of  the FIR, panchnama, acquisition of  the medical report, forensic investigation, witness 
testimony followed by referring the case to the CWC. In a new initiative started by the Mumbai 
Police, a police didi (a young female police officer) goes 
to school to educate children about child sexual abuse, 
how to recognize it, follow personal safety and report 
it. About 200 schools have been covered by this new 
initiative and several NGOs have supported them in 
this journey. 

In a conversation with a young officer actively involved in the initiative it was revealed that this 
has immensely increased the number of  disclosures by girls and boys about CSA. Once the 
disclosure happens the police didi counsels them themselves and request them to file a case 
if  they wish to take it up further. In some cases they are referred to NGOs for psychosocial 
assistance. The initiative is a great platform to allow people to amicably connect with the police 
which does exist in principle to prevent and detect crime in the civilian community and as a 
custodian of  law and order. It also encourages young people to open up about abuse and slowly 
remove fears of  re-victimisaton at the hands of  police in the survivors’ minds.  

“...All other service 
providers do their work... 
the MHP works for the 
child’s interest...” Respondent



the foundation report 31

The MHP is contacted by the police in special cases like a differently abled child who is unable 
to communicate, a child showing signs of  selective mutism or to question a child too shocked to 
report anything. When questioned, the police representative expressed a desire to have special 
units with dedicated mental health specialists who can talk to children and their families.  
They also felt that they should be employed as first responders along with the police. In the 
words of  a representative “… the burden is too much and we have deliverables to achieve…honestly 
we have no time to attend to each child who tells us about CSA personally…there should be special 
teams for that…it’s not enough what we do…”. A need for sensitivity training was also expressed 
during interviews. The work schedule and the procedural demands of  a police officer’s job leaves 
very little space for soft skills let alone sensitivity and patience to communicate with children.
An important recommendation was to have a constant team of  trained police staff  that only 
deals with CSA survivors in all police stations. This staff  would be trained in speaking to children 
and families with the sensitivity and discretion that would help make police work easier and not 
re-traumatize the survivor.

The Child Welfare Committees (CWCs) were setup as the State’s representatives who can 
ensure that all State actions and services are in the best interests of  the child. Upon receiving 
a report from the police or the SJPU stating that the child against whom an offence has been 
committed is a child in need of  care and protection, the CWC must utilize its powers under the 
Juvenile Justice (Care and Protection) of  Children Act, 2000 to determine within three days as to 
whether a child should be taken out of  the custody of  his family or shared household and placed 
in a Children’s Home or Shelter Home. The child and his parent/guardian/other person whom 
the child trusts and with whom the child has been living must be informed that such a process is 
underway. The CWC must take into account the opinion or preference of  the child along with 
the best interests of  the child while making this determination. The capacity of  the parents/
caretaker whom the child trusts to provide for the immediate care and protection needs of  the 
child, the need for the child to remain with parent/family/extended family, child’s age and level 
of  maturity, gender, social and economic background, disability (if  any), history of  family violence, 

and other factors must be considered by the CWC. 
In all cases the CWC can provide a support person to 
assist the child during the investigation and trial of  the 
case with the consent of  the child or the child’s parent/
guardian/other person in whom the child has trust or 
confidence. The support person could be a person or an 
organisation working in the field of  child rights or child 

protection, or an official of  a Children’s Home or Shelter Home having custody of  the child, or a 
person employed by the DCPU. The child and his/her family can, however, seek assistance from 
any person or organization of  their choice. Upon their request, the CWC can even terminate the 
services of  the support person assigned to them. CWCs do not have any dedicated counsellor 
or MHPs working to assist them. They rely on their association with non-profit organizations 
that work towards child protection. Often they lack information about MHPs who work pro 
bono even though there is a big population of  practitioners who provide that service (Chart X). 
The analysis of  information shows how there is a complete lack of  inter-agency collaboration at 
a formal level and any linkages that exist are due to the personal initiatives of  individuals. CWC 
representatives also feel that despite their herculean efforts they are not able to provide the 
best services to a child as there is paucity of  MHPs who are equipped to deal with children, let 
alone trauma. In their experience, all children who are brought to the CWC, be it a survivor of  
CSA or not, has undergone a substantial amount of  dislocation and psychological distress and 
needs mental health services. In cases of  trafficking and abuse they feel the quality of  services 

“...we don’t look at the 

child...” Respondent on  
       service goals
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needs to be upped a notch higher than usual. Children’s Shelter Homes that are meant to be safe 
spaces are wrought with multiple issues and neglect at multiple levels. They also lack counsellors 
in number and quality who can cater to the needs of  the dislocated children housed there. 
Representatives have also expressed that mental health resources are not available in multiple 
languages and the ones that are, are too rudimentary in nature.

CSA survivors have an interface with the legal representatives mostly after going through one of
the aforementioned spaces. When the CSA survivor seeks redressal through the criminal justice
system they or the State seek out legal assistance. Both the perpetrator and the survivor are
produced before the criminal justice system yet there is no role for a mental health practitioner.
They are requested to assist in cases where the survivor has selective mutism, is differently-abled,
is cognitively impaired, to share the extent of  impact of  abuse on the child and for reporting the
mental health status of  offenders. In conversation it emerged that people from the legal fraternity
do not reach out to MHPs unless the specific case demands it but it would immensely help them
to have somebody who understands what is happening with the child. In an interesting account
the representative spoke of  how there was a particular survivor who giggled when the perpetrator
was brought in front of  her. Something like this is rather puzzling for the judge and the
prosecutors who are trying to persecute the perpetrator. Such involuntary escapes of  psychic
underpinnings would be better understood by a specialist in mental health. The legal fraternity
also feels that counseling services for the parents are immensely important. In their view the MHP
should be dedicated to handholding a CSA survivor through 
the entire process of  judicial redressal. This person should 
help the survivor as well as the professionals who work with 
the child to better align and achieve the needs and goals of  
service provision.

A common knowledge and belief  gap emerging from 
the stakeholder interviews is the lack of  understanding 
of  the word counseling. Grossly misunderstood in 
common parlance, counseling can range from anything between a casual conversation with a more 
knowledgeable other to a clinically guided systematic communication about a personal issue with an 
individual especially trained to counsel. Talking to the family and survivors and guiding them is not 
counseling. It is defined as professional guidance of  the individual by utilizing psychological methods 
especially in collecting case history data, using various techniques of  the personal interview, and 
testing interests and aptitudes. Trauma counseling is a specialist field of  counseling, which helps people 
address, come to terms with, and recover from a traumatic event. Trauma counsellors are typically 
involved if  someone is struggling physically, emotionally or psychologically after such an event. A 
prevalent misconception about counseling is that people tend to think that it works in one or two 
sessions. Lay thinking is wrought with unawareness about how the counseling process takes time 
and recovery from abuse depends on multiple factors. In the absence of  any formal engagement of  
the MHP in the existing nexus of  primary responders, the police officer, lawyer, psychiatrist, CWC 
members have to accommodate that function. Stakeholders are individuals who are specialists in their 
respective fields of  service provision. Due to the nature of  particular specialization and lack of  general 
awareness about mental health they are unaware of  the specific difference between the different 
specializations within mental health. They are keenly aware that the child’s needs are often neglected 
and compromised in service of  procedural compliance. The MHP is the only professional who works 
solely to preserve and restore the psychic self  of  the child. And they do not have any integration in 
the formal government response systems.

“...They think counseling 

is a magic bullet. There is 

no awareness of mental 

health...” Respondent
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The Manodhairya scheme deserves mention here as it was a landmark government scheme 
launched in order to monetarily support abuse survivors in the process of  recovery from
trauma. According to RTI data from Maharashtra state’s Women and Child Development
Department, 276 cases were referred to the Manodhairya Board in Mumbai City between
October 2013 and March 2017. Only 56%, survivors were granted compensation. The WCD
Department, Mumbai City, in its RTI response, has not mentioned the reason for these rejections
despite being asked about them categorically (information as per The Hindu, June 11, 2017). Had
the scheme been successful in execution it could have provided a government-supported route to
recovery for the survivor. The scheme is designed to provide the survivor with a will to live.

As long as mental health support for the CSA survivor remains a mere additional service in the
response machinery of  the State and private players, the survivor’s needs and subjective states
will constantly be overshadowed by systemic needs and demands and the route to recovery will
be a convoluted one. 

Survivor Stories

“You can recognize survivors of  abuse by their courage. When silence is so very inviting, they
step forward and share their truth so others know they aren't alone.”
Jeanne McElvaney, survivor of  CSA.

The survivor survey is still in its nascent stage. After about two months of  circulating it to
survivors through therapists, practitioners and survivors who actively reach out to other 
survivors we have 19 survivors. A number perhaps small from a statistical point of  view but 
it carries a lot of  weight in value. As researchers we are aware that there are certain spaces 
whereby merely creating contact violates confidentiality and ethics. The survivor survey was 
introduced in the study as an experimental tool.

CSA survivors are individuals who have gone through a traumatic life event, once or repeatedly.
The body is the first space that the self  inhabits in this world, abuse violates that space. As child
sexual abuse is primarily the violation of  the self  through physical intrusion and subsequent
psychological trauma the individual’s survival is threatened. As a result of  the threat to survival
of  the self, the individual responds in multiple ways to counter abuse. The response of  the
individual depends on several factors like age of  the abused, level of  comfort with one’s physicality, 
developmental experiences of  trust and belonging, levels of  self-esteem and ego syntonic personality 
traits prior to abuse. Apart from internal factors, external factors like form of abuse, relationship with 
abuser, frequency and intensity of  abuse also alter the manifestation of  impact. Thus it is important to 

discern the child’s needs before any kind of  service 
is provided to the child.

The survey sought to understand these needs 
from the survivor directly.  
The survey questioned the survivor about who 
did they reach out to at the time of  abuse.  
The results are illustrated in Chart XXV:
As is apparent on the left 83.33 percent of  
the survivors who participated in our study 
never disclosed information about the abuse to 
anybody. Their reasons were fear, shock, lack of  
knowledge about who could help, and the most Chart XXIV: To whom Survivors reached out at Time of Abuse.
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alarming one that they did not know what was happening with them. These results are similar to 
other international surveys of  a similar nature. They are also similar to the reasons apprehended by 
the mental health practitioners as barriers that inhibit help seeking. The child more often than not 
does not have the vocabulary to articulate abuse. Most children are not in a developmental stage 
to understand their latent sexuality, let alone sexual abuse. Awareness building initiatives are slowly 
making children aware and educating them about their body and its boundaries. Children in the 
pre-verbal stage are developmentally unable to discern safe and unsafe touch, they may experience 
it but cannot articulate it even to themselves. For young children the awareness should probably 
be directed to parents, caregivers and teachers who can spot the signs early and respond. Only 
16.67 survivors came out in the open about the abuse to their family members. The school teacher, 
friend, doctor or the school counsellor have not featured in any response.

“…I was 9 or 10. I did not know bad touches. I did not understand what was coming up next. Till
date I don't know how to explain that. And it took me 10 years, to understand and sum up and
take it to my boyfriend first. And next to my mother…”

Considering very few survivors shared the occurrence of  abuse with others at the time of  the
incident, it becomes important to understand exactly when do majority of  survivors disclose.
66.67% of  the survivors speak about it in adulthood. For some it is a traumatic memory 
repressed deep within the psyche. For example in the words of  a survivor “…I didn’t have 
apprehensions. I just didn’t remember it everytime. I would get flashes of  it sometimes, but I thought 
of  it as a bad nightmare…”. At times shame and fear also stops the survivor from sharing it with 
anyone “…I used to think it was my fault and I wouldn't be accepted if  I disclosed my dark past…” 
In other cases the family relationships and dynamics are not 
conducive to sharing “…I was too young when it happened to 
even understand what happened. And abuser did put in fear as 
well. That plus having an unhappy home, all were factors…”
Some report not realizing they were abused until they 
start an intimate relationship. When their intimacy with the 
partner gets affected and there is interpersonal conflict they 
are forced to reveal the incident. The first disclosure and the 
response they receive often directs their next step. Some 
are emboldened to share details with family and seek help. 
Some suppress the memory harder and are dispirited from 
ever unravelling the trauma. In terms of  their experiences with professionals the survivors were 
asked who was the first professional they interacted with respect to the child sexual abuse they 
suffered.
Majority report not seeking professional help initially. The ones that did seek help reached out to a 
counsellor or trainers who do awareness programs. A marginal number of  survivors also disclose to 
doctors and social workers. Their first experiences of  disclosure were not very encouraging as some 

survivors shared “…Social worker was a family 
friend. It helped to unload a bit but not a great deal 
as she was not working in the field of  CSA…”

Another survivor shares“…It really wasn't a 
positive experience. I didn't think the counsellor 
was equipped to handle or understand my 
situation. I guess she did her best but it just 
wasn't enough. I quit therapy soon after. Some 

Chart XXV: Time of  First Disclosure

 Doctors 5.56%

 Psychiatrist 0.00%

 Psychologist 5.56%

 Counsellor 22.22%

 Social Worker 5.56%

 Teacher/Workshop Trainers 16.67%

 None  44.44%

Table III: Professionals with whom the first disclosure happened
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questions got too pointed and I felt like I wasn't able to communicate well. And she certainly wasn't 
listening…”
Abuse works in very covertly pervasive ways in the mind. As it erodes one’s sense of  self, it erodes 
one’s sense of  trust in the basic benevolence and justice of  the world. The survivor is mired in their 
own guilt for having borne the abuse and project a lot of  it onto the world around them.  
The experience of  not being able to communicate the trauma is a battle they fight within themselves. 
This coupled with the counsellor’s own anxiety about dealing with the disclosure and lack of  
experience or skill makes the disclosure an uncomfortable experience for the survivor. 

Through the survey we attempted 
to understand issues survivors faced 
with professionals like doctors, social 
workers, legal representatives, police 
and mental health practitioners. They 
are recounted in Chart XXVI.

These are problems as well as 
apprehensions of  the survivors when 
they disclose the personal traumatic 
incident to people. 
The abuse survivor’s negative self  

schema makes them more sensitive and vigilant to the slightest cues of judgement or hurt. Lack of  
sensitivity is the highest ranked issue faced by survivors which has a lot of relevance for MHPs practice 
and any professionals who deal with CSA survivor clients. Training should perhaps focus on identifying 
and controlling verbal and non-verbal slips of anxiety and judgement on the part of the responders. 
Lack of knowledge about the issue was another recurrent idea in the survivors’s accounts. They felt that 
experiential knowledge and experience had a big impact on the quality of interactions with professionals.

Lack of infrastructure and safe spaces 
is less relevant than the need for 
human compassion and unconditional 
positive regard. The universal need that 
emerged in the enquiry was the need 
for unconditional positive regard that 
must permeate every interaction or 
service provision for the child survivor. 
‘Unconditional positive regard’ was a 
term originally coined by humanist Carl 

Rogers as a primary need of individuals in need of counseling. 
Through the years it has come to hold ground in all human 
interactions of service. It conveys three essential elements of a 
non-judgmental attitude of the listener, positive sincere regard 
for the person and their ability to heal and consistent support in 
their endeavor to heal.

Chart XXVII: Issues faced in finding MHPs

Chart XXVIII: Where do Survivors get information about 
Mental Health Services

Chart XXVI: Issues survivors faced with professionals
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In the context of  interface with mental health practitioners, survivors were asked about their most 
frequently used resource about mental health services and problems faced while finding a therapist.
The majority of  survivors are unaware of  the benefits of  going to a mental health practitioner. 
The mass unawareness about psychological health is the main reason for this. The lack of  
awareness about who to approach is another predominant reason why survivors cannot seek 
help. The discipline of  counseling and psychotherapy principally does not promote active 
advertising of  therapeutic services which perpetuates the lack of  knowledge about these 
services. In contemporary times through social media and general awareness campaigns a small 
population is getting to know that emotional and psychological first aid is important, but the 
number of  people who understand this is far less than desired. A lack of  understanding and 
stigma also results in the big fear that therapy will be another unempathetic revision of  trauma. 
17% people did not go to therapy due to distance being a practical problem. 17% of  the people 
found it simple to access mental health services. This is a small percentage but a considerable 
reinforcement for organizations that are constantly working towards increasing this number. The 
majority of  survivors have gone to MHPs upon the recommendation of  a family member or 
friend. The others category refers to people who have been told of  MHPs by their teachers or 
professors. Media articles, advertising and professional contacts are the less frequented sources 
for getting contacts of  MHPs.

Table IV:  Expectations from therapy as per Survivors

More than half  the survivors go into therapy due to the 
interpersonal conflicts that happen due to their traumatic 
childhood experience. Thus it is no surprise that their 
primary expectation from therapy is resolution of  these 
conflicts. 64.29% need therapy to help them acknowledge 
and accept the trauma. Child sexual abuse create a 
dissociation of  the self  from the physical and
mental body and acceptance refers to the assimilation of  
the phenomenological experience of  abuse into the self. 
In a way it can be compared to a sort of  a self-atonement from negative self  schemas, guilt and 
shame that has been inflicted by the offender and internalized by the survivor. 57.14 percent seek 
help for psychological symptoms of  mental disturbances that they experience as an aftermath 
of  the CSA. They seek therapy for help with mental disequilibrium and learning coping skills for 
anxiety, panic, PTSD symptoms, behavioural, mood and thought disturbances.

The survivors were also asked to 
rate their therapeutic experiences on 
a scale of  0 to 100 and the average 
rating of  their experience was 50. The 
average rating here was not used for 
evaluation as the average is affected by 
very low and high scores and is not a 
real measure of  the experience. 

In continuing the assessment of  
services from the survivor point of  

 Relief  from psychological conflict 57.14%

 Acknowledgement and acceptance of  trauma 64.29%

 Learning Coping skills 57.14%

 Guidance with reapect to interpersonal relationship 78.57%

“...It took me 20 years 

to be able to identify 

the root cause of my 

depression...” Respondent

Chart XXIX: Factors Contributing to Termination of  Therapy
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view, they were asked to rank primary factors that made them leave therapy before completion. 
The biggest factor that causes premature termination of  therapy was the lack of  trust in the 
counsellor. The survivor was unable to trust and build a rapport with the counsellor. The reasons 
for this cannot be discerned without an in-depth focussed interview with the survivor about 
the same but it can be apprehended that this is a common occurrence with survivors of  CSA 
and the degree of  skill and training required to work with them is more specialized than regular 
counseling.

Practical difficulties like financial burden of  therapy and commuting time and expenses also lead 
to termination. Considering that the Manodhairya scheme exists to benefit the child survivor and 
assist in the process, it is apparent that people are either unaware or reluctant to use the service. 
Lack of  family support, which could be resulting from fear, apathy, social stigma or prejudice, also 
contributes to clients leaving therapy before completion.

The big gap in mental health service provision visible here is the lack of  establishing common
therapy goals with the survivor. This is a crucial skill in working with trauma clients which MHPs lack. 
Survivors also leave therapy because they do not like the particular therapeutic style or orientation 
of  the counsellor. If  we compare this finding to the MHPs understanding of  the cause of  premature 
termination of  therapy, a big gap in communication and beliefs emerges. It would immensely help if  
mental health awareness could also include aspects of  different styles of  therapy so that the client 
can choose the one that works best for them before starting therapy. Some survivor clients also left 
therapy because they did not get relief. This is a factor that is also affected by the imagination and 
expectation of  therapy in the client’s mind. The common myth associated with therapy is that it is 
akin to a pill that works magic from the first dose. A fair amount of  release and relief  is a legitimate 
expectation from therapy but it is tough to discern whether it is a lack of  therapeutic skill or 
uninformed expectations that leads to termination of  therapy.

Survivors were also asked to recount positive experiences from therapy that make them feel it is 
integral to recovery.
Some survivors have felt that CSA has distorted their behavioural patterns and therapy helped
them recognize and deal with them.
“…I have been forming a lot of  unhealthy patterns in my life and they are because of  my CSA
experiences. Therapy made me see those patterns, and it is where I began breaking free from them.  
I am not even nearly done, but I am on my way to getting there. As a CSA survivor I know how much body 
hatred, and low self-esteem and trust issues we go through, therapy has helped me with that a lot. Has 
helped me navigate through what felt like repeated traumas, and has helped me see each trauma as an 
independent entity and therefore deal with them with the required perspective. I seriously recommend 
therapy to every survivor. It possibly is the best tool for survival…”

Survivors have felt that body shaming, guilt, negative self  schemas, self-blame are related to
their abuse history and therapy has helped them see themselves through the journey.
“…The right counsellor is crucial to a survivor. They’ve the ability to influence your mind at a
very sensitive time…”
“…I would recommend it as early as possible as in as close as possible to the incident…”
”…I was able to cut out a toxic relationship from my life and I got there because of  my last therapist…”

The condemnation that survivors feel in the face of  abuse is at times recreated through a repetitive 
compulsive manner in which trauma works in the psyche. Therapy helps disentangle the effect of  the 
traumatic event and allows the individual to move towards more positive ways of  coping.
“…I began to be aware of  myself  and because my counsellor is full of  compassion, she is the
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only one who gave me life in my soul. How depressed I was. I was on the verge of  attempting
suicide. But because I had her, and she believed in me that I can overcome my abuse problem…”

Suicidal ideation that emerges in the aforementioned experience is a result of  the notorious 
major depressive disorder that haunts a majority of  adults who faced abuse in childhood. 
Therapy along with medication aids recovery in the majority of  clients.

Three of  the survivors expressed a sense of  dissatisfaction with therapy suggesting that it was
just another interaction that did not help them with issues. This re-emphasizes the importance of
skill and experience of  the MHP in the area of  CSA counseling.

What do Survivors feel about Mandatory Reporting?

In communications with MHPs and stakeholders it was revealed that mandatory reporting under
POCSO was a deterrent to help seeking behaviour for survivors . It was also looked at as a
deterrent for professionals who might otherwise wish to provide services to CSA survivors.
Some of the participants were not aware of  the requirement of  mandatory reporting. While most 
survivors felt that mandatory reporting might help in understanding and recording the severity of  the 
problem, at the same time it takes away their choice in the matter. In the eyes of  the abuse survivor, 
justice acquisition should be a choice and not a mandatory process. “…I don’t like it. It should be my 
choice to report or not. This rule will not let me talk to any therapist again…”

CSA survivors do not seem to have adequate information about how mandatory reporting would
affect them. They come to seek help after battling myriad internal and external battles of  stigma, 
fear and shame and they value confidentiality the most. Mandatory reporting runs the threat 
of  being experienced as a breach of  trust on the part of  the professional. “…No. I need more 
information. But then this could deter CSA survivors to seek help if  confidentiality is not guaranteed…”

As discussed previously in the report, survivors face a lot of  issues like lack of  knowledge and
skill, confidentiality, judgmental attitudes and gross insensitivity at the hands of  professionals. 
Initiatives like Police Didi and Manodhairya scheme are preliminary steps in building positive 
relationships with the community and they will take time to find their foothold in the social 
prevention system.

“…It would be great if  action is taken without harming the child in any way. I would say the child
shouldn't be involved at all once he or she has confided. I guess a framework in place should be
a comforting idea, but I lost my faith in the due process a while back. I am worried about the
treatment a child will receive under the hands of  the authorities, and how it would impact their
life. What are the professionals involved in this? Do they have a training in sensitivity?…”

At a systemic level mandatory reporting will help in understanding the immensity of  the
problem. According to National Crime Records Bureau (NCRB), Maharashtra accounted for 
the highest percentage (14.8%) of  the total crimes committed against children in 2015. In 2015 
alone 14915 cases were registered all over India under the POCSO Act. These are alarming 
figures in the light of  the fact that a considerable percentage of  the world’s population of  children 
live in India. Increased reportage around child sexual abuse, awareness campaigns coupled with 
mandatory reporting laws have contributed to the rising number of  reported events. There is 
no doubt that reporting of  child sexual abuse will lead to the gradual unshrouding of  the crime, 
encourage the system to respond to it in a more active manner and help prevent further crimes 
by creating a record of  the offenders. The conflictual part is how the system prepares itself  to 
receive the grievances of  traumatized children. Trust in the system is still a remote hope and not 
an actualized reality in the mind of  the survivor. If  the system is sensitive, equipped with skilled 
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human resources, and compassionate then reporting will not need to be a compulsive mandate, it 
will become the organic response of  the survivor.

What is Justice?

“…In the little world in which children have their existence… there's nothing so 
finely perceived and so finely felt, as injustice. It may be only small injustice that the 
child can be exposed to; but the child is small, and its world is small…”

- Charles Dickens

In the course of  the study we tried to understand a frequently used but rarely understood  
word-justice. Criminal justice system exists not just to provide justice to a victim but in order to
maintain law and order, protect the community from crime and to prevent further crime by
setting the punishment as a deterrent. We asked mental health practitioners to help us 
understand how the word came up in their work with survivors. In the accounts of  MHPs 
survivors have shared …
“…That man should be eaten by a crocodile or he should go through the pain that I went through
or should be jailed.” They say, “They should be given to the police…”
“…I asked her what do you want me to do and she told me that I want you to hold the man and punch
him and that was her idea of  justice as she had a lot of  pain…”

Younger children at times come up with ideas of  hurting the person physically. Developmentally
children below 9 years and sometimes over the age of  9 years have a conventional model of
morality (Lawrence Kohlberg) where any bad action deserves to be immediately punished. This
is reflected in their need for physically hurting the offender. Their accounts suggest thoughts of
harming the person in order to make them experience the physical violation they experienced. 
The intensity and form of  abuse that the survivor undergoes also impacts the idea of  justice or
revenge in the survivor’s mind.

Adolescents express thoughts of  wanting to see the offender imprisoned. Their desire comes more 
from protecting themselves and other children from abuse rather than from a feeling of  revenge.  
“…My aim is to not see that person behind the bars, that’s not the agenda I’m fighting for but it is that the 
person realizes that this has to stop and that this cannot continue with other people or children…”

In adult survivors the idea of  justice has more to do with restorative justice and self-rehabilitation
than retributive justice.“…Adult survivors do not want any justice, for them it is more coming to
terms with what happened to them. For them that is the end point…”
“…Justice differs for clients through various stages of  therapy. It begins with vengeance/revenge
putting the person behind bars but sometimes is/moves to simply having other people believe them
and work together on their personal healing …”
“…It is more about being responsible towards healing myself  than judicial justice and most do
not have the pain and anger after the healing has been done and many areas start resolving...”

As the client moves through different stages of  recovery the aggression that fuels ideas of
revenge lessens in intensity and they seek emotional healing. They also feel that they can achieve
a sense of  justice by being there for other survivors and empowering them to save themselves. In
cases of  severe abuse the family seeks retribution and severe punishment for the offender. But in
almost all cases the survivors seek healing and closure for themselves, sometimes by working
actively towards their own healing or through the offender accepting their offence and delivering
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the survivor from self-blame. N.R. Madhava Menon, former Vice Chancellor of
the National Law Universities suggests that India has an adversarial model of  justice with
punishing the offender as its only aim, which can prove costly and counterproductive.

‘The victim is deprived of  information on why he should suffer the injury and how it is going to
be repaired. He would perhaps feel vindicated if  the offender were to make an effort to right the
harm, even if  partially, by restitution. The victim would respect the system if  it could make the
offender assume responsibility and persuade him to transform himself. Restorative justice
therefore aims to respond to the needs of  the victim and help sustain interpersonal relationships
while reinforcing offender obligations.’13

Communities have to be involved and victims given rights in finding ways to correct the wrong.
While keeping the adversarial system for certain serious and complex offenses, India needs to
experiment with more democratic models aimed at reconciliation and restoration of  
relationships.

Restorative justice is a welcome idea particularly in the matter of  juvenile justice as the approach
begins with a concern for survivors and their needs even when no offender has been identified or
apprehended.
 

13 “Towards restorative criminal justice,” The Hindu
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    Conclusion
This study has thrown light on some very pertinent issues and given us a nuanced
understanding of  the mental health needs of  a survivor of  child sexual abuse, the existing
resources available to provide the same and the achievements and struggles of  both the
survivor and the response systems.

The 61 mental health practitioners who have participated in the study have together reported
seeing more than 7000 cases of  child sexual abuse in their practice. The mental health
practitioners are proficient in English, Hindi and regional languages used in Maharashtra.
They also provide a plethora of  services needed by child sexual abuse survivors across
socio-economic strata. They work with a very heterogeneous group of  survivors including a
high percentage of  LGBTQ, differently abled and institutionalized children. However, there
is a mismatch between the cases reported under the POCSO Act, and those actually seeking
therapy, with the former being much higher. This suggests that utilization rate of
counselling services is still very poor.

50.94% of  MHPs also report that they are open to working with perpetrators of  abuse. This is a
very inspiring percentage as working with offenders is a very integral and often avoided
pathway to prevention of  abuse. It is heartening to see that MHPs find the emotional resilience 
to work with abusers. It is key in our work of  prevention of  child sexual abuse to also focus on 
preventing offenders and potential offenders from offending in the first place instead of  only 
laying the responsibility on children to avoid becoming a victim. International research shows that 
40% of  CSA offenders are known as suffering from a sexual deviancy disorder called Paedophilia 
and need therapeutic intervention focussing on behaviour regulation, impulse control, and 
developing empathy for the child to prevent them from offending. Working with sexual offenders 
is a key area of  future research as well as intervention.

Survivors come at different stages of abuse for anxiety disorders, mood disorders, PTSD,
conflicted interpersonal relationships and several other issues. An alarming number of
practitioners do not feel equipped to provide services to CSA survivors owing to their lack
of  training in trauma-focussed counseling, lack of  skills of  working with children and the
emotionally overwhelming nature of  the work. The latter aspect is one that is often unattended 
to in the collective psyche. Trainings for MHPs don’t always teach them proper ways of  
practising self-care which is critical to continuing work with trauma clients. More than 50% of 
the participants in the study have experienced burnout at some point in their practice. If  MHPs 
are trained to practice trauma therapy with adequate measures to protect their own emotional 
equilibrium a lot more practitioners would not shy away from serving child sexual abuse 
survivors. This is a key point of  learning for academic institutions. 

Also, support by other professionals and multi-disciplinary teams will reduce the pressure of  
fulfilling multiple roles for the counsellor.

91% of survivors sought therapy in adulthood. This is due to a number of  factors like fear,
shame and unawareness of  the traumatic incident being sexual abuse. The age group that has
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the least amount of  services available to them are children in the age group of  0-5 years. This
gap does deserve immediate attention given the increase in cases in this age group as reported
in the media in the recent times.

Financial burden of  therapy has been identified as the second biggest reason for premature 
termination of  therapy. However, we also found 47.17% practitioners providing pro-bono 
services. Thus there is a need to create a referral system, which matches the needs of the 
survivor with appropriate service providers.
 
Survivors have also shared stories of  facing insensitivity and lack of empathy at the hands of 
professionals from whom they have sought help. Their fears center on not receiving enough 
unconditional positive regard and being judged by practitioners. Many of  these fears also stem 
from the negative self  schema and idea of  shame that get projected onto the world from the 
affected psyche of  the survivor. However, some survivors have shared stories of  how in-
depth and sustained therapeutic work has helped them resolve their negative coping patterns, 
maladjusted relational patterns, saved them from suicidal ideation and helped them re-nurture 
their self. Somewhere they feel that without an MHP they would not have been able to recover 
and heal completely.

The study has opened up multiple avenues of  research related to various aspects of  CSA
survivor service provision. It has unearthed the complete lack of systematic evaluation of
therapeutic orientations and techniques that work well with CSA survivors in the Indian
context. It has implications on research on the specific psychosocial impact of  CSA on children 
in the Indian context. It highlights the need to review if a blanket mandatory reporting is in the 
best interests of the child and what is the opinion of  survivors regarding the same. Should there 
be exceptions in the law for certain professions to both uphold the spirit of  the law and the 
ethics of  helping professions like medicine and counselling? Another area that demands research 
is the monitoring and evaluation of policies and schemes for child sexual abuse survivors and 
if  they are being utilized to their optimum advantage for the survivor.  Finally aligning the idea 
of justice from the legislative perspective and victim perspective would help in more survivors 
feeling fair restitution for the trauma they experience.

The study also promisingly reveals that the majority of  MHPs represent the younger
workforce that comes from across the social spectrum in Mumbai. They are well
versed with local languages, cultural context of  people, empathetic towards the fragile
condition of  the survivor and the family. This is very heartening for the space of  mental
health services for child sexual abuse survivors in Mumbai as it reflects a growing interest in
the younger population to enter the field of  Psychology and to work with issues of  childhood
abuse and traumatization. They are willing, earnest and enthusiastic to respond to the needs of
CSA survivors. Specific trauma-focused training, skills to therapeutically work with children, and 
above all an empathetic inclusive attitude from the social and professional context of service 
provision. The trainings and inclusivity also needs to extend to the para-professionals, barefoot 
counsellors, and social workers who consistently provide services to children in need of  care and 
protection.

It is well established that MHPs and other professionals alike, irrespective of  their choice to
work with CSA, encounter CSA in their professional practice. Well-informed
comprehensive trainings, incisive research, and evidence-based, culturally grounded
practices will help increase capacities of  professionals who work with CSA survivors.
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In the DSM-V, CSA has been highlighted under a separate rubric of  ‘Other Conditions That
May Be A Focus of  Clinical Attention’. All forms of  CSA: confirmed, suspected and other
circumstances related to child sexual abuse are encompassed in this category. This category
was designed in order to emphasize that child sexual abuse and accompanying problems are
not mental disorders. They are life occurrences that have the capacity to ubiquitously impact
all spheres of  an individual's psychic and social existence.

This study has not only attempted to assess the quality of  mental health services for CSA
survivors in Mumbai but it has also simultaneously revealed their immense relevance in the
recovery of  the self  after abuse. At a very fundamental level, mental health services depict
society’s faith in the resilient capacity of individuals to thrive in the face of traumatic life 
circumstances. 
 
Viktor Frankl in his book ‘Man’s Search for Meaning’ writes:
“...I consider it a dangerous misconception of  mental hygiene to assume that what man needs in the 
first place is equilibrium or, as it is called in biology "homeostasis," i.e, a tensionless state. What man 
actually needs is not a tensionless state but rather the striving and struggling for a worthwhile goal,  
a freely chosen task. What he needs is not the discharge of  tension at any cost but the call of  a 
potential meaning waiting to be fulfilled by him...”

MHPs help CSA survivors regain their sense of  volition that the occurrence of  abuse takes
away from them involuntarily. In this respect the work of the practitioners is of utmost
relevance and must take precedence in any service provision to CSA survivors.

Despite the cognizance on the part of  stakeholders, survivors and MHPs themselves, mental
health services are currently not integrated into the formal systems of  service provision.
There are very few systemic posts for MHPs and the ones that exist lie vacant. The study
has uncovered the widespread ignorance about what comprises mental health, counseling and
therapy. It unpacks the idea that awareness needs to extend beyond child sexual abuse
and extend to the very concept of emotional and psychological health. It highlights the
unique therapy needs of  a survivor of  child sexual abuse and the current struggles and gaps in
the response system that is collectively responsible for fulfilling these needs.

This research is just the beginning of this process of acknowledgement, assimilation and
transformation of services to make the response system more inclusive, holistic,
comprehensive, trauma-informed and directed solely to respond to the needs of a child sexual
abuse survivor.



44  the foundation report

Appendices

THE FOUNDATION STUDY

Assessment of Mental Health Services for Child Sexual Abuse Survivors in Mumbai

Title:

Dr.      Mr. Mrs. Ms. Miss. Prof.

First Name: 

Last Name: 

Gender: Please indicate your gender identity.

 Female Male Other: 

Mobile Number:

Email:

Office/Clinic/Organization Address:

Zip/Postal Code:

Mental Health Professional Type: Check all that apply.

 Psychiatric Social Worker   Counselor

 Psychiatric Nurse   Psychiatrist

 Psychologist    Other

Highest obtained degree: Check only one.

 Bachelors    Masters

 Post-graduate diploma or certificate course MPhil

 PhD or Doctorate   MD

 Other

Language(s): Please indicate all the language(s) you use to provide services to clients.

 English    Hindi

 Marathi    Gujarati

 Other

How many years of  work experience do you have in the mental health field?

 0 to 5 years    5 to 10 years

 10 to 15 years   More than 15 years

Have you worked with survivors of  child sexual abuse before? 

 Yes    No

If  yes, with which survivor population(s) have you worked? Check only one.

 Child    Adult

 Both    Does not apply

With which survivor population(s) would you like to work in the future? Check only one.

 Child    Adult

 Both    Does not appl

Optional: Please recommend 2 other mental health professionals working with survivors of  child sexual abuse in Mumbai.

Name 1

Email:                                              Contact No.:                                    

Name 2

Email:                                              Contact No.:                                    

Screening Form
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Specialist Survey 

The following inventory has been designed to understand your experience with child sexual abuse survivors. The contents of  your response are 

completely confidential and will only be used anonymously for documentation purposes. We would like you to answer the following questions with 

reference to your experience with Child sexual abuse survivor clients. Your participation in this study is helping us create better systems of  response for 

the survivor. Eventually a strengthened system benefits of  all of  its units, of  which the mental health practitioner is the most  important.

1. PROTOCOL NUMBER

2. How many years have you worked as a mental health practitioner?(ask and mark yourself )

    0-5

    5-10

    10-15

    more than 15

    specific number if  available

3. Do you work with an organization or/and through a private clinic? (write details of  organization and practice)

 

4. Have you ever partnered (as an individual or for your organization)  

with other organizations for helping CSA survivors? (mention name of  organization) 

 

5. What is your role at the organization/Clinic you work with currently?  

What do you think applies best to you (You may choose more than one incase you work at both)

 Counselor   Clinical Psychologist

 Psychiatrist   Psychiatric Social Worker

 Social Worker  Lecturer/professor

 Project Personnel  Trainer

 Psychologist   Other

 Other (please specify)

 

6. Are you currently taking on new clients for therapy

 Yes   No

7. What is the best way for a new client to contact you? Check all that apply.

 Email    Phone call

 Text message   Drop  in    Other

8. What languages can you provide services in?

 Please indicate all the language(s) you use to provide services to clients. Check all that apply.

 English   Hindi

  Marathi   Gujarati   Other:

  Other (please specify)
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9. Can you please help me rank the following languages in order of  their frequency of  being selected by the client  

as the preferred language for therapy?

 English   Hindi   Gujarati

 Marathi   Others

10. Which of  the following services do you provide?check all that apply

 Assessment     Therapy 

 Medication    Hospitalization

 Professional Supervision    Professional Training

 Home Visits for therapy   

 Other (please specify)

11. What socio-economic strata do the survivors come from? You can check more than  one

 Below Poverty line    Lower Middle class 

 Middle class    Upper Middle class Elite

 Other (please specify)

12. Which strata do the Majority of  survivors come from?

 Below Poverty line   Lower Middle class

 Middle class    Upper Middle class

 Elite

13. What modes of  payment do you accept? Which out of  these is most frequently used by CSA clients?

 Check all that apply.   Credit/Debit card

 Cash    Online bank transfers

 Cheque    Mobile payment gateway (eg: Paytm/Freecharge)

 Other (please specify)

 

14. How much do you charge your clients for one session?

 0-500    500-1000

 1000-1500    1500 and above 

 pro bono

 Other (please specify) 

15. On an average how many sessions do you schedule with one client in a week?

 1    4

 2    More

 3

16. On an average how long do your therapy sessions last? 
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 17. With which of  the following population(s) have you worked? * Check all that apply.

  Persons with disabilities     LGBTQ

 Perpetrators of  child sexual abuse    Institutionalised Children

  Other:

  Other (please specify) 

18. On an average, individuals of  what gender approach you most often for therapy pertaining to  CSA?

19. Which of  the following categories do you provide therapy to

 Individuals      Couples 

 Family      Groups 

 Other

 Other (please specify) 

20. In your practice so far, how many cases of  CSA have you encountered? For clarification purposes these may or may not be individuals 

you’ve treated, these may well be clients that came to you with other concerns and they happened to identify themselves as a CSA survivor. 

please mark the number of  child survivor clients.

  0    3

  1    4

  2    more than 5

 number of  child survivors 

21. With reference to children what age groups do you work? (ask and mark yourself )

 Infants (0 to 12 months)   Children (5 to 12 years)

 Toddlers (1 to 3 years)   Adolescents / Teenagers (12 to 19  years)

 Preschoolers (3 to 5 years)  Young Adults (18 to 21 years)

22. Number of  adult survivors you have worked with

 1    4

 2    5

 3    more than 5

 number of  survivors  (estimate) 

23. How many of  these cases, would you say have translated into therapeutic relationships with clients?  

Please specify a number if  possible-

24. At what stage of  abuse do clients normally come to you? Could you please help me rank in order of  frequency of  occurrence.

 Immediately After abuse has  stopped    While the threat of  abuse still  lingers

 After a couple of  years of  abuse (but the client is still below   18) Adult survivors of  child sexual  abuse



48  the foundation report

25. What are the barriers that inhibit csa survivors from seeking therapeutic help? please answer with respect to accounts of  survivors and 

your assumptions about the same. 

 

26. CSA cases come to us through several sources. Where do you get the maximum number of  CSA referrals from? Can you rank the follow-

ing sources in descending order of  the number of  referrals they send to you? E.g. the one ranked 1 is the biggest source of  CSA clients.

 Other Ngo’s     Schools

 CWC     Police

 Childline     Hospitals

 Through Other Clients    Through  other professionals

 Through News Articles?  Advertising   Any Other

27. Have you ever referred your CSA survivor clients to other organizations/individuals for services? For instance, due to geographical 

hindrances or language barriers or legal help?

 Psychologist      Psychiatrist 

 Medical help     Legal help

 NGOs     Counselor (psychotherapy) Social Worker

 Other

 Other (please specify)

 

28. What are the main reasons for referring cases out to others?you may mark more than one

 Convenience of  commuting     language barrier

 needs for different  therapeutic orientation    Gender preferences

 Your refer cases out because you don’t handle a particular ag group (specify)  Others-

 Other (please specify) 

29. If  you had to, who are the therapists that you would refer clients to? Is there any therapist you usually refer your clients to?

 

30. How many of  the CSA clients that you have provided therapy to have completed the entire duration of  therapy as planned by you

 

31. Could you please help me Rank the following reasons for premature termination of  therapy in order of  their impact? (Most common reason)

 Distance/commuting time   Lack of  financial aid

 Client feels that the therapy is no longer  needed  Social pressures on client (from family or   community)

 Therapy was not  progressing   Others 

32. Could you please help rank survivor client’s expectations from therapy?

 Symptomatic relief     Help with social  relationships

 Help with issues with intimate  relationships  Help with understanding and recognising child sexual   abuse

 Psycho education about child sexual  abuse  Help with getting judicial  processes

 Continued therapeutic support in all life stages
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33. What are the other mental health issues triggered by CSA that you have identified in survivor clients? Check more than one

 PTSD    Personality disorders

 Anxiety disorders   Sexual dis orders and  deviancies

 Somatoform disorders   Mood disorders

 Body image issues   Others

 Other (please specify) 

  

34. In your experience, what are the psychosocial (impact on social life, e.g. Home, family, work, friends, community) effects of  CSA on clients?

 

35. What would you say is the meaning of  justice for your clients, in general? I’m speaking of  justice at a personal, social and legal level. How 

does it come up in therapy? 

 

36. Which of  the following role(s) would you be willing to play during the legal proceedings of  CSA cases? *

 Expert witness    Support person 

 Maybe    None

 Other (please specify)

 

37. What were the courses in psychology/counseling/medical/social work that you specialized in?

 

38. Please share the additional trainings you have undergone that have enabled you to work with CSA cases?

 

 

39. Please mark the following knowledge areas that you like to build upon to qualitatively improve your therapeutic practice?

 How to handle disclosure

 How to work with really young child survivors How to work with disabled child survivors  How to work with incest

 How to work with young clients who are undergoing abuse at the time of  approaching  therapy

 How to talk to clients about the details of  physical violation during abuse

 How to enable clients in dealing with physical repercussions of  abuse

 How to enable clients in establishing intimate relationships with spouses

 How to enable clients in acknowledging or accepting different  sexual orientations

 Help client deal with physical symptoms of  trauma help client deal with psychological distress/ panic/ disorders  

 arising out of  the traumatic event

 Other

 Other (please specify) 

  

40. Please rate yourself  on how comfortable you are with talking about private body parts and sexuality with csa survivor clients  

(On a scale of  1-10)

 0          1          2          3          4          5          6          7          8          9          10
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41. What are the difficult aspects of  working with csa?

 Therapy too challenging    Clients unable to continue due to financial  problems

 Clients Dropout before completion   Client’s family does not allow therapy due to social  stigma

 Very few CSA clients are referred  to us  Other: 

 Other (please specify) 

  

42. Have you as a therapist ever experienced severe stress or burnout?

 0          1          2          3          4          5          6          7          8          9          10

43. Has your work with clients ever been supervised?What I mean is, have you ever been observed or recorded while at practice or have you 

ever taken up a case and approached another senior professional for guidance.If  yes could you provide us with details of  that supervision and 

how frequent is it?

 yes     no

 specifications of  supervision if   applicable

 

44. Please list out specific techniques, if  any, incorporated by you during therapeutic interventions with CSA clients?

 

45. Is there a particular therapeutic orientation or technique that works best with CSA clients? It need not be one that you currently practice. 

It can be one that you know of.If  yes which one and why

 

46. Do you conduct any psychometric testing with your clients? What psychometric test do you find useful for CSA survivor clients? 

 

47. There are a lot of  great practitioners out there that choose not to work with CSA cases; I’d like you to help me understand why that 

happens? what are the biggest challenges that inhibit good skilled counselors from working with CSA?

 Mandatory reporting   Lack of  skills of  working with young  children

 Inability to handle disclosure  Lack of  skills specific to CSA survivor  handling

 The work is too emotionally overwhelming  even for experienced therapists  Other

 Other (please specify) 

  

48. Are there any systemic problems you face (at the clinic or organization) in doing therapy with csa clients? For eg. Time, space, infrastruc-

ture, rules etc.Have your ever sought therapeutic support/help for dealing with your own stressors?

 

49. What are the systemic difficulties that you have faced in your past experience/vicarious experience of  medico-legal procedures with 

reference to CSA?

 

50. Would you like to share details for case that has deeply impacted you? (Success stories and/or unpleasant incidences)

 

51. Could you share details of  someone else I can interview?



the foundation report 51

SNA Form 

This form is created for survivors of  child sexual abuse. As survivors of  a deeply affective life event we look up to you as individuals who have shown 

immense resilience and courage. Please answer the following questions inorder to help us create a better response system for other survivors. Your 

experience and feedback on existing support systems, grievances with systems will help us to create a better support system for others. If  this form is 

being filled by the caretaker or parent of    the child, please answer questions from the child’s perspective. We are grateful for your participation.

There is a comment box with every question. please feel free to use it to sayanything that you wish to. We are listening :)

1. What is your gender?

 Female    Male    Other

2. What is your age

    0-10    30-40

    10-20    40-50

    20-30    50 and wiser 

 

3. Who did you reach out to for help at the time of  the incident?

 Nobody, I was too scared

 I was too shocked to reach out to  anyone

 Nobody as I did not know who would be able to help me 

 Nobody as I was not aware that this was  abuse

 My family members Friend

 School counselor Family physician Teacher

 Any other

 

4. Do you recall when was the first time that you told another person about the occurrence of  abuse?

 Immediately after the incident     A few days/weeks later

    After a few years     As an Adult

 Would you like to share the apprehensions you had

 

 

5. Which of  the following professionals did youfirst interact with, with respect to the incident and its effects on you?  

This is in the context of  you seeking professional help at the time of  the incident or  afterwards.

 Doctors   Psychiatrist   Psychologist   Counselor

  Social Worker  Teachers/Workshop  Trainers   none

  Would you like to share any poignant memories from that experience
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6. Please rank the issues you faced while interacting with professionals like doctors, forensic specialists, social workers, legal counsellors or po-

lice, inthe order of  its severity. For e.g. the issue that bothered you the most would be 1 and the one that bothered you the least would be 8. 

(this question is in the context of  you seeking professional help for abuse)

 Lack of  sensitivity  N/A

 Lack of  Privacy  N/A

 Lack of  understanding  N/A

 Lack of  confidentiality  N/A

 Judgemental Attitude  N/A

 Judgemental Language  N/A

 Lack of  infrastructural resources (e.g. forensic testing tools, private chambers)      N/A

 Lack of  knowledge about issue and protocols (the practitioners were unaware of  the processes to be followed with abuse cases)       N/A

 

7. When did you seek therapy ?

 Immediately after the incident  After a few years of  the incident’s occurrence In adulthood

 Please feel free to share your experience in the  textbox

 

8. What problems did you face while finding therapists for help?

 Fear of  judgement  No access to information about therapists

 Fear of  not getting adequate amount of  empathy and support You thought the therapist would report it to the police

  Unsure of  how would therapy help

 The therapist you wished to go to was living too far away from your house

 Stigma of  going to a mental health practitioner and thus being labelled as crazy

 Finding a therapist was easy

  Other (please specify)

 

9. How did you choose a therapist/counselor?

 Through advertisements    Upon Friends’ /Families’ recommendations

 Through news articles or  magazines   Through professional contacts  

 Other (please specify)

 

10. What are/were your expectations from Therapy/Counseling?

 Relief  from psychological conflict  

 Acknowledgement and acceptance of  trauma   Learning Coping skills

 Guidance with respect to relationships with other people e.g. parents, siblings, family, spouse

 Any other? would you like to say something more about   this?
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11. Please rate your first experience with therapy.  

Please note, this is with reference to your very first encounter with a therapist/counsellor and not the one that lasted the longest.

 very unsatisfactory  satisfactory   Very satisfied

12. If  you ever stopped going to a particular therapist/counsellor  

please rank the following options in order of  your strongest reasons for dropping out of  therapy?

 Travelling time    N/A

 Did not develop confidence in  the therapist/counselor N/A

 Did not like the counseling style   N/A

 Therapy was not headed in any  particular direction  N/A

 No relief  from therapy    N/A

 Too expensive    N/A

 Lack of  family support to  continue therapy  N/A

13. Please narrate a positive outcome or experience of  therapy?

 

14. What is the importance of  a therapeutic experience for a CSA survivor? Please share your experience and evaluation?  

What was its relevance to you? Would you recommend it to other survivors?

 

15. Are you aware that the POCSO act requires all professionals to mandatorily report information on any abuse,  

brought to them, to the authorities? How do you feel about that?

 

16. If  you had to offer a word of  support or strength to a fellow survivor what would you say?

 

Thank you for your response to this form. Your inputs will be used to change the facilities provided to survivors of  CSA. If  while answering this 

questionnaire, you have felt the need to reach out to a professional to talk about experience, or share more than the space allows, feel free to 

contact us at 8800857821 or Visit us at   /http://www.healcsa.com/.



54  the foundation report

Stakeholder Interview
1.  Can you help me understand your work in the realm of  helping Child Sexual Abuse (CSA) 

survivors in Mumbai?

2.  Since the implementation of  POCSO what are the access points to professional help for a 
CSA survivor in Mumbai ? Who are the Primary service providers in the field?

3.  Where does the mental health practitioner feature in the nexus of  support system for the 
survivor? Is there a hierarchy between psychologists, psychiatrists, psychiatric social workers 
as far as the provision of  services to CSA survivors in concerned?

4.  How do you discern the cases that need mental health practitioners ?  
Are there any cases that need mental health help and do not receive it? 

5.  How does your agency/you collaborate with mental health, substance abuse,  
and or other agencies to meet the needs of  consumers?  
Is there a process for inter-agency collaboration? Which agencies participate?  
Who should be at the table but isn’t?  
Is there any provision of  government empaneled Mental Health Practitioners (MHP)  
who are regularly contacted by CWC/police or hospitals?

6.  Is there any formal system of  linking mental health into the CSA service provisions?  
Are there any identifiable opportunities for improving collaboration?

7.  How do you assess and monitor the quality of  work done by the MHP?  
Is there any formal record/data of  the number of  sessions/services provided by MHPs?

8.  Who pays for the services of  the MHP?  
Is there any formal/government/nonprofit aided system of  taking care of  the MHP fees?

9.  What are the major barriers in accessing mental health care for survivors in Mumbai?  
Are these barriers specific to any socioeconomic class, geographical region or service 
provider capacity?

10.  What do you feel about the quality of  mental health services for CSA survivors in Mumbai? 
How is your overall experience with MHPs in Mumbai? 

11.  What are the strengths of  the mental health setup in Mumbai?  
What are its biggest weaknesses?

12.  Do you feel the lack of  access to MHP affects both the survivor and other professionals  
who serve survivors?

13.  How important is the role of  the mental health practitioner here?  
Are there any critical issues related to csa survivors that can only be addressed by MHPs?

14.  Is this role limited by any factors as of  now? (preventive vs responsive)  
Are these factors related to the skill and capacity of  MHPs in Mumbai or  
is it a systemic gap that disavows them from becoming an integral part of  the response?

15.  What is the scope of  role expansion for mental health practitioners?  
Can the stakeholders create a space for role expansion for the MHP?

16.  What is the role of  the MHP in the legal route of  justice for the survivor? For example  
does the mental health report of  the survivor have any value in the court of  law?  
What can be the role of  the mhp in helping the survivor attain justice?  
What is the requirement in terms of  time and presence from the mhpincase they are serving 
that role?

17.  What policy level changes are necessary to improve the participation of  mental health 
practitioners in the response to csa survivors?

18.  Are there any practical changes/improvements that would help the current situation? 

19. In your imagination, what would an ideal response system be like?
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