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IVIALE RAPE

— THE SILENT VICTIMS
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This literature review examines the issue of male rape and the possible counselling strate-
gies that may assist in recovery. There are several misconceptions surrounding male rape
which can result in the under-reporting and secondary or sanctuary victimisation of the sur-
vivor. Men who have been raped may believe that it attacks the very essence of what it is
to be masculine and male. Many may not seek help unless they perceive a need for imme-
diate attention, such as physical trauma reguinng medical assistance.

The literature also reveals that when men do seek help they may be treated poorly.
Secondary victimisation or sanctuary trauma results when there is a lack of empathy
and undarstanding of the effect that rape can have on the survivor, such as rape-trauma
syndrome. Training in this area is neaded for the police, emergency department staff,
nurses, general practitioners, and community health services.

Management of survivors starts with examining cur own beliefs about male rape. Many
of the reported counselling strategies are based on therapists’ observations, trauma
theories, and research relaied to child abuse or sexual assault of females which may
not be transferable to men who have been raped. Education and counselling of sur-
vivors' support networks must be considered as part of a holistic approach to manage-
rment. Secondary prevention strategies aimed at the Groader community are required to
assist survivors to come forward without fear of further vigtimisation because of
stereotyping. By Colin Derek Ellis

W Key words: male rape, secondary victimisation, sanctuary trauma, counselling,
literature review

Introduction

Australian figures on male rape are not
available, with most swudies originating in
the United States of America or the Unit-
ed Kingdom. However, 2 common theme
throughout the e¢xtant literature is that
the true incidence of male rape is under-
reported. Many male rape survivors
accessing health or emergency services do
so because of severe physical andfor psy-
chological trauma that requircs immediate
treatment. [n New South Wales in

1997/98, the approximate ratio of women
to men presenting at sexual assaull ser-
vices was 10:1 (Hodge & Canter 1998,
Tsely ct al 1998, Tomlinson & Harvison
1998, Anderson 1999, Mitchell et al
1999, Pino & Meicr 1999, NSW Health
1999).

Washington (1992} reported that
approximately 5% to 10% of men were
raped each vear in the LISA. This figure
was suppeorted by Anderson (1999} who
guoted statistics from an unspecified
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number of American rape crisis centres
which indicated that 6% to 20% of their
cases were men, One report estimated

that approximately 27% of homosexwal
men had been raped (Poropat & Resevear
1992, Scarce 1997, lsely et al 1998,
Andersan 1999, Mitchell et al 1999,
Washington 1999).

Perpotrators and

patterns of offending

Male rape can be perpetrated by both
sexcs, although little has been reported
about female perpetrators. In the case ol
male perpetrators, cammon myths
revolve around the sexuality of the indi-
vidual and the survivor of his assault. The
literature revealed that male and female
perpetrators could he heteroscxual or
homosexual, and that male perpetrators
seldom raped for sexual gratification, the
rationale being predominantly related (o
power, dominance, and contral through
humiliation and degradation (Hodge &
Canter 1998).

Rape survivors have reported heing
forced ta have anal and/or oral sex,
although the nurse, doctor, or counsellor
needs to be aware of other sexual acts
that may have bcen performed or
attempted. The survivors are likely to
have been held captive, with most attacks
occurring away Irom home. Some
research has argucd that perpetrators who
raped gay men were known to the sur-
vivors, possibly in a form of date rape

(Hodpe & Canter 1998, Mitchell et al

1999}, However, this has been disputed
by other rescarch that concluded that the
perpetrator was usually unknown to the
survivor regardfess of their sexuality
(Haodge & Canter 1998). In addition, a
survivor may have been raped by an indi-
vidual or gang-raped (Hodge & Canter
1998, Mitchell et al 1999, Pino & Meier
1999, Pecl et al 2000).

Apart from the physical violence of
the attack, which may result in external

and internal trauma, survivors arc also

exposed to hepatitis, HIVY, and other sex-
ually transmitted infections (STIs). It has
been reported that 7% of perpetrators
told their victims they would contract
HIV or AIDS from the rape {[sely et al
1998, Tomlinson & Harrison 1998).

Culture factors
Male rape survivors do not always seek
help unless they cansider that the trauma
is severe cnough to warrant attention.
YFailure Lo report being raped can often be
due to assumptions and misunderstand-
ings on the part of the individual sur-
vivars and the communities in which they
live; for instance, that men do not get
raped because they are strong and can
fight off an atiacker. This belief attacks
the core ol what it is to be male and 10 be
masculine. A survivor who cannot fight
back may be seen to be homosexual, or
less of a man. Survivors may report chat
they had an erection, or even ejaculated.
For heterosexual and homosexual males,
especially in adolescence, erection and
cjaculation have been shown to support
internal conflicts regarding sexuality
(McMullen 1990, Davies 1996, Scarce
1997, Hodge & Canter 1998, lsely et al
1948, Tomlinson & Harrison 1998,
Mitchell ex al 1999, Peel et al 2000).
Unfortunately ‘second assault’, a term
introduced by Williams and Holmes in
1981, is a real possibility. This has also
been termed sccondary victimisation or
trauma. However, a more appropriate
term may be ‘sanctuary trauma’ (Hart et al
1998) in that the victim is further trauma-
tised in enviranments in which he should
feel safe, such as emergency departments,
police stations, or at home. Reports on
this phenomenon have emanated from
the expericnces of survivars who received
negative responses from people to whom
they turned for help, such as the police,
doctors, nurses, counscllors, friends, and
family members. Many of these support
peaple belicved in the myths mentioncd
earlier, which in turn influenced their

responses by stereotyping and thus fur-
ther victimising the survivors. Sexual
assault services based on feminist-orien-
tated methodology and treatment modali-
ties have been shown to provide
additional problems as they {ocus primat-
ily on the perpetrators being male and
survivors being female. Some services are
for women only, and although male sur-
vivors may prefer female counsellors, this
is not always the case. Centres chat do
provide assistance to men are reported to
have few or no male staff. This can result
in the individual being poorly served and
possibly re-victimised by the very people
from whom he requires support (Raphae!
ct al 1996, Yee et al 1998, Anderson
1899, Pino & Meicr 1999, Washington
199493,

An ethno-religious culture or hack-
ground that feeds into self-blame or is
related to a latalistic belief system may be
a further factor in the failure of men to
report rape {DeVries 1996, Rogers 1999).
However, lurther research in this arca is
required.

New South Wales has legisfation that
refers to Lhe unlawbul penetration of the
vagina or anus, and includes foreign
objects being inserted. Oral sex and cun-
nilingus are included within the legisla-
tion. It should be noted (hat each State
and Territory within Austrafia has legisia-
tion in regard 1o sexual assault and that
these may diller from NSY legislation. [n
some countries, however, the law does
not recognise male rape. The UK made
changes to legislation in 1994 to include
anal penctration, but this legislation still
ignores oral penctration or other sexual
acts {Salmelainen & Courmarelos 1992,
DeVries 1996, Rogers 1999).

Presentations

The Diagnostic and Statistical Manual 1V
(American Psychiatric Association 1994)
provides possible medical diagnoses for
survivors of trauma such as rape that
include ‘acute stress disorder and 'post-
traumatic stress disorder’ (PTSD), How-
cver, it does not address specific
responses to rape, for example ‘rape trau-
ma syndrome' or ‘rape-related post-trau-
matic stress disorder’ (RR-PTSID). Such
diagnoses may assist the nurse, doctor, or
counsellor in knowing what symptoms
may present. It is important to understand
that although an individual may not meet
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the specific criteria for a diagnosis, this
does not necessarily mean that the person
has no need for help, nor does it give an
indication of the level of help thart is
required. One third of all rapes {male and
femate} may result in the survivor experi-
encing RR-PTSD, resulting in two thirds
nol meeting the criteria far a medical
diagnosis {National Center for Victims of
Crime and Crime Victims Research and
Treatment Center 1992, Healy 1993, Isely
etal 1998, Peel et al 2000].

Using the medical model, the 'rape
trauma syndrome’ concept can be useful
in providing an outline of the possible
experiences of the survivor, The US
National Center for Victims of Crime and
Crime Victims Research and Treatment
Center (1992) have suggested that one
third of all rape survivors develop RR-
PTSD sometime in their life time. Table 1
comparcs RR-PTSD with rape trauma
syndrome as defined by the Fourth Con-
ference on the Classification of Nursing
Diagnoses (Kim & Moritz 1982, Healy
1993, Anderson et al 1998, Isley et al
1998, Tomlinson & Harrison §998, Ander-
son 1999, Peel er al 2000).

Taking into account that most male
rape sucvivors do not disclose what has
happened to them, descriptions of RR-
PTSD and rape trauma syndrome can pro-
vide a generalised medical understanding
of the experience of rape. Tigure 1 pro-
vides ather passible considerations that

can have an effect on survivors. However,

TABLE 1:

these descriptions do not include gender
differences due to the lack of research in
this area. Men may have to deal with
issues surrounding their masculinity, sexu-
ality, and sexual dysfunction, each possi-
bly averlapping with the other. There also
needs to be awareness of and strategies to
identify and respend to the possibility of
attempted suicide (McMullen 1990,
McFarlane & Yehuda 1996, Scarce 1997,
Pino & Meier 1999, Washington 1999).

Counsgelling techniques

Counselling techniques for male survivors
of rape have been poorly researched. t
has been suggested that technigues used
for female survivors of rape may be con-
sidered far males (Washington 1999},
However, there is little evidence to con-
firm that these techniques are transferable
between the genders, or il a comparison
could or should be made between child
sexual abuse and rape. Men often do not
present unless the sympioms are believed
to be severe enough to warrant medical or
psychological attention. Therefore the
timing of presentation for assistance
impacts on their needs as well as the types
of interveniion required (Iscly et al 1998,
Tomlinson & Harrison 1998, Pino & Meier
1999, Washington 1999),

Using a concept based on trauma
counselling, men who present immediate-
ly or soon alier the rape could benefit
from the use of the principles of psycho-
logical first aid {see Table 2). These prin-

DEFINITIONS FOR RR-PTSD {National Center for Victims of Crime

and Crime Victims Research and Treatment Center 1952}
AND RAPE TRAUNMA SYNDROME {Kim & Moritz 1982)

Four major selemants of rape-related
post-traumatic stress disorder

Four major elements of
rape trauma syndrome

¢ Continually re-experiencing the
traurma, ag. nightmares, dreams,
and flashbacks

« Social withdrawal, eg. numbing,
denial, amnesia

* Avaidance behaviours

* Increased physiological arousal,
eg. hypervigilance, exaggerated

startle response

» Rape trauma: anger, guilt,
embarrassment, fear of viclence, death,
hurniliation, wish for revenge, somatic
reactions, aveidance, andfor nightrmares
* The compound reaction: as above but can
include use of alcohol andfor ather
drugs, or recurrence of other
pre-existing conditions

* The silent reaction: this may occur

in place of rape rauma and compound
reaction. Symploms can oceur but the
client denies or refuses 1o discuss the
trauma
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ciples are based on establishing a connec-
tion with the patient and where possible
remaving him from harm. Bearing in mind
the possibility of sanctuary trauma, the
patient should be reconnected to his sup-
port network as soon as possible. The sur-
vivor should be given time tor defusing or
debricfing and encouraged to have a feel-
ing of contral throughout his immediate
and future care. When indicated, and not-
ing Lhat men are reluctant to participate,
he should be linked with resources includ-
ing counselling (Raphael ¢ al 1996}, This
may nced o be provided alongside med-
ical interventions and legal considera-
tions, the latter varying belween States
and Territories {Isely et al 1998).

Education and general counselling of
the client is alse vital; this includes nor-
malising the feelings he is experiencing
and providing clear explanations regard-
ing his psycho-physiological responses to
rapc such as erection or ejaculation. The
client needs to know that lear and direct
genital stimulation, including rubbing of
the prostate gland during anal scx, may
result in physical arousal to climax {Guy-
ton 1991, Ochherg 1993, Isely et al 1998,
Tomlinson & Harrison 1998, Mitchell et
al 1999).

With the possibility of secondary vic-
timisation from hcalth or emergency ser-
vices, the survivor may require the
additional assistance of an advocate. Mast
sexual assault scrvices are focused on the
female as survivor, leaving men who are
raped at a disadvantage Considerations
arc required as to the gender of the thera-
pist and/or other service providers
involved. The male client will require
clear explanations for the necd of and
rationale for any invasive medical assess-
ment which might compound the trauma
experienced, such as rectal or oral exami-
nation. [t is important that the client is
given contral during any interventions
{Ochberg 1993, Tomlinson & Harrison
1998, Yee et al 1998, Mitchell et al 1999),

There is a necessity to respect and
wark with the client to develop a thera-
peutic alliance. This alliance will need to
help the man to consider the apprapriate
interventions and techniques to be used,
noting that the therapy will be chasen
and adapted to suit the individual. 1t is
also necessary to note that the client may
experience a state of crisis at any time and

on mare than one occasion, and therapists
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Figure 1. Actislogical factors influencing the tramsition from distress to disorder {adapted from McFarlane & Yebuda 1006)

must take into account and ensure the
client’s emotional and physical safety at
all times {Herman 1992, Kinchin 1994,
Reynolds & Allison 1996, Tomlinson &
Harrison 1998).

As noted earlier, counselling tech-
niques lor men who have been raped are
poorly researched and provided. This is
due to the sensitive natrre of the event,
community stercotypes of male sexuality,
and the small number of men who report
the event. The litcrature generally dis-
cusses counsclling techniques that have
been cbserved to be useful for survivors
of other forms of trauma, and are primari-
ly drawn from cognitive behavioural and
psychoanalytic therapies. Although other
theorics may exist, these are the main
ones identified within the trauma litera-
ture reviewed. The rationale for the use of
thesc medical and behavioural theories is
based on the need to reduce the severity
of the symptoms presented. Therapeutic
goals are aimed at reducing hyperarousal
and/or the re-experiencing of the cvent,
and social re-integration and regaining a

TABLE 2:

sense of self. Althouph therapists from
either type of theory may claim that cach
can stand alone, it could be argued that a
combination of techniques be drawn fram
each. This may be more beneficial as gen-
erally men may find it more difficult to
talk abouil what has happened to them
than to act on what is happening. An
example could be that ‘Michael’ finds it
hard to 1alk about how he felt being pow-
erless, but he finds it easier to use & cog-
nitive behavioural technique to help him
confront being powerless. This combina-
tion would provide a more individualistic
approach tailored to the symptoms and
needs presented (Hartman & Burgess
1993, Ochberg 1393, Lindy 1996, Rose
1996, Turnbull & McFarlane 1996, Ellis
1997, Rothbaum & Foa 1998, Barker-
Collo etal 2000).

Techniques taken from other coun-
selling theories, such as narrative, multi-
moadal, existentialist, Gestalt,
transactional analysis, neuro-linguistic
prograraming, and family therapy, could
provide additional help for men who have

PRINCIPLES OF PSYCHQOLOGICAL FIRST AID {adapted from Raphael et al 1996}
Comfort and consols the victim

Allow time for defusing or debriefing

Facilitate & sense of control for the vigtim
tdentify needs for additional counseling

Keep the person safe from further traurma where passible
Establish physical needs and provide therm where possible
Connect person with his own support network

Link person to resources, eg. sUppoft agencies

been raped. However, each of these also
requires further research as there is little
evidence to support one madel over
another, and whar research is available is
primarily based on clinical experience and
descriptive studics. Once again a combi-
nation may be more useful; for example,
using a Cestalt model of therapy but
being open to cxperimenting with other
approaches allows the counsellor to tailor
interventions to the needs of cach client.
In the case of narrative therapy, external-
ising and deconstructing the experience
helps the client to challenge negative
meanings and thus to reconstruct alterna-
tives, in this case what is meant by mas-
culinity or being a surviver, Concern has
been raised over using techniques that
cause the client to re-expetience the trau-
matic event and thereby re-traumatise the
client. Whitc {1995) and Harker {1997)
believed that using narrative therapy pro-
vided a safe way to look at the individual's
construct of a situation. White (1995)
acknowledged that distress can occur dur-
ing this therapy, but argued against the
notion of rc-traumatising the client
{Ochberg 1993, Bott 1996, Hossack &
Standidge 1996, Mackewn 1996, Palmer
1996, van Deurzen-Smith 1996, Harker
1997).

Existentialists focus on the philosophy
of meaning, of life and decath: in other
words, on what the event means to the
client. Both narrative and existentialist
approaches may or may not be useful for
those experiencing anxiety or panic
attacks, but their methods of assisting the
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individual to tell his story could be uscful.
Ochberg (1993} suggested chat clients
whe reach a stage of scarching lor philo-
sophical meaning are uncommon and that
such therapies may be useful for some
clients further along the time-line of their
experience {Ochberg 1993).

Family therapy may be another con-
sideration {or male survivors of rape.
Clearly, as indicated earlice, there needs
te be a way of connecting the client with
his supporl systems such as family and
friends, at the same time reducing the

men it is difficult to engage with other
men because of the nature ol the atiack.
Washington (1993}, however, noted that
there is benelit in re-engaging with other
men in a safe environment. 11 accessing
specific men’s groups is not possible, it is
argued that accessing a group for both
genders may be uscful, although prob-
lems may exist in regards to the accep-
tance of male survivors by women. A
combination of individual and group
therapy may be of use ar individual thera-
py followed up with group therapy, but

Although medications need 1o be
prescribed by a medical officey, it remains
important Yor nurses and counseliors to be
aware of the reasons for and effecis of
medications being used.

effects of secondary or sanctuary trauma.
Family therapy acknowledges that viola-
tions against an individual have an impact
on his immediate support network and
community (Qchberg 1993, Raphael et al
1996, Washington 1999,

Multi-modal therapy has the opportu-
nity of bringing other therapies together
for the benefit of the individual. 1t takes
into consideration the psychological and
physical wellbeing of the client, noting
that these also are interconnected. Thera-
py acknowledges the need for nutrition,
exercise, and medications where warrant-
¢d, thus allowing the client to wark on
several levels at the same time {Ochberg
1993, Palmer 1996).

Arguments exist between clinicians
and between services ahout the prefer-
ences of men 10 engage in group therapy
to assist with their emotional healing.
These conflicts can arise from the type of
group developed, such as male only or
male/femate cambined, and whether
groups should include adults who are sur-
vivors of child sexual assault. The issue of
male rape is sensitive and men generally
only seck onc-to-one help when there is
no alternative. The number of men wha
have survived rape in a specific geograph-
ical area is also unknown, and whether
men in a specific location would seek
help in that same area is questionable due
ta concerns about their identity and con-
{identiality being compromised. For some
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once again the numbers accessing services
are believed to be low resulting in a
vicious circle {Mchullen 1990, Linehan
1993, Ochberg 1993, Ellis 1997, Wash-
ington 1999},

Medications may be required for the
control of some physical or emotional
symptoms. Although medications need to
be prescribed by a medical officer, it
remains important for nurses and counsel-
lors to be aware of the reasons for and
cticets of medications being used. Know-
ing when a referral 1o 2 medical officer is
indicated is also necessary. Additionally,
it is necessary 1o ascertain whether male
clients are using non-preseription medica-
tions, illegal drugs, and/or alcoho!
because of the possible increased use of
these at times of great stress {Poropat &
Rosevear 1992, Davidson & van der Kolk
1996, Hammersley & Becley 1996).

Conclusion

There is little international research on
male rape or on counselling responses
that are effective. Understandably this is
a very sensitive area and researchers’
access (0 SUrVIvors or perpetrators is lin-
itedd due to the low numbers of men who
report such violations cither to the police
or health care services and their need for
confidentiality to bec protected. Knowl-
cdge in this area is primarily drawn from
therapists' cbservations or small studics
by health arganisations, the majority of

information being based on studies that
have focused an female rape or a history
of childhood sexual abuse of males and
females,

The incident of male rape in Australia
is unknown due to under-reporting of
such incidents. Men who have been
raped are reluctant 10 seck help for a vari-
ety of reasons related to common myths
surrounding gender stereatyping, and
confusion about men’s possible psycho-
physiological responses during an attack.
Swivivors and perpetrators can be hetero-
sexual or homaosexual, and it is theorised
that, as with female rape, the main
causative factor of male rape is the perpe-
trator's need for control and dominance
rather than scxual gratification.

Because saciety generally holds myths
about gender and sexuality, men and
women who have heen raped can be fur-
ther traumatised by clinicians, counsel-
lors, and organisations {rom whom they
seck help. This has been termed sec-
ondary or sanctuary victimisation, and
needs ta be addressed.

It is important for nurses, counsellors,
and other health care professionals 10 be
aware that the male rape survivor who is
secking help may have experienced phys-
ical as well as psychalogical trauma.
Apart from possible external injuries he
may have been the recipient of forced
oral and/or anal sex by one or more per-
petrators, and may have significant inter-
nal trauma. Further, this disiress is
complicated by the passibility of being
infected by sexually transmitted discascs
such as hepatitis or HIV. The survivor
may not be aware of the possibility of
such inlcction unless advised.

Current counselling techniques vary
from therapist to therapist, and i is gen-
erally believed that using cognitive
behavioural therapy, psychotherapy, or a
combination of the two can be used. The
etfectiveness of these therapies requires
careful scrutiny in the treatment of male
rape, and therapies taken from trauma
and counselling theories may or may not
be transterable when counselling male
survivors of rape.

Urgent and appropriale research is
required in the area of male rape. While
the numbers of men presenting or report-
ing may be small, it is necessary 1o devel-
op methodologies that can take this into
account and permit access 1o survivors



and perpetrators so as to explore the
issucs in order te develop well targeted
and appropriate prevention, education,
and counselling programs.

Equally important is the nced for
research in the area of secondary or sanc-
tuary victimisation as this covers a broad-
cr population, that is both men who have
experienced sexual abuse, including sur-
vivors of rape, and their support net-
works. Research in this arca needs 1o
examine the attitudes of police, health
care providers, and individuals' support
networks towards male rape survivors.

Researching the attitudes of the gen-
eral population towards male rape could
be useful in developing a public educa-
tion program to raisc awareness, dispel
myths, and help survivors and their sup-
port networks.

Education and training is neceded to
stop satctuary victimisation. Police and
health care workers, in particular those
on the front line such as emergency
department staff, general practitioners,
and community health services, should
receive training on working with men
who have been raped. Topics to he cov-
ered might include: barriers 1o working
with men who have been raped; issues of
masculinity and sexuality; psycho-physi-
ological responses to rape; cthical and
legal issues; and working with men and
their support networks.
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