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Sexual Abuse Survivors and Offenders:   A Brief Overview Christina Spaccavento

Sexual abuse is a worldwide problem affecting mostly women 
and children but also men. Both victims and perpetrators are 
in need of counselling services. Space limitations allow no more 
than a brief overview of this vast topic, but it is important that 
counsellors and therapists be aware of the special therapeutic 
needs of each type of victim in this category, of the very different 
therapeutic needs of the perpetrators, and of the possible 
therapeutic approaches to each of these potential clients.

This article offers a brief analysis of issues that can arise within 
the counselling session relating to sexual abuse survivors and 
sexual abuse perpetrators and looks at treatment models that can 
be applied within the sex therapy setting. As research on and 
treatment of sexual abuse is vast and diverse, this overview is by 
no means exhaustive.

Sexual Abuse Defined
A concise and useful definition of sexual abuse is any sexual 
interaction with another person(s), male, female or sex and 
gender diverse of any age that is perpetrated (a) against the 
victim’s will, (b) without consent, (c) in an aggressive, exploitive, 
manipulative, or threatening manner (Ryan 2010). This may 
also involve intimidation, bribery, drugs or other abuses of 
power such as taking advantage of one’s higher social status 
(Hall 2007). A diverse range of behaviours may be included 
in this definition, and a single individual may exhibit one or 
more of these behaviours. Sexual abuse can involve varied 
types of physical contact including kissing, touching, fondling, 
rubbing, undressing, sucking, licking, penetration and contact 
with sexually explicit materials. 

Sexual abuse can also include offences such as exhibitionism 
(exposing one’s genitalia); peeping or voyeurism (observing 
others without their knowledge or consent); frottage (rubbing 
against others); fetishism (such as stealing underwear, urinating 
on a victim, sadism, or masturbating into another’s garments); 
and obscene communication (such as explicit telephone calls 
and verbal or written sexual harassment or deprecation) 
(Ryan 2010). Technological advances have also seen a rise in 
internet sexual abuse often involving the viewing, recording 
and transmission of child porn and other illegal sexual acts 
such as rape. Rape can be identified as any sexual act that is 
undertaken without consent and with force or violence and can 
include penetration orally, anally or vaginally with a penis  or 
any other body part or with an object. 

Sexual Abuse Survivors
Commonly, clients that present for treatment in the clinical 
setting fall into two groups: those who present specifically 
with the purpose of discussing their sexual assault and others 
who may present with other complaints, which may include 
depression (Masho & Anderson 2009, Sonnby et al. 2011), 
anxiety, self-harm and attempted suicide (Masho & Anderson 
2009, Cankaya 2012,  Bedi et al. 2011), shame, anger, guilt 
(Stephenson & Connelly 2011), relationship problems, 

unwanted pregnancy and multiple terminations (van Roode et 
al. 2009), low self-esteem (Stephenson-Connellly 2011) and/or 
mental or physical illness (Sonnby et al. 2011), alcohol abuse 
and drug abuse, post traumatic stress disorder (PTSD) (Gold, 
Marx & Lexington 2007, Jonas et al. 2011, Hall 2007) and 
eating disorders (Jonas et al. 2011).

While the first type of client makes it easy for the counsellor to 
understand the root of the client’s difficulties, the second group 
of sexual abuse survivors may never mention the abuse in the 
therapeutic session if not specifically asked. Hence it is important 
that the counsellor use thorough questioning in order to uncover 
the sexual abuse. This may be more important for those working 
in a generalised counselling session. Clients who present in the 
context of sex therapy may be more inclined to reveal sexual 
abuse, as they come to the session with an expectation that they 
will be talking about sex and sexual issues. This highlights the 
important role that sex therapists can play in the assessment and 
treatment of sexual assault. It must, however, be noted that due 
to the complexity of sexual abuse cases, there is a smaller group of 
sex therapists within the profession who are specially trained in 
the treatment of clients who have suffered sexual abuse.

Counsellors have a responsibility to be prepared for the 
most seemingly unlikely candidates for sexual abuse to 
present in the therapeutic setting. One such group is adult 
male sexual assault survivors. Men can be victims of sexual 
assault, and it can have a profound impact on the quality of 
their well being and health (Masho & Anderson 2009, Wall 
2011). Counsellors should be aware that men have a lower rate 
of seeking help (Wall 2011, Monk-Turner & Light 2010) and, 
when taking a medical and sexual history, should ask whether 
men feel they have ever been coerced into sexual behaviours. 
Furthermore, it is important to be prepared for any difficulties 
that adult male sexual abuse survivors may be experiencing 
within the medical and legal systems. Studies have shown 
that therapists themselves are less likely to believe abuse 
stories involving female perpetrators and are less likely to use 
abuse-focussed treatments when they do not believe abuse has 
occurred (Gore-Felton et al. 2000). Wall (2011) attributes this 
to a number of factors including men’s hesitation to report 
because of fears of blame, disbelief or intolerance by the 
medical or police personnel. The larger medical community is 
often ill-equipped to meet the needs of male victims, and this 
may be more apparent with sex and gender diverse and gay 
victims who fear intolerance and/or discrimination.

Sexual Abuse and Sexual Problems
Clinical experience has shown that a number of sexual 
problems may be linked to sexual abuse, in either childhood 
or adulthood. For women, these can include disorders of 
desire, arousal and orgasm, vaginisimus, painful intercourse, 
dyspareunia (Hall 2007), dissociative experiences during sex, 
shame and guilt about sexual responsiveness (Hall 2007), 
sexual aversion and sexual inhibitions.

Intimate relationships can also be significantly affected, with 
many women reporting relationship difficulties or not being 
able to form long-term sexual relationships, infidelity, and 
sexual dissatisfaction (Colman & Widom 2004). One study 
of middle aged (51-62) women by (Dennerstein et al. (2004) 
found that these women were still affected by earlier childhood 
abuse and that they had significantly shorter relationships and 
rated their partners more negatively than did women who 
had not been abused. Furthermore, adult women survivors of 
sexual abuse have been found to experience negative emotions 
(anger, disgust, shame, guilt) during sexual arousal (Schloedt 
& Heiman 2003). Hall (2007) has also reported compulsive 
sexual behaviour and risky sexual behaviours in adult women 
survivors of sexual abuse. These effects can remain long after 
the abuse has stopped.

Although less studied, sexual abuse in men has also been 
found to have negative emotional, behavioural and sexual 
consequences (Dhaliwal et al. 1996). Sexual abuse in men has 
been linked to sexual and relationship dissatisfaction (Rosser 
et al. 1997), fears of intimacy (Hall 2007), difficulty forming 
stable relationships (Gill & Tutty 1999), sexually aggressive 
behaviours, fetishism, sadism, multiple sexual partners (Hall 
2007), denial of sexuality and /or internalised homophobia 
for same-sex-attracted men, fear and sexual avoidance, and 
sexual identity confusion (Hall 2007, Loeb et al. 2002).

Studies have also found that, physiologically, sexually 
abused men can experience erectile dysfunction, premature 
ejaculation and delayed ejaculation (Dhaliwal et al. 1996, 
Dimock 1988, Loeb et al. 2002).

Although many sexual abuse survivors present as adults, it is not 
uncommon for children to also report sexual abuse. The proportion 
of children who develop serious emotional and behavioural 
difficulties as a result of sexual abuse is well documented in the 
literature (Beitchman et al. 1991, Boney-McCoy & Finkelhor 
1995, Hanson et al. 2001, Kilpatrick et al 2000). These include 
but are not limited to depression, sexual problems, fear, anxiety, 
post traumatic stress symptoms, self esteem issues, trust issues, 
cognitive distortions, aggressive and/or disruptive behaviour, peer 
socialisation problems and stigmatisation. 

Counselling Sexual Abuse Survivors
Many and varied treatment models and counselling frameworks 
can be applied in counselling adult survivors of sexual abuse. It 
is crucial that the chosen treatment is paced to match clients’ 
needs and current level of functioning as well as providing a safe, 
supportive environment in order to ensure positive outcomes. 
Counsellors may also choose to use multiple frameworks in an 
integrative approach. 

The sex therapy approach to counselling concentrates on both 
the individual and the partner. It is best suited to dealing with 
sexual problems of adults molested as children or in their adult 
life as it focuses in reducing sexual anxiety, developing good 
communication skills, and relearning how to be sexual (Hall 

2007). This may also involve some level of sex education. For 
example, when dealing with heterosexual men, who are not 
interested in men and are attracted to women, it is important 
to explain the physiology of the sexual arousal cycle and how 
perpetrators can use it to blame the victim. Positive treatment 
outcomes have been associated with client motivation levels, 
completion of homework tasks, and relationship satisfaction 
(Although & Leiblum 2005).

When counselling clients with a history of sexual abuse, 
therapists should expect to take longer to develop the 
therapeutic relationship, as sexual abuse is essentially an abuse 
of power and trust. 

Hall (2007) has outlined some general principles of sex therapy 
that can be used when clients (and their partners) present with a 
history of sexual abuse:

Pacing
Sex therapy will tend to progress more slowly when a client 
presents with a history of sexual abuse. When reintroducing 
clients to sexual touch, therapists can begin by suggesting 
touching exercises or pre-sensate focus exercises (Maltz 1988) 
that can then lead to sensate focus (Masters & Johnson 1970). 
These can be set as homework tasks. It is important that clients 
feel comfortable with the process and that they have the time 
and space to experience sexual desire, sexual curiosity and sexual 
pleasure. The therapist must be skilled in gauging when clients 
are comfortable and ready to move forward.

Reframing the Problem
When a couple presents for counselling it is important to reframe 
the issue as a couple issue. The sexual abuse survivor may feel that 
he/she should take the blame for the problem and that the non-
abused partner should assume the role of co-therapist. This reduces 
stigma and does not allow the other partner to negate or minimise 
any sexual issues of his or her own. It is likely that the non- abused 
partner will also have sexual concerns and it is important for the 
therapist to recognise and address these issues. 

There may be cases when both clients have experienced 
sexual abuse. Due to the high prevalence of sexual abuse in girls 
(Markowtiz et al. 2011), it is more common that lesbian couples 
will present with both partners having experienced sexual abuse. 
It is important to remember that a history of sexual abuse does 
not determine sexual orientation.

Reframing clients’ understanding of their abuse can also be 
helpful in the healing process. Therapists can suggest a change in 
cognition from “I have been damaged by sexual abuse” to “I have 
coped with sexual abuse in ways that are no longer helpful and 
that I want to change.”

Setting Goals
Goals within sex therapy will be different from those that 
clients previously had in dealing with their abuse. Clients often 
present to counselling under pressure from their partner to 
be sexual; they may also feel worried that if they do not seek 
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There are diverse schools of thought on the best management 
and treatment of sex offenders. The risk-need-responsivity 
(RNR) model of treating sex offenders (Andrews & Bonta 2003) 
concentrates on the assessment and management of an offender’s 
risk and consists of three main principles. 

  Risk: Criminal behaviour can be reliably predicted and 
treatment should focus on higher-risk offenders. 

  Need: The importance of criminogenic needs should be 
highlighted in the design and delivery of treatment. 

  Responsivity: The intervention should be carried out in a 
way that promotes pro-social attitudes and behaviour that 
makes sense to the individual undertaking the treatment 
(Barnett & Wood 2008).

The ‘good lives’ model, on the other hand, has been 
proposed in order to assist sex offenders in living more 
fulfilling and satisfying lives as opposed to just ordering them 
to avoid or reduce risk situations (Glaser 2005). This treatment 
model benefits the offender as well as ensuring community 
protection and focusses on building an individual’s life skills. 
Seen as a more ethical framework, it sees offenders as humans 
who experience the same challenges as other members of 
the community. In treatment, the therapist considers the 
individual’s goals, needs and aspirations (Glaser 2005) and 
incorporates this into the counselling session. ‘Goods’ include 
working with the client in looking after physical needs such 
as food and warmth, psychological needs such as relatedness 
(including and, importantly, for sex offenders—intimacy, 
autonomy and competence), and social needs such as social 
support and work environment (Glaser 2005). The therapist 
can also work with the offender in developing pro-social 
attitudes. Research has shown that sex offenders tend to 
lead disorganised and directionless lives, and it is common 
that they will be resistant to recognising or changing their 
destructive behaviours (both to self and others) (Levenson & 
D’Amora 2005). This is where the ‘good lives’ model can be 
beneficial in assisting offenders.

Therapists can work with offenders in setting up an ethical 
living framework and personal-change-action plan (Middleton 
2010). This can take place over a number of sessions and requires 
the therapist to workshop a number of steps with the client.  
The offender must firstly identify what triggers the offending 
behaviour and understand the risk of escalation.

It is crucial that these clients gain a sense of understanding 
towards a victim’s experience. Can they identify with the 
victims feelings? Do they have an understanding of the negative 
consequences for the victim as a result of the sexual abuse? 
This aims at building empathy for the victim that can then 
be reinforced by the counsellor. The next step for the offender 
entails taking responsibility for his/her behaviour and ending 
any victim blame (Middleton 2010).

The next step is to work on personal development. This 
has already been somewhat covered in the ‘good lives’ model 
but also involves other important focus areas. Working on 
self-esteem, self-respect, personal strengths, and areas for 
improvement as well as an exploration of core values and 
beliefs can be powerful in establishing the clients’ individual 
reference points for ethical behaviour that is linked with their 
core values. Other focus areas include building communication 
skills, maintaining family relationships, intimate relationships, 
friends and social life, work, education and training, fun and 
leisure time, spirituality, and citizenship and community 

responsibility (Middleton 2010). Middleton (2010) suggests 
questions that clients can consider:

  How can I look after my mental, emotional and physical 
well being?

  What sort of family member/partner/lover do I want to 
be? What qualities do I want in my relationships? 

  What sort of friendships do I want to have? What sort of 
friend do I want to be?

  What type of work do I want to do? What kind of worker 
do I want to be?

  What types of education and training do I want to do?
  What does spirituality mean to me? What role does 

spirituality play in my life?
  What are my responsibilities as a citizen? What are my 

responsibilities to my community? 
Clients also learn to identify and cope with high-risk moods 

and situations and develop an action plan and practical 
strategies to reduce the chance of reoffending (Middleton 2010). 
Deterring behaviours can be introduced, such as identifying 
significant others in their lives who will be negatively affected 
by the offender’s behaviour (e.g., partner, children, family), and 
addressing how the abusive behaviour will negatively affect not 
only the offender  and the victim but also their significant others 
(Rosser, et al. 1997).

When dealing with clients who have offended using 
online porn, there are a number of practical suggestions that 
counsellors can make when assisting these clients. These 
may involve moving the computer to a higher-traffic area in 
the home so that people can see it when they are walking 
by, taping pictures of significant others who would inhibit 
sexual offending to the frame of the monitor screen, installing 
protective software such as Net-Nanny or Cyber Control, 
and disclosing the problem to one or more person(s) that the 
offender knows will not assist or collude with the offending 
(Middleton 2010). Therapists can also assign this task to 
offenders as a brainstorming exercise to do at home.

When dealing with juvenile/adolescent sex offenders 
certain issues should be noted. Nearly all adolescent sex 
offenders are male (Kalogerakis 1992). As treatment of 
juvenile sex offenders often involves parents, it is important 
that counsellors include parents in the process. Counsellors 
need to be aware that parents and family members of 
juvenile offenders, and offenders themselves, can often deny 
or minimise the juvenile’s behaviour. They may see it as 
experimentation or curiosity (Kalogerakis 1992). Kimonis 
et al. (2011) found that youths who were unwilling to alter 
deviant sexual behaviours or attitudes and who also had 
unsupportive parenting had a lower likelihood of achieving 
successful treatment goals compared with those who were 
motivated to change, believed in their treatment and had 
good support and positive attachments. Zankman & Bonomo 
(2005) found that involving parents in the counselling process 
can in fact contribute to reducing recidivism rates. Treatment 
interventions should, however, always be developed based on 
the individual needs of each person’s current social context.  
Counsellors can teach juvenile clients specific skills when 
addressing risk reduction. These include cognitive behaviour 
techniques such as thought-stopping to interrupt inappropriate 
arousal, psycho-educational techniques to build social skills, 
development of victim empathy and self-disclosure exercises 

counselling their partner may abandon them emotionally or 
physically. It is thus important to set attainable and healthy 
goals. This will initially involve the client understanding the 
role that sex will play in his/her life. 

Dealing with Anxiety
The solution-focussed and action-oriented style of sex therapy 
(namely sensual and/or sexual homework exercises) may 
provoke feelings of anxiety, panic, dissociation or flashbacks in 
clients. When acute anxiety is apparent, therapists can direct 
clients to relaxation exercises, and focussed breathing in order 
to stay present. Other useful techniques include using inner 
self-talk to remain focussed on the exercise and to reduce 
and minimise dissociative episodes and the risk of traumatic 
responses to sexual activity. The couple can also devise a ‘safe’ 
word that can be used when one of the partners feels that he/she 
needs a break.  Another form of dissociation and disconnection 
is the use of disturbing or anxiety-provoking fantasies when 
engaging in sexual activity, which should be discouraged.

Where possible, total cessation of sexual activity should not 
be used to reduce sexual anxiety. When anxiety levels have 
decreased and a degree of calm restored, sexual activity should 
be continued. This takes the power out of the anxiety response 
and restores power to the couple. It is important to remind 
clients that just because something may feel uncomfortable at 
first  does not mean it is bad.

Some other treatment frameworks include cognitive (Lazarus 
& Folkman 1984) behavioural therapy (Najavitz 2002, Briere 
2002), behavioural therapy, acceptance and mindfulness (Hill 
et al. 2011), thought control strategies (Scarpa et al. 2009) 
and teaching protective behaviours (Sikkema et al. 2008). In 
Lazarus and Folkman’s (1984) cognitive theory of stress and 
coping, sexual abuse survivors learn coping skills for changeable 
stressors, such as developing the life skills of problem solving 
and communication and emotion-focussed strategies for 
unchangeable stressors, such as cognitive restructuring and 
relaxation techniques. These therapies may be undertaken in 
an individual setting, where therapeutic sessions are strongly 
focussed on the individual client and his/her story or in a group 
setting, where clients can share their experiences and offer 
mutual support and feedback (Sikkema et al. 2008). 

Sikkema et al. (2008) describe a combination of therapeutic 
activities that can be used in a group-counselling situation. 
Discussion of sexual abuse in the context of current relationships 
and life events is crucial as well as selection of attainable 
goals, skill-building exercises, and exposure. Furthermore, 
participants are given the space to discuss their trauma.

Working with Children
While many of the previously discussed points are relevant 
to the treatment of children, Saunders, Berliner and Hanson 
(2003) list some of the treatment models that can be specifically 
used for child sexual abuse victims. These include general and 
trauma-focussed cognitive behavioural therapy, general and 
trauma-focussed play therapy, cognitive processing theory, 
eye movement desensitisation and reprocessing (EMDR), 
integrative eclectic therapy (IET) and therapeutic child 
development program. Other considerations also need to be 
taken in to account when counselling children. It is important 
for the clinician to ascertain the safety of the child’s living 
environment. Does the child still live with the perpetrator? Is 
the child experiencing other forms of abuse? This is important 
both to ensure no further harm to the child and to achieve 
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successful treatment outcomes (Saunders, Berliner & Hanson 
2003). In addition to the child, the therapist needs to take in 
to account the needs of  the family. A clear understanding of 
the functioning of the family system, including any cultural 
considerations will assist the counsellor in developing a 
treatment plan that is best suited to child and family (Saunders, 
Berliner & Hanson 2003). Counselling children can present 
complex therapeutic and legal issues in the therapeutic session. 
It is therefore essential that counsellors gain specialised 
training and have a good working knowledge of local laws and 
practitioner disclosure obligations in their locality.

Sexual Abuse Survivors and Risky Behaviours
It is important that counsellors be aware of the link between 
sexual abuse and risky behaviours in clients. Studies have shown 
an association between reported incidences of sexual assault 
involving penetration and/or force as children or adolescence and 
these survivors later on in life displaying risky sexual behaviours. 
These behaviours may also lead to revictimisation. This includes 
an increased number of sexual partners, STI diagnoses, and sex 
trading for both men and women (Senn et al. 2007, Markowitz 
et al. 2011). Furthermore Markowitz et al. (2011) found that 
those who experienced sexual abuse were more likely to report 
drug use, poor adherence to HIV medication and were more 
vulnerable to substance use relapse. 

The literature has shown that among men who have sex with 
men that have experienced sexual abuse there is a higher risk 
that they will engage in anal sex without protection and be 
more vulnerable to STI and HIV transmission (van Roode et 
al. 2009, Carballo-Dieguez & Dolezal 1995, O’Leary et al. 
2003). Furthermore, poor boundaries and sexually provoking 
behaviour toward others, including health professionals, has 
been documented (Courtois 1993, McCarty et al. 1996). 
Sexual abuse in men that have sex with men may be a marker 
to identify risky sexual and other behaviours.

When clients present with risky behaviour, this is a good 
time for the counsellor to engage in discussion about protective 
behaviours. This may also involve introducing the idea of 
healthy boundaries. It is not uncommon for adult survivors 
of sexual abuse to lack personal boundaries. This may also be 
apparent in survivors of incest; the lack of boundaries within 
a family setting has not modelled good personal boundaries. 
The counsellor can assist the client in learning to trust his/her 
‘gut’ feeling again. The literature shows that male clients have 
shown sexually provocative or even aggressive behaviours 
(Hall 2007) towards their counsellors or therapists. Although 
this may be their way of asserting their masculinity, it is 
helpful for the counsellor to explain the connection between 
the current inappropriate behaviours and past experiences. 
It is crucial that the therapist always maintain appropriate 
boundaries (Hall 2007).

As part of their group therapy model treating adult men 
and women survivors of sexual abuse, Sikkema et al. (2008) 
discuss risk-reduction skills in the context of building healthy 
relationships. This includes discussion on safety, intimacy, 
power, self-esteem and sexual activity after sexual abuse.

Sexual Offenders
The topic of sexual offenders is controversial and vast. This 
section offers a brief exploration of treatment models when 
working with sexual offenders in avoiding risk behaviour as 
well as improving quality of life.
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to challenge cognitive distortions and interrupt isolation 
(Zankman & Bonomo 2004).

Counsellors need to know their own personal stance 
on sexual offenders so that any counter transference can be 
avoided.  It  may be difficult to maintain an ethical practice 
when  the counsellor is torn between obligations to society 
and the legal system and protecting the offender’s well 
being (Glaser 2005). In cases where the counsellor feels 
uncomfortable or unable to continue to work with the 
offender, referral to a specialised sex therapist or other health 
practitioner is recommended. A good knowledge of the 
Australian legal system and practitioner disclosure obligations 
is also necessary when working with sex offenders.

Conclusion
While space limitations have not permitted a full assessment 
here of the many facets of this huge topic, this overview offers 
a simple, helpful discussion of the issues related to sexual abuse 
survivors and sexual abuse perpetrators and affords a basis for 
more extensive research and discussion.   
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http://www.nswrapecrisis.com.au/
NSW Rape Crisis Centre provides a 24/7 telephone and online 
crisis counselling service to anyone whose life has been impacted 
by sexual violence. The Centre also provides trauma counselling 
from a number of locations around NSW for women who were 
sexually assaulted when they were children.

Australian Centre for the Study of Sexual Assault
http://www.aifs.gov.au/acssa/

ANZATSA – Australian and New Zealand 
Association for the Treatment of Sexual Abuse 
http://www.anzatsa.org/
The Australia New Zealand Association for the Treatment of 
Sexual Abuse is dedicated to community protection and safety, 
through the promotion of professional standards, practices and 
education in sexual abuse prevention, assessment, intervention 
and research.

SAANZ – Journal of the Australian and New Zealand 
Association for the Treatment of Sexual Abuse
http://www.anzatsa.org/index.php?page=Pub_saanz_subscriptions
SAANZ is concerned with understanding the psychological and 
social factors that impact on sexual offending and sexual abuse, 
and the victims of sexual offending.

ASCA – Adults Surviving Child Abuse
http://www.asca.org.au/
ASCA is a national organisation, which works to improve the 
lives of adult survivors of child abuse throughout Australia.

Bursting the Bubble
http://www.burstingthebubble.com/
This is a new website for teenagers who are living with family 
violence—witnessing domestic violence, experiencing physical 
or sexual abuse or neglect. It provides information to help 
young people identify forms of abuse and violence in families, 
stories, answers to questions about telling professionals or child 
protection, ideas on dealing with feelings, safety planning, 
services available, and how to help a friend.

NSW Child Sex Offender Counsellors 
Accreditation Scheme
http://kids.nsw.gov.au/kids/working/offendercounsellors.cfm
The NSW Child Sex Offender Counsellors Accreditation 
Scheme promotes the well-being of children and young people 
by establishing a public register of counsellors with the necessary 
knowledge and skill to work with people who sexually offend 
against children.

VOTA – Victorian Offender Treatment  
Association
http://www.vota.org.au/
In order to prevent and reduce the risk of sexual offending in 
Victoria, VOTA promotes the development of a consistent, well-
informed approach to the behaviour, treatment and management 
of sex offenders.

ATSA – Association for the treatment  
of Sexual Abusers
http://www.atsa.com/
The Association for the Treatment of Sexual Abusers is an 
international, multi-disciplinary organisation dedicated to 
preventing sexual abuse. Through research, education, and shared 
learning ATSA promotes evidence based practice, public policy 
and community strategies that lead to the effective assessment, 
treatment and management of individuals who have sexually 
abused or are at risk to abuse.

International Journal of Offender Therapy and 
Comparative Criminology
http://ijo.sagepub.com/
International Journal of Offender Therapy and Comparative 
Criminology (IJO), peer-reviewed and published bi-monthly, 
for more than five decades has provided therapists, counsellors, 
researchers, forensic psychologists and psychiatrists, criminologists 
and policy makers with challenging research on topics including; 
violent crime, sexual offending, domestic violence, juvenile 
delinquency, criminal profiling, and risk assessment.
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