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THE G. ALLAN ROEHER INSTITUTE

CANADA'S NATIONAL INSTITUTE FOR THE STUDY OF
PUBLIC POLICY AFFECTING PERSONS WITH AN
INTELLECTUAL IMPAIRMENT

The G. Allan Roeher Institute has two goals:

to apply the best of our current knowledge in order to identify
and anticipate future trends that will support the presence,
participation and contribution of persons with an intellectual
impairment in their communities; and to
foster the exchange of ideas leading to new ways of thinking
about persons with an intellectual impairment.

Through research, training, consulting and publishing, The G.
Allan Roeher Institute supports individuals, families, community
groups, service providers and governments to develop strategies for
community living that enable individuals to exercise maximum
autonomy and self-determination.

The G. Allan Roeher Institute is sponsored by the Canadian Asso
ciation for Community Living, a voluntary organization bringing
together over 400 local and 12 provincial and territorial associations
working on behalf of persons with an intellectual impairment. The
activities of the institute support the principles of thi Canadian
Association for Community Living which state that all individuals
have the right to be participating membus of their community.

Internationally recognized for its training pi ogi ains, the institute
has trained both volunteers and professionals. Parents, families,
friends and persons with an intellectual impairment have partici-
pated in institute training. Courses range from one-day seminars to
week-long conferences and symposia.

The institute also develops training programs and materials for
agencies, government departments and community groups. These
activities range from preparing the materials and producing audio-
visual presentations, to actually providing the training.

The development of training methods and evaluation techniques
is another area where the institute has been a leader. The institute
has been active in deve:oping community college, university and
post-graduate level programs and curricula for staff who work in
the community, for medical professionals, for educators and for
other professionals.



RESEARCH AND POLICY DEVELOPMENT

The G. Allan Roeher Institute conducts an I sponsors a wide array
of research activities with a major focus on public policy and fund-
ing, on studies of innovative social programs and on the develop-
ments of policy alternatives. The institute reviews the barriers in
Canadian public policy, legislation regulation and program imple-
mentation which prevent persons with intellectual impairments
from participating as citizens. Strategies for removing those barriers
are developed by the institute. Within the research and policy devel-
opmen mandate of the institute is a broad spectrum of interests
including social security, employment, accommodation and housing,
education, human rights, sexual and family abuse, legal rights and
equality and bio-medical ethics. The results of the institute's work
are made available to agencies and organizations as a basis for them
to develop their policies and programs.

The institute has formal links with a group of individuals who
have accepted the challenge of associating with the institute to pro-

their knowledge and expertise. These individuals from across
Canada, the U.S. and Europe, are chosen to be institute associates
because of the broad and varied perspective they can bring to the
institute.

Through the work of the institute, development in theory and
method in the area of policy science result not only in a specific
contribution to the rights of persons with Intellectual impairments
but also to other groups in society. These developments have been
helped because of the Institute's involvement with generic academic
programs.
Research in academic areas is sponsored through a graduate bur-

sary and research program with funding from the Scottish Rite
Charitable Foundation of Canada.

In addition, the institute hosts visiting scholars from a variety of
disciplines who become members of the institute'.. international
network.

NATIONAL INFORMATION AND RESOURCE SERVICES (NIRS)

The NIRS coordinates the institute's information and publication
services including:



the Information Exchange Network which responds to requests
for the latest and most pertinent information, and coordinates a
computer information network Direct Information Access
Link (DIAL);

the publications centre which prepares, publishes and sells
books, monographs, manuals and pamphlets;

the reference library which has 10,000 holdings relating to intel-
lectual impairment and is computer accessible;

the audio-visual centre which includes many films and video-
tapes produced boih by the institute and others and which are
available for sale or rent;

the quarterly bilingual magazine, entourage, which documents
and promotes community li% ing for persons with an intellectual
impairment.

G. ALLAN ROEHER 1925-1983

G. Allan Roeher was one of Canada's foremost leaders in the field of
intellectual impairment and human services. He first joined the
Canadian Association for Retarded Children in 1962 as the fledgling
association's first, full-time executive director. The subsequent
growth and development of what eventually became the Canadian
Association for Community Living was due in great part to Dr.
Roeher's dedication and hard work.

In the late sixties, he developed the concept of a national institute
of its kind to provide training, action-research and program
development.

It is only fitting that after so many years of achievement as
Canada's National Institute on Mental Retardation, The Institute
was renamed after the man who life was dedicated to bettering the
lives of individuals with an intellectual impairment and whose vision
still guides our efforts.
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FOREWORD

Sexual abuse has become a major policy issue which all levels of
government, education, industry, labour and services in Canada
have been forced to address. Yet the sexual abuse of people with an
intellectual handicap has figured as little more than a footnote in
public discussion and policy-making.

Vulnerable shows how thoroughly the problem of sexual abuse
and people with a mental handicap has been camouflaged hidden
away in institutions, rendered taboo elsewhere. Put away in institu-
tions, denied opportunities for relationships, and denied a normal
sex education, people with an intellectual handicap have been per-
mitted to learn little about ordinary consequences and responsibili-
ties. Denied their own sexuality, they tend to be uninfutmed on a
fundamental aspect of their personal lives. And institutionalized for
generations, they have been rendered fearfully vulnerable to sexual
abuse. Is it any wonder that the relatively few sexual offences com-
mitted by individuals having an intellectual handicap have so fre-
quently stemmed from the mystery surrounding their forbidden
sexuality? Vulnerable teaches us that we can no longer deny that a
problem exists.

If layers of denial and camouflage obscure the sexuality and abuse
of people with an intellectual disability, this was not always
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the case. During "hysterical years" around the time of the First
World War, the "feeble minded" were made to shoulder much of the
burden for the criminality and sexual deviance which seemed to be
undermining the already declining late-Victorian society. The
menacing sexuality of the "feeble minded" was much talked about.
These people would contaminate and dilute the race if left to breed
unchecked, it was argued. It was vehemently urged to be a matter
serious enough to warrant segregation, custodialism, sterilization
and restrictive marriage laws. Governments accordingly entrenched
the machinery of segregation and restriction. The supposed menace
was banished or repressed. Those who were institutionalized were
forced to lead obscure and controlled lives. The "putting away"
therefore made it more possible for the unscrupulous to abuse
without detection. While not an historical work, Vulnerable unmasks
the current effects of a problem which has deep roots in history.

If we have long known that the "feeble minded" are not the sinis-
ter architects of society's moral offences, Vulnerable helps put that
old bogey to rest, hopefully once and for all. Among other things it
shows that in terms of national averages, people with an intellectual
handicap are no more and no less guilty of sexual offences than are
other citizens.

Besides looking at sexual abuse within the institutional setting,
Vulnerable also looks at the problem in the community. It explores
the systemic web of rejection and denial woven around sexual abuse
survivors who have an intellectual handicap, a web which prevents
them from benefittiag from the systems and services set up for the
rest of the population to deal with the problem. Once again, people
with an intellectual handicap are seen to be shut out.

Vulnerable makes it impossible for us to escape the conclusion
that people with an intellectual handicap must be seen as people
above all worthy of the same protections as other citizens against
the criminal offences of others and v -rthy of beim; granted the
same access to services as any other survivor of sexual abuse.

More than that, it calls into question the judicial system which
treats adults with an intellectual handicap as children whose com-
petency is in question. The courts have long held that age does not
determine the competency of a witness. Yet still a judge holds the
power to decide on a case-by-c..se basis whether a survivor of sexual
abuse is credible when that survivor has an intellectual handicap.
Often evidence is dismissed because of the individual's inability to
communicate to the court by familiar means. This process is not
good enough.

ji,
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But Vulnerid;le shows that the issue of sexual abuse and people
with an intellectual handicap is more than simply a legal problem. It
is a problem caused by society's denial. Now is the time to bring the
problem out of the dark and beyond the courtrooms into the resi-
dential facilities and sex education programs. Now is the time to
provide or to extend existing services for abuse survivors to include
people with an intellectual handicap, in recognition of their right to
dignity, respect and support.

Up to now, the issue of sexual abuse and people with an intellec-
tual handicap has not been treated in a comprehensive way it any
research study. For the first time, Vulnerable. Sexual Abuse and
People with an Intellectual Handicap uncovers the issues from all
angles: prevalence of sexual abuse in people with an intellectual
handicap, risk factors of developmental disability as related to sexual
abuse; treatment and effects of abuse, accessibility of services, pre-
vention; legal issues; and sex offenders who have an intellectual
handicap.

We can only hope that this study will generate concrete action on
behalf of sexual abuse survivors who have an intellectual handicap.
Justice requires at least that much.

Marcia H. Rioux
Director, The G. Allan Roeher Institute
February, 1988
Toronto, Ontario
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INTRODUCTION

Awareness of child sexual abuse in Canada was confined primarily
to police stations and the offices of isolated doctors, psychiatrists,
psyLhclogists and child protection workers until the late 1970's. This
is not surprising considering that the evolution of concern about
child abuse in a country normally follows a "specific sequence of
developmental stages" (Kempe, 1985, p. xxvii) with sexual abuse
only being addressed at the fifth (or next to last) stage. According to
Kempe, a society first recognizes and attempts to deal with the
physical abuse of children and moves later to recognize the damage
of physical neglect. Once this has been undertaken, cases of sexual
abuse begin to appear in the caseloads of professionals previously
unaware of the issue. But the occurrence of the sexual abuse of
children is difficult for individuals to accept. The society is slow in
addressing the issue because it also prefers to see the abuse as a rare
and unfortunate circumstance. These beliefs are upheld by the
society's structures which were not designed to meet the needs of
children or to deal with sexual exploitation.

The legal system required corroboration for all testimony regard-
ing sexual assault, inherent in which is the assumption of consent
and the presumption of false claims. The psychiatric literature sug-
gested that sexual abuse was the result of the odd demented
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vi Sexual Abuse and People with an Intellectual Handicap

offender (Lewis & Sarrell, 1969) or the seductive activity of pre-
cocious children (Gager & Scheier, 1976) reinforcing the illusion of
rarity. A "conspiracy of silence" (Butler, 1978) existed in the media
whose reporters "chose" not to write about the cases of sexual abuse
which came to their attention. Adult women who had experienced
incest or abuse by a stranger when they were small, told no one of
their experience and felt that they were alone. All of these pro-
cesses, structural and individual served to preserve the illusion that
child sexual abuse rarely occurred.

Due largely to the influence of the feminist movement, child sex-
ual abuse (and more specifically incest,) became a public issue (e.g.,
Armstrong, 1979; Allen, 1980; Rush, 1980; Butler, 1978). Once the
silence was broken, social workers, psychologists, public health
nurses, physicians, and other professionals began to recognize how
far-reaching the problem was. Political activism around missing
children, the media's reporting of some sexual offences committed
against children, and the publication of numerous volumes address-
ing the problems and issues involving sexual abuse (Mayer, 1983;
Whitcomb, 1982; Sgroi, 1982; Mrazek & Kempe, 1981), served to
maintain the issue as one which required attention. Academics
began conducting more in-depth research and publishing books and
articles on their findings (Russell, 1984; Finkelhor, 1979; 1984, 1986)
The helping professions responded by setting up treatment pro-
grams and special child sexual abuse centres in major hospitals. Sex-
ual abuse prevention programs began to be offered within the main-
stream education system.

Once the community was reached by education or outreach
efforts, the number of cases of sexual abuse coming forward over-
whelmed the existing services. One study reported a 30,000 percent
increase in reporting over seven years following community aware-
ness of the issue (Giaretto, 1980 cited in Summit, 1983). Thus, the
services are too few to address the needs of even a fraction of the
cases which actually exist. Moreover, a bias occurs which means
that those services which have been instituted help only particular
types of children who have been abused. One of the most glaring
gaps in the response to child sexual abuse has been the lack of
discussion of the needs of "special populations" of children. Virtually
all of the proposed and existing services have been aimed at the child
who is able-bodied, hearing, sighted, and of average or greater
intelligence.

This report will survey the literature which contributes to an

lb



Introduction vii

understanding of the sexual abuse of children with developmental
disabilities. It will be suggested that some children and adolescents
with mental handicaps are at higher risk for sexual abuse than other
children and adolescents. Further, an informal survey of existing
programs and services suggests that the needs of children with
mental handicaps are not being met either because they have not
been recognized as a target population or because the service pro-
viders are so overwhelmed they have not welcomed the addition of
another group of vulnerable individuals. General education of pro-
fessionals and the public with regard to the sexual abuse of children
with developmental disabilities needs to occur and discriminatory
practices eliminated so these children can be afforded the rights and
services available to other children. Further, the exclusion of child-
ren with intellectual impairments in the provision and planning of
future services is a grave oversight which needs to be remedied
immediately.

Definitional Issues

The definition of "mental retardation" utilized most commonly by
researchers cited in this report is the one used by the American
Association on Mental Deficiency and the American Psychiatric
Associations Diagnostic and Statistical Manual of Mental Disorders
(DSM-III). It comprises three features. (1) significantly sub-average
general intellectual functions, (2) resulting in, or associated with,
deficits or impairments in adaptive behavior, (3) with onset before
the age of eighteen" (Aguilar, 1985, p.2). Problems arising from this
type of definition have been summarized by Rioux (1979).

First it is based on a combination of factors including a deficit
in intellectual development and an impairment in social func-
tioning ability and has a variety of causes. It does not fit there-
fore a strictly medical model or definition but rather is a social-
administrative category. Secondly, the level of functioning
disability varies significantly (from mild to profound). 'The gap
in intelligence and functioning between the more profoundly
mentally retarded and the mildly mentally retarded is greater
than the gap between mildly mentally retarded and 'normal'
persons.' (Friedman, 1976, p. 210) Thirdly, mental retardation
is not a static condition, but is subject to change. That one of
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the elements of mental retardation is a deficit in adaptive behaviour
means that it is a product of the interaction between individual
capacities and social demands. Changes in functioning ability
or in the social demands made upon a person may result in a
person no longer being classified as mentally retarded. The
degree and nature of stimulation and education involved in the
early nurturing process will have a direct correlation with the
development of an individual. Therefore reliable assumptions
made about individual potential cannot be made. Fourthly, it is
a label or classification which is applied to a very diverse group
of people (p. 17, emphasis in original).

For the purposes of this report the DSM-III definition will be used
only as a general guideline for the boundaries of the population in
question. A less offensive label will be used.

The terms "mental handicap", "intellectual handicap", "intellectual
impairment", or "developmental disability" will be used in this report
to refer to individuals who are disabled in some way by the condition
described above. These terms are the ones preferred by activists and
individuals with disabilities when they are required to provide a label
(Park, 07/87; Worrell, 07/87; Richler, 07197). It is stressed that "per-
sons with developmental disabilities range widely in their develop-
ment and abilities" (Blomberg, 1987, p. 9) therefore the label is used in
this paper with respect for individual differences and the possibility/
probability of developmental change.

The term child sexual abuse will be used in the widest possible
sense here to mean any sexual use (contact or non-contact) or exploi-
tation of a dependent person under the age of 16 as well as sexual
exploitation and assault of individuals between the ages of 16 and 18.
Both extrafamilial and intrafamilial abuse are included in this
definition.
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PREVALENCE OF
CHILD SEXUAL ABUSE

In establishing the extent of a problem two estimates can be
obtained, prevalence and incidence. While often used interchange-
ably these two estimates have considerably different meanings and
are obtained with different degrees of difficulty. Prevalence esti-
mates reveal generally how "widespread" the problem is or how
"widely practiced" the behavior (Websters, 1969). In this general
sense, any studies which give totals of the number of cases seen, the
number of people reporting, et cetera, even without control groups,
can contribute co prevalence estimates. In research terms, pre-
valence must be obtained by surveying a random sample of the adult
population and assessing the percentage of them who have expe-
rienced the behavior or crime in question in their lifetimes. Incidence
estimates on the other hand, are estimates of the "rate of occur-
rence" (Webster, 1969) of the abuse or victimization in the ppuia-
tion. These estimates are usually given in terms of the number of
cases per thousand individuals in the given year who have experienced
the behavior, and are often based on reported cases. Thus the two
are related but involve different aspects of an estimate of occurrence.

In the sexual abuse field, cases of abuse have been documented
since the late seventies, however national prevalence studies have

1
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2 Sexual Abuse and People with an Intellectual Handicap

been conducted only more recently (Badgley et al., 1984; Russell,
1984; Finkelhor. 1984; Wyatt, 1985). Incidence studies may take as
long as ten years to plan, carry out, analyze and write up for publica-
tion (Finkelhor & Associates, 1986). It is therefore not surprising
that in a field as new as the study of sexual abuse of children with
developmental disabilities, accurate estimates of prevalence and
incidence have not yet been obtained. Our estimates of the fre-
quency of sexual abuse in this population must therefore be derived
from several sources. One standard source is the available preval-
ence studies with the recognition that they are often not well con-
trolled or methodologically sound. Less common sources but ones
which yield much information on the topic are legal documents,
psychiatric reports, and sex education literature, which contain ref-
erences to the sexual abuse of people with intellectual impairments.

Estimates from the 'normal' population

None of the existir.g studies of sexual abuse in the general popula-
tion which have been published or carried out enable us to get an
accurate estimate of the amount of sexual abuse suffered by child-
ren with intellectual impairments. This would not have occurred if
the studies had included individuals with developmental disabilities
in their random sample but they did not. Finkelhor and Associates
(1986) have summarized the sampling techniques of all random
sample studies. All of the techniques used to select samples would
have excluded large numbers of adults with developmental disabili-
ties through one means or another. Household selection (Badgley et
al, 1984; Burnham, 1985, cited in Finkelhor & Assoc.; Miller, 1976)
and telephone exchange selection (Bagley & Ramsay, 1986; Keckley
Market Survey, 1983, cited in Finkelhor & Assoc., 1986; Lewis,
1985, cited in Finkelhor & Assoc.; Murphy, 1985, cited in Finkelhor
& Assoc.; Russell, 1983; Wyatt, 1985) would only be accurate if
people with developmental disabilities all had their own homes/
apartmen.s and accompanying private telephones. Selection by driver's
licenses (Kercher & McShane, 1984) or by parenting of children
aged 6 to 14 (Finkelhor, 1984) would automatically exclude a large
percentage of adults who are disabled. The length of the question-
naiies administered would likely rule out the few adults with intel-
lectual impairments who were reached, commonly being one to one
and a half hours in length. It is obvious that other groups of people
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Prevalence of Child Sexual Abuse 3

such as those who are hearing impaired, blind, physically or men-
tally disabled may also not be part of such "random" sampling proce-
dures unless researchers make a concerted effort to reach them.

How do we know that children with developmental
disabilities are sexually abused?

Long before any attempts were made to document the sexual
abuse of individuals with a mental andicap empirically, assump-
tions that these children and adolescents were vulnerable to exploi-
tation were common. In the legal documentations required for the
request for sterilization of a severely disabled young girl, the likeli-
hood of pregnancy due to "the constant threat of being assaulted
and ravished" (p. 469) was listed as a reason for the request (M.K.R.,
1974). A summary of several such cases was given as follows: "The
inconvenience of caring for the incompetent child coupled with fear
of sexual promiscuity or exploitation may lead parents to seek a
solution which infringes their offspring's fundamental procreative
rights" (A.W., 1981, p. 370).1 Two cases of incest were reported to
have been discovered by doctors performing pre-sterilization eva-
luations (Perrin et al, 1976). A geneticist's study of the offspring of
incestuous relationships revealed that over 14 percent of the women
who bore children by their fathers or brothers were classified as
"mentally subnormal". Besides documenting the existence of incest,
this figure is much higher than that which wou'd be expected by
chance alone.

Documentation from juvenile homes and institutions show that
young adolescents considered to be "mentally retarded" were consi-
dered prime targets for exploitation and were often incarcerated for
"their own prc ection" (Wooden, 1976; Rogers, 1972).2 In addition,
the literature Jai sex education with children and adolescents w: h
intellectual impairments frequently mentions the concern of parents
of disabled children and workers in homes and institutions that the
children are particularly vulnerable to exploitation (Fischer & Kra-
jicek, 1974; Simonds, 1980; Bennett, Vockell & Vockell, 1972;
Goodman, 1973). While some parental fears are likely unfounded,
the anecdotal data found in other sources suggests that some of the
fears are based on estimates of their child's vulnerability and know-
ledge of other cases of abuse.

Anecdotal evidence, case histories, and assumptions hidden in



4 Sexual Abuse and People with an Intellectual Handicap

related texts, all show that sexual abuse of children with develop-
mental disabilities is a problem. What they cannot nrovide is the
more detailed information about the extent of the problem.

Extent of the Problem

The studies which will now he presented are the only ones which
have specifically addressed the issue of sexual abuse of children with
developmental disabilities. Some have uncovered the information as
a result of a study of another population. Other- planned to address
this topic from the outset. Regardless, all of the studies have some
methodological or sampling problems which make their findings less
generalizable than they might be. Therefore Cney are utilized here to
suggest the extent of the problem rather than to confirm it.

Chamberlain et al. (1984) interviewed 69 adolescent girls with
developmental disab.lities in contact with the Cincinatti Adolescent
Clinic. The girls sampled represented 70 percent of the group origi-
nally contacted and no difference was found between interviewed
and non-interviewed girls on the basis of demographic characteris-
tics. Subjects ranged in age from 11 to 23 years. The subjects also
ranged in terms of their disability with "a lower distribution of IQs
than would be expected in a random sample" (p. 446). Twenty-two
(25 %) of the girls had experienced rape or attempted rape. Of these,
seven were sexually assaulted by a father, stepfather, or foster
father; th.ee we:, assaulted by another family member. At least
two victims were sexuey a,aulted while at school; one perpetrator
was known to be the girl's teacher. In other words, the majority of
perpetrators sere known to the victims. The average age at the
time of the assault was 14 with a range from 9 to 17 years old, thus
all represented child sexual abuse. Chamberlain et al. (1984) stressed
that one-third of the "mildly retarded" girls had been sexually
assaulted suggesting that they may be at higher risk. It must also be
noted that only rape and attempted rape were included in the defini-
tion of sexual assault, therefore these figures likely underestimate
the extent of the problem.

Ryerson (1984) has reported the results of a seven-year study
conducted by Seattle Rape Relief. During the seven-year period
from 1977 to 1983, 700 cases of sexual abuse were reported involv-
ing 4.tildren and adults with intellectual impairments. While some of
these case were sexual assaults of adult women and men, "case
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Prevalence of Child Sexual Abuse 5

reviews indicate that victimization often gins with children be-
tween two and five years of age and continues fora pei iod of five to
15 years" (p. 6). Moreover, 99 percent of the victir ,0 with develop-
mental disabilities were abused by a relative or caretaker.

Cowardin (1957) has taken the Seattle Rape Relief figures for one
year (1980) and by comparing the figures with California's known
reported rapes, found that people with intellectual impairments in
King County reported sexual assault at four times the nationalrate.
(See Table 1) This is even higher when it is estimated that only 20
percent of assaults are reported by victims with developmental dis-
abilities (Ryerson, 1984).

Hard (1986) conducted a study of the case records of 95 adults
with developmental disabilities enrolled at a work activity centre.
She then interviewed 65 of the individuals using a questionnaire she
developed to obtain more detailed information. Hard (1986) reported
that 83 percent of the women and 32 percent of the men had expe-
rienced prior sexual abuse. The ages of the subjects of this study
ranged from 17-48 years. Of the 38 individuals for which age at the
time of abuse was available, 17 or 45 percent were under 18 years of
age when the abuse happened. Again, 99 percent of the victims were
assaulted by a perpetrator known to them. Although the results are
generalizable only to people involved in work activity centers,
Hard's research is probably the best estimate we have at the current
time on the prevalence of sexual assault and abuse in the population
with developmental disabilities. Another important point is that 30
individuals were not interviewed even though their files were origi-
nally selected. Reasons for this were that "several were non-verbal,
a few chose not to be interviewed, two did not understand the
questions, and others had left the . . . program prior to the inter-
view" (p. 1).

Studies which document sexual abuse against institutionalized or
foster-parented children provide some evidence for this type of
abuse against mentally handicapped children in these settings even
though their subject populations were not so restricted. Musick
(1984) interviewed a select sample of former mental patients who
had been victimized as well as staff in mental institutions who had
been aware of sexual abuse of patients. While the study focussed on
mental institutions rather than institutions which house predom-
inantly individuals with developmental disabilities, Musick's
conclusions about the factors which make inmates/patients/clients
vulnerable would have pa.allels in other institutionalized

6
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populations. She suggests that structural factors and treatment
practices such as "staffing practices which allow male staff to care
for and escort women patients, inadequate supervision and control
of male patients in gender-integrated spaces, inadequate supervision
of heavily medicated, restrained, or isolated female patients . . ."

(p. 2) make individuals in the institution particularly vulnerable.
Dawson (undated) conducted a survey of Ontario Children's Aid

Societies and the Central Child Abuse Register in an attempt to
assess the extent of abuse in faster-care services between 1979 and
1981. Twenty agencies out of the 51 which had been contacted
participated in the study. The data which he reports on the occur-
rence of sexual abuse are startling. Forty-two percent of Aid Socie-
ties cases and 38 percent of the cases on the register which involved
foster parents were incidents of sexual abuse. Foster fathers were
the perpetrators in all cases. Girls between the ages of 13 and 17
were the most common victims although victims were as young as
four years old. Two boys were also victimized. Dawson (undated)
reported that 60 percent of the children who had been abused had
been identified as having special needs, 17 percent of these were
classified as having a moderate mental handicap. While it is not
possible to tell whether the children with developmental disabilities
were sexually victimized, it is clear from this and other data (e.g.,
Chamberlain et al., 1984) that some children in foster care are sexu-
ally abused by their foster fathers.

Sampling Difficulties.

A random sample study of individuals with developmentaldisabil-
ities would be difficult to carry out and likely unproductive. People
with developmental disabilities live in institutions (less than 100/0),

and they live in foster homes, they live in group homes and they live
Independently; many children live with their families of origin. They
vary in their functioning level from those needing complete care
(toileting, feeding, etc.) to those who are completely functioning in
the community. Most people with developmental disabilities are
nearer to the "complete functioning" end of the continuum with 75
to 90 percent of them having borderline or mild impairment "with-
out significant organic handicap" (Szymanski, 1977, p. 68). This
means that many of those individuals one wanted to study would
not be reached by surveying only special facilities. Studies which
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attempt to accurately estimate abuse of people with developmental
disabilities must sample across these situations.

A paradox has occurred in research involving the sexuality of
people with intellectual impairments. Many of the studies establish-
ing a need for sex education of people with a mental handicap have
focussed at least partially on the institutional setting (Edmonson &
Wish, 1975; Coleman & Murphy, 1980; Hall, Morris & Barker, 1973;
Hall & Morris, 1976; Edmonson, McCombs & Wish, 1979) assuming
that sexual exploitation is a reality in that setting. Yet no published
studies have been able to access institutions to document evidence of
sexual abuse. The exclusion of people in institutional or full-care
settings may cause underestimation of the problem as there are
theoretical reasons to suggest that individuals in "complete care"
may be extremely vulnerable to the whims of caretakers. In these
circumstances the living situation is confounded also by the degree
of handicap which the person has, although this is not always the
case. Some researchers recognize the vulnerability of the more
severely disabled institutionalized people but are prevented by cir-
cumstances from surveying them (Music' 1987; Hard, 1987). The
difficulty in obtaining access to institutions has been stressed by
these researchers. This is also supported by other people in the field
who are not researchers. Davies (05187) suggested that she is only
called into institution4group homes to do prevention workshops
once there has already been a problem with abuse, however she is
still not informed that it has occurred? While it is understandable
that institutions would not want to open themselves up to legal
suits and public outrage purposefully, the refusal to entertain
research could be construed as negligence.

Another problem is that research has not been able to adequately
assess the vulnerability of people with the most severe disabilities.
This will continue unless creative ways are found to lower existing
communication barriers. Cases of abuse of people with limited ver-
bal skills currently will only come to light if medical symptoms of
sexual abuse (e.g., pregnancy, venereal disease) are present and diag-
nosed, if the abuse is witnessed (by another client or worker) and
reported, or if the individual is somehow able to indicate that the
abuse has occurred verbally or nonverbally.

Surveying a random sample of people with developmental disabili-
ties would be extremely difficult. Research which would best assess
the extent of the problem would likelyoccur by sampling across the
different types of settings in which people with intellectual
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impairments live and by attempting to survey a sample of indivi-
duals with the widest range of disabilities that is feasible. Musick
(05187) has suggested that simple access to the medical records of
the residents in institutions vould give a researcher of sexual abuse
a section of the population that has not yet been identified. Until the
time that more creative research has been conducted it must be

recognized that only a fraction of the picture has yet been
uncovered.
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DEVELOPMENTAL DISABILITIES
AS A RISK FACTOR

It is apparent that sexual abuse of children with developmental
disabilities is occurring. It is important to understand the role that
the disability plays in their victimization. The likelihood of a child
with a developmental disability being sexually abused is dependent
upon whether the presence of the disability has a protective func-
tion, has no effect, or puts the child at higher risk of abuse. If the
disability has a protective function then the child's probability of
being victimized would be lower than children in the 'normal' popu-
lation. If the disability acts as a risk factor, a higher percentage of
children with developmental disabilities would be sexually abused
than would be predic,e4 in the 'normal' population. If the presence
of a developmental disability is not related to sexual abuse then
children with intellectual impairments would be at an equal risk for
abuse as other children.

There very little support for the suggestion that the presence of
a mental fr.ndicap protects children against abuse. The belief that
individuals will feel sorry for or are protective of children with handi-
caps and therefore would not consider them as potential targets for
abuse is documented by several authors (Watson, 1984, Minnesota
Dept. of Corrections, 1983; Cole, 1986; Worthington, 1984). This
does not seem likely. In the case of physical abuse, much has been
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written to suggest that differently abled children are at higher risk
for abuse. Rationales given for this relationship vary; some re-
searchers believe that the stresses of parenting a handicapped child
contribute to parent's abusive behavior (Helfer, 1975; Sandgrund et
al, 1974; Barth & Blythe, 1983; Glaser & Bentovim, 1979),, some
suggest that parents have unrealistic expectations of their "border-
line" children who appear "normal" but are actually disabled in some
way (Morse, Sahler & Friedman, 1970; Souther, undated) or that it
is a combination of these factors (Friedrich & Boriskin, 1978; Solo-
mons, 1979; Gil, 1970). Other researchers suggest that the relation-
ship exists due to a causal link in the other direction, that is, many
forms of child abuse involve head and brain trauma which in turn
causes impaired intellectual functioning (Diamond & Judes, 1983;
Elmer & Gregg, 1967; Caffey, 1974; Appelbaum, 1980) or that abuse
is paired with neglect, poverty, and poor nutrition, which are related
to decreased intellectual potential (Starr, Dietrich, Fischoff, Ceres-
nie & Zweier, 1984). The consensus among these authors is that
whatever the basis for the relationship, there does seem to be a
higher risk for children with a developmental disability to be physi-
cally abused. (See Martin, Beezley, Conway & Kempe, 1974; Alex-
ander, 1979 for a comprehensive review of this literature.) While no
research documents the relationship between sexual child abuse and
developmental disabilities empirically, many of the aforementioned
studies included sexual abuse in their definition of abuse. Also it has
been noted that "While sexual molestation is rarely commented on
in reports of battered children (usually infants and very young child-
ren), it may be assumed that the probability of sexual abuse at an
older age is increased in a family in which violence and physical
assault are present." (Martin et al, 1974, p. 40) Thus, without evi-
dence that a mental handicap protects children from being sexually
abused it must be assumed that children with intellectual impair-
ments are at least at as great a risk as other children.

According to the most recent national prevalence study, research
conducted for the Badgley report, this would mean that at least 39
percent of girls and 16 percent of boys with developmental disabili-
ties will be sexually abused4 before the age of 18.

There is considerable evidence accumulated to suggest that child-
ren and adolescents with developmental disabilities are in fact at
higher risk for sexual abuse. It has been documented by some
authors (e.g., Shuker, 1980 cited in Longo & Gochenour, NH) that
some incarcerated sex offenders report selecting their victims on the
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basis of perceived vulnerability. A major men's magazine once
instructed its readers that "mentally retarded" girls were ideal
targets for sexual abuse as they would not be able to identify their
attacker (Hustler cited in Sank & LaFleche, 1981). Elaboration of the
concept of increased vulnerability will occur later.

Thus, when national prevalence studies are combined with those
studies which specifically studied people with developmental disabil-
ities, it must be estimated that between 39 (Badgley et al, 1984) and
68 percent (Hard, 1986) of girls with developmental disabilities and
between 16 (Badgley et al., 1984) and 30 percent (Hard, 1986) of
boys with developmental disabilities will be subjected to sexual
abuse before they reach 18 years of age. These figures are stagger-
ing even at their lowest and clearly indicate the need for prevention
and intervention strategies.

How does the disability act as a risk factor?

With such a large proportion of children predicted to be victims of
sexual abuse it is important to assess the reasons for this vulnerabil-
ity to be able to guide prevention and intervention effects.

Finkelhor (1984; 1986) put forward a theory of sexual abuse
which asserts that four preconditions are necessary before any sex-
ual abuse of children can occur. First, the adult must be predisposed
to abuse. Second, internal inhibitions against abusing must be
reduced. Third, external (social) restraints must be reduced, and
finally, the child's own restraints and protections must be overcome.
The fact of a child's disability would likely be involved only in the
last three stages of this model with emphasis on the last two stages.
The abuse of any child requires a perpetrator with the desire to
sexually abuse a child.

This four factor model has been expanded by Russell (1987) to
include ways in which these preconditions could be created in our
society (See Figure 1) An examination of this elaboration is useful in
attempting to explain the increased vulnerability of children with
intellectual impairments. Only those features of the model which
are thought to be differentially invoked for children with develop-
mental disabilities and those without will be mentioned. All others
are assumed to be in effect to a greater or lesser extent based on
other circumstances. It will be seen that the act of the child's disabil-
ity may serve to reinforce the perpetrators own beliefs and help to
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excuse or justify the assault. In addition, from the perspective of the
child victim, hers disability may indirectly place her in a situation in
which she is physically or emotionally more vulnerable to assault.

The reduction of the perpetrator's internal inhibitions can be facil-
itated by a number of beliefs held in society about children and
sexual relations with them. These beliefs would be exacerbated by
myths held in society about people with mental handicaps. For
example, the rationalizations of some adults that little harm is done
to a child in sexual activity could be stretched further if the adult
believed that the child with an intellectual impairment "would not
know what was happening" (Burgess, Groth, Holmstrom & Sgroi,
1978) or that it wouldn't affect them anyway (Women Against Rape,
undated). In addition, just as the view of women and children as
commodities may justify their exploitation (Rush, 1980), persons
with developmental disabilities are considered by some to be sub-
human (Morgenstern, 1973), and thus worth less than other women
and children. The process of dehumanization in which the person is
made into an object or something less than fully human would
reduce inhibitions against aggressing against them.

Reduction of social inhibitions can be achieved by attitudinal or
situational means. Pornography which advocates the abuse of girls
with Down syndrome because no one will believe them (Hustler)
portrays little empathy for the child victim and could have an effect
on attitudes about the child with a developmental disability either by
creating or reinforcing negative stereotypes. The power disparity
between adults and children which may reduce inhibitions against
acting sexually with a child is even further exaggerated in the case of
children who are emotionally deprived or dependent on adults.
While so called normal children have a limited number of adults
upon whom they are dependent (teachers, parents) the child with a
developmental disability may, through the provision of extra care
and services, be exposed to many more adults who are in control of
them (Watson, 1984; Murphy & Della Corte, 1987; Hyman, 07187).
By chance alone, the increased number of adult care givers may
increase the likelihood of one of them being an abuser. In addition,
dependency on adult figures may be encouraged more in children
with intellectual impairments (Watson, 1984). A compliant depend-
ent child is easier to take care of than a rebellious independent one.
As Butler (1980) points out, good children make good victims.

Finkelhor and associates (1986) have compiled the most compre-
hensive profile of risk factors associated with the child based on a
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thorough review of the literature of both incest and extrafamilial
abuse (see Figure 2). It must be tinted that none of the studies from
which these risk factors were derived, had subjects with intellectual
impairments. The assumption is being made that the factors which
are found to make 'normal' children more vulnerable to abuse will
apply equally to children with developmental disabilities. Moreover,
it is asserted that the fact that a child has a developmental disability
will in many cases put that child at higher risk for abuse for reasons
which are only indirectly related to their intellectual capacity.

1. Child is emotionally deprived. Emotional deprivation could
potentially occur by separating a child from her/his family, not pro-
viding a nurturant or stimulating environment, or preventing a
child from making friends or contacts outside the family. The remo-
val of children with developmental disabilities from their families of
origin because supportive services are not available, and placing
them in foster homes, group homes, or institutions, cz,uid in some
instances create a situation in which a child is emotionally deprived.
On the other hand, some families may not be able to cope with a
"special" child and may create an environment in their own home in
which the child is not provided with adequate stimulation and care.
It has already been established that children with intellectual impair-
ments appear to be at higher risk for physical abuse and neglect in
their own homes than other children (Martin, Beezley, Conway &
Kempe, 1974; Alexander, 1979). Thus, one could argue that the
probability of a child with an intellectual impairment being removed
from herlhis home is higher than for a child who does not have a
disability. Szymanski and Jansen (1980) suggest that some children
who have developmental disabilities may have an increased need for
affection which may be harder for parents to meet. Cole (1986)
characterises the families of children with intellectual impairments
as tending to be either affectionally depriving or overloading. These
behaviors might create increased vulnerability in the child.

2. Child is socially isolated. This risk factor was originally concep-
tualized to involve strictly geographic isolation with children in rural
settings usually being found to be at higher risk than those in urban
environments (Summit & Kryso, 1978; Finkelhor, 1984; Russell,
1986). Finkelhor 9; 1986) has suggested that the concept of
social isolation should be used in the broadest possible sense, includ-
ing isolation from peers, isolation "caused by poverty, family constel-
lation, shyness, or unusual value systems" (1979, p. 149). The family
with a child with a developmental disability may not be able to access
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the support systems which are necessary for them to cope with the
situation. In other cases, the family may be cut off from everyone
except the professionals who are paid to respond to them. Both of
these situations are isolating and may put their child(ren) at higher
risk.

3 & 4. Child knows adult and has special fondness for adult.
Virtually all children are warned about strangers, few are told about
the risk of abuse by someone they know and trust (Summit, 1983).
The reality is that children are more likely to be sexually assaulted
by someone they know (Finkelhor, 1979; 1986; Russell, 1984; Conte

& Berliner, 1981). The data reviewed earlier examining the abuse of
children with intellectual impairments, suggests that they are even
more likely to be sexually molested by a relative or caretaker (Hard,
1986; Ryerson, 1984). More children with developmental disabilities
are dependent on adults for personal care for a longer time period
(Varley, 1984), and more children with developmental disabilities
receive special services which are given by a trusted adult (for exam-
ple, bus drivers, special education teachers, and staff in residential
programs) than other children (Watson, 1984; Baladerian, undated;
Murphy & Della Corte, 1987). Thus, the child who has a disability
might be more vulnerable to abuse from a known adult. In the case
of more severe disability, authors have mentioned that the child
may have the fear that she will not get the care necessary for her
survival if she protests or reports the abuse (PACER, 1986).6 Due to
the integral role that many of these adults play in the child's life, the
child is likely to form a strong emotional attachment with them
While this is a positive situation in most cases, the greater number
of caregivers and increased dependency on them could contribute to
the increased vulnerability of the child with the developmental
disability.

5. Child is vulnerable to incentives offered by adult. Many child-
ren are vulnerable to abuse because they desire the objects, food, or
other rewards the perpetrator offers them. Children who are poor,
are deprived, have been institutionalized with few belongings, or
who have few freedoms, are probably more vulnerable to these
incentives. An example of this was found in an old study of sexuality
in an institutional setting which mentioned as an aside that some
adolescent girls had performed sexual favors for groups of boys in
the facility simply because they wanted rewards they were offered
(Edgerton & Dingman, 1964; Mitchell, 1985). While many children
are taught not to accept candy or presents from strangers (which
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will not prevent them from accepting them from a known adult) this
small scale "protection" strategy is not necessarily taught to children
with developmental disabilities. As will be seen later when preven-
tion is addressed, most children with intellectual impairments are
not prepared to protect themselves in even the most minor ways.
Thus, there is the possibility that they could be more open to bribery
by adults. This is complicated by the difficulty children with devel-
opmental disabilities may have in recognizing tricks adults are using
to manipulate them (PACER, 1986; Watson, 1984; Baladerian,
undated).

6. Child feels helpless and powerless. Children with developmen-
tal disabilities have been "particularly trained to be obedient, polite,
'nice to adults' and (to) do what they are told" (Baladerian, undated,
p. 3). The situation of extreme dependency on adults and the expec-
tarcy of failure in children with intellectual impairments has been
postulated to create learned helplessaiess (Vigilanti, undated). Some-
times, their parents have been overprotective so they lack a sense of
empowerment which other children possess (PACER, 1986). In
addition, a lack of peer relationships may p. event the development
of healthy self-esteem (Moglia, 1986). Any or all of these factors
could serve to make the child with a disability who has been taught
that he or she is different and in need of protection more likely to
feel powerless.

7. Child is ignorant of what is happening. Children's lack of ade-
quate information about their bodies and sexuality has been related
to increased risk of sexual abuse for several years. Virtually all of the
prevention programs have an informational component along these
lines. In the case of children with developmental disabilities some
authors have pointed out that parents and other caretakers may
deny their children's sexuality (Moglia, 1986; Rose, 1986; Forchuk,
Pitkeathly, Cook, Allen & St. Denis McDonald, 1984; Goodman,
1973) and that they have little or no access to sex education (Hard,
1986; Blomberg, 1986; Sengstock & Vergason, 1970). Thus, this is
one area in which children with developmental disabilities are parti-
cularly vulnerable. If they do not understand what is happening to
them, it is unlikely that they would know that they could say no.
Furthermore, if they are not adequately informed about their
bodies, they would have difficulty being understood if they tried to
tell someone once the abuse had occurred.

8. Child is sexually repressed and has sexual curiosity. All of the
factors mentioned under 7 above have the additional effect of creating
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an environment in which healthy sexual curiosity and discovery are
not encouraged. This is even more obvious in many institutional
settings in which consensual sexual activity (including kissing) is
punished or discouraged (Coleman & Murphy, 1980). "Thus, re-
tarded adolescents have little opportunity to satisfy their sexual
curiosity and urges, which otherwise may be normal. As a result,
they may become easy victims of sexual exploitation and abuse."
(Szymanski & Jansen, 1980).

9. Coercion. There is no evidence that children with intellectual
impairments are at greater risk for coercion than other children. It
may be easier however for the perpetrator to use coercive tactics
such as tricking, manipulating, bribing, scaring, or threatening the
child with a developmental disability to comply. It is important to
stress that sexual abuse of a child need not be accompanied by physi-
cal force to be effected.

In the case of physical child abuse it appears to be factors directly
related to the handicapping condition which are in some way
responsible for the abuse such as, stress in parenting (e.g., Sand-
grund et al., 1974) or unrealistic expectations (Morse, Sahler, &
Friedman, 1970). In the situation of sexual abuse it does not seem to
be the actual disability which creates the vulnerability but rather the
training received, the type of education (or lack thereof), and the
environment in which children with developmental disabilities find
themselves, that puts them at higher risk for sexual abuse. In otter
words, society has created a situation in which children with devel-
opmental disabilities have been taught to be "good victims".
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IDENTIFICATION OF
CHILD SEXUAL ABUSE

"Recognition of sexual molestation of a child is entirely dependent
on the individual's inherent willingness to entertain the possibility
that the condition may exist." (Sgroi, 1975, p. 20 cited in Summit,
1983, p. 116). This observation by Sgroi (1975) was and unfortu-
nately still is in many cases an accurate representation of the situa-
tion within the medical and other professions. Today, as people are
beginning to address the sexual abuse of children with disabilities, a
similar reaction is likely to occur. Just as Freud could not adn.lt to
himself that the sexual abuse of daughters by fathers was wide-
spread (Rush, 1980; 1983), many people do not want to accept or
believe that children who are disabled are victimized (Cole, 1986).
Moreover, myths about the sexuality of disabled people create an
atmosphere in which denial of the problem is more likely.

Myths about people with mental handicaps abound. For some
people, they are sexless entities, and will remain asexual and child-
like all their lives (Rose, 1986; Szymanski, 1977; Cole, 1986). Com-
pounded by the sexist myths that sexual abuse is about sex, that
people with developmental disabilities are not sexually attractive,
and that perpetrators would therefore not consider them likely
targets (WAR, undated) these myths create an environment in
which people experience disbelief that anyone would sexually use a
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child with an intellectual impairment. Paradoxically myths also exist
which suggest that people with developmental disabilities are "over-
sexed and unable to inhibit sexual impulses" (Szymanski, 1977, p.
113-114). It should be noted that this was one of the arguments of
choice for individuals and groups in the eugenics movement for the
sterilization of all people labelled mentally retarded (Rioux, 1979).
While this belief has been applied mostly to adults, it is conceivable
that some people would consider it to be true of children as well. As
mentioned earlier, the myth of the seductive child exists in the
sexual abuse literature, particularly in the psychoanalytic research.
There is no reason to expect that these authors would not apply the
same logic (or lack thereof) to children with developmental disabili-
ties. One example of the myth of the seductive child was even found
in a volume addressing the counselling needs of special populeions
including those with developmental disabilities (Johnson & Kemp-
ton, 1981).

It is crucial that parents, professionals and other helpers come to
the realization that child sexual abuse occurs because children are
powerless to resist and that all children are powerless to a greater or
lesser degree. Therefore sexual abuse must be viewed as a possibility
whenever the child's symptoms or verbalizations point to it.

Symptoms of child sexual abuse

There are many ways sexual abuse may be detected, ranging from
the most obvious, in which an adult witnesses a child being abused,
to the most subtle behavioral changes. Each of these will be dis-
cussed with emphasis on detection of abuse of children with devel-
opmental disabilities.?

Discovery of abuse. Burgess & Holmstrom (1978) discuss the
possibility in some cases that the sexual abuse is witnessed by a
parent or other person. While this appears to be fairly rare, for
example, as the result of an unexpected arrival by an adult, the
situation may be more common in the case of sexual abuse in insti-
tutions. Duffett (06187) reported in a conversation with the author
that some women with developmental disabilities who had come in
contact with the rape crisis center reported having witnessed the
sexual abuse of other people in their institutions. It seems that in
this setting the perpetrator was not concerned about witnesses,
assured that no one would believe them. While the rationale is
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conjecture (this type of occurrence is not reported or explained in
the literature), it is something which should be investigated. If these
witnesses were believed and were considered competent to testify,
the perpetrator's lack of care would make a prosecutor's case much

easier.
Verbal Disclosures. The next most obvious clue that sexual

abuse has occurred (besides witnessing it) is a child's verbal report
that someone has touched them or made them touch the adult, in a
sexual manner. However, it must be remembered that verbal disclo-

sures are possible only for some children. Mian et al. (1986) reported
that one third of the cases of sexual abuse which were brought to a
Toronto hospital involved children under 6 years old. Very young
children may not have adequate verbal skills to disclose the abuse.
Furthermore, only a minority of verbal children tell anyone explic-

itly about the abuse, particularly when it first occurs (Finkelhor,

1979; Burgess & Holmstrom, 1978). Secrecy is a crucial part of the
dynamics of child sexual abuse (Summit, 1983; Burgess & Holm-
strom, 1978; Sgroi, 1982). The perpetrator usually threatens the
child either with physical harm or with dire consequences to the
child and the child's family if the "secret" is divulged (Rose, 1986;

Sgroi, 1982; Summit, 1983). Examples of the extreme threats to
children abound in the literature and it is quite clear why most
children do not tell. Most children are taught to listen to adults and
they believe the threats no matter how far fetched they seem to
adults. Developmentally disabled children may be even more sus-
ceptible to tricks, bribes and threats than other children (Watson,

1984).
The form that most disclosures of sexual abuse take keep many

adults from accepting the information. Summit (1983) has devoted
much of his writing to an explanation of this phenomenon. In his
estimation, adults impose their own expectations of the way a child

"should" react, (e.g., should tell immediately, should fight back) and

these are based on misconceptions. The child, on the other hand, hat-

been put under tremendous pressure not to disclose under any cir-
cumstances. When disclosure does occur then it is most often
"delayed", that is, following long after the incident(s), or "conflicted"
and/or "unconvincing", for example coming at a time which the
adult feels is entirely inappropriate or out of context. To further
complicate this situation, even if the child is believed and action
taken, the "normal" progression in the child's psychological progres-
sion through the trauma, is for the child to retract the disclosure once
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she realizes the devastation in her own and others' lives which has
occurred as a result of it (Summit, 1983). Hyman (17107187) believes
that children with intellectual impairments may be even more likely
to recant and say that the abuse never happened. They may have
increased fear of living away from their families. They may be intim-
idated by their families attempts to discredit them. Whatever the
reason, Hyman stresses that recanting is a normal part of the pro-
cess following sexual abuse.

The disclosures of children and adolescents with developmental
disabilities have not been studied by researchers or been well docu-
mented by clinicians as yet. Observations from people working in
the prevention field who work with children and adolescents with
developmental disabilities are therefore the only source of informa-
tion. It has been suggested that the disclosures individuals with
developmental disabilities make may appear strange to people who
are not knowledgeable or prepared. In Anderson's (06187) expe-
rience adolescents may disclose their abuse in graphic detail in front
of a group of people while showing little emotion. Duffet (05187)
supports this observation but feels that it may be confounded by the
fact that many of the adolescents and adults in these groups were on
various medications which are known to have effects on their emo-
tional state. The observations do support the assertion that there
are wide individual differences between people in the way they
report abuse Emphasis is placed on the suggestion that adults listen
to disclosures from children and adolescents and respond to the
child's needs rather than trying to impose on them how they
"should" react.

There are no accurate estimates of the percentage of cases of child
sexual abuse in which the child does tell someone directly although
retrospective studies like those of Finkelhor (1979) and Russell
(1984) indicate that very few cases (less than 5%) are reported to the
police. There also appears to be a screening process by which dis,;u-
sure of intrafamilial abuse rarely gets reported to police while extra-
familial abuse is reported more commonly (Russell, 1983).

There are also no accurate estimates of the number of disclosures
made to family members or the police by children and adolescents
with intellectual impairments. The best estimate available is from
Hard's (1986) study of adults in a work activity center. In this study,
64 percent of the females and 40 percent of the males who had
been sexually abused told someone. While not all of these exper-
iences happened when the person was a child, the figures are
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interesting. Not surprisingly, in all of the cases of sexual abuse in
which the victim did not tell, the perpetrator was a member of the

family (Hard, 1986).
Non-verbal Disclosures. Burgess & Homstrom (1983) suggest

that while many children do not or cannot tell anyone about the
abuse, some children are able to communicate non-verbally its

occurrence. Examples are given such as a child coming home with-

out clothes, disappearing overnight or becoming pregnant at a very

young age. Less obvious but still meaningful clues are the results of

bribery, such as the accumulation of money or candy. Children who

are afraid to tell but wish to disclose, may draw or paint pictures

which incorporate their representations of the abuse to try to
attract attention to their situation (Burgess & Holmstrom, 1978). It

is not known how often these clues are given by children and of

those how many are unrecognized or misunderstood.
Masked signs and symptoms. Many authors have published lists

of signs and symptoms which are connected with child sexual abuse

(Minnesota Dept. of Corrections, 1983; Conte, 1986; Watson, 1984;

Murphy & Della Corte, 1987). These "symptoms will vary with the
child's age, the nature of the trauma, and the ego strengths of the
child" (Price & Valdiserri, 1981, p. 232). Some of the signs and
symptoms have been found by medical and psychological inves-
tigation of children who have disclosed sexual abuse. Others, which
are referred to as "masked" cases, were identified when a symptom

was presented for treatment by a child or parent and upon further
investigation sexual abuse was found to be the origin.

Physical signs and symptoms. Some of the symptoms on these

lists are strictly physical such as, "genital infections or soreness"
(Minnesota Dept. of Corrections, 1983, p. 4), "vaginal or penile dis-

charge", "bruises or bleeding in the genital or anal areas" (Watson,

1984, p.18), "difficulty in walking", "torn, stained, or bloody under-

clothing" (Murphy & Della Corte, 1987, p. 2), and pregnancy (Sgroi,

1982). It-is clear- that these symptoms are fairly straightforward and
always require a quick response usually with medical intervention.
This response is warranted even if abuse is not the cause.

Hunter, Kilstrom, and Loda (1985) report that "genital symp-
toms" were the most common "masked" symptoms. They were

present in 36 percent of the masked cases. Another study of children

brought to a hospital because of suspected or known sexual abuse

reported that 16 percent of the children were found to have genital

trauma and 24 percent had signs of infection (Rimisza &
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Niggemann, 1982). They also point out that six patients were
brought to the clinic because of "symptoms of infection" and sexual
abuse was subsequently d::::.r.,verai.

Not all children who have been sexually abused exhibit these
types of physical trauma as a result of their abuse (Price & Valdi-
serri, 1981). In a Canadian study, Mian et al. (198o) found that 24
percent of the children under six had physical symptoms only, while
12 percent had physical symptoms combined with other types of
symptoms at the time of disclosure. Almost two-thirds of the child-
ren had no physical symptoms. Research on sexual abuse of boys
suggests that they are somewhat more likely to experience physical
injury (Ellerstein & Canavan, 1980) however this has not yet been
substantiated in other studies.

Non-genital physical symptoms. Burgess & Holmstrom (1978)
present a case illustration of an 11-year-old girl admitted to hospital
with sharp stomach pains. Once admitted the pains, vomiting and
diarrhea cease. When questioned by her mother she revealed that
she had been raped four times by her father. Hunter, Kilstrom and
Loda (1985) support this case with the finding that 12 percent of
masked sexual abuse cases were presented at the hospital with
"psychosomatic" abdominal pain. This kind of data makes it clear
that focus on genital injuries as the "proof" of sexual abuse would be
erroneous.

The detection of sexual abuse from physical symptoms depends
upon the knowledge of the adult with whom the child comes in
contact. Most children without disabilities would be taken to a fam-ily doctor, clinic, or hospital when they exhibited pain or other
explicit symptoms. Children in institutions and many children in
group homes do not use standard medical facilities. Rather, a doctor
visits the facility. Unfortunately, this policy may result in a less
vigorous investigation of the symptoms (for example, hospitalsoften use a sexual abuse team of specialists). In addition, whereas
the child brought to the hospital would be in contact with many
people, one of whom hopefully has the training to detect sexual
abuse, the institutionalized child is forced to rely on the expertise (or
lack thereof) of one physician. This is a serious problem which mustbe addressed.

Behavioral symptoms. Behavioral symptoms are probably the
most frequent. The research does not reflect this. Behavioral signs
may remain unnoticed by parents in the absence of other symptoms.Even if the behavioral signs were noticed, it is unlikely that they
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would be brought to the attention of the medical profession. The
best list of ese behavioral indicators is provided by Sgroi (1982)
which is reproduced in Figure 3. Parents and professionals some-
times become confused when confronted with lists of this type as
many of the symptoms could be the result of other trauma, or part
of a normal "phase" in a child's development. Sgroi (1982) stresses
that while these symptoms are suggestive of abuse they are not in
themselves proof of abuse. Berliner (02185) pointed out that people
should look for constellations of symptoms, clusters of signs, or
changes from the child's normal behavior. Conte (1986) suggests
that the symptom lists be used a? "red flags" which parents
or professionals can use to identify that there might be a problem
and then spend time with the child getting more information. Some
of the behaviors exhibited by children such as "sexual behavior with
peers, toys, or animals; sexual language or knowledge that is new or
atypical for a given child; or physical trauma to the genitals are all
most likely to be caused by sexual abuse." (p. 25-26). He stresses that
observation of these signs should be followed up in all cases by the
parent or caretaker to investigate the cause. Once child sexual abuse

is suspected, it must be reported to the appropriate agencies.
Conte (1986) also stresses that "sometimes none of these alert

symptoms will be present and yet the child will have been abused"
(1. 24). In a study by Conte, Berliner, and Schuerman (1986) it was

Jncl that while "the average number of signals or symptoms in
evidence was 3.5", 21 percent of the known victims did not exhibit
any of these symptom, (cited in Conte, 1986). Mian et al. (1986)
reported that 30 percent of the children under six seen at Toronto's
Sick Kids Hospital who had disclosed sexual abuse exhibited strictly
behavioral symptoms, 12 percent had a combination of physical and
behavioral symptoms, and 26 percent of the children had no symp-
toms. Again, this runs counter to the belief that physical symptoms
should be present for a complaint to be substantiated.

It has been suggested that there are problems with applying these
lists of indicators to children with developmental disabilities. Davies
(06187) has asserted that many of the symptoms of child sexual
abuse are the behaviors of non-victimized children with develop-
mental disabilities. Cole (1986) has also suggested that "the emotional
reaction, and adjustments of someone who has been denied his or
her personal integrity by being assaulted are the same as those of
someone who has been denied personal integrity by being institu-
tionalized. Because of the denial of freedom, personal decision-
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making, privacy, economics, independence, and decreased feelings of
personal strength, many persons who have been institutionalized
share outward characteristics which indicate a history of abuse. This
makes recognition somewhat difficult at times." (p. 82) Until
research confirms these symptoms for all children regardless of
disability, it would be unwise to assume that they do not apply.
Berliner's qualif, 'ions mentioned earlier, especially watching for
changes in behavior, will likely be found to be the best indicator of
abuse. Clinical data presented in several articles has documented
cases in which changes of behavior matching those on Sgroi's list,
did occur in the victims with developmental disabilities following the
assault (Bernstein, 1985; PACER, 1986; Longo & Gochenour, 1981).

Behavioral symptoms and to a lesser extent the physical symp-
toms of sexual abuse will be missed if parents and caregivers do not
know what to look for. In addition, if these caregivers hold negative
and/or stereotypical beliefs about children with disabilities, they may
attribute behaviors to the disability when they are really the result
of sexual abuse. An example of this would be the constant reference
in the literature on the sexuality of people with a mental handicap to
problems of public masturbation and disrobing (Simonds, 1980;
Coleman & Murphy, 1980; Foxx, 1976). While it is clear that many
of these instances are the result of inadequate sex education, lack of
privacy, and restrictions of sexual expression in institutions, the
possibility that some of these children might have been sexually
abused is never considered. In a daycare or school environme.tt in
which the children were not labelled, it would be unlikely that iden-
tical behaviors would be punished or dismissed. Vigilant' (undated)
is the only author known to date who has summarized the symptoms
exhibited by the victims with intellectual impairments in her own
practice. They were, "regression to more infantile behaviors, bed-
weal' ig, eating disorders, acting-out attention getting or delinquent
behaviors, recurrent physical complaints, self-mutilation, excessive
masturbation, depression, withdrawal into fantasy life or some type
of dissociative state, frequent genital infections, hyperactive or agi-
tated behaviors, suicidal preoccupations or gestures and hysterical
seizure activity" (p. 9). Obviously, symptoms/effects of this mag-
nitude must be addressed and dealt with appropriately if the child/
adolescent is to recover and achieve a healthy outlook on life and
sexuality.
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Results of discovery/disclosure of sexual abuse

It has been shown that identification of "masked" symptoms can
lead to discovery of sexual abuse and disclosures by children. In
these cases, the doctorinurse/social worker has followed up the phy-
sical/behavioral symptoms due to suspicion of abuse which makes
the subsequent disclosure credible. In other situations in which the
child discloses without support or prompting, the report may not be
believed or rt :ponded to. Hard (1986), in an ingenious addition to
her study, asked the individuals with developmental disabilities who
said they had told someone following the abuse, what happened
following their disclosure. Figure 4 shows the results of this line of
questioning. Remarkable sex differences were revealed. Over half of
the females who disclosed were not believed while all of the males
who disclosed were believed. The ability of the disclosure to prevent
the continuation of the abuse was also linked to the individual's
gender (see Figure 5). Disclosures stopped the abuse from reoccur-
ing in 100 percent of the cases for males, and in 75 percent of the
cases for females who were believed. In situations where women
disclosed but were not believed, the abuse continued in 55 percent of
the cases. This study suggests that sexism is an important factor
involved in whether a child or adolescent's disclosure is believed. It
also stresses the importance of protection following disclosure par-
ticularly for girls.

False reports. The data discussed previously points to the issue
of adult's beliefs that children and adolescents do not tell the truth
about sexual abuse. It must be remembered that when children
disclose, they are not "reporting" or "making allegations", rather
they are saying what happened to them (Gossage, 17/12186). And as
discussed earlier few children disclose their abuse under any circum-
stances. Jones (1985; cited in Conte, 1986) investigated 576 allega-
tions of child sexual abuse and found that less than 8 percent of the
complaints were false. Of these false reports, only one quarter were
made by children, the rest were made by a parent or other adult.
Conte (1986) stresses that few instances are completely fabricated
and suggests that we should view the statements as we do the
reports of other witnesses, as differentially reliable, biased, accurate.
"There is no evidence that many children willfully make false allega-
tions or misinterpret appropriate adult-child contact as sexual abuse
and subsequently make a false report." (Conte, 1986, p. 13). Lefko-
witz (06187) points out that there is no correlation between age and
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honesty, just as there are some adults who lie, some children also lie.
However it is unlikely that a child can fabricate something which is
outside their daily realm. She suggests that some cases of "false
reports" were the res,...t of a child's inappropriate exposure to porno-
graphy rather than acted out sexual abuse. Thus the child's "inap-
propriate sexual knowledge" was accurately assessed. False reports
or allegations within the legal system are estimated to be as frequent
or infrequent as false reports of other crimes. When they do occur
the report has normally been made by an adult, not a child. In most
cases children will minimize the abuse rather than exaggerate it,
therefore errors made in disclosure involve errors of omission
rather than commission (Lefkowitz, 06/87; Croezen, 06/87).

There is no evidence that children with developmental disabilities
are any less reliable in the disclosures they make than anyone else
although research on this is lacking. Blomberg (06187) has suggested
that as functioning decreases the ability to lie also decreases. She
also stated that in her opinion, lying is less common in children and
adolescents with developmental disabilities who do not have behav-
ior problems. Stigall (06/87) went further suggesting that children
with intellectual impairments would make good witnesses because
in her experience they do not lie. The issue around false reports that
stands out for Hyman (17107187) is the identification of the perpe-
trator. She suggests that due to fear of the :eal perpetrator, the
child with an intellectual impairment who is questioned about the
abuse, may purposefully identify the wrong perpetrator. In these
cases there is no denial that the abuse occurred, or incorrect infor-
mation about the abuse given, the child simply says that the
offender was a different person. This is most common, says Hyman
(17107/87), in instances of abuse by a family member, particularly a
father. Hyman has found that by questioning the child about all
other aspects of the abuse except "who is the perpetrator" she is able
to get a pretty good idea of who the person is. Then when she finally
asks the child the question, the child less often identifies the wrong
person, and Hyman knows whether it is a correct answer. This kind
of an error could be crucial in two ways. First, the wrong person
might be arrested for the abuse. Secondly, if the evidence does not
support the child's story, it will be assumed that she lied about the
abuse not simply the identification of the perpetrator.

Sgroi (1982) presents the most detailed and well accepted methods
of "validation" of sexual abuse cases and while she does not include
children with intellectual impairments explicitly, it would be easily
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adaptable to their situation with few modifications. (See Sgroi, 1982
for more details). This type of validation procedure is crucial in
assessing the counselling needs of the victim as well as being a
necessary part of preparation for the court process. Sgroi (1982)
stresses "Determining the validity of an allegation of child sexual
abuse is first and foremost a matter of belief. You either believe the
child's story or you do not. If you require that there be corrobora-
tion of the child's story by physical evidence, witnesses, or a confes-
sion by the perpetrators, you will turn many cases into 'noncases' "(p. 69).
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EFFECTS OF SEXUAL ABUSE

Theories explaining psychological effects

The effects of sexual abuse on children are as varied in their
manifestations as the children. Theories of effects attempt to
explain and predict these differences between children and situa-
tions. While these theories have never been applied specifically to
children with developmental disabilities, there is no evidence to sug-
gest that the experience of these children would be outside the
range of effects being discussed. It will therefore be assumed that
effects will vary from child to child, and situation to situation; some-
times independent of the child's disability, sometimes partially
dependent on it.

Some authors suggest that the effects of abuse depend on a var-
iety of demographic and situational dynamics such as, the age of the
victim, the presence or absence of physical force, and the duration of
the abuse (Russell, 1984; Finkelhor, 1979). Finkelhor and Browne
(1985) have broken from that line of thinking postulating instead
"four traumagenic dynamics" which attempt to explain the etiology
of the effects of child sexual abuse. While this theory has not yet
been empirically tested, it is a useful framework within which the
effects ,-.s.f sexual abuse can be discussed. Each of the four
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dynamics will be discussed as they relate to children with develop-
mental disabilif es.

1) traumatic sexualization is "a process in which a child's sex-
uality (including both sexual feelings and sexual attitudes) is shaped
in a developmentally inappropriate and interpersonally inappro-
priate and interpersonally dysfunctional fashion as a result of sexual
abuse" (Finkelhor & Browne, 1985, p. 531).8 Summit points out that
due to the extreme secrecy surrounding sexual abuse of children,
children are "enti. ely dependent on the intruder for whatever real-
ity is assigned to the experience" (p. 181). For children who lack sex
edt'cation or are isolated from other information, (this has been
shown previously to be the case for many children with develop-
mental disabilities) this dynamic is likely to be exaggerated.

2) betrayal is "the dynamic by which children discover that
someone on whom they were vitally dependent ha: caused them
harm" (Finkelhor & Browne, 1985, p. 531). As the child with an
intellectual impairment is more likely to be abused by someone who
is their caretaker (See Prevalence of sexual abuse) this dynamic will
almost always be present.

3) powerlessness this is "the process in which the child's will,
desires, and sense of efficacy are continually contravened" (Finkel-
hor & Browne, 1985, p. 532). This dynamic may be exaggerated in
children whose will, desires and sense of efficacy are already being
undermined or ignored, such as in the case of some institutionalized
children (Wooden, 1976).

4) stigmatization "refers to the negative connotations .. . that
are communicated to the child around the experiences and that then
become incorporated into the child's self-image" (p. 532). Summit
(1983) elaborates saying, "a child with no knowledge or awareness
of sex and even with no pain or embarrassment from the sexual
experience itself will still be stigmatized by a sense of badness and
danger from the pervasive secrecy" (p. 181). This is a strong state-
ment refuting the idea that children with intellectual impairments
will not be affected by abuse if they do not know what is happening
to them. This dynamic would still be present.

Short term effects in childhood

Num. ,ous articles have been written documenting the effects of
sexual abuse on children (Friedrich & Reams, in press; Katan, 1973;

46



Effects of Sexual Abuse 31

Bender & Blau, 1937; Elonen & Zwarensteyn, 1975; Blumberg,
1979, Summit, 1983). The effects which are commc nly noted will be
briefly discussed here as they relate to children with developmental
disabilities.

Summit (1963) presents a theory of effects labelled the "Child
Sexual Abuse AccommJclation Syndrome", an understanding of
which he suggests "is essential to provide a counter-prejudicial
explanation to the otherwise self-camouflaging and self-stigmatizing
behavior of the victim" (p. 179). Summit points out that for most
children sexual abuse 's not a single incident but rather is a repeti-
tive, often irrreasingly demanding pattern of sexual demands. As a
result of constant victimization and the accompanying helplessness,
Summit suggests that the child attempts to achieve a sense of con-
trol by developing internal ways to cope. For example, a child may
rationalize that she deserved the abuse because she is bad, or that
she is protecting her younger brothers and sisters by being the
father's victim. Outward expressions of rage such as self-mutilation
(Summit, 1983), suicide attempts (Goodwin, 1981; Summit, 1983),
and promiscuity (Summit, 1983; Silbert & Pines, 1981), might also
occur. Summit (1983) suggests that the male victim may react dif-
ferently as he may be less tolerant of the helplessness and seek to
victimize others as a way of controlling the situation. Summit
stresses that all of these effects are "part of the survival skills of the
child" (p. 186).

In a review of the wide clinical and empirical literature, Browne
and Finkelhor (1986) report that the most common effects which
children experience are: fear, anger and hostility, guilt and shame,
depression, anxiety and distress. Inappropriate sexual activities sucn
as "open masturbation, excessive sexual curiosity, and frequent
exposure of the genitals" were also noted.

The only published report of effects experienced by children with
developmental disabilities is by 'Varley (1984). He had three "men-
tally retarded" female patients who were diagnosed with schizo-
phreniform psychoses.° Once the psychoses had been treated, sex-
ual assault and abuse was disclosed by all three women. Varley
suggests that girls with intellectual impairments are inadequately
prepared for their emerging sexuality and less able to defend them-
selves against sexual attacks. He suggests that if anything the likeli-
hood of severe psychological trauma might be more likely.

4 !...
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Long term effects into Adulthood

Another way of investigating the effects of sexual abuse is to
examine those effects which persist into adulthood. Normally these
are investigated by comparing adults who have been victimized with
those who have not on a variety of mental health measures. When
this is done, it is found that adults who were abused as children are
more depressed (Bagley & Ramsay, 1986; Peters, 1984), more self-
destructive (Briere, 1984, cited in Finkelhor & Assoc., 1986; Bagley
& Ramsay, 1986; Herman, 1981), more anxious (Briere, 1984, cited
in Browne & Finkelhor, 1986; Bagley & Ramsay, 1986), and have
more negative self-concept (Bagley & Ramsay, 1985) than non-
victimized adults. Other effects which have been documented (and
are summarized in Browne and Finkelhor (1986)) deal with diffi-
culties in relating to their own children and to partners of the oppo-
site sex. In addition, a disturbing finding which has been found
repeatedly is the phenomenon of "revictimization" whereby women
who were abused as children are more likely to be victimized later in
life by someone else (Russell, 1984; Briere, 1984, cited in Brcvne &
Finkelhor, 1986). Revictimization has also been found by Hard
(1986) in her sample of women with developmental disabilities who
were sexually abused. Her data suggest that revictimization is not as
common for male victims. Hyman (17107187) stated that it was
extremely rare for her to find a woman with intellectual impairments
Who had been victimized only once. (See Russell (1986) for a com-
plete discussion of revictimization).

To summarize, the psychological effects of child sexual abuse in
the short term can be seen to be 'pathological' in between 20 and 40
percent of the abused children seen by clinicians (Browne & Finkel-
hor, 1986, p. 72). The long terms effects, those which persist into
adulthood, seem to severely impair less than 20 percent of the adults
who were abused as children (Browne & Finkelhor, 1986). More
subtle negative effects, both short and long term, are commonly
documented, however, they are less likely to ,ome to the attention
of a clinician. The view that sexual abuse in childhood is not damag-
ing, while still held by some (e.g., Johnson & Kempton, 1981), can no
longer be supported by the empirical literature.
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TREATMENT FOR THE CHILD
SEXUAL ABUSE SURVIVOR

Medical Treatment

Medical examinations are a crucial step once a child has been
identified as a victim of sexual abuse. The most obvious reason is to
c!...eck the child for injuries or infections which need to be treated.
This type of examination can, in some cases, also provide physical
evidence of the abuse for later legal proceedings. While the number
of children with physical injuries is small, new techniques for detect-
ing torn tissue (McCauley, Gorman, & Guzinski, 1986) and more
aggressive testing for venereal disease (Silber & Controni, 1983)
even in the absence of symptoms :-..ake it more likely that physical
evidence will be foui:d. Another important reason for the medic*);
examination is to reassure the child that she is not permanently
"damaged" by the assault (Conte, 1986).

Psychological Treatment

Psychological treatment for the victim of child sexual abuse is a
complicated process which varies depending on whether the abuse is
intrafamilial or extrafamilial as well as the perspective of the
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therapistIclinicianlsocial worker. In the case of intrafamilial abuse,
the entire family is usually treated. Forseth and Brown (1981) sur-
veyed treatment programs in the U.S. and found a wide variety of
program types being employed. Their conclusion was that an inter-
disciplinary approach was the most effective type, usually including
family therapy, individual therapy, and offender groups:10 Treat-
ment of extrafamilial abuse, on the other hand, is normally res-
tricted to treatment of the victim of the abuse.

Much information on the treatment of sexual abube is now com-
monly available. Reference books such as Sgroi (1982) and Burgess,
Groth, Holmstrom, and Sgroi (1978) are the best sources of infor-
mation for treatment of extrafamilial sexual abuse. Specialized
books such as Mayer (1983) are excellent resources for information
on the treatment of intrafamilial sexual abuse. Very little informa-
tior. is available which refers specifically to the child victim with an
intellectual impairment. Baladerian, Danlowski & Jackson (1986)
have put to;- ether the only known package of materials for the
victims of sexual abuse with developmental disabilities (with two
reading levels), her parents and professionals. It is called Survivor and
is an excellent self-help resource. Szymanski and Jansen (1980)
stress that treatment of individuals with developmental disabilities
need not be substantially different from that for non-disabled indi-
viduals. A reference by Johnson and Ken-.pton (1981) which from its
title appeared promising, is not at all helpful as it denies virtually all
harm to a chi'i victim and encourages the belief that children seek
out molestation. For example, it suggests that "The girls sometimes
initiate or at least encourage the behavior with esteemed adt.lt
males. There is no evidence of emotional trauma broLght about by
these experiences." (p. 157). A chapter by Burgess and Holmstrom
(107:,') is the only known ieference which deals well with the special
needs of counselling handicapped -ictims. The guidelines were deve-
loped with reference to adolescel.t rape victims and therefore would
require some adaptation for children. These guidelines (techniques)
are so good that they deser,_ reproduction here (see Figure 6).
Longo and Gochenour (1981) also present some insights for work-
ing with disabled assault victims although these are limited in both
depth and number.

OU
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ACCESSIBILITY OF SERVICES
No information has been compiled to suggest what services are

accessible to ,,ictims of child sexual abuse with intellectual im-
pairments. In fact discussing accessibility of services for individuals
with the most seve, e disabilities is not necessary. They have no
access themselves especially when they are institutionalized and do
not have advocates. This author recognizes that some victims have
no autonomy currently and are completely dependent on the know-
ledge, expertise, and wishes of their caretakers. As such, the discus-
sion of accessibility will include those victims who could access
standard services if they were aware of their existence.

It is useful to adapt the standards of accessibility of victim services
developed by Per-Lee (1981) with relation to physical disabilities to
the needs of victims with intellectual impairments. First, is there
'real access'? Is the service accessible to those with developmental
disabilities in an absolute way, that is, if an individual with a handi-
cap arrived at the service world they be helped or not? Included in a
list of services w:Ich are not accessible would be those agencies
which, due to the existing overburdening of their services, are not
willing to take on any clients with "special needs" or from a "special
group", those which refer all individuals with developmental disabil-
ities to other agencies which "specialize in those problems" (meaning
the disability not the abuse), those whose individual counsellors
"wouldn't know what to do or how to handle it" and so
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suggest a referral, etc. The second test of accessibility is "perceived
accessibility". If a service-providing agency is willing to see children
or adolescents with developmental disabilities but does no outreach
to the specific community then it is likely that they will be perceived
as inaccessible and will see very few disabled people. As Per-Lee
(1981) points out, many individuals with handicaps are used to being
shut out of society and will not assume a service is accessible until
explicitly informed that it is.

It is difficult to assess accessibility and to establish how many
people with disabilities are currently being (or have previously been)
helped. One reason is that agencies do not routinely test clients for
their level of functioningn and so they rely on their own estimates
of the person's abilities. Unless the person brought in by an advo-
cate, mentions their group home or special school, or states that
they have a developmental disabilities, the person who is doing the
intake may not be able to recognize the disability. In addition, most
intake forms do not request the counsellor to state whether the
person has a physical or mental hand:zap, so even when the pres-
ence of a disability is known, the agency will not be able to access
that information. Thus, statistics are very hard to gather. It is also
difficult to expect agencies to volunteer information which would
make their discrimination obvious, unless there wa, some incentive
to do so.

Medical Accesstbility

Hospitals are probably the most uniformly accessible facilities.
Hospital personnel are used to seeing a wide variety of patients as
well as addressing 1 variety of issues. Toronto's Hospital for Sick
Children for exampit., has seen sexually abused children with devel-
opmental disabilities. However they do not keep statistics on child-
ren's disabilities so actual numbers are not available. This hospital
has its own treatment program and does treat cases involving vic-
tims of intrafamilial abuse with developmental disabilities at the
hospital. This would involve intervention with the entire family in
most cases. In the case of extrafamilial abuse, the victims with an
intellectual impairment would usually be referred to a specialized
agency, such as Surrey Place, West End Creche, or Sacred Heart,
with consultation maintained. The Sexual Assault Unit at Women's
College Hospital in Toronto has an age restriction so they see only
women over lo years of age. Nannarone (05187) stated that the unit
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had seen women with developmental disabilities in their emergency
services but had not as yet been used in their follow up counselling
and support service. They have not done any outreach to the handi-
capped community. They would be willing to act as consultants to
any agencies for the intellectually impaired wishing to address sex-
ual assault.

It would be naive and perhaps unethical to suggest medical inter-
vention with children and adolescents with intellectual impairments
without addressing briefly their past experience with the medical
profession. Abuses by doctors in the form of overmedication
(Duffet, 06187; Sank & Lafleche, 1984), impatience and callousness
(Sank & Lafleche, 1984), have been stressed by some people working
in the field. It has also been noted that many adolescent girls with
developmental disabilities are not afforded regular gynecological
exams which are the norm for other adolescent girls (Sank &
Lafleche, 1984), while others have been sterilized without their con-
sent (Rioux, 1979). It would be extremely harmful to the child. c:
adolescent to be examined following abuse (and at all other times) by
someone who is not careful, patient, and considerate and who does
not explain what they are doing. Education of medical personnel
about the health needs of the person with an intellectual impairment
would go a long way to solving this problem.

Child Protection

Schilling, Kirkham and Schinke (1986) have recently reviewed the
literature on the provision of services to children with develop-
mental disabilities by child protection workers. They found that
children with mental handicaps were underrepresented in the case
loads of workers even though they appear to be at higher risk for all
types of abuse. The majority of caseworkers surveyed could not
recall even one child with developmental disabilities on their case-
load. The workers believed that they were already skilled at detect-
ing intellectual impairment and showed little interest in continued
education to increase their knowledge and skills in dealing with
children with intellectual impairments. Camblin (1982) reported
that only half of the state child protection agencies he surveyed
collected data on handicapping conditions while those who did,
often did so in a haphazard and incomplete fashion. Therefore data
on the number of children with developmental disabilities receiving
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protection from sexual abuse are virtually nonexistent. Schilling,
Kirkhan and Schinke (1986) suggest that this has occurred due to a
"bureaucratic separation" between child welfare organizations and
those agencies associated with special disabilities. Therefore, "child
protection workers may consider handicapped children outside their
responsibility." (p. 22) While CPS workers should not be blamed for
a situation which has likely arisen due to bureaucratic factors, train-
ing of the workers may be one of the most vulnerable places for
change to begin.

Krents (06187) has reported that less than half of the child protec-
tion workers in New York State are familiar with the needs of
disabled children either through their education or their personal
experience. Data on the Canadian situation are not available how-
ever, the situation appears to be similar. Canadian child protection
workers are not provided with special training which would make
their situation remarkably different. This would not be a problem if
it .neant only that workers had to learn quickly. Instead it often
means the quick referral of a child to a "specialized agency" perhaps
not capable or experienced in handling sexual abuse cases. The pos-
sibility for children to fall between the cracks is great (Krents,
05/87). Some governments have recognized these problems and are
attempting to remedy them. Krents at the Lexington Cent is cur-
rently training all new protection workers to work with children
with various disabilities.

Rape Crisis Centres

Rape crisis centres normally see adult or adolescent victims of
rape and survivors of sexual abuse. While they do not see many
children who have been sexually abused, their approach to coun-
selling may put them in a unique position to handle clients with
intellectual impairments. The feminist model on which most rape
crisis centres' counselling servi:es are based is one which gives con-
trol back to the victim (Shaman, 05/87). Individual differences
between women are expected and accommodated therefore a dis-
ability is not viewed as a limitation (Duffet, 05187). Counselling
adapts to the womat situation. Shaman (05/87) of Seattle Rape
Rel.,. f, believes that counsellors need to understand the issues sur-
rounding disabilities, the communication problems which may be
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present in some cases, and the services available in the community.
While some counsellors may not be sure of their ability to "handle"
the client with a developmental disability, it has been suggested that
a number of workshops done by people working in the field of
mental handicap could bring the centre to a place where clients with
intellectual impairments were welcomed (Fifield, 1986). The Toronto
Rape Crisis Centre ham had several inhouse training workshops of
this sort (Martin, 05/87; Fink ler, 04/87). Other counselling centres
which have an eclectic approach to counselling could also be quite
easily converted to greater accessibility by educational workshops.

The problems in service accessibility which have the greatest
impact are two-fold. The first is the complete inaccessibility of servi-
ces for certain populations of people. The second problem appears to
derive from the attitudes and bdiefs of people working in the area of
sexual abuse. Individuals may be open to counselling the survivor of
abuse with an intellectual impairment but may not believe eta the
victim can be included in the "normal" treatment program estab-
lished by the service. While this may be true in some cases, this
belief may be due simply to a lack of familiarity with people with
mental handicaps. Duffet (06187) did not view the victims with
developmental disabilities she saw at the rape crisis centre as need-
ing special services. They received individual counselling and were
included in a self-help group which mixed disabled and non-disabled
women. Duffet reported that the group was very successful and will
probably be started again next year. This is the only kncwn case of a
fully accessible counselling program in Ontario which his both real
and perceived accessibility. This kind of counselling approach may
not be suitable for all women, however its existence along with
other options might afford the victim of abuse a choice of services.
While this group was rui, with adult victims of assault and abuse
there is no reason that with some planning, integrated groups of
child victims could not be run by other treatment centres. For child-
ren who do not perform well in groups, individual therapy can also
be adapted for their needs.
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PREVENTION OF SEXUAL ABUSE

Prevention programs for sexual abuse are often assumed to be
aimed at the children who are at risk for abuse, however, that is just
one aspect of prevention. Finkelhor and Araji (1983) have identified
three target audiences for abuse prevention. 1) children, 2) parents
and, 3) professionals. In the case of children with developmental
disabilities a fourth target audience can be added, the institution,'
which is in the unique position of having numerous professionals
and staff all interacting with children. Each target audience will be
addressed witl the child victim with an intellectual impairment in
mind. Anderson (06187) stresses that there is "no quick fix" available
for the prevention of child sexual abuse.

Children

Sex education. Sex education for children and adolescents with
developmental disabilities is advocated for many reasons, only one
of which is for the rs-tvention of abuse (Baladerian, 1976; Forchuk et
:1,1984; Green, 1983; Geist, Knudsen & Sorenson, 1979; Sengstock
& Vergason, 1970). It is believed to be a necessary part of any
prevention effort (Davies, 06187, Anderson, 05187, Blomberg, 06187),
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especially since information on sexuality appears to be particularly
limited in populations with developmental disabilities (Edmonson &
Wish, 1975; Hall, Morris, & Barker, 1973; Hall & Morris, 1976;
Edmonson, McCombs,.& Wish, 1979).

There is some consensus amongst sex educators about the nature
of the programs which should be offered to children and adolescents
with intellectual impairments. First, the child needs to be aware of
hislher body and its functionings. A child who has been given educa-
tion about herlhis body will be better able to describe any instances
of sexual abuse which do occur in terminology which can be under-
stood (Baladerian, 1985). But "plumbing" information alone is not
sufficient. Sex education should also include information about sex-
uality including sexual ethics, rights, and responsibilities, varied
according to the age of the child (Baladerian, 1985). A discussion of
rights and responsibilities can set the stage for later discussion of
abuse and assault.

Another point that has been stressed by people working in the
field is that all sex education programs should be adapted to take
into account both the chronological age and the functioning level of
the childrenladolescents for whom it is intended (Blomberg, 1986,).
The program should not just be a watered down version of regular
sex education but rather one which has been adapted through
means ,which have been proven to be good teaching tools for child-
ren with developmental disabilities such as the use of pictures and
concrete examples. Education programs should ideally be integrated
into the curriculum or spread over a period of time and evaluated
both at the end and some time later for retention.

Hard (1986) has demonstrated convincingly the impact of sex
education on the ability of children to avoid victimization. She
defined sex education as being any education on sexuality over five
hours in duration (06187). Seventy-two percent of the individuals
interviewed "had received no sex education through parents, care
providers or the school system." (p. 6) Figure 7 represents the
amount of sexual abuse broken down by sex and sex education.
These charts clearly illustrate the impact of sex education on sexual
abuse particularly for females. All of the women without sex educa-
tion had been abused, while only 12 percent of those with sex educa-
tion had been abused. Sex education was also related to lower levels
of abuse in males, although the relationship was not as dramatic.

Difficulties in establishing sex education programs for children
have been well documented in the past. But as Shore (1982)
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asserted, "there is no such thing as no sex education" (p. 176). Even
in institutions where the flow of information is extremely res-
tricted, children gain access to pornography (Sengstock & Vergason,
1970), may witness the sexual abuse of other children (Duffet,
05(87), and may experience abuse themselves (Wooden, 1976; Mus-
ick, 1981). Duffet (05(87) and Hard (1986) have both presented
anecdotal data in which women with developmental disabilities
learned everything they knew about sex from their abusive expe-
riences. This situation is intolerable.

Self-protection. Self-protection training for children can involve
both physical ant.: non-physical self-defense. Physical self-defense
programs for individuals with intellectual impairments have been
offered in the past primarily to adolescents and adults (MacPherson,
1984). WENDO, a women's self-defense program offers programs
for all girls and women over the age of 12. These programs have also
been found to be empowering for previous victims of assault.

The more common approach for children has been special sexual
abuse pi evention programs which incorporate assertiveness training
with learning about types of touch, coercion, and abuse. Within the
past few years, several programs have been adapted specifically for
children with developmental disabilities. A list of these programs
along with their appropriateness for different groups of children is
included in Appendix A. Most of the programs are aimed at children
with mild to moderate disabilities. Only one (NO-GO-TELL) would
be appropriate for children under six years of age. Since only limited
evaluations have been carried out thus fai (e.g., Fisher & Field, 1985,
Cowardin, 1986) it is impossible to recommend one program over
another.

Many individuals working in prevention stress the need b th for
prior sex education and positive sexuality training before prevention
programs so that children do not associate all touch with fear and
exploitation (Davies, 05(87; Fifield, 1Q86).

Anderson (19105/87) and others have stressed that much to many
parents' and professionals' surprise, children and adolescents with
developmental disabilities have no difficulty grasping complex col,
cepts such as manipulation and tricking, as long as the material is
presented in concrete manner. Role plays seem to work particularly
well with children with developmental disabilities (Davies, 05/87,
Anderson, 19/05(87). In this way children can be taught the "avuid-
ance, re,istance, and help seeking techniques" (Finkelhor & Araji,
1983, p. 14) that they need to protect themselves against sexual.
abuse.
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Environmental changes. In prevention programs, children and
adolescents are taught help-seeking behavior as well as assertive-
ness. It has been pointed out by people working with victims with
intellectual impairments that in some cases this information would
have been useless, since the child did not have access to private use
of a phone, or private time alone with a worker other than the one
who was abusing them (Duffet, 05187).Environmental changes to
provide children with privacy and a route for disclosure are a neces-
sary part of any effective prevention program.

Parents

Parents of children with developmental disabilities may be in a
unique position to be offered education programs as they appear as a
group to be more interested in sex education topics than the parents
of other children (Goodman, Budner, & Lesh, 1971, cited in Johnson
& Kempton, 1981, p. 72). No prevention program known to date has
attempted to educate fathers against sexually abusing their daugh-
ters. Prevention programs for parents usually involve some of the
following features. (a) sex education to correct sexual misinformation
particularly as it relates to their children, (b) explanation of the
sexual abuse prevention programs offered to their children to help
them reinforce what their children are learning, and (c) information
on signs and symptoms to increase the likelihood of detection of
victimization if it does occur. It appears that most of the prevention
material aimed at parents has been given in written form, in articles
in parents' magaziaes (e.g., Murphy & Della Corte, 1987), or in
pamphlets distributed to certain groups of parents (e.g, foster par-
ents, Gil (1982)). Finkelhor and Araji (1983) noted that while many
films were available to teach prevention to children, one has not
been developed to teach parents how to teach their children preven-
tion skills. The need for this type of prevention is demonstrated by a
study by Finkelhor (1984) which found that 61 percent of parents
believed that their neighborhoods were safer than average. While
parents of children with intellectual impairments may be more
prone to seeing their child as at risk for sexual abuse than other
parents, parents who do not recognize the risk to their children, will
not be as able to adequately protect them or to deal with the effects.

5 S
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Professionals

According to Finkelhor and Araji (1983) professionals working
with children must be educated to accomplish six goals. First, they
must be able to understand the basic concepts involved in the sexual
abuse of children and must be able to communicate these adequately
to children. Second, they must be ti ained to be sensitive to the signs
and symptoms of sexual abuse so that they can intervene quickly.
Third, they must be able to probe a child gently to obtain infor-
mation about the child's possible sexual abuse. Fourth, they should
be trained how to respond to disclosure of sexual abuse so that they
do not harm or shut down the child who has disclosed. Fifth, they
must be up to date and knowledgeable of the referrals which are
appropriate in sexual abuse cases. And sixth, they must "be able to
communicate . . . the basic concepts of prevention" (p. 9) to others.
Obviously, the need for people who work with children with devel-
opmental disabilities to accomplish all six of these goals differs
according to their function, however, most of the skills could be
taught in a fairly short time. Some attempts by professionals to
address their role in prevention are now being made. For example,
see Jenny, Sutherland, and Sandahl (1986) for a plan proposed by
pediatric health workers.

Finkelhor and Araji (1983) point out the possibility that children
may in actuality have very little control over whether or not they
are abused therefore the education of professionals may be the most
important point at which to aim prevention programs. The benefits
of such a focus as suggested by Finkelhor and Araji (1983) would be:
earlier identification of sexual abuse, fast and beneficial responses to
disclosures, immediate assistar,:e and referrals, and duplicated pre-
vention messages to children and parents by other professionals.

Institutions

Sex education and prevention programming. The provision of sex
education in residential facilities is now virtually universally accepted
as necessary for the physical and mental health of the residents
(Geist, Knudsen, & Sorenson, 1979; Friedman, 1972; Sengstock &
Vergason, 1970; Edmonson & Wish, 1975; Hall, Morris & Barker,
1973; Hall & Morris, 1976; Edmonson, McCombs & Wish, 1979;
Coleman & Murphy, 1980). Many of these authors pointed out that
the residents were being prepared for deinstitutionalization and

6v



46 Sexual Abuse and People with an Intellectual Handicap

should be prepared with respect to sexuality as we:I. While accep-
tance for the concept of sex education has increased dramatically
over past years, in practice this acceptance may be very limited and
of a superficial nature. Coleman and Murphy (1980) point out that
while "the majority of facilities approved of and provided sex educa-
tion, very few allowed the expression of sexuality except through
masturbation. This mixed message is likely to be quite confusing to
the mentally retarded person and could possibly lead to confusion in
the whole area of sexuality" (p. 274-275). Coleman and Murphy
(1980) also state that "adverse reactions" were listed by the institu-
tions they surveyed "as both an initial problem and a negative side
effect" of the implementation of sex education programs. These
contradictions between the sex education programs and the general
environment must be alleviated if children are to receive the mes-
sage that sexuality can be a healthy, positive experience.

Shore (1982) has listed the variables which enable the successful
insertion of sex education programs into existing programs as being,
"commitment from administration at the highest level, involvement
of staff at the earliest stages and a willingness to move slowly in
light of the imp._....:.ng resistance that always precedes and accom-
panies change." (p. 180) Careful planning, the use of a tested and
respected program, training sessions for staff, and client, parent and
staff input, would all help to ease the transition from a facility with a
negative sexual environment to one in which healthy attitudes are
encouraged.

Screening of employees. Screening of employees has often been
utilized as the primary (or only) method of preventing sexual abuse
in residential facilities (Dawson, 06187). Screening for criminal
records is probably the most common technique. These checks
screen out convicted child molesters and sex offenders. Unfor-
tunately, as mentioned previously, few cases of child sexual assault
are ever reported, fewer make it to the police, fewer still reach the
court system, and (A4 a miniscule number result in convictions
which would show up on a person's record. Therefore only a few
perpetrators would be screened out by a criminal record check. In
Ontario, in the past employers could check the Central Abuse Regis-
try to screen employees, however this is no longer possible (Daw-
son, 06187). As Rose (1986) has pointed out, even with a screening
process in place, offenders have been hired. Reliance on this method
for prevention may be harmful as it gives the illusion of protecting
children from offenders but does not actually do so. Criminal
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records checks should be done with the knowledge that they will
rarely detect perpetrators.

Other methods of screening, such as the use of questionnaires
which tap proclivity to abuse and other psychological measures,
have been suggested by one author (Gil, 1979). Screening for proc-
livity to abuse has not yet been validated but would be an alternative
to existing techniques. However, it must be stressed that no screen-
ing process should substitute for a prevention program.

Policies and Procedures. Three types of sexual abuse have been
documented in institutions, each of which requires a different
approach. First, there is perhaps the most common type of abuse,
which is sexual neglect created by the institutional setting in which
residents are routinely deprived of their sexual rights. Solutions
include deinstitutionalization, sex education programs, increased
privacy, and the addressing of sexual issues within the institution.
This type of sexual abuse is beyond the scope of this document but
has been addressed articulately elsewhere (see for example, Shore,
1980; Szymanski and Jansen, 1983; Hirayama, 1979).

The second type of sexual abuse documented in the literature is
the abuse of residents by other residents. Case reports of these
types of attacks are common. The victims appear to be both male
and female while the perpetrators are most commonly male resi-
dents (Shaman, 05/87; Duffet, 05/87). The offenders are also usually
either higher functioning (Szymanski & Jansen, 1983), or dual diag-
nosed aggressive males (Bernstein, 1985; Hirayama, 1979; Blom-
berg, 05/87; PACER, 1986). While institutions are moving away
from policies which overcontrol the sexual behavior of residents,
they are now likely to avoid explicit policies or guidelines altogether
(Hirayama, 1979; Shore, 1980; Szymanski & Jansen, 1983). This
means that rules and their enforcement are left to the whim of staff
members and are r .t clearly laid out for the residents. Shore (1980)
has suggested the establishment of "adhoc, interdisciplinary, sexual
issues committees" which would develop "policies and procedures
iur harmful sexual activities" as well as "policies and procedures for
addressing training and program planning for appropriate sexual
expression of residents" (p. 181) as one solution. Sex education and
prevention programs which include a sexual rights and respon-
sibilities component have been shown to help some residents to
understand the inappropriateness and harmfulness of their actions
(Forchuk et al , 1984; WAR, undated). Several instances have been
documented in which sex offenders with developmental disabilities
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were returned to facilities for the intellectually impaired as there
were no prison or juvenile facilities suitable for them. They received
no treatment and continued to offend against other residents
(Murphy, Coleman & Haynes, 1983; Bernstein, 1985). This is an
example of the dismal failure of the system to provide help both to
the victim and the perpetrator. Whether or not criminal proceedings
are followed, perpetrators (residents) must receive treatment, and
their victims or potential victims must receive protection and/or
treatment. To do less is to contribute to the abuse.

The third type of abuse documented in the literature are the cases
of staff members or assigned caretakers who abuse residents either
through the use of coercion or the illusion of a consensual relation-
ship (Longo & Gocheneur, 1981). Again, few residential facilities
have explicit policies or guidelines for sexual contact between staff
and residents (Shore, 1980; Hiriyama, 1979; Szymanski & Jansen,
1983; Dawson, 06/87). Dawson (06/87) has suggested that explicit
rules be made to enable staff to judge what is acr:ptable behavior.
His suggestions for topics to be covered al these rule, are presented
in Figure 8. However, some educators have stressed that stali
members may overreact to such policies with a "no-touch" response
Anderson (06/87) stresses the importance of fighting against the
paranoia of the "no touch" contingent so that children are not
harmed by the remova: of all contact. Shore (1980) agrees saying
"the set of guidelines for sexual contact between staff and residents
should be equally as proscriptive, discriminating between physical
and sexual contact along with examples of each and outlining the
consequences of actions that do not conform to the policies and
procedures." (p. 182) In this way, the concerns of staff members that
they will be persecuted for necessary and affectionate touching will
be addressed.

Dawson (06187) recently presented an outline of procedures
which could help institutions to avoid complaints against them.
These procedures would serve the additional function of providing
children and adolescents with better service. In this respect, Daw-
son's procedures (presented in 7igure 9) are useful.

The suggestions for case preparation have been put forward by
Dawson due to the finding that many children in care have special
needs which put them at higher risk for abuse (Gil, 1982b; 1979;
Dawson, undated, PACER, 1986). It has been suggested that train-
ing staff to deal with the types of behavior children may exhibit may
prevent further abuse. For example, it has been shown pre,, iously
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that girls who have been sexually abused may exhibit symptoms of
precocious sexual behavior toward adult males. If male workers
were prepared for this reality they may be able to handle the situa-
tion in such a way as to avoid further victimizing a traumatized
child. While male staff members should already know that sexual
activity with childrenladolescents in their care is inappropriate,
some obviously do not unless told so explicitly.

Procedures and guidelines make behavior codes explicit to staff
and ensure that they know what behavior is considered acceptable
within the facility. Asking staff to have witnesses and to keep notes
about certain interactions may be a good idea, however, it may also
increase paranoia about false complaints. As mentioned earlier, false
complaints are extremely unusual. Dawson's third procedural sug-
gestion is probably the best, which is to encourage parents, workers,
and the facility to be open and honest about things that happen. One
policy which would assist in the implementation of this suggestion
would be the opening of institutions to parents and other support
groups. A further benefit would derive from the fact that children
who maintain some contact with their parents have been shown to
be at lower risk for abuse (Dawson, undated). Exit interviews with
children leaving the facility are also an excellent idea suggested by
Dawson (06/87) for finding out how the facility could be improved
and identifying problem staff members.

Another problem encountered by institutions and addressed in
Dawson's procedures, is the fear of bad publicity if sexual abuse
comes to light. Responses to allegations of abuse in thc.. past have
been varied but one response has been to fire the staff person
involved without pressing criminal charges (Dawson, 06/87, Rose,
1986). The inadequacies of this approach are three-fold. First, this
informal response does not address the victim's need for a serious
response to her disclosure. Shore (1980) has asserted that the failure
of staff to respond adequately to a child's disclosure may imply (in
the child's mind), that they condone the behavior. More severe
trauma may result (Cole, 1986, -ummit, 1983). Second, the response
does not impress upon the staff member or other staff members the
seriousness of sexual abuse of residents and the harm done to them.
Thirdly, the offender is given the opportunity (and from anecdotal
information, it is evident that he often takes it (Rose, 1984, Dawson,
06/87)) to be hired at another facility" where a new group of resi-
dents are victimized.

Dawson (06/87) has d.stinguished between sexually inappropriate
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behaviour.. ,such as using vulgar language and making inappropriate
comments about client's bodies), and sexually abusive behavior
(which he defined as illegal sexual behaviors). He believes that the
former should be dealt with internally, while the latter should be
investigated and dealt with externally. Regardless of the policy held
by the individual institution, by law all instances of sexual abuse
must be reported. Gil (1979) has suggested that allegations of physi-
cal abuse be in vestigated and dealt with internally whenever possi-
ble. In this author's opinion few individuals would be capable of
correctly investigating complaints of sexual abuse without specific
training. Furthermore, an internal investigation would ensure a
deiay between the disclosure and reporting to the police and/or child
protection which would not be in the best interests of the child. For
example, the Ministry of Community and Social Services Guidelines

for the Investigation of Resident Abu..e in Facilities for the Mentally Retarded
(1978) order notification of the police at such time as "sufficient
evidence exists to substantiate an allegation of physical or sexual
abuse" (p. 3). A preliminary investigation done by the staff member
in charge would determine whether this condition had been met.
This procedure leaves a great deal to the discretion of someone who
is a colleague and possible friend of the accused.

Dawson (undated) in a study of abuse in foster homes in Ontario,
found that while children were removed from foster homes in most
cases .id the homes were closed in many, charges were laid in only
10 percent of the cases and reports made to the Central Abuse
Registry in only 26 percent of the cases. Obviously, even for social
service agencies the desire to handle complaints internally is strong.
The likelihood of this occurring in a private facility is probably even
greater. This practice must be resisted. The Committee on Disabili-
ties of the ICAN Task Force on Sexual Abuse (1985) surveyed
regional centres asking them how they handled and identified abuse
cases. Only four out of seven centres responded. In two of the
centres staff had been trained specifically in dealing with sexual
assault, one centre's staff had received only limited training, while
staff at one centre had received none. All of the centres reported
alleged child sexual abuse to child protections services, but only two
reported them to the police. Durkin (1982) has written of the diffi-
culties in .reporting institutional abuse. The reporters often suffer
tremendously in their own lives. But as Kline (1976) and Green
(1976) have documented, the consequences of failure to report (in
various settings) are often disastrous to the child.
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Work environment. Several authors have mentioned that the
work situation of the care providers in institutional facilities may
contribute to child abuse (Dawson, 06187, Gil, 1979, PACER, 1986).
The low pay, shift work, long hours aid often nonrewarding work,
huge caseloads, and power structures, may all contribute to a situa-
tion in which the worker loses their interest in the child's welfare.
Dawson (undated) found overloading of foster-care services to be a
crucial factor in abuse. It is not clear what role these factors play in
sexual abuse however environmental stresses should be taken into
account in any prevention effort.
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SEX OFFENDERS WITH

INTELLECTUAL IMPAIRMENTS

Prevalence of Offenses Committed by
Offenders with Developmental Disabilities

The early literature on sex offenses strongly supported the notion
that many sex offenders were of low intelligence.14 One such .3.. tide
went so far as to suggest. "No one with any criminological experience
would attempt to belie the statement that were all of the :eeble-
minded to be removed from the community the crime picture v 'ould
change remarkably and, as a matter of fact, a very great number of
crimes would no longer be committed or, if they were committed,
would be committed so sporadically as not even to constitute social
problems." (Selling, 1939, p. 178). He concludes his discussion of sex
offenses in particular with the statement that while "all sex offenses
cannot be laid at the door of the feebleminded . .. a better intellec-
tual endowment would seem to be a very definite predisposing fac-
tor in the prevention of cases of sex offense." (p. 186) While not all
writers at the time nor few since have held such an extreme view of
the role of individuals who have been labelled mentally retarded in
the commission of sex offences, the myth that they are "over-sexed"
and potential sex offenders is still fairly common (Hall, 1974).

Activists and professionals who work with individuals with
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developmental disabilities have been working to overcome these
myths for many years. Especially in the process of deinstitutionali-
zation, community workers have struggled hard to teach the public
that males with intellectual impairments are not a risk to their child-
ren. The truth is that the majority of men are not sex offenders, but
some, with and without intellectual impairments most certainly are.
Hyman (17107187) has encountered the most resistance in her work
with offenders labelled mentally retarded fror.1 professionals in the
field who do not feel comfortable with people addressing the issue.
This is unfortunate. Just as there is nothing inherent in the disabil-
ity which makes men sex offenders, there is nothing inherent in it
which would inoculate them from becoming one.

Some adolescent and adult men with developmental disabilities do
sexually abuse their own children (Seagull & Scheurer, 1986; Virk-
kunen, 1974), while some others sexually abuse other people's child-
ren (Whitman & Quinsey, 1981; Stokes, 1964; Murphy, Coleman, &
Haynes, 1983). Research on sex offences does not show an unusu-
ally high proportion committed by perpetrators with intellectual
impairments although there is variability in the findings depending
on the methodology used. Gebhard, Gagnon, Pomeroy, and Chris-
tenson (1965) reported percentages ranging from 10-20 percent of
offenders being labelled "mentally defective" with the highest esti-
mate (20 percent) being found in the heterosexual child molestation
situation. Most studies have found that the ..umber of offenders
with intellectual impairments is not much above the representation
of the disability in the population (Christie, Marshall, & Lanthier,
1977, cited in Murphy, Coleman, & Abel, 1983) although distribu-
tions of IQ scores tend to skew toward the lower end (Moll:,
Turner, & Jerry, 1964; MacDonald, 1973; Brown and Courtless,
1968; Langevin, 1984; Stokes, 1964).

Some of the earlier prevalence studies have been biased by the
inclusion of "sex offences" such as "urinating in a public place" (Hall,
1974). In fact there are numerous cases cited in the literature and by
professionals working in the area in which the offence committed is
one which could have been prevented simply by the presentation of
sexual information and education on private vs. public acts. This
kind of behavior may be a particular problem for institutionalized
individuals as they would have been less likely to receive appropriate
education. It is clear that these are not offences which can be put in
the same category with offences such as child molestation and sex-
ual assault. This distinction should be made clear to social workers,
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police officers, and the court system.
It must be acknowledged that a large number of offences com-

mitted by individuals with intellectual impairments are not of this
"naive" variety. This point has been stressed by several professionals
who work with offenders (Udell, 07187; Eakin, 07187; Hyman,
07187). In the following discussion of sex offences only those offen-
ces which could realistically be put into the category of child sexual
assault or molestation will be considered.

Several authors have stressed that this slight overrepresentation
of the offender who has been labelled mentally retarded may well
represent the lower social skills and cognitive abilities of the individ-
ual with a disability which makes them more likely to be caught than
the offender without such impairments (Murphy, Coleman, & Abel,
1982; Santamour & West, 1978; Murphy, Coleman, & Haynes,
1983). For example, Virkkunen (1974) has suggested the incest
offender with an intellectual impairment may be less adept at keep-
ing the secret.

For the purposes of this discussion it is assumed that individuals
with developmental disabilities are no more or 'ass likely to sexually
abuse children than other people. When they do however, issues of
treatment and handling in the criminal justic system are complicated
by the presence of the disability.

Sex Offenders with Intellectual Impairments
in the Criminal Justice System

The handling of the offender with a developmental disability may
differ substantially from the handling of other offenders. Brown
and Courtless (1968) reviewed the course of criminal justice for the
offender labelled mentally retarded in all types of crime and found.
1) that confessions or incriminating statements were obtained in
two thirds of the cases, 2) offenders were usually defended by a
court appointed lawyer with eight percent having no lawyer at all, 3)
unlike the cases of other offenders, the offender labelled mentally
retarded rarely had charges against him lowered once they had been
laid, 4) in most cases no psychological or psychiatric examination
was conducted nor was competency to stand trial discussed, and 5)
in 88 percent of the cases no appeal was filed. Santamour and West
(1978) more recently compared defendants with intellectual impair-
ments with non-disabled defendants and found that those with

R 3
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developmental disabilities more often plead guilty or confessed
while there were fewer plea bargains or appealed convictions. They
were also given probation and parole less frequently. While the
court system has protected alleged perpetrators from the testimony
of children with developmental disabilities quite effectively (see sec-
tion on testimony of children), it seems less prone to protect the
alleged perpetrator with a disability from the legal system itself.

The flip side of the situation in which an alleged offender receives
inadequate protection of his rights is suggested by Baty,' Hyman, a
therapist who has assessed over 50 sex offenders with intellectual
impaiiments. She suggests that in some cases the offender with a
developmental disability is actually protected from legal remedies by
the agencies with which he is affiliated. She gave the example of the
Department of Mental Health in her state stepping in and agreeing
to provide 24 hour supervision for an offender in lieu of sentencing.
Some example of more lenient treatment for child molesters with
intellectual impairments can be found in case studies presented in
the Badgiey leport. In one instance of incestuous assault on the
offender's five-year-old daughter, the appeal "court stated that it
would have been more severe in sentencing but for the accused's
low intelligence, personality defects and progress toward rehabi-
litation since being sentenced" (p. 874). In another case, "the attemp-
ted rape of a two-year-old girl", "The Court of Appeal ruled that in
spite of the gra% ity of the offence, which necessitated a substantial
prison term as a general deterrent, the accused was conside-ed to be
harmless and dull-witted, and had no prior history indicating a pre-
disposition toward violent or sexually assaultive behavior. It was
also felt that the accused was unlikely to derive much benefit from
imprisonment. Furthermore, although the victim wat. young, she
had suffered no serious physical or psychological harm as a result of
the offence" (p. 876). It helps no one to have one set of rules for the
population not shown to have intellectual impairments and anotiier
for those who happen to have a developmental disability. While
humane treatment should be guaranteed, special lenience is not
called for.

Once individuals with intellectual impairments have been con-
victed of sexually abusing a child, problems arise with placement.
Historically, the incarceration of offenders labelled mentally retarded
in the existing prisons was seen to be a problem, particularly since it
was assumed that the criminality was based on the hereditary Intel-
lectual impairment (Brown & Courtless, 1968). On the other hand,
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the seclusion of offenders to institutions meant for non-offending
individuals labelled mentally retarded was also a problem as they
were perceived to be a bad influence. The solutioc. proposed was a
separate system and a plan which included two features, steriliza-
tion and, colonization and segregation (Goddard, 1912, cited in
Brown & Court less, 1968). Brown and Court less summarized the
international situation in 1963. Countries such as England and
Sweden seemed most concerned about the therapeutic and treat-
ment interventions which could be provided in the setting and
therefore tended to house "defective delinquents" with "non-
delinquent defectives". The North American focus on the other
hand was on "security and custodial care" (p. 364) so individuals
labelled mentally retarded were more likely to be incarcerated in
prisons or mental hospitals.

The situation has not changed dramatically since that time. In a
more recent survey of facilities for people labelled mentally retarded
(Coleman & Murphy, 1980) 15 percent of the facilities "reported an
average of three sex offenders (i.e., rapists, child molesters, etc.) in
their patient population" (p. 272). Only one fifth of these institu-
tions had treatment programs for the sex offenders, and very few of
the total number of facilities knew of treatment programs in their
states. When treatment programs are not offered, difficulties arise.
"Compared to residents in facilities hr the retarded, offenders tend
to be at the higher end of the range of functioning and often mani-
pulate and victimize those who function at lower levels" (Murphy,
Coleman, & Haynes, 1983, p. 26). Thus the facility is presented with
is ties it was never prepared for nor equipped to handle.

Murphy, Coleman and Haynes (1983) reported that in their expe-
rience, prisons and in-patient psychiatric facilities were most often
used to confine offenders with intellectual impairments. While these
settings may be more likely to offer treatment than the institutions
for non-offending individuals there is no guarantee that the sex
offender with a developmental disability will be included in the
treatment program. Further, there is evidence that offenders with
intellectual impairments "in prison or in a correctional program
tend to function at thi bottom of the intelligence range of that
population and [are] often victimized by other offenders" (Murphy,
Coleman, & Haynes, 1983, p. 26). The same problem appears to
exist in Canada with some documentation of the increased victimi-
zation of men with intellectual impairments in the prison system
(Makin, 1987). Sex offenders vv.th mental handicaps also have been
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known to victimize "acutely psychotic patients" in inpatient facilities
(Murphy, Coleman, & Haynes, 1983). Clearly, the current system is
not working if the sex offender with a developmental disability is
not receiving treatment to prevent further offending, is being sexu-
ally abused himself while incarcerated, or is continuing to abuse
others sexually.

Coleman, Murphy, and Haynes (1983) who are among the few
psychologists who will treat sex offenders with developmental dis-
abilities suggest that "the optimal solution would probably be a
specialized treatment program for mentally retarded sex offenders
in which individuals have similar intellectual levels" (p. 26-27) in an
outpatient setting for those who would benefit, and with strict res-
trictions placed on offender behavior in residential facilities for
those offenders who are deemed too dangerous to be released. For a
good discussion of treatment settings and how to assess risks to the
community for all sex offenders, see Knopp (1984).

The inadequacies of the current system for convictions and
treatment of sex offenders are well documented in the Badgley
report (1984). Most sex offenders in Canada do not receive treat-
ment of any kind. The Badgley report does not mention the offender
with intellectual impairments explicitly however it can be presumed
from the research reviewed that tie situation for this population of
offenders is at least as severe.

Treatment Issues

The inaccessibility of treatment programs appears to be as much
of a problem for the offender with a developmental disability as it is
for victims with the disability. Many of the same issues apply.
Knopp, Rosenberg and Stevenson (1986) performed a nationwide
survey of p.ograms offered for sex-offenders. They reported that
only 46 percent of the services available served offenders with
developmental disabilities in any way, and only 26 percent of those
services had made special adaptations for the offenders with devel-
opmental disabilities. Empirical evidence is not available and clinical
observations not published as to the applicability of programs to the
offender with an intellectual impairment. It may be therefore that
professionals running treatment programs do not knr w if their ser-
vice is appropriate for the offender with a developmental disability.
This leaves the field in a state of hit and miss. Some programs

7
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exclude offenders with developmental disabilities altogether (as do
many treatment programs for adolescent offenders in Metro
Toronto (Udell, 07187)); some accept offenders with developmental
disabilities but do not feel that they are served well by the program
(Barbaree, 06187); while others accept them and find that existing
methods of treatment work well with only minor adaptations
(Murphy, Cole, & Haynes, 1983; Hyman, 07/87). Studies of the
effectiveness of treatment programs for the offender with intellec-
tual impairments are required.

The model of treatment presented by Coleman, Murphy and
Haynes (1982) is the same for offenders with and without disabili-
ties. The differences are in the emphasis and mode of presentation.
This model is reproduced in Figure 11. It is a social learning model
which includes physiological, behavioral, and cognitive processes
and deficits. The program is tailored for the individual in question.
As Coleman, Murphy, and Haynes (1982) stress, "Individuals who
hal the same IQs may be quite different in their social functioning,

_id. knowledge, and insight into their behavioral problems." (p. 25)
They recognize that offenders who have grown up in institutional
settings will differ _onsiderably from offenders who have been
socialized in their own homes, for instance. These authors also point
out that just as many non-disabled offenders have more problems
than simply their sexual exploitation of children, offenders with
developmental disabilities may also have psychiatric problems, other
behavior disorders, or deficits such as speech impairments. They
stress that treatment programs must address the specific needs of
the individual to be effective.

Special issues involved in the treatment of sex offenders with
developmental disabilities. Marshall, Barbaree and Christophe
(1986) have assessed many child molesters and incest perpetrators in
Ontario. Their results have some possible implications for the hand-
ling and treatmen. of offenders with intellectual impairments.
Among the sample of men they assessed were a number of men
with "low IQ's" as judged by performance on Raven's Progressive
Matrices Test. When the data from .nen with "low IQ's" were exam-
ined separately it was found that, 1) the child molesters were more
aroused to children than the molesters with higher IQ's and, 2) men
in both the incest offenders and non-offenders ("normals") groups
were more likely to "d,play deviant sexual interests at assessment"
(p. 436). Arousal does not predict that they will act on their attrac
tion. However, these authors suggest that either "appropriate
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constraints against arousal to young girls" (p.436) have been learned
or there is some problem with age discrimination. They support the
latter explanation. It is also possible that men with intellectual
impairments are less able than other men to control their erections
in the experimental setting. Further research is required before any
conclusions can be drawn.

Two issues in the model in Figure 11, social skills and sexual
knowledge and education have been documented to be particular
trouble spots for offenders with intellectual impairments (Murphy,
Cole & Haynes, 1983). As has beet. documente earlier, many child-
ren with developmental disabilities do not rei.e.ve sex education or
assertiveness training. Lack of information may be a risk factor both
for the likelihood of being abused and the likelihood of abusing.
Udell (07187) has noted that the adolescent offenders with develop-
mental disabilities he has seen do not lack sex education of the
"plumbing" variety, but rather lack information about sexual rela-
tionships and sexuality. Most sex offenders have deficits in these
two areas but it seems that they are even more severe for the
offender with a developmental disability.

Another issue which must be addressed is the suggestion that a
large number of offenders were themselves victimized as children.
"What we are finding as a prominent influence in the life histories of
sexual offenders is their own experience of sexual victimization as
children, and this discovery has influenced our thinking in how to
help offenders" (Groth, 1983, cited in Knopp, 1984, p. 38). It has
been shown previously that boys with intellectual impairments are
likely at higher risk for sexual abuse. If prior sexual victimization is a
factor in offending behavior then the boy with a developmental
disability would also be at risk for developing abusive coping mecha-
nisms. C.iffiths 106187) at the York Behavioral Management Pro-
gram stated that 100 percent of the offenders with developmental
disabilities she had currently in the program had been sexually
abused as children. Clearly, prevention efforts must also address
their role in the prevention of abuse in the next generation.

One of the important features of the treatment program is the
setting in which it is offered. Coleman, Murphy and Haynes (1982)
have experience primarily with an outpatient setting. The treatment
model used in Kingston, Ontario by Marshall and Barbareels is also
primarily on an outpatient basis. Coleman, Murphy and Haynes
(1983) have stressed the importance of family cooperation for the
effective treatment of the offender with an intellectual impairment.
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It is worth reproducing their warning here that some families may
attempt to use the therapist to have th family member/offender
institutionalized. This is not a desirable outcome of the therapy
process and must be avoided.

Treatments to correct the offender's inappropriate arousal to
children are largely aversive in nature and for this reason there are
serious ethical concerns with their implementation. Critiques of
these methods are many, on ethical and other grounds, as are the
professionals suggesting that these methods are the only ones with
a proven success rate. A discussion of the methods used is beyond
the scope of this report. They are summarized elsewhere (Langevin,
1983; Badgley et al., 1984; Knopp, 1984; and in Figure 11). The
Badgley report (1984) has made the situation very clear with regard
to the effectiveness of correctional treatment programs. They state:
"The consensus of numerous reviews of the operation of correc-
tional treatment programs for convicted sexual offenders s ,ggest
that there is insufficient evidence available eithez to warrant the
conclusion "that nothing works" or the optimism that certain pro-
grams have been "demonstrably successful" " (p. 880). This author
supports Coleman et al.'s position that the least intrusive method
possible should be used and only with :he informed consent of the
offender (which rules out some offenders) This policy would gua-
rantee the offender with an intellectu! impairment the best possible
treatment without violating their rights.

Adolescent Sex Offenders. Adolescent sex offenders with men-
tal handicaps have even less access to services and treatment pro-
grams than their adult counterparts. In the Knopp, Rosenberg and
Stevenson (1986) survey, only 16 percent of the services available to
adolescent sex offenders were available to adolescents with devel-
opmental disabilities. Udell (07187) 11?4 recently conducted research
in the metro Toronto area (research as yet unpublished) establishing
that there are very limited services available for these offenders.
Many services which deal specifically with adolescent sex offenders
have a policy of not taking the offenders with intellectual impair-
ments Considering that most sex offenders begin their illegal activi-
ties while they are adolescents, and that there are increasing
numbers of adolescent offenders (Mathews, undated), the need for
services and treatment for this population is urgent if sexual abuse
is to be prevented.
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LEGAL ISSUES IN
SEXUAL ABUSE OF CHILDREN

Consent

Individuals with developmental disabilities have historically been
prohibited from engaging in consensual sexual activity, due to the
assumption that the presence of the disability meant an inherent
inability to consent (Kempton, 1977; Greenland, 1983). This practice
could lead to the arrest of any male partner of a woman with an
intellectual impairment for rape. The practice of denying sexual
rights to individuals with mental handicaps has been questioned in
the past two decades with the more recent position on sexuality
being one of "normalization" (Kempton, 1977; Turnbull, 1977). In
Canada, the law which restricted women with developmental dis-
abilities from consensual sexual activity (Section 148) was repe4kd
in 1983. A discussion of the sexual rights of adults with mental
handicaps is well beyond the scope of this report. An acknowledge-
ment of the historical precedent in this field is necessary however, to
ensure that in the task of protecting children with developmental
disabilities from sexual abuse and exploitation, one does not also
"protect" adolescents and adults with disabilities from healthy sex-
ual expression.

With consent, as with other issues, "no universally applicable
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standard: can be applied to the mentally handicapped since they do
not constitute a cohesive, consistent, or definable group" (Rioux,
1979, p. 76). People working with sexually abused individuals with
intellectual impairments have stressed the importance of assessing
ability to consent on an individual basis (Aguilar, 1984; Baladerian,
1985b; Blomberg, undated).

The Criminal Code of Canada, as amended in January 1988,
assumes that all children under the age of 14 cannot give consent to
sexual activity with an adult. There is no reason the issue of consent
should be different for children with mental handicaps under 14
years of age.

Issues of consent arise specifically for adolescents with develop-
mental disabilities when they are over 14 years of age at.which time
the law allows consent as a defense. It must be remembered that the
issue of consent would arise primarily in circumstances of no physi-
cal harm, no complaint by the alleged victim, or a non-verbal victim,
and the concern of other adults that the adolescent had in fact been
exploited. Consent would not (hopefully) be the primary issue in a
case of forced sexual assault with a complaint by the victim and
evidence of harm, although the 198? amendments to the law made
this possible (Badgley et al, 1984).

The American Penal Code defines consent to be "positive coopera-
tion in act or attitude pursuant to an exercise of free will. The
persons must act freely and voluntarily and have knowledge of the
nature of the act or transaction involved." (cited in Baladerian, 1985,
p. 3).16 There are three elements that must be taken into account to
determine whether legally valid consent has been given (Blomberg,
undated; R,oux, 1979; Turnbull, 1977; Dillon,1980). First, the con-
sent must be voluntary with no coercion, intimidation, or pressure
present. Turnbull (1977) has discussed the problems that may arise
with voluntary consent when an individual is institutionalized, is
dependent on someone for care, is inexperienced or cannot seek
outside advice. The provisions contained in the recent amendments
to Criminal Code will, in theory, help to alleviate this problem by
prohibiting all sexual contact between a young person and someone
in a position of trust. The second element in consent is informa-
tional, requiring that a person have the information necessary to
make a decision. Blomberg's (undated) view is that an individual
who has net gone through the developmental stage which enables
them to say "no" to a request, cannot be considered to have had the
information available to them to say "yes". It could also be argued
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that individuals who have had no access to sex education would not
have the information necessary to consent to sexual activity.1" The
third element is that the person must have the capability to give
consent. Blomberg (undated) summarized capability by stating that
"a person is competent to consent validly if she/he fully appreciates
the nature and consequences of the matter in question" (p. 2). It is
crucial that competency to consent to sexual activity be assessed
specifically and not inferred Emil the individual's ability to perform
unrelated tasks or to remember unrelated information (Blomberg,
undated; Baladerian, 1985). Baladerian (1985) in particular is con-
cerned that judgements of ability to consent not be made by unin-
formed persons based on IQ scores or knowledge of unrelated
topics.

A well utilized standardized measure would help immensely in
this difficult area. Blomberg (1987) has created an instrument far
assessing an individual's sexual knowledge. It has been adapted ft om
the EASE (Essential Adult Sex Education) instrument developed by
Zelman (1976, cited in Blomberg, 1987) and is supplemented with a
structured interview and play technique. It was originally developed
as an evaluation tool to test the effectiveness of prevention pro-
grams but is currently being tested further in the hope that it will be
able to stand up in court as a measure of competency. This is a valid
instrument with good potential. Expert witnesses who have had
experience both with developmeni-al disabilities and sexual issues
should also be found to assist with decisions about he ability of an
individual to consent.

Ability to Testify

Non-verbal Victims. Very young children and children with
severe disaLilities often lack verbal skills. Pre-verbal and non-verbal
children under the age of 14 are protected under the law against
sexual abuse but may be unable to communicate the abuse. "In the
case of the pre-verbal child who has been molested, another witness
or corroborating evidence would be necessary in pursuing prosecu-
tion" (Stevens & Berliner, 1980, p. 249). It has been documented
that the impact of sexual abuse on pre-verbal children is still dra-
matic. One study has shown that once children gain the verbal skills
necessary, they can accurately report what had happened to them
before, even without prompting or rehearsal (cited in Jones &
McQuiston, 1984).
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Non-verbal adolescents and adolescents with limited verbal ability
would not be able to testify under normal circumstances unless they
were able to communicate via a bliss board or sign language. It is
possible that some children would be able to tell a court what
happened to them if they were able to use an interpreter who was
familiar with their speech patterns. A ruling of the admissibility of
an interpreter for other than foreign languages or sign language
would have to be made for this to be possible (Endicott, 07187).

Verbal victims. Ability to legally consent to sexual activity is a
different standard of competency by definition than the competency
to testify. Most authors have distinguished between these capacities
(Aguilar, 1984; Baladerian, 1985). In child sexual abuse cases, the
capacity of the chile to testify or to be a competent witness is ques-
tioned for most children especially young ones. The differential
impact of the law on children with intellectual impairments is evi-
dent because their ability to testify is questioned at a much older
chronological age simply because of their disability. Until very
recently in Canadian common law, five components of competency
needed to be fulfilled for any person to testify. They were that the
person: 1) "has sufficient intelligence to make it worthwhile to hear
him or her at all"; 2) "had the capacity at the time of the events in
question to observe them"; 3) "has the capacity to recall the events
in question"; 4) has the capacity to narrate the events in question";
and 5) "feels a duty to tell the truth" (McKague, 1985, p. 19). One
exception to these rules for children was found in Section 16 of the
Evidence Act which allowed a young child to give evidence without
having been sworn "provided that 'the child is possessed of suffi-
cient intelligence to justify the reception of the evidence, and under-
stands the duty of speaking the truth' " (Endicott, 1987, p. 23). This
evidence then had to be corroborated. These strict rules of compet-
ency have ruled out the testimony of young children with average
intelligence (Poirier, 1986) as well as the evidence of adults with
developmental disabilities who were considered unable to give
sworn evidence (CACL, 1986). Thus the likelihood that a child with
a developmental disability would be able to testify in a sexual abuse
situation (in which corroborating evidence is seldorn ava:lable) was
virtually impossible under the current laws. The testimony of ado-
lescents with developmental disabilities might have been considered
if they were ruled to be of "tender years" as well as "of sufficient
intelligence" and there was corroborating evidence. It is not surpris-
ing therefore that virtually no cases of sexual assault or child sexual
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abuse against a victim with a developmental disability went forward
or was successful since the 1983 law prohibiting sexual intercourse
with a "feeble-minded female" was changed.18

The same Act of Parliament (Bill C-15) which amended the Crim-
inal Code in January 1988 also introduced significant changes in the
Canada Evidence Act. These amendments alter the competency
requirements in a way that may allow children i nd adolescents with
developmental disabilities more access to the judicial process. The
revisions change the "sufficient intelligence" clause to one in which
the person's "ability to communicate" becomes the test. Further, if
the court finds the person lacks an understanding of "the nature of
an oath or a solemn affirmation," he or she may be permitted to
testify "on promising to tell the truth." The requirement that the
unsworn person's testimony be corroborated has also been removed.
These changes, in combination with Section 6 of the Canada Evi-
dence Act, which provides for the possibility of non-verbal commun-
ication, and the use of an interpreter, could result in progressive
law. Children and adolescents with intellectual impairments could,
with proper support and assistance, be given the opportunity to
testify about their victimization.19 Changes to the Criminal Code
also place the burden of proof of incompetence of an adolescent over
14 onto the party wtto challenges the mental capacity of the pi o-
posed witness.

These changes in the Evidence Act redirect the focus from the
child's ability to testify at all to the ability of the child to give intellig-
ible and credible testimony. This puts all children and adolescents
(regardless of age or intellectual abilities) onto more equal footing.

Once the ability of a child or adolescent to promise to tell the
truth and to communicate what has occurred has been established,
issues of ability to observe and recall events come to the surface.

Credibility of the Child's Testimony

Canadian laws with regard to children's testimony assume that
children are less credible than adults. This assumption was based on
research done ,...1c1 theories of memory held by Binet and others in
the early 1900's (Lefkowitz, 06/87). Memory was thought to follow
an orderly developmental progression, from the newborn state of
no memory to the adult state with memory in its full capacity. It has
been shown more recently that processes in memory develop at
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different times and there are differences in the development of
these processes and their ability to function between individuals and
within an individual over different situations (Jones & McQuiston,
1984). Thus no universal conclusions can be made about children's
memories. Similarly, children with intellectual impairments will
vary in their ability to observe, process, and recall information. A
brief review of the literature on the abilities of children to give
credible evidence will now be presented.20

Free recall. In a situation of free recall, (where the child is asked
what happened in an open ended manner) children produce fewer
details and less overall information than adults, with the least
information produced by very young children (Lefkowitz, 06187,
Goodman & Reed, 1984, cited in Goodman & Helgeson, 1985;
Marin, Holmes, Guth & Kovac, 1979). The information they do
give, however, appears to be quite accurate (Fivush, 1984, cited in
Goodman & Helgeson, 1985; Lefkowitz, 06187; Johnson & Foley,
1984). It has been sugusted that children give less information in
these situations because they have less information of the world and
have a less complex view of it than adults (Lefkowitz, 06187, Jones &
ivIzQuiston, 1984). It may also be possible that the problem arises
from the child's inability to fiad the language to express what the
child does know (Jones & McQuiston, 1984). The only exception to
this situation would occur when a child had more knowledge and
familiarity with a situation than the adult. In this case the child
would likely be more accurate than the adult (Chi, 1978).

Forgetting. Both adults and children forget events over time.
This is the reason that witness statements must be given as soon as
possible after an event. Ability to remember in adults has been
shown to be affected by. the mount of stress and the relevance of
the material to the person over time (Jones & McQuiston, 1984);
whether the details are of central importance to the person (Mar-
quis, Marshall & Oskamp, 1972), and the length of time over which
the event occurred (Dent & Stephenson, 1979).

The research on the memory of children has found similar varia-
tions with the most accurate and detailed memory being for. details
which were central rather than peripheraI21 (Marquis, Marshall &
Oskamp, 1972; Goodman & Reed, 1984, cited in Goodman & Helge-
son, 1985), events which occurred over an extended period of time
(Goodman & Reed, 1984, cited in Goodman & Helgeson, 1985, Dent
& Stephenson, 1979), events which were repeated (Fivush, 1984,
cited in Goodman & Helgeson; Sanders & Warnick, 1981), and
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situations in which the perpetrator was known to the victim ?R..'
rick, Bahrick & Wittlinger, 1975). These strengths ana iimita
memory and forgetting must be remembered when a child v.
being questioned.

Hard (05187) has been able to verify (through access to medical
records) that adults with developmental disabilities accurately re-
called sexual abuse including the timing of the abuse as many as
eight or nine years later. She asserts that individuals with develop-
mental disabilities can remember when an event has happened.

Temporal order of events. Temporal order of events is seen by
some authors to be the most serious problem encountered in a
child's memory (Singer & Reveson: 1978; de Young, 1986). This has
been empirically established only for events of peripheral impor-
tance to the child (Jones & McQuiston, 1984; Lefkowitz, 06187).
Lefkowitz (06187) has suggested that asking the child to remember
by relating the event to other events which are of importance22 is a
useful way to assist a child's memory. It is stressed that incorrect
recall of the order of events does not imply that other detailsare also
incorrect (Goodman & Helgeson, 1985).

Some professionals working with individuals with developmental
disabilities have suggested that ordering events is a problem for
them also (Stigall, 20105187) but can sometimes be remedied by
gently probing for time information.

Children (regardless of level of impairment) should not be expectea
always to recall dates and times of events. Defense attorneys who
insist on u:ing these kinds of questions to discredit child witnesses
should be eduLate..1 about the inappropriateness of their requests
and another linegf questioning suggested.

Suggestibility. The area in which the most general concern has
been expressed about the test:mony of children has been in the area
of suggestibility. Adults have been shown to be affected by leading
questions and interviewing techniques and they are particularly
suggestible in eyewitness recognition of perpetrators (Loftus, 1979).
Children have also been found to bt suggestible (Jones & McQuis-
ton, 1984, Lefkowitz, 06187) but again more with regard to peri-
pheral events than central details. Goodman, Hirschman and Rudy
(1987) have shown experimentally that children are quite resistant
to leading questions when they have experienced rather than wit-
nessed the event, the event was stressful, and the questions were
specific to an abuse situation. Younger children were more suggest-
ibl than older children but were still quite resistant to leading
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questions about the central event. These authors suggest that
former research on the suggestibility of children has been mislead-
ing since it had little ecological validity, usually questioning children
about witnessed rather than experienced events, asking them ques-
tions about a nonstressful event, as well as asking them questions
which would have no relevance to an abuse investigation.

There are many reasons not to ask children leading questions;
only one of which is people's fear of their suggestibility (Jones &
McQuiston, 1984; Croezen, 06187). There has been no research
conducted which can verify the extent of suggestibility in victims
with developmental disabilities Eakin (07187) has suggested that
leading questions may be necessary with some adolescents with
intellectual impairments to get the information required. It would be
wise to use a non-leading style with all children whenever it is
possible. Video Lapin; of he interview also helps to show that lead-
ing questions were not used (or prove that they were, for that
matter). Individual assessment of the suggestibility of the individual
is also possible in a clinical setting (Jones & M_Quiston, 1984).

Other factors affecting memory. Authority figures and intimi-
dating surroundings have been shown to decrease the individual's
ability to remember events (Dent & Stephenson, 1979) and to
increase the effect of leading questions (Ceci, Ross & Toglia, 1985
cited in Goodman & Helgeson, 1985). Child victims are more likely
to be intimidated by an interview with an adult authority figure
than adult ictims (Croezen, 06187). Croezen (06/87) stresses that
many children need to be assured that they are not in trouble. In a
situation in which the child is being interviewed in a police station or
other such setting, intimidation could be expected to be extreme. For
children with developmental disabilities this may be even more
stressful. As has been shown previously, their training has often
included the teaching of blind trust and obedience ts, adults.

There is no straightforward relationship between intellectual
impairment and memory. Individua:, process, remember and com-
municate information more or less well, depending on numerous
variables involved in the situation and the individual. It is possible to
assess these on an individual basis. Blomberg (undated) has pro-
duced a list of cognitive skills which she believes may be impaired in
some individuals with developmental disabilities. She suggests that
the presence of these cognitive skills should be assessed on an indi-
vid...al basis Iqee Figure 10). The interviewer can then act to reduce
or alleviate i any of these problems by using alternative types of
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questions, play and ;nterview techniques. See Jones and McQuiston
(1984), Blomberg (undated), Baladerian (1985), Goodman and Hel-
geson (1985), and Stevens and Berliner (1980) for more detailed
information about the investigative interview.

It was once assumed that children's testimony was less credible
than adults. This has found only limited support in the new research
on child witnesses. While children may have deficits in memory
processes this is not uniform or predictable. Moreover, many of
these deficits can be overcome to some extent by the use of careful
questioning and the use of props and toys to trigger memory_ Child-
ren with intellectual impairments will also vary in terns of their
ability to process and recall information, with no uniformity or pre-
dictability based on their age or degree of impairment. In all children
it is more likely that they will remember central details, events
which Jccurred over a long time or were repeated, and acts which
were committed by a known adult. Consequently, a child witness is
likely to perform best v hen testifying about the average sexual
ablisc situation.

The difference between the ability to perform the tasks required
and the credibility of the evidence produced by those tasks is stressed
in a statement from the California Supreme Court: "It bea:s empha-
sis that the witness' competency depends upon his ability to
perceive, recollect, and communicate. Whether he did perceive accu-
rately, does recollect, and is communicating accurately and truth-
fully are questions of credibility to be resolved by the trier of fact."
(cited in Aguilar, 1984, p. 11). Once it is eci- blished that the child
has the ability to observe, recall and communicate what has
happened to her, her credibility will be assessed by the judge or jury.
In order that their judgements be based upon the evidence of the
child and not on misconceptions about children's testimony in gen-
eral or beliefs about the capacities of individuals with developmental
disabilities in general, juries should be -:lected with these issues in
mind and judges educated about the issues involved.

The new child sexual abuse law: The impact on children with
developmental disabilities

Bill C-15 went through its third and final reading in the summer
of 1987 and was proclaimed in January 1988. It is too e...rly yet to tell,
how it will be used in practice. Theoretically, the provisions in the
new law vhich deal with child sexual abuse will benefit all children.
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Such benefits include the removal of gender specific crimes in which
the accused must be male and the victim female (former Sections
146(1), 146(2), 147, 151, 152, 153(1), 154), particularly so that male
victims are equally protected under the law. Inclusion represents the
specific types of sexual touching and invitation to touch which are
most likely to occur in sexual abuse rather thar. a strict focus on
genital in tercourse (new Sections 141, 146), is also an improvement.
The removal of the requirement of "previous chaste character" for
female victims between 14 and 16, and the notion that an adolescent
might be "more to blame" for an abusive incident (allowing her
sexual history to be entered as evidence) have modernized the law.
The removal of the one-year time limit is also beneficial. All of these
changes were recommendations of the Badgley report and have
created a law which mure accurately represents the realities of the
sexual abuse situation.

A further benefit of the sexual exploitation charge is that it pro-
ceeds in a summary fashion which involves a shorter time from the
start of the court process to its conclusion (Hallet, 06,87). The new
law also means that perpetrators convicted of these offences will be
easily recognized as child exploiters. Prior to 1988, convictions such
as "gross indecency" did not clearly identify the crime as one against
a child.

The use or videotaping and the removal of the alleged perpetrator
from the victim's view23 will affect all children in much the same
way. It makes the court system a more humane experience, with less
stress associated with it. Several articles have recently been written
on the correct management of videotaped interviews. These should
be consulted (Colby & Colby, 1987; Stevens & Berliner, 1980) and
supplemt.nted with general information available on the interview
techniques mentioned earlier.

The revision in the sexuz' abuse legislation which is of the most
significant assistance to the child or adolescent with a mental han-
dicap is the repeal of the current Sections 146 and 147 and their
replacement with the sexual exploitation drafting. It has 1-.:on
shown that the child with an intellectual impairment is more lik...y
than other children to be abused by a known individual (Hard, 1987,
Ryerson, 1934) who is in a position of trust. However, the relation-
ship may not involve a blood relation (Section 150) or a foster father,
stepfather, or employer (former Section 153(1)). Furthermore, the
sexual activity involved is not 41wayz completed sexual intercourse.
The Criminal Code now prohibits a wider range of sexual activities.
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Changes in the Evidence Act could bring about the greatest
changes in access to the legal system for the child or adolescent with
a mental handicap. Ontario Crown attorney Shelley Hallet (06187)
believes these new laws would make the child with a developmental
disability a more easily acceptable witness. She also stressed that, in
Tier experience, when a child is judged able to testify, especially in
tl-e case of younger children, the perpetrator often changes his plea
to guilty. Most charges of sexual offences against children do in fact
usuall:' result in guilty pleas (Hallet, 06187). A guilty plea protects
the child from actually having to testify.

Until very recently, children and adolescents with intellectual
impairments have no access to the legal system. They were rarely if
eves judged able to testify about their abuse. With little or no cor-
roborating evidence likely, the Crown would not take cases involv-
ing witnesses with intellectual impairments to court. While all child-
ren's rights were abridged, and few perpetrator. brought up on
charges, the child with a disability was even further denied. In the-
ory, recent revisions to the law are a great improvement in the legal
situation for children with and without disabilities. In practir , it
remains to be seen whether society is ready to make the 't Jug
statement that children and adolescents with intellectual impair-
ments are not perfect victims.
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This repot has documented the existence of victims of child sex-
ual abuse with intellectual impairments. In fact, it has been sug-
gested that the presence of a developmental disability may indirectly
and directly create a E:Iuation in which the chid with the disability is
put at higher risk for sexual abuse. Many of the contributing factors
to this increased vulnerability are created by the education and con-
ditioning that a child with an intellectual impairment experiences.
Others are the result of attitudes in the society which make the
child with a developmental disability a more acceptable victim.
Changes can and need to be made in both of ,hese areas. It must be
noted that sexual ...buse and exploitation of individuals with intellec-
tual impairments is not restricted to those under 18 years of age.
Many cases of sexual assault and exploitation against adults with
developmental disabilities came to light during the course of this
research. Future studies shoald address this population more
specifically.

While sexual abuse occurs in institutional settings, it also occurs in
group homes, foster homes, and in families of origin. With the cur-
rent trend toward deinstitutionalization the need fo. services in the
community to address the needs of the sexually victimized child will
be increased.
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Tragically, when the child with a mental handicap has been victim-
ized, the services available to her are extremely limited. She will
probably receive medical attention if she is taken to a hospital or
clinic, but for the many children who see only visiting physicians,
medical attention for the abuse is not guaranteed. When a report is
mach_ to provincial child protective services, the workers have not
had much experience dealing with children with developmental
disabilities, and may be unable or unwilling to give the child full
services. For example, they may think that the use of anatomically
correct dolls in an interview with a fifteen-year-old boy is inappro-
priate, when in fact that is what is needed in the individual case
(Eakin, 07(87). Both the child and staff in facilities for individuals
with developmental disabilities would be unlikely to know which
services were available and accessible to child victims with dis-
abilities. Since fairly specialized counsellin.; Es required for victims of
sexual abuse, the child would be unlikely to get the help she needs.

If the abuse happened in the child's own home, .;he may be
removed to a foster home, group home or institution, where she i_
at high risk for further sexual abuse. If the abuse occurred in an
institution or other facility, the abuse may be dealt with internally in
which case the offender might be believed, warned, ui dismissed.
The victim is often not informed about the process and is expected
to get over the abuse, either on her own or with the help of person-
nel with little or no training. The offense is rarely reported to the
police and of these cases which are, very few offenders will be
apprehended and charged. Under the current laws and with limited
corroborating evidence, a crown attorney would not be able to put
tl.e child with an intelle. Lual impairment on the stand in most cases,
and would therefore ask that charges be dropped.

In the case of a perpetrator with a developmental disability, the
situation is similarly tragic. tie legal system was not designed to
accommodate the nee -as of the person with an intellectual impair-
ment and it often fails them. The prison systems were E' Signed to
punish offenders and they have trouble providing the tree Ement and
services necessary to prevent sex offenders from offending again. In
addition, the few services that exist were not intended or designed
to accommodate the offender with a developmental disability.

Changes to be effective must occur on several different fronts and
must not bz superficial. The following recommendations give sug-
gestions as to the source and the direction necessary for change to
be effected.
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1. PREVENTION

"Quick fixes" must be avoided. Prevention programs should be
well thought out, planned, carried out, and then evaluated to
ensure their effectiveness. Prevention programming should not
be aimed restrictively at children but rather should include
efforts directed at children, parents, professionals (such as doc-
tors, nurses, social workers, psychologists), and institutional
management and staff.

a. Children
i. Sex education must become a normal part of every child's life

at a very early age. This education cannot simply include
anatomical information but must address sexual rights and
responsibilities as are appropriate to the child's age and level
of development. Sex education programs must not simply be
assumed to be effective. Evaluation should be an integral
part of the sex education program. These programs should
not be a "one shot" affair, but rather integrated into the
education of the child over time.

ii. Physical self-protection skills should be considered a part of
every child's physical education. Sexual abuse prevention
pro,:,-rams vary dramatically and should be selected carefully
with regard to their approach, philosophies, method of teach-
ing, effectiveness, and reputation. Children sht.....rld all be
taught "avoidance, resistance, and help seeking techniques"
(Finkelhor & Araji, 1983, p. 14). Sexual abuse prevention
programs can be worked into the education program that
children are already engaged in. The fact that a child lives in a
residential facility should only further guarantee that these
programs are offered. It cannot be assumed that children, are
receiving this information _tt home, or in their current school
system.

iii. The environments which house and educate children must be
designed or renovated to include the facilities necessary for
the child to report abuse. Access to a private phone should be
considered a right. Privacy should be guaranteed as an impor-
tant part of any child's (or adult's) living situation.

b. Parents
The increased interest which parents of children with deve-
lopmental disabilities seem to be showing with regard to sexual
education and sexual abus- prevention should be encouraged.
Prevention programs should be set up for parents (most
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beneficially in co-ordination with the programs offered to child-
ren) which cover the topics: sexual information, sexual abuse
prevention, and recognition of the signs and symptoms of
abuse. Parents must be taught that their children may be at
higher risk for abuse at the same time that they are taught how
to deal constructively with their fears.

c. Professionals
All professionals who are in contact with children with intellec-
tual impairments should be trained to deal (minimally on a crisis
intervention level) with sexual abuse. As Sgroi (1975) stressed,
the fact that a professional believes that the abuse is possible
increases the likelihood that they will diagnose and respond to
the sexual abuse. Specialization of some professionals within a
system may be required, however, all professionals should
know: how to recognize the signs and symptoms of abuse, how
to respond to a disclosure and what referrals to make. Educa-
tion of the medical personnel who a. e responsible for health
care in institutional facilities is particularly urgent.

d. Institutions24
1. Sex education and sexual abuse preventior. programming

must be provided in all institutional facilities. Again, the pro-
grams should be carefully chosen, planned, implemented, and
evaluated. These should be an integral part of the program-
ming in the facility. The environment in the facility should
reinforce not contradict the messages which have been
taught in these courses. Commitment at -II levels of the insti-
tutional hierarchy to these ideals is a necessary part of the
prevention program. Education must occur to ensure this
commitment. Staff, parents, and residents should be included
in the planning stages of the programs to ensure that imple-
mentation is successful. The programs should be taught by
knowledgeable individuals who are comfortable with the
issues involved. If such a person is not available within the
current structure, a person or persons from outside the facil-
ity are required.

ii. Screening of employees should be carried out with the
knowledge that few if any sex offenders will be screened out
by the procedure.

iii. Committees should be formed immediately to establish ethical
policies covering two main areas; sexual activity between res-
idents in the facility and contact between staff and residents.
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These policies should be widely distributed. Staff intt. .tions
with residents should be guided by the knowledge of approp-
riate treatment techniques and handling of residents espe-
cially those who have been previously abused. Training ses-
sions will be necessary in many cases to ensure this. Protocols
for dealing with allegations of sexual abuse mus!- be estab-
lished explicitly. All allegations which would fall under the
definition of sexual abuse should be reported and then inves-
tigated and dealt with externally. Residents and their parents
must be protected against retaliation from the institutional
management, staff or other residents in the event that they
have made a report of sexual abuse.

iv. The work environiaents of institutional facilities should be
humanized in an effort to reduce stress on personnel.

2. SERVICE PROVISIONIAGENCIES

a. "Real" Accessibility
The minimum level of accessibility of services acceptable is
"real" accessibility. This means that the child victim with an
intellectual impairment would be helped in a meaningful way
by any service agency which normally serves the victims of
sexual abuse. Government funding for the education and
training of agency staff and other service providers may be
required. Service providers and agencies whose mandate is
the individual with a developmental disability must also be
trained to deal (minimally on c crisis management bas,..) with
the sexual abuse victim. Networking, liaising, and mutual
education between agencies which serve primarily victims of
sexual abuse and those which serve individuals with devel-
opmental disabilities should be maximized and encouraged.
Training may initially have to be done by individuals in the
United States or other regions of Canada in which work with
child victims with intellectual impairments is more common.
There is some danger in training being done by an individual
who has seen only a handful of clients in this population, as
they seem more likely to generalize incorrectly from the
experience of those individuals. All intake forms should be
revised to include the documentation of any disability which
the child has. Thi is an imperfect measure as has been dis-
cussed previously however, no judgements can be made
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about the number of children being served, or the effective-
ness of the agency in serving them unless this information
available.

b. "Perceived" Accessibility
The second step in making services accessible is for these
services and agencies to do outreach to people with intellec-
tual impairments. This step has only recently been started
with regard to physical disabilities, for example, hearing
impaired individuals are now told on some brochures that
sign interpreters are available. This kind of outreach is neces-
sary if those individuals with developmental disabilities are to
know that the services are available to them.

c. Agencies for those with intellectual impairments
Those agencies whose mandate is provision of services to
people with intellectual impairments must accept that the
risk of se:sual abuse is real. acceptance is necessary to
ensure that agencies will acd. appropriately in cases of allega-
tions of sexual abuse. Education of these agencies in these
terms is critical to the provision of services.

3. RESEARCH

a. Prevalence of sexual abuse among children with intellectual
impairments
Documentation exists that sexual abuse ib a problem for
children with developmental disabilities. Research which is
attempted should now tue of a higher quality and more rigor-
ous nature than that which has been done before. Hard's
(1986) study is the best model available for the type of
research which will yield the most information. An emphasis
needs to be placed on the collection of information from indi-
viduals not previous sampled, for example those children and
adolescents who are confined to institutions, and those child-
ren with limited verbal skills. Researchers must be creative
both in their methods and approaches to the issue. In order
for a complete picture to be obtained of the victimization
which children experience, institutions must be opened up to
research. Musick (0.5187) has suggested that access to one
institution's medical records would nut an entirely different
perspective on the abuse of children with developmental
disabilities.
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b. Needs assessment
It is clear that child victims of sexual abuse who happen to
have an intellectual impairment are not being served ade-
quately by the current system. Needs assessments for treat-
ment programs, counselling services, and health care would
be helpful. It is important to identify where victims are cur-
rently going for help, and where they are not. The need for
this type of research should not delay the changes which are
needed so urgently however.

c. Sex offenders with intellectual impairments
Research is needed to ascertain the number of sex offenders
with a developmental disability in Canada. But more impor-
tantly, research is needed to establish the role of the disability
in the commission, of the offense (e.g., lack of sex ec1 ,cation),
the arrest of the offender (e.g., lacking the skills to keep the
secret), or their treatment following arrest. Needs assess-
ments have recently been carried out in Toronto with respect
to the adolescent sex offender. This type of research is
required across Canada for both adult and adolescent
offenders.

d. Treatment
Research is needed desperately to establish the effectiveness
of different treatment programs and counselling techniques
to assist the child victim with an intellectual impairment.
Research is also needed to investigate the range of signs and
symptoms and types of disclosure exhibited by children with
developmental disabilities. Research investigating the effec-
tiveness of treatment programs and various techniques in the
treatment of sex offenders with developmental disabilities is
also required.

4. LEGAL REMEDIES

Bill C-15 passed the third and final reading in the summer of
1987 and was proclaimed in January 1988. It is hoped that the
section of the Evidence Act which guarantees an interpreter for
those parties or witnesses who speak a language ot! _r than that
in which a trial is condu:ted would be applied in the broadest
manner possible to include the use of an interpreter for those
individuals witt, limited but recognizable (to a 1 .sown individual)
verbal skills. These changes give the child and adolescent victims
of sexual abuse who have an intellectual impairment access to
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the legal system comparable to the access experienced by other
children and adolescents. It is crucial that these changes not be
left to stand on their own. Rather they must be accompanied by
the education of Crown at:orneys and judges regarding the
research on children's competency as witnesses as well as the
infc,rmation available on the ability of individuals with intellec-
tual impairments to testify.
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15105187 Anderson :'ent, Cordelia: Educator, Sexual Abuse
Prevention Illusion Theatre, Minneapolis, Minnesota

06187 Workshop: Prevention
28105187 Antell, Steve: Adult Protective Services, Social and

Rehabilitation Services, Vermont.
28105187 Authier, Karen: Administrative Director, Center for

Abused Handicapped Children at Boystown, Omaha,
Nebraska

06187 Barbaree, Howard: Kingston Sexual Offenders Clinic,
Department of Psychiatry, Queen's University,
Kingston, Ontario

06187 Barrett, Mike: SIECAN (Sex Information and Educa-
tion Council of Cana& Toronto, On&ario

02185 Berliner, Lucy: Therapist, Seattle, Washington
Workshop: Young child victims, Presented at the
Winnipeg Conference, Counselling the Sexual Abuse
Survivor.

25105187 Birrell, Joan: Barbara Shleiffer Clinic, Toronto,
Ontario

06187 Blomberg, Patti: Association for Retarded Citizens &
Doctoral Candidate at University of California at
Davis
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15105187 Brand, Judith: Ministry of Education, Special Educa-
tion Division, British Columbia.

06187 Creezen, Robert: Workshop: Interviewing, Child
Abuse Coordinator, Kitchener, Ontario

22105/87 Daro, Debra: National Commission for the Preven-
tion of Child Abuse (NCPCA), Chicago, Illinois.

05187 Davies, Joan: Joan Davies Associates, Family Life
Educator, Middletown, New Jersey

06187 Dawson, Ross: Workshop: Institutional Abuse, Exec-
utive Director, Family and Child Services, Woodstock,
Ontario.
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19;05187 Doucette, Joanne: Disabled Women's Network,
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06187 Garfinkel, Lily: Coordinator, PACER (Parent Advo-

cacy Coalition for Educational Rights), Minnesota
25105/87 Gould, Gayle: Metropolitan Toronto Special Commit-
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03106187 Griffiths, Dorothy: York Behavioral Management

Program, York Central Hospital, Toronto, Ontario.
06187 Hallet, Shelley: Assistant Crown Attorney, Toronto,
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11106187 Hansen, Susan: Program Supervisor, Association for

Retarded Citizens, Denver, Colorado.
22105187 Hard, Suzanne (with research from William Plumb):
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01106187 Heusen, Ann: Rehabilitation Studies, University of
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25105187 Holmes, Carole: Program Supervisor, COMSOC

Ontario Ministry of Community and Social Services
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17107187 Hyman, Batya: Therapist, Jamaica Plain, Massachusetts
01106187 Knopp, Faye Honey: Therapist/Author, Syracuse, New

York
05187 Krents, Elisabeth: Project Director, The Lexington

Centre Child Abuse and Disabled Children Project,
Jackson Heights, New York.

06187 Lefkowitz, Myra: Workshop: Child Witnesses,
Community Liaison, Metro Special Committee on Child
Abuse, Toronto

20105187 Loney, Grace: Canadian Legal Advocacy Information
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15105187 Lyster, Kim: Project Coordinator, Rights Now Project,
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15105187 Purmort, Sheryl: Program Specialist, Minnesota
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22105/87 Reier, Suzanne: Researcher/Educator, Berkeley,
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16107187 Richler, Diane: Canadian Association for Community
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21105187 Rodgers, Barbara: Program Manager, Thistletown
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06187 Russell, Diana: Researcher, Professor of Sociology Mills
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Lecture: Research Effective Utilization in Treatment
and Prevention.

15105187 San Francisco Child Abuse Council
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19105187 Seger, Linda: Office of Child Abuse Prevention,
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15105187 Shaman, Ellen: Seattle Rape Relief Developmental
Disabilities Project

01/06/87 Simpson, Kathy: Educator, Planned Parenthood of
Shasta-Diablo, California

20105187 Stiggall, Lynne: Educator
13/07/87 Udell, Rob: Maplehui it Correctional Centre, Milton,

Ontario
15107187 Worrell, Bill: People First, Toronto, Ontario
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Table 1.*
Abuse Reports Comparison

State of California King County, WA

Number % Number 0/0

Population
(normal) 24,330,000 100 1,269,750 100

Population
(DD) 2,919,600 12 152,370 12
Child abuse
reports (total) 97,329 .004 unknown

Sexual abuse
reports (total) 5,840 .00024 unknown

Sexual abuse
reports (DD) unknown 150 .00098

* From Cowardin (1987).



Figure 1.*
Four Preconditions of Child Sexual Abuse

I. Predisposition to abuse experience
1. male sex-role socialization
2. childhood sexual abuse experience
3. effects of exposure to pornography

H. Reduction of Internal Inhibitions
1. minimization of harm done
2. cultural view of female sexuality as commodity and children

as property
3. cultural supports for predatory male sexuality
4. child not related by blood
5. alcohol consumption
6. pornography
7. sexualization of children in the mass media

III. Reduction of Social Inhibitions
1. pornography
2. male dominancelstructural power
3. power disparity between adults and children

IV. Reduction of Child's Resistance
Nine risk factors (see Figure 2)

* From Russell (06187).

Figure 2.*
Finkelhos Nine Risk Factors

1. Child is emotionally deprived
2. Child is socially isolated
3. Child knows adult
4. Child has special fondness for adult
5. Child is vulnerable to incentives offered by adult
6. Child feels helpless and powerless
7. Child is ignorant of what is happening
8. Child is sexually repressed and has sexual curiosity
9. Coercion

* From Russell (06/87).
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Figure 3.
Behavioral Indicators of Child Sexual Abuse*

1. Overly compliant behavior.
2. Acting-out, aggressive behavior.
3. Pseudomature behavior.
4. Hints about sexual activity.
5. Persistent and inappropriate sexual play with peers or toys or

with themselves, or sexually aggressive behavior with others.
6. Detailed and age-inappropriate understanding of sexual

behavior (especially by young children).
7. Arriving early at school and leaving late with few,

if any, absences.
8. Poor peer relationships or inability to make friends.
9. Lack of trust, particularly with significant others.

10. Nonparticipation in school and social activities.
11. Inability to concentrate in school.
12. Sudden drop in school performance.
13. Extraordinary fear of males (in cases of male perpetrator and

female victim).
14. Seductive behavior with males (in cases of male perpetrator

and female victim).
15. Running away from home.
16. Sleep disturbances.
17. Regressive behavior.
18. Withdrawal.
19. Clinical depression.
20. Suicidal feelings.

* From Sgroi (1982, p. 40-41).
Copyright ®1982 (Assault), D.C. Heath Canada Limited.
Reprinted by permission.
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Figure 4.

RESPONDENTS WHO REPORTED ABUSE
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Figure 5.

EFFECT OF TELLING ON CONTINUED ABUSE
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Figure 6.
Initial Interview with Handicapped Victim?

1. Identify the handicap (e.g., comprehension level, physical
speech, or hearing handicap; psychiatric or social problem).

2. Determine if the handicap will interfere with the interview
and, if necessary, get help or advice from a family member or
another staff person who has dealt with such clients.

3. Assess the impact of the rape on the victim's behavior (i.e.,
ask family members if this is a usual response to stress and/
or what changes they have noted in the child's behavior).

4. Proceed with the usual protocol, adapting it to meet the
stress level of the adolescent. Be prepared to take extra time
with the victim and the family.

5. Be alert to avoid projecting stereotyped labels onto
handicapped victims and, instead, carefully observe, assess,
and talk with the victim and family in a respectful and kind
manner, fully acknowledging the impact of the victimization.

6. Record the interview in language that respects the adolescent
and the family but still objectively reports your findings.

7. Be prepared to work in a collaborative way with other staff
alreac.;y involved with the victim. Obtain permission from the
victim first to talk with the agency, and then keep the victim
informed, making sure the agency knows you are reporting
back to the victim and family.

* From Burgess and Holmstrom (1987, p. 72-73.)
Copyright ©1978 (Handbook), D.C. Heath Canada Limited.



Figure 7. FIGURE SUPPLIED BY S. HARD
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Figure 8.
Rule Topics*

1. discipline
2. touching
3. talking
4. secrets
5. privacy
6. boundaries
7. sexual climate
8. clothing
9. alone or witness

' From a workshop on Institutional Abuse presented by
Ross Dawson (06/87).

Figure 9.
Avoiding Complaints*

A. Prepration
- obtain full information re: child
- training to deal with child's needs
- plan of care

B. Follow Procedures
- follow discipline policy
- 'witness'
- keep notes

C. Open Talk
- keep social worker informed positive or negative
- ask for help early
- obtain support/relief when needed
- assessment/medical help
- training for foster mothers and fathers

*.From a workshop on Institutional Abuse by Ross Dawson (06157).
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Figure 10.
Cognitive Skills to be Assessed*

1. Recognition and recalling of faces may be an easy task, as no
rehearsal is required.

2. Auditory memory problems may make it difficult to
recall communication.

3. Recollection of several conversations, precise times and
addresses may interfere with the person who has a
developmental disability's ability to discuss the facts of the
incidence (sic) with the interviewer.

4. Associated deficits in articulation, language processing and
verbal skills may further jeopardize communication.

5. It is critical to assess the individual's cognitive strengths and
weaknesses specifically on an individual basis in order to
arrive at a just and meaningful competency determination.

6. Many individuals with a developmental delay may know that
rape is wrong without having a clear idea of what rape means
or what wrong means.

7. Oftentimes the interview will be to determine the individual's
mental status at the time of the offense. This can create
problems in view of the multiple cognitive defects of persons
with retardation. It is critical to try to obtain a detailed
description of the individuals activity on the day of the
alleged offense, in addition to the detailed history of the
offense itself. Additional information should be obtained
from family members, any witnesses and police reports, in
order to corroborate or refute the individuals own
impressiuns.

8. Look for the individuals degree of passivity, and susceptibility
to suggestion.

* From Blomberg (undated).



Figure 11
The Behavioral Assessment and Treatment of Sex Offenders.

PROBLEM
AREAS

TREATMENT
METHODS

ASSESSMENT
METHODS

Arousal variables

So ial skills defluts

Sexual behavior

Cognitivelsocial

Exxessivt, arousal
to deviant stimuli

Deficit arousal to
nondeviant sexual
stimuli

lieterosutial Skills
Assertive skills

Sexual dysfuni.tion
Sexual knowledge

Attitudes
Perception
Discrimination

Aversion-suppression
methods
1. Covert sensitization
2. Electrical aversion
3. Odor aversion
4. Chemical aversion
5. Biofeedback-assisted

suppression
o. Satiation

General of arousal to
nondeviant cues
1. Masturbatory conditioning
2. Exposure
3. Fading
4. Systematic desensitization

Heterusot.ial skills twining
Assertive training

Therapy
Sex education

Penile rexordings
Self-report
Clinical interviews

Behavioral role
playing procedures
Self-report inventories
Clinical interviews

Sexual inventories
Sex education test
Clinical interviews

Burt scale

* From The Sexual Aggressor by J.G. Greer & J.R. Stuart (Eds.), 1983,
New Yori . Van Nostrand Reinh. id. Copyright 1983 by Van
Nostrand Reinhold. Reprinted with permission.
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APPENDIX A

-,Prevention Program
Illusion Theatre (Anderson)
Self-protection for the
Handicapped (Fisher, 1982)
Special Education Curriculum
on Sexual Exploitation
(Seattle Rape Relief)
No-Go-Tell

What if ... (Cowardin, 1986)
Circles (Champagne & Walker-
Hirsch, 1983)
Preventing Sexual Abuse of
Persons with Disabilities
(O'Day, 1983)
Assault Prevention Education
(Women Against Rape, undated)

Target audience
mild to moderate disability

moderate disability

mild disability
(ages 6 to adult)
mild to severe disability
(pre-school to adult)
mild to moderate disability

mild to moderate disability

mild to moderate
disability
mild to moderate disability
(adolescent to adult)
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FOOTNOTES

1 The unethical nature of the solution, reducing the possibility of
'detection' while not increasing 'protection' from the abuse, is
never questioned.

2 The irony of this, is the apparent frequency of assault in the
institutional setting (Musick, 1984).

..

3 The revelation of the abuse is made only once she has presented
some of the course material and children divulge that it has just
happened to them.

4 This estimate includes non-contact abuse such as exhibitionism.
It excludes the results of numerous individuals for whom there
was no information about the age at which their victimization
occurred.

5 For ease of reference the female pronoun will be used to refer to
the generic child victim and the male pronoun used to refer to
the generic adult perpetrator. This usage reflects gender accu-
rately in the majority of cases. This is not to imply that male vic-
tims and female perpetrators do not exist.

6 Her parents may also possess this fear, preventing them from
reporting the abuse in the event that they know about it
(Dickey, 07187).
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114 Sexual Abuse and People with an Intellectual Handicap

7 There are wide individual differences in responses to sexual
abuse between children. As such, it will be assumed except
where specifically noted that children with developmental
disabilities experience a range of symptoms similar to other
children.

8 It is not known how this process is confounded in those instan-
ces where the childladolescent has been sterilized. Certainly this
could be considered to be shaping the child's sexuality in a
"developmentally inappropriate" manner. See Rioux (1979) for a
discussion of the psychological effects of sterilization procedures
for people with intellectual impairments.

9 Schizophreniform psychoses is a psychotic condition including
bizarre behaviour, hallucinations, and delusions.

10 Annotated bibliographies on sexual abuse treatment are availa-
ble free from the National Clearinghouse on Family Violence.

11 Neither would one want them to.
12 would include group homes, schools, and institutional facilities

in which children live in numbers.
13 even when screening has taken place because the offender has

no record.
14 Long before intelligence testing occurred, this belief was held,

but with the advent of intelligence tests, the testing of convicts
became an extremely common procedure. Most of the recent
research with regard to the criminal justice system uses IQ
scores as the sole criterion for"mental retardation". My con-
cerns with this procedure have been noted elsewhere.

15 Marshall and Barbaree do not work exclusively with offenders
with intellectual impairments but have a fair number of "low
IQ" offenders in both their assessment and treatment programs.

16 Canadian law expresses these same concerns by defining in the
assault legislation what consent is not.

17 This should not be considered a sufficient condition for inability
to consent. As it has been shown, many institutionalized adoles-
cent have not had access to sex education and thus would be
considered unable to give consent.

18 While the law was archaic and imposed celibacy-un women-with
developmental disabilities for life, adults who exploited adoles-
cents and adults could be caught by its net.

19 If a proposed witness' mental capacity is challenged, this would
still be determined at a voir dire by aring.
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Footnotes 115

20 There would be no point discussing the credibility of the testi-
mony of children with intellectual impairments as long as all
children arc believed to be unable to give credible testimony.

21 It must be remembered that what seemed central for the child
might be quite different from what an adult would consider cen-
tral, e.g., a description of the perpetrator.

22 Such a question would be, "Can you tell me if it happened
before your birthday or after your birthday?"

23 Many people are concerned that the rights of the alleged perpe-
trator will be, abridged by the use of videotapes and the defend-
ant's removal from the courtroom. These are legal questions
which must be addressed.

24 would include group homes, schools, and institutional facilities
in which children live in numbers.
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