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Abstract Resilience is a term that is often used in a
general and decontextualized way, both in psychology and
related disciplines. This becomes a problem as it can
impact the effectiveness of interventions. Researchers have
long argued whether resilience should be defined as an
outcome or process. This article conceptualizes resilience
as a process-centered construct in relation to child sexual
abuse (CSA). Findings were derived through the use of a
convergent parallel mixed methods research study, from a
South Africa sample, a country which has some of the
highest rates of CSA globally. It explored the impact of
resilience upon the psychosocial sequelae of CSA
survivors. The findings indicate resilience should be
viewed as a process rather than a fixed state, resulting in
recommendations to approach the treatment of survivors of
CSA. This opens the door for further research on this topic
and for the improvement of intervention and treatment
practices.
Keywords Child Sexual Abuse, Intervention, Mixed
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1. Introduction
The reason some individuals respond to adverse
circumstances in maladaptive ways, whereas others adapt
positively, is something that has perplexed psychologists
and researchers for years. This has led to the need for more
empirically driven research, in the field of resilience, to
explore and explain this phenomenon [1].
It is the authors’ opinion that the definitions and
terminology used in relation to the construct of resilience
need to be redefined. This is because normative
assumptions have arisen surrounding the meaning of the
word, resulting in ‘resilience’ being used as a catch-all
phrase. This can be problematic. A clearer understanding
and re-conceptualization of the term is needed, as this can

impact how treatment interventions are formulated,
especially in this case, in relation to child sexual abuse
(CSA) survivors.
This article is based on a larger, retrospective study of
adult CSA survivors that looked at the impact of resilience
and attachment, in relation to the psychosocial sequelae of
child sexual abuse. The focus of this article however,
centers on the possible impact that resilience has upon the
psychosocial sequelae which might be experienced by a
CSA survivor. The aim is to describe the way survivors
utilize varying coping mechanisms within a
process-centered resilience approach.
There exists a long-standing debate among resilience
researcher as to whether resilience should be defined as an
outcome or a process. For example, researchers such as
Bonanno, Westphal and Mancini [2] and McCubbin [3]
speak about an outcomes-focused approach to resilience,
whereas Herrman et al., [4] and Rutter [5] emphasize a
process-focused one.
These distinctions are essential, because the way the
term is conceptualized, impacts on the attributed meanings
and applications of the word in practice. As Luthar,
Ciccetti and Becker [6] state, practitioners and resilience
researchers should be clear on how findings are reported;
which should not be forced under a single heading of
‘resilience’? A lack of clarity will not only influence the
criteria used to determine successful coping with an
adverse experience, but additionally, how this experience
is quantified [6]. Luthar et al., [6] point out that while the
boundaries of a construct are being operationalized, as is
the case with resilience, researchers should continuously
consolidate newer findings within the field [6].
Based on existing literature, this article considers two
different approaches to resilience, both as an outcome and a
process. It then describes the methodology used in a South
African study of resilience among CSA survivors. From
this study it emerged that a process-approach may be more
efficacious in interventions with, and the treatment of, CSA.
Finally, a discussion of possible recommendations for
future treatment practices in relation to these findings is
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discussed.

2. Literature Review
South Africa has some of the highest rates of child
sexual abuse in the world [7]. The Optimus Study [8], a
report on Sexual Victimization of children in South Africa,
included statistics released by the South African Police
Services in 2013/2014, which showed that 51 children are
sexually abused in South Africa each day, and on average
18524 per year. This highlights the necessity for research to
be conducted in this field [8].
The Center for Disease Control and Prevention [9],
highlights the pervasive impact which negative childhood
experiences (ACEs) can have on a child’s functioning in
adulthood. Such experiences can include childhood
physical, emotional or sexual abuse [9]. Exposure to an
ACE has been found to result in a number of health and
social problems later in life. This could result in the
individual not reaching his/her full potential, it can also
lead to him/her engaging in risky or unhealthy behaviors,
which have negative health consequences. Furthermore,
ACEs can result in chronic health problems, and even
premature death [9]
The focus of CSA research over the past 20 years has
shifted from focusing on the negative short- and long-term
effects of an adverse experience, to how survivors manage
to overcome and cope with the trauma [10]. In essence
these studies have moved from a pathogenic to a fortigenic
focus. During this time, researchers have begun reporting
on the resilience outcomes and post-traumatic growth,
which survivors experience after such events [10].
Larkin, Beckos and Shields [11] highlight the
importance of helping a child develop resilience in
response to ACEs, specifically in the realm of social
support. Similarly, Bethell, Newacheck, Hawes and Lafon
(2014), report findings which suggest that helping a child,
who has experienced an ACE, to develop resilience, can
mitigate the negative impacts this experience may have,
both in the short and long-term [11].
At this point there is not one overarching description in
place to describe resilience [3]. It has been found that an
individual might exhibit resilience in one context, but not
within another. As a result, resilience does not translate
across all life experiences [3]. It is therefore postulated that
resilience should in fact be considered context-specific.
Therefore, the best solution might be to conceptualize a
number of different contextual definitions of resilience
[12].
It is the author’s view that one of the core distinctions
which needs to be made when aiming to conceptualize the
term resilience, more specifically in relation to CSA, is
whether it should be viewed as a process or an outcome.
When viewed as an outcome, the individual is seen as
resilient, when she or he is able to overcome the adverse
challenges which were experienced [2]. Resilience is then
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used to define the consequence of overcoming an
experience. This is the end product of the process [2, 3],
where the individual remains in a resilient state of being
after the fact. As a process, resilience is dynamic in nature.
As Rutter [5] describes:‘Resilience involves a range of
processes that bring together quite diverse mechanisms
operating before, during and after the encounter with the
stress experience or adversity that is being considered’ [5].
The authors therefore suggest that in this way resilience
is seen as an ever-changing process of coping with adverse
challenges which the individual is faced with in the
particular context. From this process-centered approach,
resilience is also seen to act as a mediating factor, buffering
the effect which the CSA might have on the individual.
This article advocates the latter of the two approaches,
namely that resilience is a process, and will use CSA as a
specific arena of trauma management to argue for this
position.
In line with this position, Bogar et al., [13] identified a
number of processes that CSA survivors utilize when
developing resilience. They grouped these into four main
process clusters: coping strategies, refocusing and moving
on, active healing, and achieving closure. These processes
are primarily behavioral and cognitive in nature, and
encompass the methods that survivors use to actively cope
with the CSA [13]. Survivors utilized the process of
refocusing and moving on, by finding other areas of focus,
rather than the abuse. This was found to include
educational interests, family, and other social relationships.
In most cases the survivors made a conscious decision to
refocus their minds into these alternate areas. Once
individuals were focused on these adaptive areas of
functioning, the process of moving on began [13].
Active healing is an active and motivated stance, where
survivors entered into some form of therapy, or talked
through the experience with others [13]. Daigneault et al.,
[14] found that survivors, who had taken part in a support
group, reported higher levels of resilience. The ability to
reach closure after the CSA, was an active process of
meaning-making and forgiveness (self and others,
including the perpetrator) [13]. The coping strategies
which
survivors
used
included:
cognitive
appraisal/reappraisal, making meaning of the event
[15-20], reworking previously held beliefs [19], and
disclosure [16].
Disclosure has also been found to be an instrumental part
of the process of resilience [16]. Disclosure can be a
difficult process as the survivor is often fearful of the
outcomes, for example, whether they will be believed.
However, disclosure which is met with belief and
acceptance on the part of the confidant has been found to
facilitate the resilience process [16].
It is important to note that resilience is not a single
construct, but rather a concept comprising many facets [1,
21- 23] and dimensions [23]. Wu et al., [23] identify
various individual characteristics which are implicated in
resilience. These include: active coping, cognitive
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reappraisal, social support, optimism, humor, trait
mindfulness, physical exercise and prosocial behavior.
These factors all impact on how the individual responds to
the adversity, and how vulnerable she or he is to
developing negative outcomes after the experience [24].
Walsh et al., [22] highlight that the styles and processes of
coping that a CSA survivor employs, do not follow a linear
process, but rather one that is complex and multifaceted. If
the survivor uses positive coping styles, such as reaching
out to support systems, or finding meaning from the
experience, the outcomes are more likely to be positive and
adaptive [22]. From this it can be seen that the development
of resilience can be fostered through factors both intrinsic
and extrinsic to the individual.
2.1 Extrinsic Factors
It is erroneous to think that an individual should develop
resilience without support. Seeking help from others can
actually shorten the time it takes for individuals to
overcome their adversity [18]. In the case of CSA,
receiving external support elicits the impact that the
individual’s environment has on him. Interpersonal factors
such as family involvement and support [25, 26],
educational engagement [25, 27], interpersonal trust, and
competence in establishing and maintaining relationships,
are all factors which play a role [25]. Interpersonal trust
and social support are important, as they act as a buffer
against the negative experiences of some of the social
consequences which might impact that survivor. This could
include the shame, stigmatization, and broken trust that
might arise out of the experience [25]. It is important for
the child to have a system which motivates and helps him
or her to develop the skills needed, to grow and adapt to his
or her environment [12].
2.2 Intrinsic Factors
Intrinsic resilience factors have been found to include
aspects such as competence, high self-regard, spirituality
[13] optimism [25, 26, 28], as well as being interpersonally
skilled [13] and meaning-making [22]. These intrinsic
processes are largely inherent within the individual, and are
quite subjective in nature.
Therefore, when exploring the concept of resilience and
its role regarding the outcomes a CSA survivor might
experience, a number of factors need to be taken into
consideration when conceptualizing the construct of
resilience. The first is that resilience is a process; the next is
that resilience is a subjective construct and, finally, that
resilience is partly context-specific.

3. Materials and Methods
3.1. Research Design
A convergent parallel mixed methods research design

was followed. This method was chosen in order to provide
more robust inferences and answers that other
methodologies are possibly not able to yield. This was
conceived with the hope of “presenting a greater diversity
of divergent views” [29, pp, 14-15]. It was retrospective in
nature, as adult participants were required to provide
information about child sexual abuse (CSA,) which
occurred when they were under the age of 16. This specific
age was utilized due to the definitional criteria of CSA
provided by Miller, Johnson and Johnson [30].
The research was realized in three phases. Phase 1 was
quantitative in nature, and was implemented through a
small scale, cross-sectional survey. Phase 2 related to the
qualitative portion of the research. This followed a
phenomenological research design. Phase 3 involved the
integration and interpretation of the findings of the first two
phases, and is discussed later in this article.
3.1.1. Sampling, Data Collection and Data Analysis
Phase 1
The sample consisted of 304 participants, and was
comprised of South African, undergraduate, tertiary
education students, who were identified through
nonprobability convenience sampling. A number of
researchers have argued the advantages and disadvantages
of using university students as a sample for studies of CSA.
One of the main arguments against using university
students as a sample in such a study is that individuals who
experience CSA, may never reach university level.
However, a study conducted by Murthi, Servaty-Seib and
Elliott [31] on the relationship between various dimensions
of self-esteem and CSA, found that CSA survivors do not
experience difficulties with academic self-esteem. Rind,
Tromovitch and Bauserman [32] similarly state that
university students are just as likely as members of the
general public to have experienced a CSA. Roche et al., [33]
stated that using a university sample strengthened their
study, as it allowed them to access a large sample.
Therefore, it can be concluded that survivors of CSA could
be found in a university setting, and the researcher felt
confident in using this sample.
Of this group, 290 participants supplied information
about their gender; data analysis was conducted with this
sample (26.67% male; 73.33% female). These participants’
ages ranged from 18 – 50 years, and included races
representative of South African demographics (black,
54.76%; colored, 25%, and white, 19.05%). A total of 90
participants (29.61%) reported being sexually abused when
they were under the age of 16, and were referred to as the
‘incident group’. Of this group 32,43% were males and
30.56% were females. The ‘no-incident group’ consisted of
190 participants (62.50%).
The data was collected through the use of a biographical
questionnaire, the Early Sexual Experiences Checklist [34,
35] and the Resilience Scale [36]. Data were analyzed
using descriptive and inferential statistical analyses.
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The biographical questionnaire was used to gather
demographic information about the participants. Miller and
Johnson [34] found a one-month test-retest reliability
of .92 for the ESEC using Cohen’s Kappa. In this study the
amended version [35] of the Early Sexual Experiences
Checklist (ESEC), was utilized to gather additional data
regarding the way participants reported being affected by
the CSA. This amended version comprised of two
additional tables, each in the format of a 7 point Likert
Scale. The items on the Likert scale included possible ways
in which the participants were affected by the CSA. These
included: anxiety, low self-esteem, sexual guilt, confusion
about sexual orientation, behavior problems and
self-destructive behaviors. The first table required
participants to rate the extent, and the different ways, in
which they were affected by their experience at the time of
the event. The second table required participants to rate the
extent, and the different ways in which they were currently
still being affected by their experience.
The Resilience Scale (RS) developed by Wagnild and
Young [36] was used to ascertain the current resilience
levels of the participants. The RS is a 25-item scale, which
focuses on determining an individual’s resilience score. It
looks at identifying five core characteristics that are related
to resilience [21]. Wagnild [21] describes these
characteristics as: (1) meaningful life (purpose), (2)
perseverance, (3) self-reliance, (4) equanimity, and (5)
coming home to yourself (existential aloneness). The RS
was used previously in a South African study conducted by
Hutchinson, Stuart and Pretorius [37]. The study was
conducted using a sample of 620 tertiary education
students and members of the private sector in South Africa.
In the study the researchers found that the resilience scale
exhibits reliability and validity, when it was used on a
South African sample. The study did not report any
limitations with using this measure [37]. The reliability of
the measure is shown by an Alpha coefficient of 0.91. High
concurrent validity was also found [36].
Phase 2
Data was collected through 9 semi-structured interviews
which were obtained through purposive sampling.
Interviews were terminated at 9 participants, as data
saturation had been achieved. These participants were
volunteers from the original sample, who had experienced
a CSA. Two were males and seven were females. Four of
the participants were black, three were white, and two were
colored. Data were analyzed using Tesch’s Eight Step
Coding Process as adapted from Creswell [38]. Lincoln
and Guba’s [39] model of trustworthiness was employed to
ensure the quality and rigor of the results were maintained.
Once the data was transcribed and coded, it was
cross-checked by an independent coder who had
experience in this form of data analysis, to ensure the
reliability of the coding system used by the researcher [38].
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3.2. Ethics
The study adhered to both international and national
standards which govern research conducted using human
participants [40]. The study ensured that the ethical
guidelines of institutional and informed consent,
confidentiality, and privacy, were complied with [40].
Furthermore, the ethical principles of dignity and respect
[41], as well as Kitchener’s (1984) five moral principles of
autonomy, nonmaleficence, beneficence, justice and
fidelity, were kept in mind at all times [41, 42]. All
institutional ethical processes were followed, and the study
received institutional ethics approval prior to
commencement.
3.3. Results
Phase 1
An investigation into the resilience levels of participants
did not yield any statistically significant results, however,
this in itself held significance. In other words, after
conducting a Chi-Squared Test and a One-Way ANOVA to
explore whether experiencing CSA had an impact on
resilience, it was found that all respondents’ resilience
scores, irrespective of whether they had a CSA or not, fell
between the ‘moderately low’ and ‘moderately high’
resilience ranges. A more in-depth analysis was conducted
to determine whether the severity of the CSA had an
impact on resilience. Again, the results found that
respondents, irrespective of severity, were more likely to
report having moderate levels of resilience.
Therefore, even though it was thought that a CSA
survivor’s resilience score (incident group) would be
different when compared to the ‘no-incident group’, this
was not the case. Had the study been conducted using only
quantitative analysis, the significance of these findings
would not have emerged. However, when compared to the
qualitative results obtained in phase 2, a more
comprehensive picture of resilience in CSA survivors was
uncovered, which supports a process-focused approach.
Phase 2
Resilience and coping were one of several themes that
emerged during the thematic analysis of the transcribed
interviews. Other themes included: manner of disclosure,
reasons for delayed disclosure, relationship to the confidant,
confidant’s response to disclosure, effects of the response
to disclosure, the impact of the CSA upon the survivor,
impact of the CSA on relationships, advice to professionals,
the confidant, and the survivor. The scope of this article
will be restricted only to resilience. It is however
acknowledged that there is a larger contextual and systemic
coherence to the phenomenon of CSA, and that this should
be taken into consideration in any treatment or intervention
situation.
Pertaining to resilience and coping, further subthemes
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arose relating more specifically to intrinsic and extrinsic
resilience processes employed by CSA survivors, both at
the time of the CSA (this will be referred to as childhood
resilience), and at the time that the research was conducted
(this will be referred to as adulthood resilience).
Internal resilience processes were both positive and
negative. The positive forms of internalized coping that the
participants identified included praying, and taking charge,
or taking control of their lives. Further positive coping
mechanisms that were identified included the use of
self-talk, self-affirmations, and self-forgiveness. For
example, Participant Six said ‘I just convinced myself that
it wasn’t my fault. Because I know, that if I blamed myself,
then I would have lost it. So I think from a young age I just
told myself … this is going to stop one day, it’s fine, it’s
going to be ok’. Unique themes that emerge was where a
participant expressed her emotions through dance, reading,
writing, and singing. Other unique themes that emerged
related to one participant’s use of optimism, and another,
who said she gathered inspiration from other victims, and
how they had coped with their experience.
The negative coping mechanisms that were used
included denial and anger, as described by Participant Nine:
‘My resilience, if you ask, was basically, forget,
completely forget, get it out of my… my resilience to all
this stress was anger’. However, these forms of coping
were used in the initial month after the CSA, and
participants thereafter reported using more positive forms
of coping.
External methods of coping included eliciting support
through social support networks comprising of parents,
friends and partners. For example: ‘I guess it was the
support from mom. Ja, ‘cause, um, like after everything
had happened and then the whole family was around and
things like that, she made sure that I felt safe around her
and that I could basically, like, talk to her’ (Participant
Five).
Respondents reported that in adulthood the coping was
facilitated by a change in their mind-set at some point
during the recovery process. Participant Ten said ‘It’s
tough, it’s very tough, but if you told yourself, tell
yourself…you must go forward, you see, no turning back’.
Participant Three also discussed an internalized sense of
coping through a gradual change in mind-set that helped
coping with the experience: ‘Ah, for myself. Ah, it helped
me a lot, because I started to realize that okay, I, I can
change, you see, so I don’t have to stick in one point.
Something happened in life, so it has to pass, you see, so I
must look forward to, to continue with my life so I can do
well’ (Participant 3).
Some reported that the resilience they had developed
since the CSA improved their ability to cope with life in
general. Critical self-talk was another sub-theme that
emerged: ‘I told myself that it’s not your fault I don’t know
what you could tell someone to convince them. I just told
that to myself.’(Participant 5). A number of participants

reported that they were still using external support, such as
turning to a family member or a friend, for emotional
support.

4. Discussion
The results of the study left a number of questions,
relating to the CSA survivors’ resilience, unanswered. The
two major questions in relation to this study are:

How should resilience be reconceptualised in
relation to a trauma, such as child sexual abuse?

Should resilience be conceptualized as a process,
rather than an outcome, within the context of child
sexual abuse?
The rest of this article will attempt to contextualize these
questions and suggest that a process-approach may be most
efficacious for dealing with CSA survivors. The themes
that were identified in Phase 2 showed that participants
from the incidence group tended to use similar, yet more
evolved styles of coping, from the time of the CSA, to the
time of the interviews. This change in coping styles could
be attributed to changes in developmental stages [22], or
that resilience is not a static construct [24]. This was
evident in the manner in which the respondents described
their childhood resilience, and how this had evolved over
time, to the techniques they were currently using. This
confirms that, as described by Walsh et al., [22] coping
with CSA is a multifaceted process, one that is highly
complex and dynamic.
The coping styles participants used were both extrinsic
and intrinsic to the individual. The fact that resilience is not
just an innate process, but one that can be fostered by
factors external to the survivor, has also been posited by
other researchers [25]. The positive coping styles survivors
used, ranged from taking control of their lives, to seeking
support from significant others. When asked how she has
coped with the CSA, Participant Five said: ‘I guess it was
the support from mom… It got us closer’.
The positive internalized childhood resilience processes
that the survivors utilized encompassed taking charge of
their lives, which is similar to the Bogar and
Hulse-Killacky [13] resilience process of taking control
over their destinies.
Survivors also reported that
spirituality and prayer helped them cope with their
experience. Coping through spiritual means has been
identified as a way that survivors can deal with their
experience [13, 20, 43, 44].
Further positive coping mechanisms identified included
the use of critical self-talk and self-affirmations. These can
be linked to the resilience processes of achieving closure,
and to coping strategies outlined by Bogar and
Hulse-Killacky [13]. Part of the process of self-forgiveness
required the survivors to realize that they were not to blame,
and to shift the blame to the perpetrator. As Participant
Nine said:‘I think I put all the blame on him and that helped
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a lot’. This formed part of the process that the survivor
went through, moving from a place of self-blame to
self-forgiveness. Self-blame is often one of the most
challenging obstacles which a survivor has to overcome as
part of their healing process, and often lasts into adulthood
[45].
There were also certain negative coping styles which
some survivors reported utilizing at the time of the CSA,
such as denial and anger. They pointed out that they had
used these initially, but had not used them over a long
period of time. As Participant Two describes: ‘I got all of
the anger out, I’d dance and sing, and um, like all the anger
that I felt I wrote down, and I turned it into stories’. Walsh
et al., [22] and Whiffen and McIntosh [46] argue that these
negative coping styles are often used in the short-term,
during the initial processing of the event; however, this
form of coping will frequently lead to negative outcomes in
the long run [22], such as higher levels of emotional
distress. This attests to the dynamic nature of the resilience
process which survivors go through.
In childhood, the external methods of coping which the
survivors reported to help them cope with the CSA, was
reaching out to others around them. Survivors reported
reaching out to various people such as parents, friends and
partners. As Participant two stated: ‘I think it helped me
cope, um, just by talking’. Having the support of other
people during this time has been found to be an adaptive
coping style, one that decreases the survivors’
psychological distress [20, 44, 47]. This is essential
because a survivor needs a support-base which is secure
and caring, in order to aid the healing process. The
individual needs others, whom she or he can trust, and in
whom she or he feels able to confide about the experiences.
This shows the reciprocal relationship between these
extrinsic and intrinsic factors. The importance of
attachment is discussed in the full research study on which
this research is based [48].
Rutter [24] posits that receiving support as a form of
coping has been found to have a significant impact on the
resilience process [24], and could bring about positive and
adaptive outcomes [22]. Having the support of others
within a cohesive family environment (for example, one
characterized by trust and open communication), has been
linked to increased self-efficacy, which brings about a
sense of environmental mastery, and as such, an ability to
master life’s challenges [47].
In relation to their adult resilience processes, participants
still utilized both intrinsic and extrinsic forms of coping.
Their positive intrinsic coping styles appeared to have
become more developmentally mature, and were more
self-reflective in nature. From the themes it became
apparent that the participants were able to regain
homeostasis through self-reflection, changing their
mind-sets and critical self-talk. Thus, cognitive
restructuring, and finding new ways of understanding and
thinking about the event, were ways that survivors found to
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cope with their experiences. Such styles of coping have
been identified as adaptive ways of dealing with a CSA
[20]. As described by Walker-Williams et al., [20] this was
a process of learning to reshape the way they thought about
what had happened to them. The use of critical self-talk
was also a way that survivors challenged themselves and
restructured their cognition surrounding the event.
Participant Six stated the following: ‘I just convinced
myself that it wasn’t my fault. Because I know that if I
blamed myself then I would have lost it. So I think from a
young age I just told myself … this is going to stop one day,
it’s fine, it’s going to be ok’.
As Walsh et al., [22] explain, in order for CSA survivors
to learn to cope with their experience, they need to take on
these types of adaptive coping styles, as it is through this
process, that they manage to integrate their CSA into their
current cognitive frame of reference [22]. The amelioration
of the negative long-term consequences of CSA, through
the implementation of cognitive restructuring and
processing, has been suggested, since some of the earliest
research into resilience was conducted in the field of CSA
[28]. Rutter [24] suggests that the cognitive processing of
experiences, allows the survivor to attach meaning to their
experience, finally process it, and this in turn facilitates the
process of resilience.
Most of the coping resources that the survivors utilized
showed the emergence of a strong sense of self-esteem and
positive adjustment. The importance of having an internal
locus of control, appropriate cognitive coping styles,
externalizing the blame, and religion, were also highlighted
as important recovery processes [42, 49].
Researchers have stated that it is erroneous to even
consider that a CSA survivor should have to attempt to
cope with their experience on their own [18]. Instead, the
dynamic interplay that exists between the child and the
environment, affects the child’s ability to cope. In actual
fact, it acts as a mediator between the child and the adverse
experience. The participants identified external support as
a necessary tool that continued to help them cope. This
again highlights the importance of viewing this as a process
which continues over time.
Therefore, the coping skills a CSA survivor utilizes, act
as a mediator for the outcomes they experience, with
different styles of coping bringing about different
outcomes. In this research study, a number of themes were
identified. Some were overarching themes, and others were
unique. Even within the main overarching themes, the
participants’ descriptions were unique to their experience.
This highlights the true complexity of the resilience
process, and how it is highly subjective in nature.

5. Conclusions
The findings of this study support the theory that
resilience acts as a possible mediating factor to the
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psychosocial sequelae a CSA survivor might experience.
Therefore, reconceptualization of the term ‘resilience’ is
vitally important, as it has significant ramifications for
individuals who have been exposed to traumatic events,
specifically in this case, to childhood sexual abuse.
Viewing resilience as an outcome, a specific goal that a
survivor needs to achieve, might in fact lead to more
deleterious effects. This is because a true and continued
state of resilience may not even exist, leaving individuals
feeling inadequate, and unable to achieve this goal.
However, seeing it as a process, allows for the survivor and
individuals who work with CSA survivors (such as health
care practitioners), to adapt the manner in which they
understand resilience.
When exploring the concept of resilience, and its role as
a possible mediating factor regarding the outcomes a
survivor might experience, one must continually keep in
mind the three core factors, namely, that resilience should
be considered a subjective, context specific and
process-centered approach.
The first factor to consider is that resilience is a process
[4, 18] however, with this understanding; it becomes
difficult to quantitatively measure the concept
retrospectively, as it is not static. This is why a mixed
methods approach was used, as it shed light on the complex
nature of resilience. Through the findings elicited from
Phase 1, it became apparent that there were no statistically
significant differences between the resilience scores of the
incident and the no-incident group. Through further
analysis of the findings from Phase 2, it was discovered
that survivors had shifted in their styles of coping, from the
time of the CSA, to the present. This shed further light on
the findings elicited in Phase 1 and led to Phase 3, where
these findings were integrated, resulting in the conclusion
which confirms the hypothesis that resilience is a process
that seems to change over time. It seems to change as the
individual progresses through different developmental
stages [22]. In the short-term it seemed that some survivors
tended to use defensive coping mechanisms to deal with
the aftermath of the abuse. This allowed them to initially
‘bounce back’ from the experience. The survivors soon
found that these mechanisms could not be maintained for
the long-term, and then turned to other more positive and
adaptive ways of coping.
As the survivors aged, their positive coping styles
matured with them. This leads to the second concept that
resilience is largely a subjective construct. This links to the
highly cognitive and individualized nature of this form of
coping. The way in which a person conceptualizes their
experience contributes to their resilience [50]. The process
of cognitive restructuring [20], the self-reflection and
meaning-making [27; 43], which play a part in the process
of recovery, are all intrinsic to the individual.
The final concept is that resilience is partly event
specific. When exposed to a specific trauma one learns to
cope and deal with that trauma, and this process builds

resilience. Two views exist on the impact that this has on
an individual’s future resilience, and, in fact, both have a
role to play. One view is that once the individual has
discovered his or her ability to be resilient in the face of
trauma, they learn that future stressors can be overcome.
As a result, they are less overwhelmed than they might
have been, had the person not developed this resilience [21,
51]. The other view is that resilience is not a fixed structure,
meaning that success in overcoming one adversity, does
not mean that the individual is immune from future
traumatic experiences [18, 52], and that resilience does not
necessarily translate across all life experiences [3].
These three concepts can then be used to explain the
results of the Resilience Scale (RS) extrapolated during
Phase 1. Resilience is not static; it is a process. It is a
mechanism that individuals employ to deal with daily
stressors which are experienced. Every now and again
these stressors could possibly amount to a crisis or trauma.
It appears that the coping resources survivors marshal to
deal with these events are often specific to the event at hand.
However, their ability to cognitively reframe their thoughts,
their ability to problem solve, and their ability to make
meaning out of the challenges they experience, does appear
to place them at a greater advantage to deal with any future
crisis they might experience. It was found that the CSA
survivors were not any worse off psychologically than their
non-sexually abused counterparts, and that their resilience
had aided them in dealing with their previous trauma. It
facilitated their growth to continue with life to the point
which they could enter university, and function at similar
levels of resilience as the other students who were assessed.
Their use of process-centered resilience buffered the
long-term effects of their CSA, to an extent that they could
function at the level of what would be considered ‘normal’
resilience levels.
Therefore, process-centered resilience should be seen as
a dynamic process mediating the impact which an adverse
life event has on an individual, allowing the individual to
achieve an adaptive level of coping. This process is not
fixed, and depends on the adversity, the context, the
developmental stage of the individual, and the support that
the individual has at the time of the experience. It
highlights the importance of going through a process of
resilience, of realizing that certain steps can be followed to
assist with their coping. This could offer valuable
information for health-care practitioners (psychologists,
social workers or nurses) in how they approach and help
survivors cope with their experience. The questions
highlighted earlier have been addressed through the
proposed reconceptualization of resilience as a process that
is event specific.
Limitations and Implications for Future Research
One possible limitation could be that the data was related to
the participants’ retrospective accounts of their CSA.
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However, research has shown that when the information
being recollected is from an event that had a significant
impact on a participant’s life, then he/she is more likely to
have a clearer memory of the incident [53].
Another concern is that a retrospective account might
not represent an accurate picture of the current chronology
of these types of events [53]. However, it is the opinion of
the researcher, that after reviewing extensive CSA
literature conducted over the past 20 years, and reports by
other reviewers [for example, 54], that the nature and
characteristics of this phenomenon remain generally
consistent. Future research into the development of a clear
operational definition of resilience is needed, as this will
have a great impact on the intervention methods which are
utilized to treat childhood sexual abuse survivors. It is
recommended that this be done in a variety of fields, in
order to develop context specific models that can be used in
treatment paradigms.
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