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Sexual violence is a widespread social
problem with a destructive range of sexual
behaviors that are committed without
consent and results in physical,
psychological, and social consequences
(Jewkes et al., 2002). The Center for Disease
Control found that approximately 20% of
women in the U.S. will be sexually assaulted
or experience an attempted assault in their
lifetime and more than one in 10 men are
victims of sexual violence (Black et al.,
2011).
Survivors of sexual violence are at risk for a
complex array of health problems. Two
review articles (Van Berlo & Eisnik, 2000;
Weaver, 2009) summarized the impact on
survivors’ sexual health specifically. Van
Berlo and Eisnik (2000) concluded that less
sexual contact, diminished sexual pleasure,
and fear of sex are prevalent among
survivors. Specific to women, Weaver
(2009) found that the research supported
three primary areas of impact: (a) genital
injury and sexually transmitted infections,
(b) reproductive and sexual functioning,
such as painful menstruation and sexual
intercourse, and (c) sexual behaviors,
including high-risk behaviors. The sexual
health of sexual assault survivors who are
men, queer, or transgender is understudied
(Black et al., 2011; Rothman et al., 2011;
Stotzer, 2009).
All facets of health are connected (Dahlberg
& Krug, 2002). Social aspects of the sexual
trauma contribute to negative psychological

outcomes. Specifically, the relationship
between the offender and the survivor is
related to the survivor feeling damaged,
guilt, and shame (Van Berlo & Eisnik,
2000). Intimate relationships between
offender and survivor are shown to correlate
with more severe psychological injuries,
including dissociation and symptoms
consistent with Borderline Personality
Disorder (Freyd & Birrell, 2013).
Psychological injuries of sexual violence
can include self-blame, generalized anxiety,
posttraumatic stress disorder, depression,
and attempted or completed suicide (Basile
& Smith, 2011; Chen et al., 2010; Tomasula
et al. 2012; Weaver, 2009). Given these
risks, we consider the role of sex-positivity
to advance the health of sexual trauma
survivors.
Sex-Positive Approach
Sex-positivity is defined as an open,
accepting stance toward sexuality; this
involves perceiving each person’s sexuality
as a unique, multifaceted set of values,
experiences, and preferences (Williams et
al., 2015). Sex-positivity also involves
developing self-awareness about sexual
values and assumptions one may have about
sexual minorities or alternative sexual
practices (Williams, 2012). Sex-positivity
requires culturally relevant knowledge about
sexual health and the development of skills
in alignment with that knowledge (Robinson
et al., 2002; Williams et al., 2015).
Sex-positivity intersects with sexual trauma
treatment scholarship. Similar to a sexpositive approach, working with sexual
trauma requires the practitioner to address
each person’s trauma as a distinctive,
complex experience and develop culturally
specific knowledge to treat sexual trauma
(Brown, 2011a; McCarthy & Breetz, 2010).
From our investigation of sexual trauma and
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sex-positivity scholarship, three overlapping
foci emerged (Brown, 2011a, 2011b;
McCarthy & Breetz, 2010; Robinson et al.,
2002; Williams et al., 2015). We highlight
three facets of a sex-positive approach: a)
cultural competence, b) engaging in selfreflection, and c) obtaining education about
sexual health and sexual diversity. These
three foci will help practitioners develop a
sex-positive approach in their work.
First, cultural competence was defined as an
ability to be sensitive to the identities,
values, and cultural norms that shape the
way we see the world. Further, cultural
competence is the ability to respect
individual differences and develop creative
responses that account for the strengths and
needs of clients (Brown, 2011b; Robinson et
al., 2002; Williams et al., 2015).
Second, the researchers described selfreflection as the process of exploring one’s
values and biases about a given topic
(Brown, 2011b; McCarthy & Breetz, 2010).
This process allows practitioners to
determine how their values and assumptions
shape the way they work with people.
Finally, the literature stressed obtaining
knowledge and skills that are culturally
relevant and specifically address sexual
health, sexual diversity, and sexual trauma
(McCarthy & Breetz, 2010; Robinson et al.,
2002; Williams et al., 2015). Training on
these topics is not common in many helping
professions, which means practitioners need
to actively seek this type of education
(Martin et al., 2007; McCarthy & Breetz,
2010; Robinson et al., 2002).
Sex-Positive Practice with Sexual Trauma
Survivors
We propose that practitioners address sexual
trauma by using the sex-positive approach
conceptualized above. Practitioners’
development in culturally competent

practice, self-reflection, and training specific
to sexual health, sexual violence, and sexpositivity will enable them to provide
appropriate sex-positive services to sexual
assault survivors.
Cultural competence requires the
practitioner to understand the context in
which a traumatic event occurred and how
the survivor views the event (Briere & Scott,
2014; Brown, 2011b; McCarthy & Breetz,
2010). For example, a person that negotiates
with their partner to act out a rape fantasy,
most likely, will leave that experience
without psychological scarring. But, a
person that is forced to have sex with their
partner may consider that a traumatic event.
What is the difference? In the first scenario,
both parties negotiated and agreed upon the
experience, and in the second scenario, there
was no negotiation and the partner did not
freely consent. Specific to sex-positivity,
practitioners need to consider the context of
clients’ sexual values, sexual histories, and
sexual interests (McCarthy & Breetz, 2010;
Robinson et al., 2002).
Engaging in self-reflection prompts the
practitioner to assess biases they may have
about their clients (Brown, 2011b).
Practitioners need to reflect on their
willingness to engage a sex-positive
approach in treating survivors of sexual
trauma (McCarthy & Breetz, 2010;
Robinson et al., 2002; Williams et al., 2015).
For example, a practitioner working with
African American women that have
experienced sexual trauma should consider
any biases they may have about African
American women tied to sexuality. Research
demonstrates that historical images of Black
women as hypersexual (e.g., the Jezebel
stereotype)is linked to victim-blaming that
targets Black women (West, 1995).

Journal of Positive Sexuality, Vol. 1, June 2015
© 2015 Journal of Positive Sexuality-Center for Positive Sexuality

33

Practitioners need to seek information
relevant to addressing sexual trauma with
target populations (Brown, 2011a, 2011b;
McCarthy & Breeze, 2010). Treatment
approaches to sexual trauma vary by
populations. Practitioners must assess how
race, class, gender, sexual orientation,
ability, and religion, to name a few
identities, impact a survivor’s experience of
the trauma (Brown, 2011b; Robinson et al.,
2002). Using the previous example,
evidence suggests that African American
women that have survived sexual trauma use
social support and religious coping to
ameliorate the trauma (Bryant-Davis et al.,
2011). However, research has also found a
correlation between religious coping and
higher levels of trauma symptoms (Harris et
al., 2008). From a sex-positive perspective,
it may be that the client has internalized sexnegative attitudes, which can be prevalent in
many religions (Rubin, 1984). Internalized
sex-negative attitudes may contribute to
self-blame. For example, a survivor may
view the trauma as punishment or ordained
by God.

Clients may benefit from increased
consciousness about how social constructs
of sexuality have made sexual violence
acceptable (Brown, 2011b; Rubin, 1984).

Practitioners also need to understand the
importance of language and word choice in
processing the trauma (Briere & Scott, 2014;
Brown, 2011b). A sexual assault survivor
whose first sexual experience was the
assault may define virginity as a first
experience with penile-vaginal intercourse,
the cultural label. The survivor may choose
to reject that cultural definition as it applies
to their assault, identify as a virgin, or reject
the notion of virginity entirely. When
survivors claim their own understanding of
sex and sexuality, survivors are able to
reshape their understanding of the assault.
Further, this practice can ameliorate the selfblame that is common for many survivors.
By reducing self-blame, clients can begin to
see that a culture of sexual violence is to
blame for the trauma (Brown, 1994, 2011b).

In terms of skills, practitioners need to
assess potential interventions from a sexpositive perspective. Three questions to
determine if a treatment approach is sexpositive are: (a) Does the approach
encourage the client to explore their sexual
values and understanding of healthy
sexuality? (b) Does the approach encourage
a holistic exploration of sexuality from
culturally relevant and strengths-based
perspective? (c) Is the approach flexible and
client-centered such that it allows for the
client’s ongoing processing of the trauma?
Possible approaches to sex-positive therapy
include intersystem (Weeks, 1994, 2005),
feminist (Brown, 1994), sexual health model
(Robinson et al., 2002), and narrative
therapy (White & Epston, 1990). First, the
intersystem approach highlights the

Specific to sex-positive training,
practitioners can access resources to bolster
their knowledge of sexual health and sexual
diversity. One resource is the American
Association of Sexuality Educators,
Counselors, and Therapists (AASECT)
Sexual Attitude Reassessment Training
(SAR; AASECT, 2015). This training
includes comprehensive sexual education,
which includes information about sexual
minority communities (LGBTQ), bondagedomination-sadism-masochism (BDSM),
fetish, and kink. Further, several
organizations exist that provide education
about sexuality from a sex-positive
perspective: (a) Center for Positive
Sexuality in Los Angeles, (b) Center for Sex
Positive Culture in Seattle, (c) CommunityAcademic Consortium for Research on
Alternative Sexualities (CARAS), and (d)
The Kinsey Institute.
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interaction of biological, mental health,
social relationships, family of origin, and
sociocultural factors. Intersystem therapy
tends to utilize family and couple formats;
this approach may be culturally relevant for
clients who have a relational focus with their
sexuality. Second, feminist therapy is
consistent with sex-positivity’s focus on the
social construction of sexuality. In
particular, feminist consciousness-raising
groups (Marecek & Hare-Musten, 1991)
could help survivors with multiple
oppressed identities understand the
sociocultural context that perpetuates their
experiences of oppression. Third, the sexual
health model emphasizes comprehensive
and culturally relevant sexuality education, a
holistic approach to sexuality, and
communication about sex (Robinson et al.,
2002).

perfume. Ask the client to focus on how the
problem is causing disruption and negative
consequences. Perhaps the anti-pleasure
monster shows up in the shower or when
wanting to masturbate. Next, encourage the
client to remember and discuss moments
when the client was able to overcome the
problem; i.e., how has the client transformed
other monsters? Invite the client to gather an
inventory of times when the client overcame
other problems, conveyed competence, and
enjoyed successes. With this historical
evidence, the client recreates the problem
narrative into a positive, solution-oriented
view of success. The new narrative may
involve the client doing something to the
monster and creating a new image of her
sexuality.

The last approach, narrative therapy, is
described in further detail because it is not
often associated with sex-positivity and
sexual trauma. Narrative therapy assumes
that individuals have the capacity to
overcome life challenges by rewriting
negative scripts into positive, solutionoriented scripts (White & Epston, 1990).
Returning to the earlier example, a religious,
African American woman that has
experienced sexual trauma may have
internalized negative scripts about her
sexuality and the sexual violence, which are
based upon the Jezebel stereotype and
religious attitudes about sex (Bryant-Davis
et al., 2011; West, 1995). Narrative therapy
will help this survivor rewrite those scripts
to embody sex-positivity. The first step is to
work with the client to name the problem in
a way that exists outside of the individual,
for example, “judgments about sex” or “the
anti-pleasure monster.” Invite the client to
use all the senses to describe the problem.
For example, the anti-pleasure monster
might hide in one’s pocket and smell like

Sexual violence is a pervasive social
problem that impacts everyone, regardless of
race, class, or gender (García-Moreno et al.,
2002). Sexual violence may have a
significant impact on the physical,
psychological, and social health of
survivors, which all shape the sexual wellbeing of survivors. A sex-positive
framework could help survivors address the
trauma and increase their consciousness of
how social constructs of sexuality have
made sexual violence acceptable. To
become a sex-positive practitioner,
professionals need to understand cultural
competence, engage in self-reflection and
sex education, as well as provide sexpositive interventions.

Conclusion
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