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SUMMARY 

 Sexual violence and abuse is extremely common and will affect most women and 

many men over their lifetime. The number of reports of sexual violence and abuse in 

Northern Ireland is growing. 

 Crisis as a result of sexual trauma can happen at any stage and across the lifecourse 

no matter when the abuse occurred.  

 Experiencing sexual assault at any time in your life is strongly associated with a 

range of poor mental health outcomes including anxiety and depression, PTSD, 

eating disorders, sleep disorders, dementia, and psychosis. 

 Being sexually assaulted can also have long-term negative impacts on education and 

employment. There is a role for occupational therapy to help improve outcomes in 

early intervention approaches. 

 Sexual violence and abuse is also associated with a number of physical health 

problems including cardiovascular disease, diabetes, cancer, chronic pain – 

screening for sexual trauma in physical health presentations could better inform 

treatment plans and help reduce stigma, creating additional opportunities for people 

to disclose their experience of violence and abuse.  

 Early intervention is key and can significantly help prevent the onset or progression 

of serious mental health problems. 

 Different therapeutic approaches are recommended for sexual violence and abuse, 

the research quality is variable but there is some evidence that they are effective e.g. 

CBT-based interventions.  

 There isn’t a ‘one size fits all’ approach however establishing a strong therapeutic 

relationship that builds on the skills and expertise of individual therapists to deliver a 

person-centred tailored approach will likely be of most benefit to victim-survivors.  

 There is no recommended length of treatment – treatment should be available for as 

long as required allowing for exit and re-entry as required. Re-entry into therapy at 

different developmental stages in one’s life and at points of high stress is normal and 

to be expected. 

 Best practice models offer wraparound care offering support from the immediate 

aftermath of an assault, provide therapy/counselling, support the criminal justice 

process, and offer social and welfare advice. This is the gold standard. Where 

support services are siloed and people have to go to different places and deal with 

different people to access support can increase the risk of re-traumatisation because 

of a lack of integration and the need to re-tell their stories each time.  



9 
 

 Resourcing needs to be made available for services to communicate, collaborate and 

integrate interventions in a planned way, as opposed to reactively, or not at all.  

 Survivors need a range of different supports including practical help and advice – 

often this role is provided by volunteers in the absence of adequate resourcing. 

Support is vital and should not rely on people’s good will to volunteer. Volunteer roles 

that draw on lived experience require careful management and support to avoid re-

traumatising the volunteer and/or service user.  

 Services should be available for partners/family members who require support. 

 This is difficult and complex work, staff need to work in compassionate, trauma-

informed settings, and have protected time for their own support, supervision and 

ongoing professional development. 

 Peer support may be beneficial for some victim-survivors but clear boundaries in how 

this can be delivered and supported are required. There is a real danger of re-

traumatisation for peer support workers and service users if not managed and 

supported appropriately. Good practice and safety recommendations are available 

and should be closely observed.  

 There is little economic evidence for the cost effectiveness of interventions however 

the research is compelling regarding how detrimental sexual violence and abuse can 

be for every aspect of people’s lives not only affecting mental and physical health, 

but educational and employment outcomes and the intergenerational impact of 

trauma transmission in children and young people.  

 There is a growing need to develop an evidence-based response to digital sexual 

abuse and exploitation particularly affecting young people. 

 It is clear that responding to sexual violence, prevention, early intervention and 

appropriate treatment is an interdepartmental responsibility and the funding model 

should reflect this.   
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GLOSSARY 

The definitions of sexual violence and abuse and its associated use of language are very 

important.  

Definitions 

Sexual violence & 
abuse 

Sexual violence and abuse describes any sexual activity, act or 
attempt (including online) that happened without consent. There are 
lots of different types of sexual violence including child sexual 
abuse, rape and sexual assault but also includes unwanted 
behaviour of a sexual nature e.g. a person’s body being stared at or 
being sent messages with sexual content.  

Victim Victim describes anyone who has experienced sexual violence and 
is commonly used by the police, criminal justice system, in law and 
social contexts. There are some negative associations that have 
been made, portraying victims as weak, powerless, and stigmatised.  

Survivor In response to some of the backlash relating to the term ‘victim’, the 
use of ‘survivor’ was an attempt to empower those who have been 
subjected to sexual violence and recognises that recovery is 
possible. It is not universally accepted and has been criticised that it 
undermines the impact of sexual violence and places pressure on 
individuals to ‘survive’. 

Victim or survivor/ 
Victim-survivor 

This is intended to be a more inclusive term, recognising the 
importance of discussing and choosing appropriate language with 
individuals. We use this term in our review. 

Abbreviations 

ACEs Adverse Childhood Experiences 

ALSPAC Avon Longitudinal Study of Parents & Children 

ASA Adult Sexual Abuse 

BD Bipolar Disorder 

BPD Borderline Personality Disorder 

CBT Cognitive Behavioural Therapy 

CI Confidence Intervals 

CPT Cognitive Processing Therapy 

CPTSD Complex Post-Traumatic Stress Disorder 

CSA Child Sexual Abuse 

CSWE Crime Survey for England and Wales 

DBT Dialectical Behavioural Therapy 

ED Eating Disorder 

ELAs Early Life Adversities 

EMDR Eye Movement Desensitisation & Reprocessing 

IRT Imagery Rehearsal Therapy 

RTN Regional Trauma Network 

N Number 

OCD Obsessive Compulsive Disorder 

ONS Office for National Statistics 

OR Odds Ration 

PE Prolonged Exposure 

PTSD Post-Traumatic Stress Disorder 

SIT Stress Inoculation Therapy 

TF-CBT Trauma Focused Cognitive Behavioural Therapy 
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BACKGROUND 

 

This independent scoping review was commissioned by the Strategic Planning and 

Performance Group at the Department of Health to help inform the development and delivery 

of services for victims-survivors of sexual violence and abuse in Northern Ireland.  

DEFINING SEXUAL VIOLENCE AND ABUSE 

Sexual violence and abuse describes any sexual activity, act or attempt (including online) that 

happened without consent (Rape Crisis England & Wales, 2023). It includes where a person 

is forced, coerced, or manipulated into any unwanted sexual activity, sexual harassment, 

intimidation, forced marriage, trafficking for sexual exploitation, being made to have sex with 

other people, sexual assault and rape. Being forced to watch or engage in pornography and 

the non-consensual sharing of intimate images are also considered acts of sexual violence. 

Examples include (but are not limited to): 

 Stalking – repeatedly being followed or watched by someone 

 Rape 

 Unwanted touching 

 Sexual harassment – telling sexually offensive jokes or rude comments about a 

person’s sex life 

 Obscene gestures 

 Voyeurism 

 Unwanted sexual comments or jokes – comments about a person’s body or 

relationships 

 Sex-related insults 

 Pressuring for dates or demand for sex 

 Indecent exposure 

 Being forced to watch or participate in pornography – taking a photo without 

permission, forcing someone to be on video, making someone watch a pornographic 

movie 

 Offensive written material – dirty notes, letters, phone messages, emails, SMS, 

pictures 

In Northern Ireland, sexual violence and abuse is detailed under the Sexual Offences 

(Northern Ireland) Order 2008, and the legislation covers: 

 Rape 

 Assault 

 Causing sexual activity without consent 
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 Rape and other offences against children under 13 including abuse of position of trust 

and familial child sex offences 

 Offences against persons with a mental disorder impeding choice 

 Indecent photographs of children 

 Trafficking 

 Exposure and voyeurism 

Other legislation covers sexual communication or indecent photographs including the Criminal 

Justice and Courts Act 2015 and the Justice Act (Northern Ireland) 2015. While there are clear 

legal definitions of what constitutes rape and sexual assault, there are many other types of 

sexual violence and abuse that can have impact on someone’s wellbeing.  

 

PREVALENCE 

Internationally, the reporting of sexual violence and abuse has significantly increased over the 

last decade (Full Stop Australia, 2022; ONS, 2023). Sexual violence and abuse is gendered, 

with women and girls much more likely to be affected, and although younger people are at 

higher risk, “sexual violence can be experienced at any life stage, and is perpetrated in 

different spaces…households, institutions, public spaces, politics and online.” (Full Stop 

Australia, 2022).  

Recent data from the Crime Survey for England and Wales (CSWE) estimated that 1.6 million 

adults aged between 16-74 years old had experienced sexual assault by rape or penetration 

from the age of 16 (Office for National Statistics, 2020). Of these victim-survivors, almost half 

(49%) had been sexually assaulted more than once and been victimised by a partner or ex-

partner (44%). More than half (54%) had been assaulted using physical force including threat 

to kill (6%). In the Republic of Ireland, nationally representative survey data published in 2022 

reported that one in three Irish adults had experienced some sort of sexual violence, 14.8% 

had been raped and 31.1% had been sexually harassed, with significantly higher rates of 

female victim-survivors compared to men (Vallieres et al., 2022). All types of sexual violence 

were associated with increased risk of mental health problems. Sexual abuse by a parent was 

associated with a range of outcomes including poorer educational achievement, experiences 

of state care, salary and employment status.  

Despite the increasing rates of reports of sexual violence and abuse, when considering 

prevalence it is important to acknowledge the possible levels of under-reporting. Less than 

one in six victims will report an assault to the police and a tiny proportion will result in a 

conviction; many victim-survivors describe the justice system and its failures as re-

traumatising (Full Stop Australia, 2022).  
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Women are more likely than men to experience sexual violence and abuse and more likely to 

know their perpetrator. Younger people are disproportionately at higher risk (Full Stop 

Australia, 2022) and there is some evidence that young people will experience more persistent 

symptoms, requiring the need for longer-term support and follow-up care (Oshodi et al., 2020).  

While over one third of victim-survivors experience some sort of physical injury, they are much 

more likely to experience ‘mental or emotional problems’ as a result of the assault, with both 

women and men experiencing high levels of psychological trauma (ONS, 2020). Around one 

in ten victim-survivors have attempted suicide (10% of women, 12% of men). Victim-survivors 

also report the negative impact on their relationship with others including breakdown in trust, 

and the detrimental effect on employment and social connections.  

 

 

The CSEW statistics demonstrate that the majority of sexual assault crimes remain undetected 

– reasons for informal and formal non-disclosure are outlined in the international literature and 

include self-blame, embarrassment, fear of humiliation, reluctance to burden others or 

perceptions that criminal justice reporting is futile (Ullman et al., 2020). The reasons behind 

failure to report are equally relevant to help-seeking. Delays to seeking treatment can increase 

the impact and severity of the trauma experienced and may have long-term consequences for 

the wellbeing of victim-survivors (Dworkin & Schumacher, 2018; Oosterbaan et al., 2019). 

 

THE NORTHERN IRELAND CONTEXT 

 Since 2017, 39 women have died violently in Northern Ireland (BBC, 2023) 

 Police are called to a domestic incident every 16 minutes (BBC, 2023) 

 Northern Ireland’s rate of female intentional homicide victims by intimate partner is 

one of highest in Europe and more than double the rate of Scotland, England and 

Wales (Fact Check NI, 2019) 
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Figure 1: Intentional female homicide rate in NI (Eurostat, 2017). 

 

In recent research conducted in Northern Ireland, almost all of the women (N = 542; 98%) 

surveyed had experienced at least one form of violence or abuse in their lifetime (and across 

the life course), with around 70% of the sample experiencing some form of violence in the 

past 12 months (Lagdon et al., 2023). Only one third of participants felt able to speak about it 

or report their experience. Shame and embarrassment was the greatest barrier to reporting.  

The End Violence Against Women and Girls Strategic Framework (currently out for 

consultation) and Action Plan has been co-designed by a range of stakeholders in Northern 

Ireland and focuses actions across four different domains (Figure 2).  

Figure 2: End Violence Against Women and Girls Action Plan (The Executive Office, 2023)  

 

Northern Ireland’s history of conflict has led to significant population-level exposure to 

trauma. There is also growing recognition, and an emerging evidence base, of conflict-

related sexual violence in Northern Ireland reflecting gendered violence and harm 

characteristic of other war and conflict settings (Swaine, 2023). Northern Ireland also has the 
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lowest disposable income, lowest saving levels and highest levels of debt of any region in 

the UK (Grant Thornton, 2022). The current cost of living crisis, exacerbated by high 

inflation, are placing many families under severe pressures that will have direct and indirect 

effects on mental health and wellbeing. In recent months there has been a marked increase 

in calls to the local domestic violence and sexual abuse helpline; 2022 data from Nexus 

reported more than 31,000 web chats or calls from people seeking help or advice, 

representing a 40% increase from 2021 (McCracken, 2023). This increased demand for 

support will still not reflect the full level of need as many people will not reach out for help. 

The recently established Regional Trauma Network (RTN) is a specialist psychological 

trauma service representing a unique partnership between the statutory, community and 

voluntary sectors delivering high quality trauma-informed care to victims and survivors of the 

conflict. While the focus of the work is on Troubles victims and survivors for “not less than 

three years”, the expert knowledge and experience available in the RTN are helping to build 

a local evidence and skill base that will inform the treatment and support of victim-survivors 

of many different types of trauma.  
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METHODS 

A rapid scoping review of relevant international and grey literature, and conversations with 

practitioners/service providers in other jurisdictions form the basis of this report. While this was 

not exhaustive, it identified some examples of good practice and builds on the experience of 

other settings that have developed effective approaches to supporting victim-survivors of 

sexual violence and abuse.  

The scoping review had a number of key objectives, namely to: 

 consider the psychological, social and environmental impacts of sexual violence to 

help inform service design that meets all the needs of survivors; 

 identify appropriate assessment processes to understand need at the point of referral; 

 identify recommended therapeutic treatment approaches for the different types and 

contexts of sexual violence and abuse;  

 explore treatments and interventions that consider the profile of individual victim-

survivors (taking into consideration gender identity, sexual identity, other risk factors 

including disability, ethnicity, age, child sexual abuse, period of time since assault); 

 outline the evidence for the co-production of the design and delivery of services 

including peer workforce/experts by experience models; 

 recommend training and skill-base of treatment providers; 

 present examples of guidelines for trauma-informed services;  

 recommend outcome measures used to evaluate and improve service delivery; 

 explore the evidence for the cost-effectiveness of treatment options; 

 consider family-focused practice; and 

 provide some examples of international best practice models of care. 

 

INCLUSION CRITERIA  

This review focuses on the recommended provision for adult victim-survivors (excluding 

perpetrator victims) of sexual violence and abuse. The risk of suicide and substance use in 

victim-survivors are not specifically covered in this review. Strategic guidance and information 

on specialist services for reducing the risk of suicide (Protect Life 2) and substance use 

(Preventing Harm, Empowering Recovery – Substance Use Strategy) are also available.  

 

https://www.health-ni.gov.uk/protectlife2
https://www.health-ni.gov.uk/sites/default/files/publications/health/doh-substanceuse-strategy-2021-31.pdf
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SEARCHES 

Two search strategies (see Appendix 1) were devised to explore the psychological, physical, 

social and economic impact of sexual violence/abuse and psychosocial interventions 

designed to support the therapeutic treatment of sexual trauma. Four databases were 

identified as being most relevant (Medline, EMBASE, PsycINFO and SCCI) and were 

searched to May 2023. Search results were retrieved and exported to referencing software 

EndNote and duplicates were removed. Two review authors (AC, UC, CMcC) independently 

screened the titles and abstracts, we obtained full-text reports for all titles that appeared to 

meet the inclusion criteria or where there was any uncertainty. Review author pairs (AC, UC, 

CMcC) screened the full-text reports and decided whether they met the inclusion criteria.  

 

RESULTS 

A total of 2,133 records were retrieved in the searches and 214 were included in the scoping 

review. Given the number of intervention-focused records returned in the search, we 

concentrated on reporting results of systematic reviews and meta-analyses of recognised 

therapeutic approaches. Where systematic review evidence was not available, results from 

high quality randomised controlled trials are reported. Online meetings with services in New 

Zealand and the Republic of Ireland provided additional data. 

 

Figure 3. PRISMA Diagram 
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FINDINGS 

The findings have been organised into six sections: 

 firstly, we explore the international evidence for the psychological impact of sexual 

violence and abuse; 

 then we assess the literature on physical, social and economic wellbeing and 

functioning; 

 present the systematic review evidence for psychosocial interventions; 

 consider some of the barriers to help-seeking/accessing services; 

 look at some of the approaches to the design and delivery of services; and 

 demonstrate some international best practice models of care. 

 

PSYCHOLOGICAL IMPACT OF SEXUAL VIOLENCE & ABUSE 

Burgess and Holmstrom’s (1974) research identified ‘rape trauma syndrome’ capturing the 

wide ranging and severe impact following sexual assault. Subsequent research has 

established the link between rape and post-traumatic stress disorder (Kessler et al., 1995), 

with 94% of rape victims meeting the criteria for PTSD in the two weeks following assault and 

47% continuing to do so after 3 months (Rothbaum et al., 1992). Victim-survivors of sexual 

violence and abuse have an increased risk of multiple psychological disorders including 

trauma and stressor-related disorders, depression, anxiety, bipolar disorders, dissociative 

disorders, sexual functioning disorders, eating disorders, obsessive-compulsive disorders, 

sleep disorders and substance use disorders (Dworkin, 2020; Littleton et al., 2018). 

Epidemiological data from the World Health Organisation (Liu et al., 2017) has established 

that rape, compared to any other type of trauma, carries the highest conditional risk for PTSD 

(19%). A recent systematic review and meta-analysis of risk for mental disorders associated 

with sexual violence based on a sample of N = 88,539 victims (k = 39) found that PTSD and 

suicidality is most strongly associated with sexual violence and abuse (Dworkin, 2020). Sexual 

violence and abuse is also associated with a range of physical health problems (e.g. sexually 

transmitted infections, reproductive health and gastrointestinal problems) and risk taking 

behaviours including smoking, sexual risk taking, poor diet, avoidance of preventative 

healthcare, and sedentary behaviour that can have a long-term negative impact on wellbeing 

(Littleton et al., 2018).  

It is important to consider that many victim-survivors of sexual violence and abuse are also 

exposed to higher levels of poverty, poorer social support, and levels of community violence 

that can further compound the impact of the assault and limit available resources necessary 

to meet their needs (Serrata et al., 2020).  
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We also acknowledge that many empirical studies that explore the impact of sexual violence 

do so in particular populations e.g. veterans, college students or differentiate between child 

sexual abuse and adult sexual abuse. Where data are drawn from subgroup populations in 

this review, this is clearly stated, recognising the potential limitations of generalising results to 

whole population samples. Other authors have attempted to address this in their analyses 

(Dworkin, 2020). Dworkin tackled data comparison issues between groups and the timing of 

the assault by calculating effect sizes using pooled lifetime and past-year prevalence of a 

number of different mental health problems in sexually assaulted populations versus non-

assaulted populations.  

Table 1. Pooled prevalence rates for lifetime and past-year mental health problems in sexually 

abused populations vs. non-abused populations (Dworkin 2020).  

Anxiety disorders 

 Lifetime (95% CI) Odds Ratio Past-year (95% CI) Odds Ratio 

SA 20% (12-28%) 2.59* 7% (5-10%) 2.79* 

Non SA 10% (6-13%) 3% (2-4%) 

Bipolar disorder 

SA 9% (0-18%) 3.51* 9% (2-15%) 4.33* 

Non SA 10% (0-6%) 3% (3-3%) 

Depressive disorders 

SA 39% (29-48%) 3.44* 24% (13-35%) 3.10* 

Non SA 17% (23-23%) 11% (5-16%) 

Eating disorders 

SA 8% (3-13%) 1.92* 1% (0-4%) 1.51 

Non SA 2% (1-3%) 1% (0-4%) 

Obsessive Compulsive Disorder 

SA 6% (3-8%) 4.54 8% (2-14%) 5.80* 

Non SA 2% (1-3%) 2% (0-3%) 

PTSD 

SA 36% (31-41%) 7.57* 26% (20-32%) 3.01* 

Non SA 9% (6-11%) 18% (11-26%) 

Substance Use Disorder 

SA 19% (15-24%) 2.14* 13% (7-19%) 1.75* 

Non SA 9% (6-12%) 7% (4-11%) 

*p<.001 

 

ANXIETY & DEPRESSION 

Nationally representative prevalence studies from the UK and the USA demonstrate the link 

between sexual abuse and violence and depressive symptoms. Population-level data from 

the Adult Psychiatric Morbidity Survey identified child sexual abuse (CSA) as one of the 

significant predictors of antidepressant use in adults in England (Odds Ratio (OR) = 1.53) 

(Boyle et al., 2020). Chaplin et al.’s (2021) analysis of the N = 151,396 UK Biobank data 

reported that recalled childhood sexual and physical abuse were associated with depressive 
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symptoms in adulthood, and particularly with suicidal behaviours, in both women and men. 

In the US, multivariate logistic regression of the sexual violence and depression and anxiety 

modules of the Behavioral Risk Factor Surveillance System (n = 61,187) reported that 28.3% 

of sexual violence victims had been diagnosed with a depression/anxiety disorder 

(Choudhary et al., 2012). Research from Northern Ireland has also identified high rates of 

childhood trauma in adult mental health outpatients with depression (Marshall et al., 2018).  

Some groups may be more vulnerable to developing depressive symptoms following sexual 

violence and abuse. Feelings of shame and guilt following assault is associated with 

depression and research has identified the importance of addressing rape-related shame 

and experiential avoidance in targeting depression in survivors (Bhuptani et al., 2019). Drug 

use history has also been identified as a potential risk factor for clinically significant 

depressive symptoms following assault (Dir et al., 2021).  

Risk of depression after sexual violence exposure spans the life course. Childhood trauma 

and poor parental bonding with mothers were significant predictors of higher rates of 

depressive mood and interpersonal difficulties in a Northern Irish sample (Marshall et al., 

2018). Higher rates of depression in young women compared to young men are partly 

explained by their increased risk of experiencing interpersonal violence (Dunn et al., 2012). 

Studies exploring the long-term impact of adverse childhood experiences (ACEs) have 

demonstrated a significant correlation between depression in later-life in adults aged 60+ 

and childhood exposure to repeated physical abuse and forced sexual intercourse (Ege et 

al., 2015).  

EATING DISORDERS 

The relationship between disordered eating and sexual violence and abuse is well 

established (Reyes-Rodriguez et al., 2011) but complex (Dubosc et al., 2012) and variance 

in symptoms may present depending on whether the assault has been recently experienced 

or as a result of historical child sexual abuse (Fischer et al., 2010). In the UK, the Avon 

Longitudinal Study of Parents and Children (ALSPAC) has provided a hugely rich source of 

community-based data for more than two decades. Using a nested study design, eating 

disorders diagnoses were obtained using validated structured interviews and of the 5,658 

women in the sample, enrolled 20 years earlier, 15.3% met the criteria for an eating disorder 

(ED) by mid-life (95% confidence intervals, 13.5-17.4%) (Micali et al., 2017). Past-year 

prevalence was 3.6%. CSA was prospectively associated with all binge/purge type disorders 

and better maternal care was protective for bulimia nervosa. While a significant proportion of 

women in the sample had experienced an ED by midlife, help seeking or health care access 

was low. Secondary analysis of the 2007 British National Psychiatric Morbidity Survey, a 
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nationally representative sample of a community dwelling adults aged 50 and over in the UK, 

reported a slightly lower 12-month prevalence of 2.61% but again the relationship between 

stressful life events and EDs was observed, as well as comorbidity with anxiety disorder, 

agoraphobia, panic disorder, obesity and cancer (Ng et al., 2013). 

Multiple exposure to trauma also increases the risk of eating disorders. In a female US 

veterans sample (N = 186), Arditte Hall et al. (2018) explored the relationship between 

childhood, adult, and military trauma exposure, and reported that multiple traumatisation 

increased the likelihood of eating disorders and that adult physical assault, adult sexual 

assault, and military-related trauma was individually associated with more severe eating 

disorder symptomatology.  Forman-Hoffman et al.’s (2012) telephone interviews with female 

veterans from two Veteran Affairs Medical Centres in the American mid-west also found 

strong associations between PTSD, sexual trauma and eating disorders; the authors 

recommend that screening for eating disorders should be conducted with female veterans 

with PTSD or sexual trauma histories. Senior et al.’s (2005) exploration of maternal eating 

disorder symptoms, during pregnancy and lifetime prevalence also raises important public 

health considerations of ED risks during antenatal care and the opportunity for early 

intervention.  

A number of studies have attempted to understand how sexual trauma can predict eating 

disorder pathology in different populations including female veterans and undergraduate 

students with differences observed in types of trauma, including combat-related, multiple 

forms of childhood trauma that may affect emotional regulation processes and could help 

inform treatment of EDs (Breland et al., 2018; Gomez et al., 2021; Moulton et al., 2015).  

SELF-HARM & SUICIDE 

CSA and adult sexual trauma is associated with a long-term increased suicide risk in the 

general population (Chaplin et al., 2021; Stansfeld et al., 2017; Turgumbayev et al., 2023; 

Yates et al., 2022) and in specific sub populations including military personnel and veterans 

(Bryan et al., 2015), people with learning difficulties (Campbell et al., 2007), prescription 

opioid use (Gilmore et al., 2018) and substance use disorders (Ilgen et al., 2010).  

Repeated deliberate self-harm was used as a coping mechanism for distressing life events 

in a small qualitative sample of adults presenting at hospital emergency departments in 

Ireland (Chakraborti et al., 2021).  
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OBSESSIVE COMPULSIVE DISORDER (OCD) 

A growing body of evidence has established a link between sexual violence and 

posttraumatic stress symptoms that can lead to the development (or worsening) of 

obsessive compulsive symptoms relating to perceptions of contamination, with or without 

meeting the criteria for a clinical diagnosis of obsessive compulsive disorder (OCD) (Adams 

et al., 2014; Badour et al., 2012; Barzilay et al., 2019; Rachman, 2004). Sexual trauma can 

be associated with feelings of being unclean or dirty and compelling urges to wash. In a 

small scale study (N = 50), 70% of women reported feelings of uncleanliness following their 

assault which continued for many months for 25% victim-survivors (Fairbrother & Rachman, 

2004).  Deliberate recall of the event during therapy can also invoke an urgent need to 

wash/decontaminate oneself. Feelings of disgust following an assault have been associated 

with developing PTSD, with evidence of greater difficulty ignoring contamination cues and 

re-experiencing in greater detail during disclosure (Pinciotti et al., 2023). In prolonged 

exposure therapy, Foa et al. (2007) describe ‘hot spots’ in the trauma memory highlighting 

the need to address disgust and contamination during the therapeutic process.   

 

POST-TRAUMATIC STRESS DISORDER (PTSD) 

PTSD comprises three core symptom clusters of: re-experiencing; avoidance and emotional 

numbing; and hyperarousal. These can have a significant impact on day-to-day living. 

Sexual violence and abuse is associated with higher and more severe rates of PTSD than 

other types of trauma and the first three months following an assault may be critical in 

promoting recovery (Dworkin et al., 2023; Dworkin & Schumacher, 2018; Oosterbaan et al., 

2019). Chen et al.’s (2010) comprehensive systematic review and meta-analysis of 37 

longitudinal observational comparative studies including 3,162,318 participants found an 

association between a history of sexual abuse and a lifetime diagnosis of PTSD (and a 

number of other mental health problems). The association between sexual abuse and 

psychiatric disorders persisted regardless of the sex of the abuse survivor or age at which 

abuse occurred. History of rape strengthened the associations between history of abuse and 

depression, eating disorders, and PTSD. 

Dworkin et al.’s (2023) recent meta-analysis of 22 prospective studies (N = 2,106) reporting 

PTSD in the year following sexual assault indicated that 74.58% (95% confidence interval 

[CI]: [67.21, 81.29]) of sexual assault survivors met diagnostic criteria for PTSD in the first 

month following the assault, and 41.49% (95% CI: [32.36, 50.92]) meeting criteria at the 12th 

month. PTSD severity at month one was 47.94% (95% CI: [41.27, 54.61]), and 29.91% (95% 

CI: [23.10, 36.73]) at month 12. Greatest symptom recovery happened within the first three 

months, after which the recovery rate slowed.  
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COMPLEX POST-TRAUMATIC STRESS DISORDER (CPTSD) 

Complex Post-Traumatic Stress Disorder (CPTSD) was added as a diagnosis to the ICD-11 

in 2018. The profile of CPTSD includes the core PTSD symptoms and emotional 

dysregulation, negative self-concept, and interpersonal problems. Empirical research 

suggests it leads to greater functional impairment than PTSD alone (Brewin et al., 2017; 

Cloitre et al., 2013; Karatzias et al., 2017). Exposure to abuse in early development is 

associated with a greater likelihood of CPTSD than PTSD (Hyland et al., 2017). Using data 

from a treatment-seeking sample attending the Trauma Resource Centre in Belfast, Dorahy 

et al. (2009) identified increased CPTSD symptom severity in individuals with comorbid 

childhood sexual abuse and Troubles-related trauma. Hyland et al. (2021) measured past-

month prevalence of PTSD at 5.0% (95% CI 3.7%, 6.3%) and CPTSD at 7.7% (95% CI 

6.1%, 9.4%) in a community sample of Irish adults (N = 1,020); the most common index 

trauma for the highest levels of PTSD (12.5%) and CPTSD (37.5%) was for ‘sexual assault 

by a parent or guardian’.  

BIPOLAR DISORDER 

Many diagnosed with Bipolar Disorder (BD) will have experienced a traumatic event prior to 

the onset of the condition, with PTSD often comorbid in people with BD (prevalence 

estimates anywhere between 4-40% (Aldinger & Schulze, 2017; Cerimele et al., 2017)). 

Hogg et al.’s (2022) multi-centre study conducted clinical interviews with 79 adult 

participants with BD and psychological trauma histories reported that sexual abuse 

significantly predicted rapid cycling symptoms. Marshall et al.’s (2018) sample of Northern 

Irish mental health outpatients with BD also reported high rates of childhood trauma but did 

not specify sexual trauma (74%). 

PERSONALITY DISORDER 

de Aquino Ferreira et al. (2018) conducted a systematic review of the research on borderline 

personality disorder (BPD) and sexual abuse. They included forty articles and concluded 

“Sexual abuse plays a major role in borderline personality disorder, particularly in women. 

Childhood sexual abuse is an important risk factor for BPD. ASA rates are significantly 

higher in borderline personality disorder patients compared with other personality disorders. 

Sexual abuse predicts more severe clinical presentation and poorer prognosis of borderline 

personality disorder. Suicidality has the most consistent evidence, followed by self-

mutilation, Post-Traumatic Stress Disorder, dissociation and chronicity of borderline 

personality disorder.” (p. 75) 
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The developments in research and understanding of the role of trauma, especially in 

childhood, on a wide range of outcomes is also highly relevant to the debates about 

personality disorder and how services should respond. The Consensus Statement (Centre 

for Mental Health et al., 2020, p. 8) argues that “The critical importance of childhood and 

adolescence in setting the course for a healthy adult life make it essential that early signs 

are recognised and effectively addressed. The good news is that if we ask people routinely 

about adverse childhood experiences as part of an assessment or care review process, 

people tell us about their childhood experiences and then start to make sense of their current 

difficulties in the context of their childhood adversity. A history of trauma is so common that 

we have placed special emphasis on it, but it is important to recognise that some people 

may have similar difficulties without this.”  

PSYCHOSIS 

Analysis of the 2007 Adult Psychiatric Morbidity Survey set out to test the hypothesis that 

childhood sexual abuse is linked to psychosis and concluded that the association was large 

and may be causal (Bebbington et al., 2011). The strongest associations were for non-

consensual sex (OR = 10.14%, 95% CI 4.8-21.3). A number of studies have been criticised 

for methodological limitations such as the inability to establish the temporal ordering of 

events, not controlling for pre-existing psychotic symptoms in childhood or poor mental 

health which may place some children at higher risk for victimisation, relying on self-report or 

other mediators such as cannabis use (Daly, 2011; Elklit & Shevlin, 2011; Houston et al., 

2011; Murphy et al., 2013). Further analysis of these data established simple associations 

between different psychotic symptoms (auditory hallucinations and paranoid beliefs) and 

sexual trauma, physical abuse, bullying, experiences of out of home care (Bentall et al., 

2012). Childhood rape was associated only with hallucinations (OR 8.9, CI 5 1.86-42.44) 

once co-occurring paranoia was controlled for. A dose response relationship for each 

symptom was observed between the number of childhood traumas and the risk of the 

symptom. Other UK-based studies in community-based population have established similar 

associations (Freeman & Fowler, 2009). Nonetheless, this raises the importance of 

considering childhood trauma where mental health problems present and a better 

understanding of the underlying mechanisms that lead to psychosis including the role of 

dissociation and depersonalisation (Longden et al., 2016; O'Neill et al., 2021; Schafer & 

Fisher, 2011). 

Using data from routinely collected electronic health records in Camden and Islington NHS 

Foundation Trust (Werbeloff et al., 2020; Werbeloff et al., 2021) identified patients with 

serious mental illness (SMI) and a recorded history of CSA. Of the 7,000 patients with SMI, 
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8.8% had CSA. Logistic regression was used to explore outcomes of inpatient admission 

and receipt of antipsychotic medication and those with a history of CSA were more likely to 

be diagnosed with major depressive disorder (13.4% vs. 7.6%), PTSD (4.7% vs. 1.4%) and 

personality disorder (22.0% vs. 5.8%) than those without a CSA history. The CSA group also 

reported higher rates of moderate-severe psychotic symptoms, depressed mood, self-harm, 

substance use and aggression as well as problems with relationships and accommodation. 

Patients with a CSA history were twice as likely to have an inpatient admission (adjusted 

OR=1.95, 95% CI: 1.64-2.33), spend at least 10 days a year as inpatients (adjusted 

OR=1.32, 95% CI: 1.07-1.62) and be prescribed antipsychotic medication (adjusted 

OR=2.48, 95% CI: 1.69-3.66). Those prescribed antipsychotics were more likely to be given 

over 75% of the maximum recommended dose (adjusted OR=1.72, 95% CI: 1.44-2.04) 

compared to individuals without a history of CSA. The authors highlight the need for 

clinicians to be trained to recognise and address childhood adversity in clinical settings.  

SCHIZOPHRENIA 

Matheson et al.’s (2013) systematic meta-analysis of the relationship between childhood 

adversity and schizophrenia included data from case-control, cohort and cross-sectional 

studies and identified medium to high quality evidence that increased rates of childhood 

adversity were observed in schizophrenia compared to controls. No differences in rates of 

childhood adversity were found between schizophrenia and affective psychosis, depression 

and personality disorders and decreased rates of childhood adversity were found in 

schizophrenia relative to dissociative disorders and post-traumatic stress disorder (OR 0.03, 

p<0.0001). Further research is required to explore causality and longitudinal outcomes.   

Substance use was associated with an aggravated course of schizophrenia in sexual assault 

survivors attending Israel’s largest medical centre for sexual assault care and data from the 

Israel National Psychiatric Case Registry on lifetime psychiatric schizophrenia 

hospitalisations (Rabinovitz et al., 2019). The authors suggest that substance use may be a 

modifiable factor for the prevention, assessment, treatment formulation for schizophrenia 

following sexual assault.  

SLEEP DISORDERS 

Women with a history of sexual violence and abuse are at increased risk of sleep difficulties 

(Astbury et al., 2011; Kendall-Tackett et al., 2013) including nightmares, sleep paralysis, 

nightly awakenings, restless sleep, and tiredness (Steine et al., 2011). 

 



26 
 

SUBSTANCE USE & ADDICTION 

There is a well-established and consistent association between sexual violence and abuse 

and substance use problems (Campbell et al., 2009; Ullman et al., 2013). Other presenting 

issues may be apparent when a victim-survivor seeks treatment and it is important to 

consider how these may influence treatment engagement or the recommended pathway or 

treatment modality. For many victim-survivors of sexual violence, substance use may be 

used as a maladaptive coping mechanism and this will have implications for treatment 

options. For many existing treatment models, convention suggests that abstinence is 

required before embarking on treatment, however, emerging evidence would suggest that for 

trauma-exposed populations, integrated treatment approaches that address both the trauma 

and substance use can be effective. Screening for substance use problems and trauma is 

recommended in the assessment process but caution is required to avoid any additional 

stigma particularly when parents may be accessing support. Women who have experienced 

sexual trauma have an increased risk of alcohol and substance use problems (Husain et al., 

2016; Johnson et al., 2011). 

In a German study, Schafer and colleagues (2014) used a case-control design (N = 3531; 

68.3% male) to compare opioid dependent patients with experience of sexual violence to 

patients without a sexual violence and abuse history across a wide range of clinical and 

social outcomes. Almost two thirds of female patients reported experiences of sexual 

violence, and just over 10% of males. Sexual violence and abuse survivors differed from 

non-victims across a variety of domains e.g. more psychiatric symptoms and suicide 

attempts, more legal problems, financial and family problems, as well as a higher use of 

services. No gender differences were observed. The authors conclude that experiences of 

sexual violence indicate more complex needs in opioid-dependent patients. In separate 

study, Williams et al. (2021) identified the interaction between intimate partner violence and 

sexual assault increased the odds of opioid use in women.  

A systematic review (k = 107) of the identification and treatment of mental health and 

substance misuse problems in sexual assault services concluded that there is wide variation 

in provision across service models and no robust evidence about how services can promote 

better mental health and substance misuse outcomes for service users (Stefanidou et al., 

2020). The authors call for clearer guidance for service planners and commissioners, 

informed by robust evidence about optimal service organisations and pathways. 

Plant et al. (2005) explored the relationship between sexual abuse before, and after, the age 

of 16 in a general population of UK women and men. Prevalence rates for under 16s were 

fairly similar for boys (11.7%) and girls (12.5%), and rates remained similar for women aged 

16 but the proportion of men reporting sexual assault aged 16+ dropped to 3.2%. Sexual 
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abuse at all ages was associated with ‘addictive’ or ‘problem’ behaviours including 

overeating (for women), sexual activity and internet use (for men). 

DEMENTIA 

A number of studies have explored the association between PTSD and increased risk of 

developing dementia in later life. Wang et al.’s (2016) regression analysis of the Taiwan 

National Health Insurance Research Database indicated a significant dose-dependent 

relationship between PTSD, its severity and increased risk of dementia in later life. In a 

systematic review and meta-analysis of 57 studies exploring the longitudinal associations 

between depression, anxiety, PTSD, BD, psychotic disorders and dementia, people with 

psychiatric disorders represent high-risk groups for dementia, highlighting the importance of 

ongoing symptom monitoring and further research to understand whether mental health 

problems are causal risk factors or are early markers for the risk of developing dementia 

(Stafford et al., 2022). 

 

IMPACT ON SOCIAL, EDUCATIONAL & ECONOMIC WELLBEING 

IMPACT ON RELATIONSHIPS 

Sexual violence and abuse affects day-to-day living and is likely to have an impact on family 

members and friends, as people experience changes to their social lives, feeling 

uncomfortable in their home environment, or affecting their ability to work or attend to other 

practical daily living tasks. We know that the quality of survivors’ relationships with family can 

affect recovery (Woodward et al., 2015) and better understanding of how violence can 

impact on others may help to inform early intervention approaches to reduce the impact of 

the harm.  

A recent narrative review of the literature of the effect of trauma and abuse on family 

members (Russin & Stein, 2022) identified individual-, interpersonal- and environmental-

level impacts. Individual family members reported poor psychological health, carer burden, 

secondary traumatic stress, poorer physical health. These related to the need to adopt new 

roles within a relationship such as becoming a carer, taking on additional daily routines 

within the household, or having new financial responsibilities. The toll of monitoring and 

managing the emotional states of victim-survivors has been well evidenced in the literature. 

Some family members spoke of the loss and sadness associated with the forced changes to 

their lifestyle, changing expectations, personal freedom and the decline of social networks. 

Supporters of victim-survivors may also have their own therapeutic or psychoeducation 

needs that might help them address their own trauma symptoms and/or learn to effectively 
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support their family member who may be dealing with PTSD or suicidal ideation. 

Misunderstanding of the power relationships involved in sexual violence may also encourage 

an unhelpful narrative around blame and guilt that can impede the recovery process.    

SEXUAL INTIMACY 

Sexual abuse victim-survivors may experience a wide range of sexual difficulties including 

impaired sexual function which is associated with a co-occurring PTSD diagnosis (Hogbeck 

& Moller, 2021) or relating to physical harm (including sexually transmitted infections) as a 

result of the assault. Being intimate with partners can be extremely difficult for both partners 

and couples therapy is a recognised need in many relationships following assault.  

PARENTING 

ALSPAC data has also been interrogated to explore adulthood outcomes following child 

sexual abuse, Roberts et al. (2004) reported that after adjusting for other childhood 

adversities, prior child sexual abuse was associated with lone parent/blended families, 

poorer psychological well-being, teenage pregnancy, and adjustment problems in the 

survivors’ children. Mediating factors included maternal mental health, mainly anxiety.  

Perinatal care or dealing with a distressed infant can trigger a trauma response in some 

parents with a history of child maltreatment. Trauma can impede a normative nurturing 

response and potentially contribute to the cycle of intergenerational trauma (Chamberlain et 

al., 2019).  

Lange, Condon and Gardner (2020) explored perceptions of CSA survivors on parenting and 

coping skills in a UK and Republic of Ireland sample using a mixed methods approach.  

Participants reported that CSA negatively affected a number of different aspects of their 

parenting and better evidence-based support was required.  

Kendall-Tackett, Cong and Hale (2013) examined depression, sleep quality and maternal 

wellbeing in postpartum women with a history of sexual assault using data from the online 

Survey of Mothers’ Sleep and Fatigue (N = 994). Women survivors that breastfeed their 0-12 

month old infants reported lower risk on sleep and depression measures compared to those 

who mixed or formula fed.  

RISK OF REVICTIMISATION 

Victim-survivors of rape often experience feelings of guilt and shame following their assault 

and elevated levels of rape-related shame are associated with higher levels of PTSD and 

depression (Bhuptani & Messman, 2023) perhaps as a result of perceptions of 

‘burdensomeness and thwarted belongingness’ (DeCou et al., 2019). Individuals can be at 
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increased risk of revictimisation from early childhood as a result of low self-esteem, 

depression and anxiety (Lalor & McElvaney, 2010), impaired risk detection (Chu et al., 

2014), or maladaptive coping that increases risk taking (Cividanes et al., 2019). Lovell et al. 

(2021) describe the ‘disproportionate vulnerability’ of revictimised individuals using 

retrospective analysis of data from Saint Mary’s Sexual Assault Referral Centre (SARC) in 

Manchester and particularly those who were repeat attenders. Significant differences were 

identified between new and repeat clients including higher numbers of unemployment, 

recent mental health problems, self-harm/suicide attempts and likelihood of a learning 

disability. All repeat clients had a history of alcohol abuse. 

Those exposed to violence in childhood will often experience revictimisation in adult life, 

whether as a result of guilt or shame (Aakvaag et al., 2016) or sexual anxiety associated 

with higher frequency of sexual coercion experiences (Girard et al., 2020). Spohn, Wright 

and Peterson (2017) explored the moderating effect of ‘healthy’ levels of fear that may help 

protect female college students against revictimisation, which is in contrast to inadequate 

levels of fear that increases vulnerability or too much fear that may lead to social isolation 

and withdrawal.  

EDUCATION & EMPLOYMENT 

Data from the National College Health Assessment 2011-2014 sample (N = 84,734) in the 

US were used to examine the relationship between intimate partner violence (IPV) and 

health impediments to academic performance, reporting a significant detrimental effect 

across a range of outcome measures (Brewer & Thomas, 2019).  

Potter et al. (2018) present rich data sourced from an online survey and telephone interviews 

with women who had been assaulted as American college students (N = 81) when aged 

between 18-24 years old. Participants ranged in age from 18 to 63 years and 67% said that 

the assault had had a negative impact on their academic performance (lower grades, 

missing classes) and 58% experienced disruption to their educational trajectory (having to 

take time off, drop classes or drop out). Others used their academic studies as a coping 

mechanism. Longer-term outcomes relating to career progress identified issues around 

perceived underachievement, poor self-esteem and derailed career goals, 

“I don’t know how I can compete in an industry like that if I can’t talk to men without 

panicking, if I can’t be alone in a room with a man without like getting thrown into this sort of 

dark place.” Survivor, (Potter et al., 2018, p. 5). 

Mental health problems relating to the assault continued to impact many women, missing 

work regularly or changing jobs frequently or not being able to work at all. Others were 
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reluctant to try new things or apply for jobs that would require interaction with strangers or 

lone working in public spaces. Poor physical as well as mental health could limit 

employment. What is most concerning is the long-term detriment the assault left on their 

human capital. Poor self-esteem, low confidence, lower grades/earning potential and 

seeking safety and security had significant negative effects on many of the women 

interviewed. Poor mental and physical health highlights the need for early support following 

an assault to try and mitigate the long-term impact on women’s lives. Twinley (2017) 

encountered some of the same themes with victim-survivors of woman-to-woman rape, 

identifying work or education as risk and protective factors. Twinley’s suggestion that 

occupational therapy could play an important role in supporting victim-survivors is a sensible 

one.  

Loya (2015) conducted qualitative interviews with 27 adult female survivors of sexual assault 

examined to explore employment outcomes. Negative impacts were associated with having 

to take time off, diminished performance, redundancy and inability to work. The economic 

impact of loss of or reduced income had consequences for months and years after the 

assault. Female military survivors of sexual assault reported similar problems as a result of 

poor mental health affecting their employment (Millegan et al., 2015). This study drew on 

data from the Millennium Cohort Study of 13,001 US service women and highlighted 

concerns for women’s ability for operational readiness as sexual trauma victim-survivors.  

Adverse childhood experiences can have a significant and long-lasting impact on people’s 

physical, mental and economic wellbeing. Grey et al. (2019) examined 2017 cross-sectional 

survey data to explore the relationship between ACEs and homelessness in a stratified 

random probability sample of adults aged 16-69 in Wales (N = 2,333). A dose response was 

observed, with the greater the number of ACEs significantly associated with later 

homelessness, with the strongest associations seen for physical neglect (adjusted odds ratio 

8.0 [95% CI 4.98-12.87], p<0.0001), physical abuse (7.0 [5.00-9.87], p<0.0001), sexual 

abuse (7.1 [4.69-10.78], p<0.0001), and emotional neglect (6.9 [4.63-10.19], p<0.0001). 

Using a sample of adults (N = 56) using homelessness services in Ireland, McQuillan, 

Hyland and Vallieres (2022) measured PTSD and CPTSD, trauma exposure and the 

relationship between cumulative trauma and CPTSD. Prevalence of CPTSD was 33.9% 

compared to 3.6% for PTSD and lifetime sexual abuse was associated with a CPTSD 

diagnosis. In a separate, nationally representative study of Irish adults, Vallieres et al. (2022) 

measured the negative impact on education, employment and experiences of state care on 

victim-survivors of parental sexual abuse. 
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PHYSICAL HEALTH & WELLBEING 

NEUROLOGICAL IMPACT 

Different types of sexual violence have different physical health outcomes. Bichard et al. 

(2022) published a systematic review examining the neuropsychological outcomes of non-

fatal strangulation in domestic and sexual violence reporting chilling results that would 

suggest a growing societal acceptance of these type of behaviours (2022). Thirty peer-

reviewed studies were included in the analysis and impacts ranged from pathological 

changes such as arterial dissection and stroke to neurological affects including loss of 

consciousness, acquired brain injury, seizures, motor and speech disorders, and paralysis. 

Other cognitive and behavioural outcomes associated with events also reported memory 

loss, increased aggression, compliance and, of concern, a lack of help seeking.  

Brain scans have also been able to detect smaller hippocampal volume in individuals with 

PTSD and sexual assault compared to healthy controls (Chalavi et al., 2015; Kim et al., 

2012) and changes to the hypothalamic-pituitary-adrenal axis, DNA methylation, hormone 

levels, immune function, metabolic function and brain circuity (D'Elia et al., 2021, 2022; 

D'Elia et al., 2018; Gola et al., 2012; Kamiya et al., 2016; Nothling et al., 2021; Sinai et al., 

2014). Medically unexplained neurological symptoms were also more likely in survivors of 

CSA in a Scottish hospital sample (Karatzias et al., 2017).  

PREGNANCY & SEXUAL HEALTH 

Unmet needs have been identified for rape survivors during pregnancy including physical 

care, pregnancy prevention, and sexually transmitted infection screening (Munro et al., 

2012). Physical changes as a result of sexual trauma can be wide-ranging from severe 

genital trauma (McNair & Boisvert, 2021) to changes that lead to sexual dysfunction 

(Clephane et al., 2022). College women with a history of sexual violence and abuse were 

significantly more likely to experience gynaecological complaints (dysmenorrhea, 

dyspareunia, vaginal discharge, pain during urination and pelvic pain) in the past month than 

women with no sexual victimisation history. Anxiety and depression were identified as 

possible mechanisms of risk for gynaecological problems. The authors highlighted the need 

for trauma-informed approaches in gynaecological health care.  

Data also suggests higher prevalence of sexually transmitted infections in sexually assaulted 

or exploited individuals such as victims of human trafficking (Ottisova et al., 2016).  
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COMORBID PHYSICAL HEALTH PROBLEMS 

Other research has explored associations with clinical complexity and poor physical health 

outcomes including cardiovascular disease and stroke (Ho et al., 2021; Kronenberg et al., 

2021; Soares et al., 2022), fibromyalgia (Gardoki-Souto et al., 2022) gastrointestinal 

disorders (Kamiya et al., 2016), migraine (Cripe et al., 2011), pain (Kamiya et al., 2016), 

frailty and functional mobility (Kamiya et al., 2016). Kamiya et al. used data from the Irish 

Longitudinal Study on Ageing (N = 8,178) to explore the effects of CSA on mental and 

physical health, and healthcare use in older age and those with a history of CSA were more 

likely to have depression, anxiety, worry, loneliness, and low quality of life. Poor self-

reported health, lung disease, arthritis, peptic ulcer, chronic pain as well as high levels of 

total cholesterol and low-density lipoprotein were associated with CSA. Those who reported 

CSA were more likely to report doctor and hospital visits than those without a history of CSA.  

Particular high risk groups such as trafficked individuals also report significant levels of 

physical health symptoms, including headaches, stomach pain and back pain (Ottisova et 

al., 2016). 

PREMATURE MORTALITY 

Using data from the 1958 British Birth Cohort survey, Rogers et al. (2021) examined the 

association between premature mortality (aged between 44-58 years old) and early life 

adversities (ELAs). Some ELAs were associated with increased risk of premature death; 

adjusted hazard ratios were 2.64 (95% CI 1.52 to 4.59) for sexual abuse, 1.93 (95% CI 1.45 

to 2.58) for socioeconomic disadvantage, 1.73 (95% CI 1.11 to 2.71) for physical abuse and 

1.43 (95% CI 1.03 to 1.98) for neglect. 

TONIC IMMOBILITY 

Peri-traumatic responses (an involuntary response to inescapable life-threatening events 

that can present as gross motor/vocal inhibition, analgesia, fixed/unfocused staring) known 

collectively as tonic immobility is more likely in sexual violence and abuse than other forms 

of trauma (Kalaf et al., 2017). Its association with the risk of developing PTSD following an 

assault has been the focus of research (Humphreys et al., 2010; TeBockhorst et al., 2015).  

DISABILITY 

The 2007 Adult Psychiatric Morbidity Survey provided opportunity to explore the relationship 

between childhood sexual and physical abuse with disability in adulthood in England (Jacob 

et al., 2020). Measures included experience of childhood sexual talk, sexual touching, sexual 

intercourse and physical abuse occurring before the age of 16 and disability in activities of 

daily living and instrumental activities of daily living in adulthood. Data were adjusted for age, 



33 
 

sex, ethnicity, and a positive association between different types of childhood abuse and 

adulthood disability was observed (sexual talk (OR 1.54; 95% CI 1.27-1.85); sexual touching 

(OR 1.82; 95% CI 1.49-2.22); sexual intercourse (OR 2.58; 95% CI 1.75-3.81); physical 

abuse (OR 2.84; 95% CI 2.20-3.68)). There was a dose response, with the number of types 

of childhood abuse increasing the odds of adulthood disability (largely anxiety disorders, 

chronic physical conditions, and loneliness). 
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INTERNATIONAL EVIDENCE FOR INTERVENTIONS 

Findings from systematic reviews and meta-analyses have been selected in this review as 

the best representation of the body of evidence for the effectiveness of psychological 

interventions. While there may be promising findings from individual RCTs or other 

interventions that are being used in local services for treating trauma including Eco-therapy 

and psychotherapeutic approaches such as Gestalt Therapy, Narrative Exposure Therapy, 

Schema Therapy or interventions including ‘Survive and Thrive’ group psychotherapy, the 

supporting evidence is not yet well-established for sexual violence and abuse and therefore 

not included in this review (Jackson et al., 2023; Karatzias et al., 2016; Korkmaz & Soygut, 

2023; Lely 2019).   

Survivors of sexual violence and abuse are a diverse group of people, with differing needs 

and often complex trauma. A range of approaches and treatments are required to reflect this 

complexity, as a “one-size-fits-all” model is not appropriate (COSAI, 2012). How service 

providers respond to survivors can have a profound impact on their long-term recovery. 

It is important to note the studied population involved in research when considering 

evidence-based interventions for sexual violence and abuse, as many studies involve largely 

female survivors, and may not have been trialled in male populations. Small sample sizes in 

qualitative research reflect the difficulties associated with ‘hard to reach’ populations, further 

limiting the overall applicability of findings (Silk, 2023).  

Direct comparison of the effectiveness of treatment options in this field remains difficult, 

given the multiple different types of evidence available, and the lack of good quality studies 

such as double-blinded randomised controlled trials (RCTs), which aim to minimise potential 

bias and ensure that outcomes can be attributed to the intervention rather than other 

possible factors. However, findings from individual studies can still help develop our overall 

understanding of the topic. 

Treatment of PTSD that often results from sexual violence and abuse is a vitally important 

issue given the condition’s low response rate to treatment and high relapse rates (Liu et al., 

2014). The larger body of research for people who have experienced any form of trauma can 

provide some guidance, however further research in the specific area of sexual violence and 

abuse trauma is urgently needed, particularly given that survivors can be at higher risk of 

mental health difficulties compared to other types of trauma (Parcesepe et al., 2015). Further 

to this, complex PTSD (CPTSD) is a recently recognised diagnosis, and the evidence base 

for interventions specific to it is still in the early stages (Niemeyer et al., 2022). 
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Creating a gold-standard framework of treatment for survivors remains a challenge due to 

this limited evidence base of varying quality, however there is some encouraging evidence 

for treatment modalities which can provide some guidance. In the absence of systematic 

evaluation of therapies, service providers should be encouraged to regularly evaluate the 

effectiveness of the interventions they offer to ensure they are having a beneficial effect 

(Parcesepe et al., 2015). It is also important to note that survivors’ support needs are 

multiple and varied over time and it is not expected that a single type of intervention will 

meet all their needs (Silk, 2023).  

SUPPORTIVE COUNSELLING 

Counselling, generally referred to as therapy, provides a confidential and safe space to 

discuss issues and concerns with a trained professional (British Association for Counselling 

& Psychotherapy (BACP), 2021). It is a talking therapy that comes in many different forms 

and is often adapted to the problem at hand. Counselling involves exploration of an 

individual’s thoughts, feelings and behaviours to try and help them improve their 

understanding and develop their own solutions – counsellors do not normally give formal 

advice or prescribe medication (BACP, 2021). Counselling typically involves regular 

sessions lasting 50-60 minutes at a time, with the number of sessions involved/provided 

being dependent on individual circumstances (BACP, 2021). 

Much productive and useful counselling work currently takes place across the community 

and voluntary sector, and while the published evidence base requires improvement, 

anecdotal evidence suggests supportive counselling provides benefits for many different 

people. 

A 2023 literature review conducted by the UK Ministry for Justice explored the evidence 

base for various forms of support offered to adult victim-survivors of sexual violence and 

reviewed 54 high-quality articles (Silk, 2023). It concluded that counselling is generally 

considered effective in England and Wales (Silk, 2023). 

Research in Britain in 2013 was conducted to develop and pilot the ‘Taking Back Control’ 

tool to attempt to measure what impact rape-crisis counselling may have for victim-survivors 

of sexual violence (Silk, 2023; Westmarland & Alderson, 2013). The 15-item instrument was 

based on existing mental wellbeing measures and was developed in consultation with rape 

crisis centre staff (Westmarland & Alderson, 2013). It measured various factors including 

(but not limited to) the extent to which victim-survivors felt empowered, experienced panic 

attacks, and had feelings of depression. The tool was used in weeks 1 and 2 of counselling, 

then repeated every 6 weeks, indicating that counselling improved the extent to which victim-
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survivors felt empowered and in control of their lives (61% of participants strongly disagreed 

at the start, compared to 31% at the last data point). 

Research in 2019 from South Africa involving semi-structured interviews with 15 female rape 

victim-survivors aimed to understand their experiences of counselling and highlighted the 

need for counselling to be collaborative and led by the survivor, in a safe and professional 

environment (Vieweger, 2019). 

A 2022 online survey was conducted by the UK Ministry for Justice to explore the formal 

support needs of adult victim-survivors of sexual violence in England and Wales (Silk et al., 

2023). It aimed to gather both quantitative and qualitative data and collected responses from 

1,110 survivors who self-selected to participate in the survey involving 57 closed and nine 

open-ended questions. It is important to note that this non-random sample (of mostly white, 

heterosexual women) may not reflect the views of all individuals who have experienced 

sexual violence, however bisexual and disabled survivors were also noted to be well-

represented within the survey (Silk et al., 2023). 

The findings noted that counselling, advocacy, and group work were rated as the three most 

important types of formal support offered to survivors (Silk et al., 2023). Despite recording an 

overall low level of satisfaction with services, the survey showed counselling was rated the 

highest form of support, with 63% of 404 respondents saying it ‘fully’ or ‘mostly’ met their 

needs (Silk et al., 2023). However, given the multiple models of counselling, more research 

is necessary to evaluate the specific effectiveness of each model for victim-survivors across 

different demographics and characteristics. The 2023 literature review suggested minority 

ethnic groups may not benefit as much from Western models of counselling used at some 

sexual violence support centres (Silk, 2023). 

COGNITIVE BEHAVIOURAL THERAPY (CBT) 

CBT refers to a group of talking therapies (often referred to as psychotherapies) developed 

by Dr Aaron Beck in the 1960s (Beck & Fleming, 2021). It comes in various forms and can: 

• Help stop unhelpful behaviours 

• Teach new ways of reacting to unhelpful thoughts 

• Develop new ways of thinking  

• Improve state of mind through recognising the links between thoughts, feelings 

and actions  
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Typically, individuals set goals with their CBT therapist for what they want to change, and 

work to find new ways of dealing with their problems, which often leads to an improved 

sense of control over one’s life (Beck & Fleming, 2021). It can be delivered as a group or 

individual therapy. 

A course of CBT usually lasts between 6 weeks and 6 months depending on the problem 

being addressed, with between 6-20 sessions lasting 30-60 minutes on a weekly or 

fortnightly basis. CBT comes in many forms and is often adapted for the issue at hand.  

Trauma-focused CBT (TF-CBT) is a form of CBT specifically designed to target PTSD. It can 

include: 

• Prolonged Exposure Therapy (PE) 

• Cognitive Processing Therapy (CPT) 

• Dialectical Behavioural Therapy (DBT) 

CBT has a considerable evidence base for its effectiveness generally and is one of the more 

thoroughly studied psychological interventions available, but research on its benefits for 

survivors of sexual trauma specifically is difficult to isolate (Gorman, 2013). Its effectiveness 

in treating PTSD can help guide recommendations for survivors of sexual violence and 

abuse but further research is urgently needed.  

CBT can be effective in reducing PTSD and other symptoms (e.g. depression, guilt, anxiety 

and dissociation) in adult survivors of sexual violence and abuse but the quality of evidence 

is reasonably sparse (Lomax & Meyrick, 2022).  

Research has suggested CBT is comparable to medication for targeting PTSD, and is more 

effective than supportive counselling alone (Rauch et al., 2019; Short et al., 2020; Vickerman 

& Margolin, 2009). There is some evidence that benefits can be maintained up to 5-10 years 

post-treatment (Foa et al., 1991; Resick & Schnicke, 1992; Resick et al., 2012). 

The most convincing support for CBT treatments involves those with exposure and 

processing of the trauma, such as in Prolonged Exposure therapy (Lomax & Meyrick, 2022). 

Most of the current available evidence for treating PTSD favours trauma-focused CBT over 

any other form of CBT (Melton et al., 2020).  

A number of meta-analyses have highlighted TF-CBT as an effective treatment option for 

groups who are at risk of complex traumatization such as in sexual violence and abuse, 

which is in keeping with guidelines for treatment of PTSD in general (Niemeyer et al., 2022). 

Specifically, studies have suggested individual trauma-focused CBT is one of the most 
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effective interventions for PTSD in people exposed to childhood sexual abuse (Melton et al., 

2020). 

A review in 2019 suggested group TF-CBT is less effective than individual CBT for improving 

PTSD after a rape experience but other studies assert that group TF-CBT is still beneficial 

for people with post-rape PTSD (Sepeng & Makhado, 2019). 

Research has suggested unlike some other psychological therapies, CBT promotes 

collaboration of participants and provides empathy and emotional support, which may 

decrease risk of treatment abandonment (Sarasua et al., 2013). 

In terms of delivery of therapy for survivors of sexual violence and abuse, there is tentative 

evidence that CBT delivered by community-based master’s level clinicians with minimal 

experience in CBT is as effective as CBT delivered by experts in the therapy (Foa et al., 

2005; Taylor & Harvey, 2009). A meta-analysis on the effects of psychotherapy in survivors 

of sexual violence and abuse suggested that more favourable outcomes resulted from more 

intensive CBT sessions over a shorter period of time - specifically, twice a week for 10-16 

sessions (Taylor & Harvey, 2009). 

COGNITIVE PROCESSING THERAPY (CPT) 

CPT is a form of CBT developed in the early 1990s, specifically aimed at reducing the 

burden of PTSD symptoms. It is a manualised form of therapy normally consisting of 12 

sessions, each lasting 90 minutes, with the overall aim of providing an individual with the 

skills to handle distressing thoughts related to their trauma (Tran et al., 2016). It can be 

delivered in an individual or group setting, or in a combination of the two.  

It is considered a form of “exposure therapy” – in which the exposure involves re-visiting the 

trauma and its associated emotional responses. In the case of rape, CPT can help to identify 

“stuck points” in the person’s processing of the trauma, which are previous unsuccessful 

attempts to make sense of and process the events in their mind, and helps the person 

address these in the hopes it will decrease avoidance and distress (Vickerman & Margolin, 

2009).  

Studies examining psychological therapies for sexual violence and abuse victim-survivors 

have shown both individual and group CPT improved PTSD and depression for adult female 

survivors, with a large difference seen compared to a comparison group of women on a wait 

list (Resick et al., 2012; Vickerman & Margolin, 2009). Improvements were also noted in 

other symptoms such as self-blame, guilt and hopelessness and these improvements were 

sustained for several months following treatment (Vickerman & Margolin, 2009).  
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As previously mentioned, while it is difficult to reliably compare the effectiveness of 

interventions in this field, it remains notable that CPT was associated with long term 

improvements in psychological wellbeing, with one study noting benefits up to 6 years after 

treatment (Parcesepe et al., 2015). 

DIALECTICAL BEHAVIOURAL THERAPY (DBT) 

DBT is another form of talking therapy based on CBT and was first developed in the late 

1970s (Chapman 2006). It arose as a form of CBT specially adapted for individuals with 

borderline personality disorder, though it can also help people with other conditions including 

PTSD, or those who feel emotions very intensely and may have difficulty regulating them.  

The term “dialectical” means combining opposing ideas, and in this context DBT aims to help 

people change unhelpful behaviours in their lives whilst also helping them learn to accept the 

reality of their lives and current behaviours (Chapman, 2006).  

DBT involves working through 4 stages, which begins with addressing the most serious or 

self-destructive behaviours first then leads on to target emotional regulation skills, 

interpersonal skills and ability to tolerate distress. The third stage involves improving self-

esteem and the final goal is to try to help individuals get the most out of their lives and 

experience greater happiness (Chapman 2006). 

DBT is normally delivered as weekly individual therapy sessions approximately one hour 

long, and a weekly group skills training meeting.  

Some current evidence suggests DBT provides statistically significant improvement in PTSD 

symptoms both during and after treatment, and a systematic review of psychological 

therapies has demonstrated consistent results across three studies examining DBT (Sousa-

Gomes et al., 2022). 

A pilot study examining the use of DBT in adult survivors of CSA showed promise for 

reduction in distressing symptoms of severe and chronic PTSD related to the sexual trauma 

(Gorman, 2013; Steil et al., 2011). Whilst the number of people involved in the study was 

small (n = 29), it is interesting to note that the DBT programme involved in the study showed 

excellent acceptance rates, with no participants dropping out during therapy, suggesting 

there is likely a low risk of exacerbating PTSD or re-traumatising individuals through DBT in 

this case (Gorman, 2013; Steil et al., 2011). 
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PROLONGED EXPOSURE (PE) 

Prolonged Exposure is a therapy specifically designed for the treatment of PTSD, based on 

cognitive behavioural therapy principles (Hembree et al., 2003).  

“Exposure” is a technique often used in CBT to help people confront their fears – in PE 

individuals are taught to gradually re-approach their trauma-related feelings and memories 

(together with the therapist, from a place of safety) with the goal of reducing the power that 

these traumatic memories and triggers hold. It ultimately aims to reduce avoidance and 

teach individuals to better manage their behaviours and emotional responses associated 

with their trauma to lead them to a state of acceptance (Foa, 2011; Hembree et al., 2003). It 

is delivered as an individual therapy. 

Before commencing PE, therapists often teach breathing techniques to promote a feeling of 

safety, and to aim to reduce the levels of heightened anxiety associated with re-visiting the 

trauma in detail. The primary focus is on in-session, imagined re-exposure to the traumatic 

event – often involving the individual describing it out loud as they relive it. PE can involve 

audio-recording this narration and having the individual listen to it on a regular basis to allow 

further exposure (Vickerman & Margolin, 2009). 

It is important PE is carried out with the support of a trained professional to ensure the 

therapy does not become overwhelming or harmful. PE is strongly recommended for 

treatment of PTSD generally. It is normally delivered over a period of 3 months, with weekly 

sessions ranging from 60-120 minutes each (Foa, 2011). 

Current research on PE and its variants indicates strong therapeutic benefits for victim-

survivors of rape suffering from PTSD (Gorman, 2013). A 2022 meta-analysis of 

psychological therapies for victim-survivors of sexual violence and abuse noted that 

exposure-based approaches such as PE and CPT have the greatest efficacy in improving 

PTSD symptoms, and as with CPT it has been suggested that the benefits of PE may be 

observed as long as 6 years after treatment (Lomax & Meyrick, 2022; Parcesepe et al., 

2015). Previously concerns have been highlighted that the level of distress that prolonged 

exposure may provoke in some individuals could worsen existing PTSD symptoms or 

contribute to increased abandonment of treatment - however research has suggested there 

is no evidence that this is true (Hembree, 2008; Parcesepe et al., 2015).  

 

IMAGERY REHEARSAL THERAPY (IRT) 

Imagery rehearsal therapy is a type of cognitive behavioural therapy with elements of 

exposure – it’s most commonly used for the treatment of chronic nightmares as a symptom 

of PTSD but is used to target nightmares in other conditions also (Krakow & Zadra, 2010). 
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Nightmares in PTSD are often very intense and distressing and can make it harder to move 

past the events as well as having a significant impact on sleep quality. 

IRT involves documenting the nightmare in detail before re-writing it to be less threatening 

and create a more positive and less upsetting ending. The individual then attempts to vividly 

imagine this more positive ending before falling asleep to attempt to induce it rather than the 

original nightmare (Krakow & Zadra, 2010). Interestingly, the effectiveness of IRT was first 

demonstrated in a randomized controlled trial involving survivors of sexual assault (Krakow 

et al., 2000). It is suggested improvements were seen not only in nightmare frequency (and 

therefore sleep quality) but also in general PTSD symptomatology compared to controls 

(Gorman, 2013). 

STRESS INOCULATION THERAPY (SIT) 

Stress Inoculation Therapy is another form of CBT aimed at treating PTSD. It was developed 

in the late 1970s originally as a training program for reducing stress and anxiety 

(Meichenbaum & Deffenbacher, 1988). The theory is that people can be taught to recognise 

situations that trigger their stress and develop coping skills to help them better manage 

these situations in the future. This “inoculation” via exposure to milder forms of stress can 

help people cope when confronted with reminders of their trauma (Meichenbaum & 

Deffenbacher, 1988). 

The coping skills involved can include deep breathing techniques, improving self-talk and 

muscle relaxation training (Meichenbaum & Deffenbacher, 1988). It’s normally delivered as 

an individual therapy involving 90 minute sessions over several weeks, but it can also be 

delivered in a group setting. 

Research suggests SIT is associated with reduction in PTSD symptoms, with no difference 

in drop-out rates between SIT and exposure therapy or EMDR (Hembree, 2008; Parcesepe 

et al., 2015). However, SIT may be less effective in the treatment of rape survivors than 

other psychological treatment methods (Gorman, 2013). 

EYE MOVEMENT DESENSITISATION & REPROCESSING (EMDR) 

EMDR is a relatively new form of psychotherapy that was developed in the late 1980s by 

Francine Shapiro. It involves combining talking therapy with a bilateral stimulation of the brain 

(often side-to-side eye movements by following the therapist’s finger) in a structured format 

referred to as dual attention (Shapiro, 2014; Vickerman & Margolin, 2009). The eye 

movements are hypothesized to allow processing of traumatic or emotionally laden memories, 

the details of which are recalled by the client while the movements take place, and this task of 
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following the external stimulus at the same time reduces the emotional burden of the memory 

(Byrne, 2022; Shapiro, 2014). 

Aspects of EMDR have attracted controversy since its conception, with some arguing that it 

borrows basic aspects from Prolonged Exposure therapy and that the dual attention eye 

movements involved are an unnecessary feature (Russell & Davis, 2007; Vickerman & 

Margolin, 2009). The available evidence on the importance of eye movements in the 

effectiveness of the therapy is conflicting (Parcesepe et al., 2015). Currently, only theories 

exist for how exactly EMDR works, and evidence for the exact mechanisms of its effectiveness 

remains lacking in comparison to other exposure-based therapies and CBT (Byrne, 2022). 

A recent meta-analysis involving a sample of N=1543 (k=10) aimed to compare the 

effectiveness of psychosocial interventions for well-being outcomes specifically for 

adolescent/adult survivors of recent sexual violence and abuse or rape (Lomax & Meyrick, 

2022). They found that interventions that had an exposure-based approach, which includes 

EMDR, have the strongest evidence base for treating these victims, however due to the 

methodological inconsistences and high risk of bias in the included studies, it is difficult to 

directly compare the effectiveness of each therapy (Lomax & Meyrick, 2022). 

A 2006 meta-analysis comparing the efficacy of EMDR with trauma-focused CBT in the 

treatment of PTSD involved a sample of 209 individuals (k=7) and concluded that while both 

treatments showed efficacy for the general-trauma population, there is insufficient evidence to 

suggest one is superior to the other (Seidler & Wagner, 2006).  

A small RCT in 2007 that involved N=88 participants with PTSD aimed to compare EMDR, 

fluoxetine, and a pill placebo by administering these therapies over an 8-week period with 

follow-up at 6 months (Van der Kolk et al., 2007). They found EMDR to be more successful 

than fluoxetine in targeting PTSD and depression symptoms, but that this benefit was seen in 

the participants who had experienced adult-onset trauma rather than childhood-onset trauma 

victim-survivors (75% of adult-onset victim-survivors achieving asymptomatic end-state 

functioning compared to 33% of childhood-onset). 

A 2020 systematic review of meta-analyses for interventions for victim-survivors of complex 

trauma examined a sample of N=244 individuals across 7 trials (k=7) found some evidence of 

EMDR’s effectiveness as reducing PTSD symptoms post-treatment, and suggested it may be 

more effective than mindfulness practices at addressing complex trauma symptoms (Melton 

et al., 2020). However, two trials (N=71) comparing EMDR directly with an active control did 

not find a significant difference in post treatment effects (Melton et al., 2020). Similarly, other 

reviews of meta-analyses have suggested EMDR (and other exposure-based interventions) 
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show efficacy for PTSD in complex trauma, but the accurate comparability of study results is 

not currently possible (Niemeyer et al., 2022). 

In terms of the acceptability of EMDR as a therapy for victim-survivors, a 2003 study 

suggested that there was no difference in drop-out rates between EMDR, exposure therapy, 

cognitive therapy and SIT (Hembree et al., 2003). 

GROUP THERAPY 

Group therapy involves the treatment of multiple individuals simultaneously by one or more 

professionals. It can be used for a wide variety of conditions, including to address PTSD and 

emotional trauma. Given the increase in demand for mental health support generally, group 

therapy can provide a cost-effective, flexible option to offer support to multiple survivors at 

once, and as such can reduce waiting-list times and improve accessibility (Malhotra & Baker, 

2019). Sessions tend range in duration and would normally involve a circle or horseshoe 

shaped seating arrangement to facilitate engagement (Malhotra & Baker, 2019). 

Professionals should be mindful of which individuals are best suited to group therapy – 

research suggests people who score highly for extraversion and conscientiousness traits may 

be more suited to group therapy, whereas those who exhibit high levels of emotional reactivity 

may not (Lahey, 2009). In addition, survivors who are actively suicidal or in acute distress 

would be more appropriately managed individually (Malhotra & Baker, 2019). It is important 

not to adopt a set-in-stone exclusionary policy with group therapy, but to also bear in mind that 

inappropriate use could have negative effects not only on the individual but on the group as a 

whole (Malhotra & Baker, 2019). 

There have been several suggested general benefits of group therapy for an individual, 

including comfort taken in a sense of community and universality of their symptoms that can 

facilitate acceptance (Brown et al., 2022). Interpersonal learning may also occur within the 

group, and individuals suffering from social fear may experience some improvement as a 

result of the therapy (Wolgensinger, 2022). The structure of group therapy also allows potential 

training of less experienced professionals, who can participate as co-facilitators under the 

supervision of a trained group leader (Deblinger et al., 2016). 

A 2022 online survey was conducted by the UK Ministry for Justice to explore the formal 

support needs of adult survivors of sexual violence in England and Wales, and 1,110 survivors 

self-selected to participate (Silk et al., 2023)). Respondents (48%, N=88) rated group work as 

the 3rd highest form of formal support to meet their needs post-sexual violence (Silk et al., 

2023). 
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However, group therapy also has areas of concern, including that only the therapy provider is 

bound to any legal confidentiality. The possibility of other group members repeating personal 

information may create a sense of unease amongst others, and providers are encouraged to 

develop guidelines for the group surrounding this (Lasky & Riva, 2006; Malhotra & Baker, 

2019). Other issues that can arise include conflict between group members, lack of 

engagement, some individuals dominating the sessions to the detriment of others, and 

participants feeling their limits have been pushed to a psychologically unsafe level (Brown et 

al., 2022; Malhotra & Baker, 2019). 

When assessing the evidence of group therapy for survivors of SA specifically, it was 

highlighted that facilitating a sense of safety within a group therapy session was critically 

important (Brown et al., 2022). A 2022 synthesis of qualitative evidence examining 

interventions for survivors of sexual violence and assault reported that they felt their 

communication skills and quality of personal relationships had improved as a direct result of 

participation in group therapy (Brown et al., 2022). 

A small 2007 study involving 41 female survivors of sexual abuse, compared with 11 women 

in a wait-list control group found that not only did group intervention reduce psychological 

distress related to the abuse in survivors, but that these effects were maintained at a 3-month 

follow-up (Gorman, 2013; Hébert & Bergeron, 2007). Analysis of the findings suggested that 

concurrent individual therapies and variation in the elements of abuse between survivors were 

not linked to the positive outcomes (Gorman, 2013). 

Group therapy is often offered to survivors of SA, and as such it is important to note that more 

research is needed to determine if the benefits provided are distinct to those found in individual 

counselling – however, it remains a valuable intervention particularly in the context of limited 

resources (Gorman, 2013; Russell & Davis, 2007; Sepeng & Makhado, 2019). 

PSYCHOEDUCATION 

Psychoeducation in the context of trauma following sexual violence and abuse is defined as 

the delivery of information or knowledge on the nature and course of post-SA psychological 

symptoms and how to adaptively respond to these – with the aim being increasing 

knowledge and reducing overall distress in the short or long term (Vechiu & Zimmermann, 

2019). It is considered a “low-intensity” intervention in the sense that it requires less input 

from a professional than other treatments typically would. 

In the context of SA, psychoeducation may involve providing information on expected 

psychological reactions and how best to manage them, normalising responses and 
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experiences, dispelling rape myths, coping with reactions of other people and detailing how 

to access support (Lomax & Meyrick, 2022; Wessely et al., 2008).  

Psychoeducation has several advantages, including the potential to help an individual 

engage more effectively in psychotherapy, correcting misinformation, empowering survivors 

to seek self-help and in its inexpensive, easily accessible nature (Wessely et al., 2008). 

Evidence for the effectiveness of psychoeducation as a stand-alone intervention is currently 

very limited despite its ubiquity – some researchers have suggested this may be because it 

is already presumed to be so clearly a positive thing, much like education is generally 

(Wessely et al., 2008). The lack of specific evidence may also be because psychoeducation 

is a built-in feature of many psychotherapies including trauma-focused CBT, CPT and 

Prolonged Exposure (Vechiu & Zimmermann, 2019; Vickerman & Margolin, 2009).  

Some research does indicate psychoeducation may not be appropriate as a first-line 

treatment for individuals experiencing higher levels of distress, who should be referred to 

higher intensity interventions (Vechiu & Zimmermann, 2019). 

Like previously mentioned inventions, more robust research is needed to accurately 

determine the efficacy of psychoeducation as a stand-alone intervention for this population, 

and to establish for whom it is most appropriate (Vechiu & Zimmermann, 2019). However, its 

ability to be easily disseminated at a low cost is a unique advantage. 

TECHNOLOGY-BASED & DIGITAL INTERVENTIONS 

Technology-based and digital interventions are increasing in use globally and across many 

aspects of healthcare. These therapies come in many forms and include telehealth services 

(including distance-counselling), phone and internet-based aids, eHealth interventions, 

online support groups, and text message interventions (Emezue et al., 2022).  

Given how recent its use, the research and evidence on the specific benefits and long-term 

effectiveness of technology-based interventions (or in the case of technology being used for 

the delivery of evidence-based therapies, “technology-enhanced interventions”) particularly 

in comparison to traditional therapies, is still emerging. It is theorized to provide a level of 

social and emotional support, could facilitate psychoeducation, allow triage of survivors to 

other services and potentially improve psychological health outcomes (Emezue et al., 2022). 

A 2022 systematic review and meta-analysis of 17 RCTs examining the short and long-term 

effectiveness of technology-based interventions in 4590 female survivors of intimate partner 

violence (IPV) has suggested these therapies do provide some initial benefit to survivors of 

IPV as an add-on rather than replacement therapy (Emezue et al., 2022). However, it is 
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important to note that this review found that these initial effects faded over time, and that 

digital interventions were not found to have any significant beneficial outcomes for the 

survivors of sexual violence specifically, or those suffering from PTSD related to IPV 

(Emezue et al., 2022). Another systematic review and meta-analysis in 2020 had similar 

findings – when examining two trials (N = 1029) reporting data on survivors of sexual 

violence, they found no significant effect of eHealth interventions compared to no 

intervention (Linde et al., 2020).  

Distance counselling is a form of telehealth application where any type of psychotherapy is 

delivered remotely via phone or video conference, as the provider and client are in separate 

locations. It is a promising mode of delivery of therapy for survivors of SA and for 

underserved groups who may struggle to access face-to-face supports (Leroux et al., 2022). 

It allows access to support without the potentially limiting factors of transportation availability 

and costs, childcare needs, scheduling conflicts or any concerns of stigma or fears of safety 

that can arise from accessing in-person services (Leroux et al., 2022). When examining the 

comparative effectiveness of distance vs in-person counselling, studies indicated distance 

therapy was not inferior in terms of therapeutic outcomes or in the case of client satisfaction 

(Gray et al., 2015; Leroux et al., 2022). However, it is important that providers place the 

same emphasis on security, client experience and safety in a digital setting as they would in-

person (Leroux et al., 2022). 

Prior to the COVID-19 pandemic, there was little research on the use of distance 

counselling, but the nature of the pandemic resulted in a rapid uptake in distance care to 

provide therapy for survivors of sexual violence and abuse. Leroux et al. (2022) published a 

scoping review in 2022 examining the benefits and best practices in the use of distance 

counselling specifically for the survivors of sexual violence population and included 20 

studies in this review. They found that several studies noted unexpected therapeutic benefits 

of distance care, including improved comfort and feelings of control due to being at home for 

clients, as well as feelings of privacy and improved flexibility.  

PHYSICAL ACTIVITY 

Exercise generally remains a low-cost intervention for targeting trauma symptoms in 

survivors of sexual violence. While the evidence remains sparse, a 2018 qualitative study 

highlighted some survivors’ mixed feelings about the heightened bodily awareness that 

accompanied exercise (Smith-Marek et al., 2018). It is also notable that most female 

survivors expressed a preference for exercising individually and without the presence of 

men. 



47 
 

THERAPEUTIC DANCE 

Therapeutic dance is an intervention inspired by the theory of Dance Movement Therapy 

(DMT) – a therapy that developed in the 1940s, defined as “the psychotherapeutic use of 

movement to promote emotional, social, cognitive, and physical integration of the individual, 

for the purpose of improving health and well-being” (Koch et al., 2019). Therapeutic dance 

involves connecting psychological significance to movement, and helping individuals express 

and process emotion via dance (Lee et al., 2022). For the purposes of this report, it refers to 

any type of creative movement or dance that is used to try to achieve therapeutic outcomes. 

It is a potentially promising type of therapy for survivors of sexual violence and abuse, given 

that it combines aspects of both physical activity with arts-based therapies, and can be 

delivered individually or as a group (Lee et al., 2022; Streater, 2022). Many non-profit 

organisations already offer dance therapy to individuals who are survivors of sexual violence 

(Lee et al., 2022). 

The conceptual frameworks for the efficacy of dance therapy are still exploratory but 

growing. There is evidence supporting a link between the mind and the body, which directly 

relates to the idea of dance therapy specifically for sexual trauma – where there has been a 

striking violation of both the body and the mind (Lee et al., 2022; Muehsam et al., 2017). 

Studies have shown that these types of mind-body therapies can result in neuro-modulatory 

and immunomodulatory effects that lead to both improved mental functioning and physical 

health (Muehsam et al., 2017). 

A 2022 systematic review (k=11, N= at least 233) on the evidence for dance therapy in 

sexual trauma noted the proposed psychological theory of a dissociation between mind and 

body as a result of trauma, in which interventions such as dance therapy may be of 

particular benefit (Lee et al., 2022). However, they noted that the empirical evidence for this 

sense of dissociation is currently lacking (Lee at al., 2022). 

Dance therapy may be a good option when survivors come from a cultural background 

where survivors of sexual violence and abuse are more likely to experience stigma and 

shame as a result of sexual violence (Benuto et al., 2019). Current research suggests dance 

therapy may allow survivors to practice emotional regulation and can provide a sense of 

enhanced social connection when delivered as a group therapy (Lee et al., 2022). It is also 

well-suited for individuals who may struggle verbalising their trauma via talking therapy, or 

when language barriers may be an issue (Lee et al., 2022). A recent meta-analysis of the 

psychological outcomes of DMT and dance therapy involving 41 studies (N = 2,374) noted 

risks associated with the interventions, including retriggering of the trauma (particularly given 

the body-focused nature of dance), embarrassment and increased anxiety (Koch et al., 

2019). The 2022 systematic review noted however that other studies have suggested dance 
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therapy itself could act as a grounding technique in the moment, in the event of re-triggering 

trauma (Lee et al., 2022).  

Overall, the current lack of research – which is mostly exploratory, involves small sample 

sizes and is lacking in longitudinal follow-up – indicates that further research (including 

randomised controlled trials) is necessary to evaluate the effective and ineffective 

components of the intervention and attempt comparison to other available therapies (Koch et 

al., 2019). It is also important to note that dance therapy could be inaccessible to survivors 

with physical limitations due to disability, injury or age. While the research on dance therapy 

is currently suboptimal, it is notable that the 2022 systematic review on its effects for sexual 

trauma did not report any severe mental health outcomes for participants, and it remains a 

promising intervention in need of further exploration (Lee et al., 2022). 

ARTS-BASED INTERVENTIONS 

Only one trial with sexually abused population was included in a systematic review of arts-

based interventions for traumatised adults (Schouten et al., 2015). Volker (1997)(1999) 

evaluated combined CBT and art therapy in the intervention all female group (N = 8) 

compared to a waitlist control (N = 9). A significant decrease in depression was observed.  

Rouse, Jenkinson and Warner’s (Rouse et al., 2023) qualitative systematic review reported 

findings from 16 included studies and concluded that arts-based activities can offer a safe 

space for people with a CSA history to help articulate their experience, and connect with 

others which could in turn be empowering and aid recovery. However the methodological 

quality was poor. 

PHARMACOLOGY 

Use of medication for the treatment of mental health conditions (depression, anxiety, PTSD) 

that have occurred as a result of sexual violence and abuse is dependent on many factors 

including the symptoms involved, the individual being treated, and the current evidence-

based guidelines available for the location in question (NICE, 2018).  

Current NICE guidance on drug treatments for PTSD in adults advises: 

 “Do not offer drug treatments, including benzodiazepines, to prevent PTSD in adults. 

 Consider venlafaxine or a selective serotonin reuptake inhibitor (SSRI), such as 

sertraline, for adults with a diagnosis of PTSD if the person has a preference for drug 

treatment. Review this treatment regularly. 

 Consider antipsychotics such as risperidone in addition to psychological therapies to 

manage symptoms for adults with a diagnosis of PTSD if: they have disabling 



49 
 

symptoms and behaviours, for example severe hyperarousal or psychotic symptoms 

and their symptoms have not responded to other drug or psychological treatments. 

 Antipsychotic treatment should be started and reviewed regularly by a specialist” 

(NICE, 2018) 

It is important to note that when considering PTSD as an outcome of SA, most 

pharmacotherapies have been evaluated in a mixed-trauma or combat trauma study 

population, rather than a sexually assaulted one (Vickerman & Margolin, 2009). 

When considering combining drug treatment with talking therapies for the treatment of PTSD 

generally, a Cochrane review was carried out to assess the evidence for this in 2010 

involving 4 trials (N=124) – though it should be noted one of these trials (N=24) involved only 

children and adolescents (Hetrick et al., 2010). The overall findings suggested the evidence 

for comparing a combination of pharmacological measures and psychological therapies with 

either treatment alone, is currently insufficient to be able to draw reliable conclusions from 

(Hetrick et al., 2010). It is particularly important to note that this review considered PTSD 

generally and could not consider the multiple differing presentations of PTSD in clinical 

practice and was not specific for trauma as a result of sexual violence. 

PEER SUPPORT 

One of the limitations identified in this review is that many interventions have been designed 

to address the trauma presentation rather than the sexual nature of the traumatic experience 

which can have a multi-layered impact on victim-survivors. Acknowledging the range and 

depth of victim-survivors’ needs has led to the development of a number of different 

approaches that offer peer support but the evidence base is varied (Gregory et al., 2022). 

The 2018 NICE guideline for PTSD identified two peer support interventions however their 

data were not included as deemed unusable. Guidance tends to offer advice for healthcare 

settings but many victim-survivor services are delivered within community and voluntary 

sector organisations, and in increasingly precarious funding environments.  

 

Peer support models that focus on the importance of social relationships can offer benefits to 

victim-survivors with some evidence that there is a preference to access support from peers 

with similar experiences, and greater confidence that they will be believed, respected and 

understood (Gregory et al., 2022). A 2020 systematic review of peer group support for 

victim-survivors of sexual violence reported empathic witnessing, increased social 

connectedness, greater capacity for healing and opportunities to access resources and 

coping strategies (Konya et al., 2020) but the evidence base is dated and sparse. Gregory et 

al. interviewed a purposive sample of stakeholders exploring the range of approaches, 
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models and structures of peer support. The general view was that peer support is not for 

everyone, but could have potential for some individuals and has to only one element of a 

range of provision and services. Some considerations identified in their research included: 

• Cultural appropriateness and sensitivity 

• Readiness to engage with peer support services 

• Concern that peer supporters are trained and skilled to provide support 

• Peer support services should deliver evidence-based practice 

• Professional oversight still required 

• The power of sharing a space with others who have had similar experiences 

without the need to talk about the details of the abuse 

• Reducing isolation 

• Positive role modelling – important in the recovery approach 

• Negative aspects of building relationships with peers – potential to trigger others 

A number of good practice and safety considerations are recommended: 

• Facilitators must have suitable qualifications (including trauma support) and be 

sufficiently supported to undertake the role 

• Lived experience of trauma requires lesser emphasis than training and 

qualifications 

• Close supervision and monitoring is required 

• Group participants should be screened and assessed for suitability 

• Regular monitoring, assessment and evaluation at organisational level 

• Greater evidence base is required to establish its potential 
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CLINICAL GUIDELINES FOR TRAUMA CARE 

Many victim-survivors of sexual violence and abuse will experience PTSD or CPTSD 

symptoms and the clinical guidance reflects the need to respond appropriately using evidence 

based approaches. Evidence-based international guidance is provided by the International 

Society for Traumatic Stress Studies (ISTSS), NICE and the UK Psychological Trauma 

Society and recommends the following therapeutic approaches: 

 high intensity TF-CBT; 

 Prolonged Exposure Therapy (PE); 

 Family/Couples Therapy;  

 EMDR; and  

 Dialectical Behaviour Therapy 

NICE GUIDELINE FOR PTSD 

NICE clinical guidelines are developed by a guideline development group using a set method 

and are based on the best available evidence. Group membership is drawn from healthcare 

professionals (and occasionally from social care or education), researchers (with specialist 

skills in searching, systematic review, critical appraisal and health economics), patients and 

carers. The initial steps include a review of the clinical evidence, including clinical and 

economic effectiveness.  If there is not enough clinical research evidence, the guideline 

development group will gather additional information to inform their recommendations. The 

NICE Guideline for PTSD (NG116) makes a number of different recommendations for 

assessment and treatment that are relevant in the context of sexual violence and abuse: 

 Assessment and co-ordination of care 

o A comprehensive assessment including physical, psychological, social needs 

and a risk assessment. 

o Where management of care is shared between primary and secondary 

services, the healthcare professionals should agree who is responsible for 

monitoring people with PTSD, in writing, and involve the person and, if 

appropriate, their family or carers.  

 Supporting transition between services 

o Give people information about the service they are moving to, including who 

will provide their care 

o Ensure there is effective information sharing between services 

 Access to care 

o Reassure people that PTSD is treatable 
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o Ensure that services take into account the needs of specific populations of 

people 

o Minimise the need to move between different services and providers 

o Provide multiple points of access to services 

o Offer flexible modes of delivery 

o Offer a choice of therapist that considers the person’s trauma experience 

o Use proactive person-centred strategies to promote uptake and engagement 

o Assess the need for further treatment and support for those who haven’t 

benefitted fully or have relapsed 

 Principles of care 

o Give information and support people (and their family members or carers) 

o Offer access to peer support groups that are facilitated by suitably trained and 

qualified individuals 

o Maintain safe environments to reduce exposure and triggers 

o Involve and support families and carers 

 Language and culture 

o Ensure screening and assessment and interventions and culturally and 

linguistically appropriate 

o Think about using interpreters or a choice of therapists 

 Psychological interventions for adults 

o Offer individual TF-CBT to adults with acute stress disorder or clinically 

important symptoms of PTSD 

o Interventions include: cognitive processing therapy, cognitive therapy for 

PTSD, narrative exposure therapy, prolonged exposure therapy 

o Should be based on a validated manual and typically provided over 8-12 

sessions, but more if clinically indicated (e.g. for multiple traumas) 

o Delivered by trained practitioners with ongoing supervision 

o Include psychoeducation 

o Involve elaboration and processing of the trauma memories 

o Involve restructuring trauma-related meanings for the individual 

o Provide help to overcome avoidance 

o Focus on re-establishing functioning 

o Prepare for the end of treatment 

o Include planning booster sessions if needed, especially in relation to significant 

dates (e.g. anniversaries of the trauma) 

o EMDR – 8-12 sessions 
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o TF-computerised CBT for clinically important symptoms more than 3 months 

after the traumatic event over 8-10 session 

 Care for people with PTSD and complex needs 

o Comorbid depression and PTSD, usually treat the PTSD first unless the 

depression is severe 

o Do not exclude people from treatment based on comorbid drug/alcohol misuse 

o CPTSD will require extra time to build trust – either increasing the duration or 

number of therapy sessions based on need 

o Consider the safety and stability of the person’s personal circumstances e.g. 

housing 

 

THE STEPPED CARE MODEL  

The Stepped Care Model is advocated by NICE and was first proposed for NI by the 

Bamford Review. It provides guidance on the steps of care that individuals can move up or 

down depending on individual need and seen as a mechanism to guarantee quality of 

service and consistency of care on a regional basis. The Stepped Care Model is appropriate 

for treatment of sexual trauma reflecting service delivery that can provided by the community 

and voluntary sector (Steps 1-3) and statutory services (Steps 3-5). 

Figure 3. The Stepped Care Model 
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UK PSYCHOLOGICAL TRAUMA SOCIETY – COMPLEX PTSD GUIDELINE  

Research suggests that a phased approach is beneficial for treating individuals with CPTSD 

(UKPTS, 2020). Phases will overlap and can be cyclical, requiring a return to earlier phases 

as therapy progresses: 

 Phase 1: Stabilisation – symptom management, increasing emotion regulation skills 

and addressing current stressors); 

 Phase 2: Trauma processing (focused processing of traumatic memories); and 

 Phase 3: Reintegration (re-establishing social and cultural connections and addressing 

personal quality of life). 

Although the research suggests that psychological therapies can be effective, the evidence 

base is insufficient to recommend any single intervention but it is generally agreed that 

treatment should address three domains: cognitive; affective; and sensorimotor.  

INTERNATIONAL SOCIETY FOR TRAUMATIC STRESS STUDIES – NEW GUIDELINES FOR THE 

PREVENTION AND TREATMENT OF PTSD 

The ISTSS based their latest guidance on 208 meta-analyses and generated 125 

recommendations for the treatment of PTSD in adults and children and adolescents using an 

agreed definition of clinical importance and recommendation setting algorithm. These are 

recommended under four different categories: strong; standard; emerging evidence; and 

insufficient evidence (see Table 2).    

Table 2. Recommendations for Psychological Treatment of PTSD in Adults (Bisson et al., 

2019) 

Recommendation Level Recommendations 

Strong recommendation Cognitive processing therapy, cognitive therapy, EMDR, 

individual CBT with a trauma focus (undifferentiated), and 

prolonged exposure are recommended for the treatment of adults 

with PTSD. 

Standard 

recommendation 

CBT without a trauma focus, group CBT with a trauma focus, 

guided Internet-based CBT with a trauma focus, narrative 

exposure therapy, and present-centered therapy are 

recommended for the treatment of adults with PTSD. 

Emerging evidence Couples CBT with a trauma focus, group and individual CBT with 

a trauma focus, reconsolidation of traumatic memories, single-
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session CBT, written exposure therapy, and virtual reality therapy 

have emerging evidence of efficacy for the treatment of adults 

with PTSD. 

Insufficient evidence to 

recommend 

There is insufficient evidence to recommend brief eclectic 

psychotherapy for PTSD, dialogical exposure therapy, emotional 

freedom techniques, group interpersonal therapy, group 

stabilizing treatment, group supportive counseling, interpersonal 

psychotherapy, observed and experimental integration, 

psychodynamic psychotherapy, psychoeducation, relaxation 

training, REM desensitization, or supportive counseling for the 

treatment of adults with PTSD. 

 

SUMMARY OF EVIDENCE-BASED INTERVENTIONS 

Further and higher-quality research is required on interventions for this specific population. 

Interventions are generally developed to address the presentation (e.g. depression, 

psychosis etc.) and not necessarily the experience (i.e. sexual violence). The current 

methodological limitations of studies - including small sample sizes, risk of bias and lack of 

follow-up – creates difficulty in recommending therapies and interventions unreservedly, and 

in creating a gold-standard hierarchy of treatments. Further complexity arises when the 

diversity of background and experiences within this population is considered. Many victim-

survivors will present with complex trauma and whatever approach is adopted needs to 

recognise and consider the developmental and individual needs of service users. However, 

there remains a pressing need to deliver effective, brief evidence-based and feasible 

interventions for this group (Vechiu & Zimmermann, 2019). 

Based on the findings of a recent systematic review involving 10 studies with 1543 

(overwhelmingly female) participants, it is reasonable to suggest that trauma-focused CBT 

should be used as a starting point for future research which should aim to be of higher 

scientific quality (Lomax & Meyrick, 2022; Niemeyer et al., 2022). 

CBT, and therapies related to CBT, are currently the most empirically researched 

interventions and have the most support for their efficacy with benefits being maintained for 

5-10 years after treatment in some cases (Gorman, 2013; Littleton et al., 2018; Lomax & 

Meyrick, 2022). The strongest evidence base is currently in support of exposure-based 

approaches (e.g., CPT, PE, EMDR) for targeting PTSD and depression, with some 

improvements also seen in anxiety and guilt depending on the intervention – findings in 

keeping with previous research on PTSD for general/mixed trauma (Littleton et al., 2018; 
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Lomax & Meyrick, 2022; Vickerman & Margolin, 2009). There is consistent suggestion in the 

existing literature that counselling may provide psychological benefits to victim-survivors 

however it is difficult to draw firm conclusions from the current published evidence (Silk, 

2023).  

Group therapy shows many benefits including the potential to facilitate acceptance in 

survivors, reduce social anxieties and allow training of other professionals in-session (Brown 

et al., 2022; Deblinger et al., 2016). It remains a valuable intervention particularly in the 

context of limited resources (Gorman, 2013; Russell & Davis, 2007; Sepeng & Makhado, 

2019). 

Given the different methodological approaches used in the current research, which are often 

lacking control groups, making comparisons between treatments is particularly difficult. 

However, it is notable that CBT-based interventions consistently lead to better outcomes in 

PTSD (and more quickly) than supportive counselling alone, with CPT and PE receiving the 

most support in the research (Littleton et al., 2018; Short et al., 2020; Vickerman & Margolin, 

2009). 

There is some evidence for the effectiveness of pharmacological treatment of PTSD in 

survivors of SA (Littleton et al., 2018). Evidence suggests nightmares (a common symptom 

in survivors of SA) may be effectively targeted with Imagery Rehearsal Therapy (Krakow et 

al., 2000). 

Between 20-50% of survivors of SA may still meet the diagnostic criteria for PTSD even after 

receiving the most well-supported interventions, highlighting the urgent need for further 

research (Vickerman & Margolin, 2009). Many studies use treatment of PTSD symptoms as 

an outcome measure, prompting questions about what is best to provide for survivors who 

do not meet this diagnosis, given some researchers believe the PTSD diagnostic framework 

may be inherently limiting (Gorman, 2013; Vickerman & Margolin, 2009). It is also suggested 

that adult survivors of childhood SA may require longer periods of treatment and multiple 

modes of therapy for adequate symptom relief (Gorman, 2013). 

Despite therapies that involve exposure being currently considered the most efficacious, 

treatment providers do not frequently offer them, citing concerns about “forcing” the survivor 

to relive the events and risks of re-traumatization (Cook et al., 2004; Vickerman & Margolin, 

2009). The current literature does not suggest these risks are specific to exposure-based 

therapies, suggesting further knowledge and awareness of these therapies amongst 

treatment-providers could also be beneficial (Vickerman & Margolin, 2009). 
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Factors such as existing psychiatric conditions and individual background will likely also 

influence which interventions are most appropriate for an individual - current evidence is 

lacking in data for male survivors and gender/sexual minorities (Lomax & Meyrick, 2022). 

Overall, this review has highlighted the urgent need for further, higher-quality research in this 

area to allow more generalisability of findings, and to better target the symptoms survivors 

experience. 

 

HIGH RISK GROUPS 

An important consideration for the planning and delivery of services will involve addressing 

the needs of high risk groups. The research evidence clearly identifies vulnerable populations, 

who not only may be more likely to experience sexual violence and abuse, but will have higher 

rates of compulsory psychiatric admissions, longer periods of care and also face increased 

odds of becoming revictimised. This will likely include victims of human trafficking (Oram et 

al., 2015), people experiencing homelessness (Grey et al., 2019; McQuillan et al., 2022), 

LGBTQ+ (ANROWS, 2020b), trans women (ANROWS, 2020a), and people with disabilities 

(Dowse et al., 2016; Plummer & Findley, 2012) and people with severe and enduring mental 

illness.  

 

HELP & SUPPORT 

The damage and long-lasting impact of sexual violence and abuse has been well documented 

however the availability and level of post-assault support is a crucial factor in the recovery and 

long-term wellbeing of survivors. Services that offer fragmented support and unclear referral 

pathways can risk re-traumatising victim-survivors (Dworkin & Schumacher, 2018; Quadara, 

2015). Recognising that trauma-exposed victim-survivors will likely need to access to multiple 

services (e.g. health, criminal justice, substance use) only highlights the need for trauma-

informed approaches (QCDFVR, 2022). 

 

BARRIERS TO HELP-SEEKING  

As already outlined, the research literature highlights some of the considerable barriers to 

help-seeking which include problems self-identifying as an assault victim, concerns about not 

being believed or taken seriously and the shame and guilt many victim-survivors experience.  

 

Some individuals are at particular risk and may be even more reluctant to seek help and 

support. LGBTQ+ people remain under-represented in referral figures despite similar rates of 
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abuse to heterosexuals and research commissioned by the Welsh Government (Harvey et al., 

2014) has highlighted some of the individual and structural barriers to help-seeking in this 

population including shame/guilt associated with their sexual identity, misconceptions about 

sexual violence and abuse in same-sex relationships, negative stereotyping and services that 

have been designed for heterosexuals (Miles-Johnson, 2013). Male victim-survivors of sexual 

violence are often more reluctant to report crime or seek help than women and the legacy of 

child sexual abuse often leaves many victim-survivors shamed and silenced for many decades 

after their assault. The intersectionality with other vulnerable groups have also been 

highlighted in the literature including race, disability, human trafficking and age (Littleton et al., 

2018).   

In Nguyen et al.’s (2017) study of Australian women with serious mental health problems 

accessing community mental health care, engagement with their GP was associated with 

sexual health help seeking.  

Where there may comorbid alcohol or drug use, understanding the relationship between 

sexual violence and abuse and substance use is key and by building a safe, trusting and 

non-judgemental environment may create the opportunity for individuals to disclose their 

problems.  

The Ministry of Justice commissioned a survey of adult victim-survivors about formal support 

needs in England and Wales (Silk et al., 2023) and highlighted a number of key 

recommendations: 

1. Improve referral pathways – formal support services should be mapped and made 

available to victim-survivors and front-line workers. People should be reassured that 

they will be believed and not judged and that police will respond sensitively and 

empathetically to avoid re-traumatisation. This theme was also identified in recent 

research in NI (Lagdon et al., 2023).  

2. Improve the inclusiveness of support services 

3. Commission a range of support services across multiple landscapes to offer victim-

survivors choice 

4. Give reassurance about confidentiality and anonymity of services and independence 

from police processes 

5. Offer access to group and peer support 

6. Improve monitoring and evaluation 

7. Ensure people are aware of their rights around legal support 
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Areas for future research included: 

 Which types of counselling are effective, why and for whom? 

 Understand why helplines are less effective in meeting needs, how can they be 

improved? 

 How GPs can better meet needs of service users. 
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APPROACHES TO THE DESIGN AND DELIVERY OF SERVICES 

RECOVERY-ORIENTED SYSTEMS 

THE RECOVERY APPROACH  

Personal recovery has been defined as ‘a way of living a satisfying, hopeful and contributing 

life even with the limitations caused by illness’ (Anthony, 1993, p. 15). Whitley and Drake 

(2010) proposed a broader concept of mental health recovery incorporating five core domains:  

• clinical (e.g. symptoms);  

• physical (e.g. exercise);  

• functional (e.g. employment); 

• existential (e.g. self-determination); and 

• social (e.g. social support) 

Central to understanding the approach is the idea that people should not be defined or 

unnecessarily restricted by their mental health problems, recognising that many have 

experienced negative interactions with people and services and may need help to rebuild their 

self-esteem and restore hope and meaning. Fox et al. (2015) concluded that ‘recovery-aware’ 

carers feel more optimistic and hopeful about the future, feel more confident in the care they 

provide and therefore contribute better in promoting recovery in their relative. The Mental 

Health Strategy is centred on a recovery-oriented systems approach that should also underpin 

sexual violence and abuse service development. An important aspect of the recovery 

approach is being trauma-informed.  

GUIDELINES FOR TRAUMA-INFORMED SYSTEMS  

Becoming trauma-informed has been described as a stepped process (Mieseler & Myers, 

2013): 

1. Trauma-aware – raising awareness with staff about the effects and individual 

adaptations of trauma  

2. Trauma-sensitive – operationalising the concept of trauma-informed practice and 

care within services 

3. Trauma-responsive – both the service and staff understand and respond to trauma in 

an encouraging and supportive way to promote behaviour change, build resilience 

and strengthen protective factors 

4. Trauma-informed – where the entire organisational culture, all work practices and 

settings are trauma-informed 

The nine core principles of trauma-informed care are well established in the literature.  
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Figure 4. Core principles of TCIP (QCDFVR, 2022, p. 4) 

 

 

 

System policies and procedures should be regularly reviewed and updated (Full Stop 

Australia, 2022).  

 

INTERSECTIONAL DISCRIMINATION 

The review of the literature has highlighted a number of groups that may be particularly at risk, 

not only to the risk of becoming a victim of sexual violence and abuse, but also how they might 

be treated when seeking help and justice (Maher et al., 2018). Awareness and addressing 

‘intersectional discrimination’ may help better prepare services and treatment providers to 

respond in the most appropriate way. It will likely include disability, LGBTQ+, ethnicity and 

socioeconomic status. 

Although data on the prevalence and incidence of violence and abuse against women with 

disabilities is limited, it does consistently indicate that they are more vulnerable to both 

physical and sexual abuse compared to other women (Dowse et al., 2016; Plummer & Findley, 

2012). Research has also identified that they may experience problems being believed when 

reporting sexual violence, and typically will have greater difficulty achieving everyday 

economic and housing security increasing their vulnerability. Pathways to justice can be more 

complex too (Maher et al., 2018).  Service challenges across specialist support services have 

also been highlighted including common misconceptions about disability and sexual violence 
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and siloed working that does not adequately meet the needs of individuals (Dyson et al., 2017; 

Maher et al., 2018).  

Sexual violence in LGBTQ relationships can be more difficult to identify because of the often 

heterosexual face of domestic violence and can involve unique tactics of abuse, including 

identity-based abuse (ANROWS, 2020b). Greater recognition and understanding of sexual 

violence of both LGBTQ domestic/intimate partner violence is needed and tailored 

interventions may need to be developed in order to meet the needs of this population.  

 

CO-PRODUCTION & THE DESIGN AND DELIVERY OF SERVICES 

Sexual assault workers in Australia have co-produced a resource to help adult female sexual 

assault survivors ‘navigate the journey’ to recovery. It tracks the important processes in the 

immediate aftermath of an assault, contact with the police and court service but also carefully 

considers the recovery journey in the weeks, months and years following the attack. It 

discusses how to recognise and understand typical stress reactions following trauma, shares 

personal stories and experiences, including Meg’s story, 

The resource sets out a stepped process that may help contribute to recovery, beginning with 

paying attention to feeling safe again, physically, emotionally and learning how to manage 

fear, anxiety and panic. An example of a safety plan that can be developed and shared with 

other family members or friends is shared. Some of the practical challenges following assault, 

such as dealing with nightmares and sleep disturbance, expressing strong emotions and 

articulating the experience are explained. In addition, it provides advice and guidance to family 

members and friends supporting someone who has been assaulted, who can often be the 

most difficult people to confide in when there has been sexual violence, 

I was raped by a guy I had been friends with. He was part of our group. I was in shock for 

days afterwards, telling myself I’d wake up and find it was just a nightmare, so I could 

pretend it didn’t happen. I just shut down. I stayed away from people, made excuses I had to 

work. I felt numb inside…and like the part of me that was fun loving and enjoyed life had 

died. But I couldn’t sleep. I kept dreaming what happened over and over and I was screaming, 

but no words would come out. I was a zombie in the day…didn’t return friend’s calls just 

wanted to be curled up in a ball and sleep. I drank to get it out of my mind. Finally, after 

about six weeks I told a friend. That was the beginning of breaking the cycle and getting my 

life back on track.” 

Meg’s story (NSW Health Education Centre Against Violence, 2013a, p. 29) 
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‘Survivors take a journey and navigate a path to recovery. They need to re-establish safety, to 

rebuild a positive view of themselves, to grieve for what is lost, and find hope and courage to 

move forward. You can help them with their journey. In a follow-up study of sexual assault 

survivors, it was found that the quality of their close relationships had the most influence on 

their recovery and the time it took to heal.’ (NSW Health Education Centre Against Violence, 

2013a, p. 46). 

 

SURVIVORS OF CHILD SEXUAL ABUSE 

Similar to the resource described above, the NSW Health Education Centre Against Violence 

has produced a booklet Sharing the Un-shareable: A Resource for Women on Recovering 

from Child Sexual Abuse (NSW Health Education Centre Against Violence, 2013b). Also co-

produced with survivor of child sexual abuse (CSA), counsellors and research, it details the 

psychological and physical impacts of CSA and offers ‘stories of strength and resilience’ with 

practical advice for family and friends. A companion resource for men who have experienced 

sexual assault as children has also been co-produced with one of the aims to increase general 

community and professional awareness of male CSA (NSW Health Education Centre Against 

Violence, 2013d).  

 

MALE SURVIVORS OF SEXUAL VIOLENCE AND ABUSE 

Men constitute 10-15% of all reported adult sexual violence and abuse victims, this, however, 

is likely to underestimate prevalence as male-on-male sexual violence and abuse is more 

likely to go unreported (Scarce, 2008). Feeling ‘feminised’ following assault can create barriers 

to help seeking (NSW Health Education Centre Against Violence, 2013c). Male victim-

survivors remain a hidden population and another co-produced resource, the NSW Health 

Education Centre Against Violence emphasises how crucial friends and family responses are 

if a disclosure is made by a male friend/relative. Most of the knowledge and understanding of 

sexual violence and abuse is based on studies of female victim-survivors with less known 

about the needs of male victim-survivors. There is however shared recognition that “the 

experience is traumatic and recovery from assault is significantly affected by the quality of the 

support, or the lack of support, received from family and friends...” (NSW Health Education 

Centre Against Violence, 2013c, p. 43). 
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RECOMMENDED TRAINING AND SKILL-BASE OF TREATMENT PROVIDERS 

CULTURAL AND LINGUISTIC DIVERSITY 

Maher and colleagues (2018) identified service challenges for women with disabilities, 

recommending that cross-sectoral knowledge is shared and developed to ensure best practice 

for women with additional vulnerabilities. Tackling misconceptions around disability and 

providing informed cross-sectoral support would also enable access to justice for women with 

disability.  

The Full Stop Australia recommendations for criminal justice reform priorities recommend not 

only trauma-informed training but consultation with people with lived experience with culturally 

and linguistically diverse backgrounds, LGBTQ+ groups and people with disability.  

Trans women experience some of the highest rates of sexual violence and lack of cultural 

competence supporting victim-survivors can increase stigma and discrimination and lead to 

unmet need (ANROWS, 2020a). Awareness and education about the experience of being 

transgender and gender transitioning is important.   

In response to the growing number of asylum seekers requiring support, services in the 

Republic of Ireland are recruiting people with appropriate language skills.  

 

UNDERSTANDING COMORBIDITIES 

Trauma as a result of sexual violence and abuse may present in a number of different ways 

and having staff trained and sensitive to the ranges of needs of service users will be important. 

Substance use typically co-occurs with sexual violence and abuse and training staff to 

recognise and establish trust and respond in a non-judgemental way to disclosures of 

substance use problems is crucial, particularly when there may be children in the family. 

 

PROFESSIONAL DEVELOPMENT  

This can be challenging but rewarding work, and the importance of supporting staff and 

mitigating risks of vicarious trauma is essential. This should include the opportunity for 

professionals to create a supportive community of practice, vicarious trauma training and 

management (Full Stop Australia, 2022). The Australian National Standards of Practice 

Manual for Services Against Sexual Violence has recommended the training and development 

of a trauma-specialist sexual violence counselling workforce. 
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THE JUSTICE SYSTEM 

The interface between victims-survivors and the criminal justice system has been heavily 

criticised, accused of systematic failure, with few people having confidence or positive 

experiences during the justice journey, not least because so few cases end in a criminal 

conviction.  

 

Survivor advocates involved in Full Stop Australia’s campaign to reform justice for victim-

survivors of sexual violence and abuse and domestic violence have spoken extensively about 

the impact of the lack of trauma-informed practice across the justice system with one survivor 

concluding that, “for me the ‘justice’ process was worse than the experience itself” (Full Stop 

Australia, 2022, p. 6). In the UK, a recent report from the Criminal Justice Joint Inspectorate 

(2022) concluded that the criminal justice system “is failing victims of rape, and widespread 

reform is needed to build trust and secure justice” identifying a lack of collaboration between 

the police and prosecutors and raised significant concerns about poor communication with 

victim-survivors at every stage of the justice process. The report concluded that: 

• Survivors put a lot at stake when reporting and testifying, yet most do not get the 

justice they deserve 

• Police response and support is inconsistent 
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• A lack of safeguarding puts survivors and their families at risk 

• Delays in reporting, investigation, arrests, and court hearings weaken cases and 

cause survivors to suffer 

• Suspects are perceived to be treated more favourably than survivors 

• The court process is traumatic for survivors 

• The criminal justice system needs to be completely overhauled to put survivors first 

 

There are a number of good models that provide volunteer helpers that offer support and 

advice to individuals during the justice process. Many rape crisis centres have specialist staff 

called advocacy workers or independent sexual violence advocates (ISVAs) that provide 

practical and emotional support if individuals are thinking about or want to report a crime to 

police. They will talk through the options and what might happen if an assault is reported, keep 

them informed and provide support.  

Rape Crisis’s 2023 Breaking Point: the retraumatisation of rape and sexual abuse survivors 

in the Crown Court backlog report highlighted the record number of cases awaiting trial (more 

than 7,800 sexual offence cases and 1,851 adult rape cases) and the impact this delay has 

on victims-survivors. The report calls for: 

• The establishment of specialist sexual violence and abuse courts, where court staff 

and judiciary are trauma-trained and informed.  

• Rape and sexual abuse cases should be given priority listings and progressed 

quickly through the system and given a guaranteed court date. 

• A clear and formalised communication agreement between all criminal justice 

agencies so that survivors are told about any changes to the trial.  

Systems should provide confidence that victim-survivors can report sexual violence and abuse 

without fear and supported by the provision of wrap around services or case management. 

Training across the judicial system to identify and respond appropriately and consistently to 

sexual violence is necessary, extending not only from specialist police officers, to lawyers, 

prosecutors, and court staff. 

Following the high profile and controversial ‘Rugby Rape Trial’ in Northern Ireland, the Gillen 

Review (2019) made over 200 recommendations to the law and procedures in serious sexual 

offences. One of the recommendations has led to the implementation of a two-year pilot 

scheme for Sexual Offences Legal Advisers (SOLAs) providing free independent support for 

adult victims of sexual crime. Based in Victim Support NI, they are independent from police 

and prosecution services, and means that Northern Ireland is the first region in the UK to offer 

complainants legal advice in relation to the disclosure of evidence including medical records, 
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counselling records and personal digital information. They also provide specific legal advice 

in relation to the disclosure of previous sexual history and ensure that their clients’ interests 

and wishes are communicated.  

PHYSICAL ENVIRONMENT OF TREATMENT SETTINGS 

A number of studies have explored the physical design of therapeutic spaces particularly for 

the treatment of PTSD, primarily in veteran populations. PTSD hyperarousal events are 

commonly triggered by environmental, social or urban elements and giving consideration to 

these can help create physical solutions to reduce stress. The design of indoor spaces can 

improve therapy response, taking into consideration reduced crowding, communal areas with 

movable seating, noise reduction design and creating spaces that create access to green 

spaces, higher daylight exposure and windows with views (Ulrich, 1991; Ulrich et al., 2018; 

Ventimiglia & Seedat, 2019). The use of colour can also be important (Connellan et al., 2013). 

Equally, outdoor spaces can promote wellbeing and recovery with evidence that access to 

green spaces can promote social interactions, improve focus, encourage physical activity and 

convey benefits via connecting with nature (McCartan et al., 2023; Ventimiglia & Seedat, 

2019).  

In New Zealand, the START service setting is located in a suburban neighbourhood, in an 

ordinary house with a garden and play area for children. All therapy rooms open out into the 

garden and clients are encouraged to use the recreational facilities, bring along their children 

or family members if appropriate and can use the kitchen area to make tea/coffee and toast. 

This is a deliberate approach to normalise the treatment setting and help reduce stress related 

to clinical environments.  
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EVALUATION & IMPROVING SERVICE DELIVERY 

Guidance produced by Australia’s National Research Organisation for Women’s Safety 

(ANROWS) for evaluating programmes involving people who have experienced domestic 

violence or sexual assault, highlighting some of the challenges and risks associated with 

consulting and engaging with participants with sexual trauma histories (McEwen, 2018). 

Evaluation processes can be intrusive and can risk retriggering traumatic experiences of not 

handled appropriately and it is also important that ethical, culturally sensitive and trauma-

informed approaches are used. This will include establishing a clear and strong rationale for 

any questions included in the evaluation process and protocols for dealing with disclosure, 

violent behaviour and emotional distress. Anonymising data collection will be required in most 

cases and guidance has been established to help protect consent, confidentiality and 

participant identity. Acknowledging different minority groups within the evaluation will also 

require careful consideration to ensure that evaluation materials respect cultural experiences 

whether these relate to race, sexuality, disability etc. This includes using appropriate language 

and methods to collect data by a team with the relevant skills and experience. Recommended 

data collection methods include narrative/story telling approaches, visual/symbolic 

representation and non-direct questions. Having access to an interpreter may also be 

required.  Women experiencing homelessness and those with a disability may have additional 

vulnerabilities and special approaches to recruit and maintain their engagement. The usual 

protocols to store data safely and securely should always be observed. Lastly, consideration 

is given to how to incorporate findings and recommendations, including when there may be 

negative results to report. It is important to encourage all outputs to be recorded and reported 

with the aim of improving services and organisational culture. Effective dissemination 

strategies needs to consider “the needs and habits of the intended audience” this might include 

journal articles, newsletters, social media/online forums and workshops. Feeding findings 

back into practice can be neglected due to time and resource constraints however ensuring 

the knowledge loop is closed will help to strengthen the impact and sustain the legacy of 

change. 

A meta-evaluation of interagency relationships, integrated interventions and service 

responses to violence against women was conducted by ANROWS in 2016 (Breckenridge et 

al., 2016) and highlights a lack of empirical evidence on effective and efficient integrated 

models and the need for greater investment in evaluation. Supporting practitioners with 

appropriate training to develop the skills required to implement evaluation models was 

recommended including specialist training to support marginalised communities. To improve 

evaluation research, recommended use of a wide range of methodologies, mixed-methods 
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could help measure change over time and use the opportunity to exploit data sources to 

enhance understanding.  

COST-EFFECTIVENESS 

We have already discussed the educational and economic impact on some survivors of sexual 

violence and abuse, with evidence demonstrating significant lifelong outcomes for many 

women. There is little available data on the cost effectiveness of interventions. 

 

EXAMPLES OF INTERNATIONAL MODELS OF CARE  

AUSTRALIA 

One of the over-reaching principles for victims and survivors of sexual violence and abuse in 

Australia is the need for a ‘one-stop shop’ approach that offers a streamlined, integrated 

trauma-informed service model that responds to disclosures quickly with wraparound services 

provided at a local level.  The Standards of Practice Manual for Services Against Sexual 

Violence produced by the National Association of Services Against Sexual Violence (NASAV) 

in collaboration with the Gendered Violence Research Network at the University of New South 

Wales. An extensive literature review informed this work and the development of the standards 

has involved wide consultation with people with lived experience, practitioners and experts. 

The NASAV is an association of specialist sexual violence services across all states in 

Australia and as an organisation have a range of objectives, including: 

 The co-ordinate the sharing of information, skills and resources between services and 

state networks on all aspects of service provision and co-ordination and assist 

governments with policy development, and lobby government.  

 Promote an understanding of sexual violence in the context of gender/power relations 

 Promote equality of access and community awareness of sexual violence and the wide 

ranging impact, personally and socially, at an individual, national and international level 

 Research, training 

 Monitor service models and promote best practice 

In New South Wales, policy has been driven to deliver an integrated prevention and service 

response to violence, abuse and neglect across all health services, with a framework that 

offers a multi-sectoral response “that is mobilised at system, service and practice levels as 

part of a public health approach” (NSW Ministry of Health, 2019, p. 1). The framework has 

seven design principles that underpin implementation which incorporate the recommended 

response to those affected by sexual assault and violence: 
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“1. Prevention and response to violence, abuse and neglect is a central role of NSW Health. 

2. Person and family-centred, holistic and seamless care is provided by NSW Health that 

prioritises the safety, well-being and unique needs and preferences of the person and their 

family. 

3. Minimising the impact of trauma and supporting recovery from trauma are recognised and 

valued as primary outcomes of responses. 

4. Early intervention is prioritised by NSW Health, because it can change the long-term 

trajectory of chronic disease and adverse health outcomes for people who have experienced 

violence, abuse or neglect. 

5. Equitable, accessible and consistent service responses are provided. 

6. ‘No wrong door’ — NSW Health workers will collaborate to support people and their families 

to access the most appropriate service response. 

7. The best available evidence is used to guide NSW Health’s prevention of and response to 

violence, abuse and neglect.” (NSW Ministry of Health, 2019, p. 44). 

This work recognises the importance of cross-sectoral collaboration and that no single service 

will be able to meet the needs of every client (Figure 1). The framework recommends that 

prevention and response services are integrated across a continuum which at the level of full 

integration offers integrated staffing, funding, technology applications, service delivery tools 

and case management that can provide simultaneous and coordinated provision of 

multidisciplinary care. In this model, health is described as a multidisciplinary response 

reflecting the wide range of services individuals/families will need  
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Figure 5. Key concepts and levels for effective integrated practice 

 

In NSW, the Sexual Assault Service offer a continuum of support from offering information, 

crisis services, counselling, medical and forensic services, and court support for adults, young 

people and children who have experienced sexual violence and abuse and their families. This 

also includes therapeutic services for children under ten displaying problematic or engaging 

in harmful sexual behaviour. The Service also provides professionals the opportunity to 

consult and seek support, and a wider public health approach that addresses systems 

advocacy, and community engagement, development and prevention. 

Recommendations for Sexual Violence Crisis Support Services have obvious read across for 

non-crisis services. These include: 

 Provide accessible support – services which are both physically accessible and 

provide communication for hearing impaired and cognitive impairment. Services need 

to be flexible to meet disabled people’s needs and not organised “based on the views 

and experiences of the non-disabled counsellors or professionals” 

ANROWS, Australia’s National Research Organisation for Women’s Safety, have undertaken 

a wide programme of research associated with sexual violence including recommendations 

about the needs of vulnerable subpopulations among women such as those with disability and 

specific cultural and identity needs that can often be subjected to additional discrimination and 

prejudice. Their suite of research policy to practice publications provides straightforward and 

accessible recommendations to improve service response and delivery, including advice on 

the importance of evaluation and ongoing improvement.  
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USA 

Boston City Hospital’s Victim Counseling Program implemented in 1972 has inspired a 

number of initiatives globally (Bramsen et al., 2009). Provision of services in the United 

States in the early 1970s recognised the need for a centralised ‘gate management model’ 

that diverted victims from seeking help from multiple different agencies and instead were 

able to source collaborative treatment at a central location. The Sexual Assault Response 

Team (SART) model developed in the 1990s in San Diego, operates a multi-

disciplinary/multi-jurisdictional team to provide the right kind of support to victim-survivors but 

also to gather and preserve evidence to support criminal prosecution.  

DENMARK 

The Scandinavian and Nordic models have been built upon the work of the US approach, 

one which is multidisciplinary and victim-focused.  The Danish Center for Rape Victims 

(Center for Voldtagtsofre; CRV) has nine locations across Denmark. It was established in 

Aarhus in 1999 and has been the source of the development of guidelines for other rape 

trauma centres, prevention and early intervention programmes and ultimately improved care 

for many victims and survivors (Bramsen et al., 2009). The ethos underpinning service 

design and delivery is to avoid re-traumatising clients and operates under guidelines issued 

under the Danish National Board of Health (1999). The purpose of the centre “must ensure 

that women, men and young people who have been victims of rape or attempted rape only 

need to turn to one place to receive help.” (https://www.voldtaegt.dk/om-os/). The Centre is 

linked with the Center for Sexual Assault and collectively conduct research, offer 

professional advice and training, and provide frontline services that offer crisis medical and 

psychosocial help and support as well as a psychological treatment unit regardless of long 

since the abuse happened. Recent research has included new treatment for victim-survivors 

with cognitive impairment, including a psychotherapeutic guide, and the effectiveness of 

CBT for PTSD following sexual violence and abuse.  

ENGLAND & WALES 

Independent Sexual Violence Advisers (ISVAs) have been working in local areas in England 

and Wales (and Northern Ireland) since 2005 providing specialist tailored support to victims 

and survivors of sexual violence. They have responsibility for providing accurate and 

impartial information about reporting the assault to police, attending SARC services, the 

criminal justice process and accessing therapeutic support. The Home Office (2017) has set 

out clear criteria for the ‘essential elements’ of this independent role and recognises the 

vulnerability of victim-survivors and the type of care they may require. This may involve 

emotional support but also recognises the importance of providing a single point of contact 

https://www.voldtaegt.dk/
https://www.voldtaegt.dk/om-os/
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that can facilitate access and connections to other services and agencies and offer practical 

support and advice dealing with safeguarding and creating safety, communicating with 

employers, attending meetings or medical appointments, and before, during and after a 

criminal trial.  

A recent evaluation of ISVAs (Horvath et al., 2021) identified a number of recommendations 

to improve services: 

 An urgent need for a national accredited standard for the first year of training for this 

specific role and quality supervision; 

 Routine monitoring of impacts and wellbeing;  

 National standards for maximum caseloads to help reduce psychological distress and 

vicarious trauma; 

 The development of a professional network to improve consistency and quality of 

provision, share best practice and develop the role. 

Other useful resources have been produced as part of the National IVSA Co-ordinator 

(NISVAC) Service pilot to promote culturally appropriate and sensitive working with minority 

groups including ‘Working the victims and survivors from Gypsy, Roma and Traveller 

Communities’ (LimeCulture, 2023) and ‘Guidance for professionals working with people with 

Learning Disabilities who have experienced sexual violence and abuse’ (LimeCulture, 2023). 

IRELAND 

The network of Rape Crisis Centres (RCCs) across Ireland provide a wraparound service 

with many clients referred directly from the Sexual Assault Treatment Unit (SATU). While 

SATUs offer a health check, medication, forensic examination and Gardaí involvement 

following an assault, often a volunteer from Rape Crisis will also be available to provide 

support and connect onto follow up services. Many people will be in shock in the immediate 

aftermath of an assault and while they may avail of one or two counselling sessions at the 

time, it is often around 6 months later that people ask for help processing their trauma and 

present for therapy.  

RCCs in Ireland report a rise in much more complex trauma cases, with increasingly violent 

presentations, multiple incidents including child sexual abuse. The impact of Covid has also 

led to an increase in referrals and lengthening waiting lists. Active recruitment of additional, 

specialist staff is underway (including therapists to work with adolescents, ADHD/ASD, male 

therapists) however the monitored waiting list is actively managed. Current staffing levels 

have led to the temporary introduction of a guide to the number of therapy sessions, with a 
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general rule that around 30 sessions are offered to clients who have experienced a one-off 

sexual violence and abuse event to up to 80 sessions for those with more complex 

presentations. These are negotiable parameters that are needs-based and agreed with the 

experienced therapy team.  

The Co-ordinators play an important role having responsibility for the intake process. They 

manage the waiting list, regularly check in with those waiting for treatment and assess their 

readiness for therapy, and match clients and therapists. The Co-ordinators are highly trained 

and experienced therapists. 

Supervision is recognised as a crucial part of supporting staff in this difficult area of work and 

is offered at least 1 to 20 sessions and includes group, peer and one-to-one supervision. 

Dedicated team time is protected to help staff connect and promote self-care and most staff 

work flexi time with 3 days per week on average for therapeutic work. The Centres do not 

advocate more than 4 days a week for therapy.  

A wide range of integrative approaches are delivered including sensorimotor, EMDR, art 

therapy, sand tray, ego states, polyvagal body-oriented psychotherapies and systemic family 

work. Treatment was described as ‘People use what the client needs in that moment.’   

A holistic trauma-informed setting is considered important, with every staff member from 

kitchen staff and therapists receiving training in trauma-informed care. Concern was raised 

by the lack of undergraduate training in a range of professional disciplines on trauma and 

sex violence. 

The Centres also have Client Support Officers who can offer help with housing, basic needs 

and practical support.  

The National Helpline is one of the cornerstones of providing support.  

Policy is an important aspect of their wider work and campaigns for justice and better legal 

processes have received support at Ministerial level where significant improvements have 

been achieved over the last ten years including stricter sentencing.  Current focus for 

change includes ensuring there are appropriate penalties for online abuse and non-fatal 

strangulation and campaigning for the law to progress with rapid societal changes.  

As well as the growing complexity of cases, other high risk groups have been identified in 

their work including asylum seekers that may have language barriers, members of the 

Traveller community who often don’t seek support, and young people increasingly exposed 
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to online abuse and exploitation via online pornography. Other areas of work include the 

prison population and combined and co-ordinated substance use and trauma work.  

NEW ZEALAND/AOTEAROA 

New Zealand has a funding stream for those who have experienced sexual violence that sits 

within their civic contribution scheme, the Accident Compensation Corporation (ACC), which 

provides government funding for individuals with clinically significant symptoms. The ACC 

system was established for supporting those who have experienced injury with physical, 

emotional and behavioural interventions to aid their recovery. Historically, the Government 

has included sexual violence as an injury eligible for funding (even though this experience is 

not considered an accident). To be eligible for 'cover' a person has to have had an 

experience of sexual violence in NZ, they need to have clinically significant impacts as a 

result of that incident(s) and there needs to be a substantive link between the SV and these 

impacts. If a person receives 'cover' this support can be life long and allows the survivor to 

access and re-access a range of different services not confined to therapy including social 

work support.  

One of the additional supports available through this scheme and considered vital is access 

to social work that can be crucial in the stabilisation phase in preparation for therapeutic 

work. As in Ireland, reduced capacity in staffing has impacted services, however approaches 

to support people waiting for treatment have been put in place including warm handovers, 

group therapy and the provision of social support. Skills-based group therapy will be 

available during the waiting list period. Currently, there is a review of the ACC contract for 

those who have experienced sexual violence and there is a drive to increase social work 

support made available during the earlier and stabilisation phases of treatment. This is 

especially important given that there can be long waiting times to engage in therapy. 

Services like START have been providing this wraparound social work support for many 

years and have been able to do so through accessing other government funding. 

In Christchurch, the START independent service agency receives mainly self-referrals and 

will support them to engage with the ACC process. While there is no requirement to involve 

the police, people are encouraged to report the assault.  Every person referred to the service 

will be allocated a named therapist/case manager who will remain with them through the 

ACC process.  
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THE TRIAGE PROCESS 

At START, social workers carry out a detailed assessment that begins when they first meet a 

client but is reviewed, adjusted and updated as needed. This considers many aspects of 

need and support, including:  

1. How are they, and, what has brought them to seek support at this time? 

2. Who is aware of the sexual harm? Have these people been supportive or 

unsupportive.  

3. Are or were the police involved. If it’s an active investigation do they know where 

things are at currently? Do they need support getting an update? 

4. Who are their supports? Both personal and professional.  

5. Are they safe from the alleged offender? 

6. What is their living situation, do they have children, a partner, etc. Any concerns or 

support required.  

7. Any concerns regarding current or recent family violence.  

8. Mental health history – any current concerns with self-harm or suicidal ideation. 

9. Substance use/abuse  

10. Sleep and eating 

11. Are they currently working or studying, any concerns/struggles with this.  

12. Any hobbies/extracurricular activities. 

13. Have they tried counselling before or other supports in the past, what was their 

experience? 

14. How do they normally cope with difficult times?  

15. Any financial concerns? 

16. Transport – how do they get around?  

17. What do they feel would be most helpful for them currently? 

18. Cultural and spiritual needs/concerns/aspects etc.  

19. Any other worries or things that they would like to talk about.  

20. Have their needs been met?  

Treatment options are varied and often designed to help individuals with activities of daily 

living including occupational therapy, sensory support, physiotherapy, and trauma-informed 

equine therapy and yoga. The ACC process also allows for therapists to work in private 

practice providing these types of interventions, although their 'offer' may well be more limited 

given they are working more in isolation. ACC works hard to create systems that reduce this 

isolation for its contracted therapists. These options are particularly helpful for those waiting 

for one-to-one therapy. The START model of practice is based on introduction, stabilisation, 
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process, integration and maintenance. Many clients will never reach the processing stage 

and the focus will remain on stabilisation. 

The suburban START Service in 

Christchurch offers a non-clinical 

setting for therapy. All doors open 

onto the garden, there is a communal 

kitchen for everyone to access and 

the Māori concept of ‘whanau’ 

(family/community) is central to 

support the significant people in 

someone’s life.  

There are no limits on the number of sessions offered. Once accepted onto the ACC 

scheme, clients will be assessed by psychiatry/psychology and package of care will be 

detailed in a treatment plan. There is generally an amount of clinical freedom to set goals 

linked to the ‘covered injury’ and work towards fulfilling these with the client. No stipulations 

are made for the kind of modalities on offer but will depend on the skill set of the practitioner 

and client needs. Although there are psychometric outcome measures required by the ACC, 

there is an agreed high trust contract to attempt to reduce heavy bureaucracy, this is also 

under review to continue to improve the high trust nature of this ACC/client/clinician 

relationship. Once the ACC has approved the plan, this will be reviewed mid-point. Part of 

the treatment plan will include ‘active hours liaison’ and maintenance hours will be 

automatically allocated when treatment has been completed to allow for reactivation if 

required. The aim is to be able to offer long term, easy access support when and if required. 

Although family work isn’t officially funded, the service recognises the role and experience of 

extended family in recovery after sexual violence and abuse. The ACC contract recognises 

the need to support the people supporting clients and so partners and other family members 

(including parents if the client is a child or young person) are able to receive support. 

Couples work and sexual dysfunction is often supported. Family interventions are also 

available. The service also offers specialist sexual violence advocacy support for the criminal 

justice process as this can be a treatment goal for some people.  

All clinical staff are trained and professionally registered. A peer support programme is not 

offered at this organisation. 
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RECOMMENDATIONS FOR NORTHERN IRELAND 

 

 Trauma-informed systems are required that consider, evaluate and organise to 

recognise and respond appropriately to trauma and complex trauma. 

 A one-stop shop providing early intervention services. Wrap-around care models that 

offer support from the immediate aftermath of an assault, provide therapy/counselling, 

support the criminal justice process, and offer social and welfare advice is 

recommended. Such services should be offering a range of therapeutic approaches 

based on presentation and choice and clear pathways to statutory mental health 

services based on the Stepped Care model. 

 The body of evidence suggests that CBT-based interventions are recommended for 

sexual violence and abuse.  

 Applying the recovery approach within sexual violence and abuse services. 

 Compassionate leadership and workplaces that help protect and support staff from 

vicarious trauma. 

 Building a trauma-informed community of practice. 

 Creating culturally and linguistically appropriate responses. 

 Services that recognise and understand intersectionality in people’s experiences. 

 Importance of lived experience in the design and delivery of not only services, but 

policy and training. 

 Screening for childhood sexual abuse or trauma in mental health populations. 

 Person-centred treatment pathways that are tailored to individual needs and build on 

the skills and experience of multi-disciplinary staff. 

 Addressing the needs for individuals to function socially, and in education and 

employment – and how occupational therapy and social work services may contribute 

to the recovery process. 

 Recognition of the importance of support services for processes following sexual 

violence including support during the criminal justice process, employment. 

 Consider the physical environment of therapeutic settings and how they may contribute 

to recovery. 

 Consider carefully how the implementation of the peer support role might best 

delivered and supported. 

 Ensure that support for family and friends is central to the recovery approach  

 Prevention approaches need to be developed and implemented in the Northern Ireland 

context which dovetail with other Government strategies e.g. End Violence Against 

Women and Girls.  
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APPENDIX 1 SEARCH STRATEGY 

Ovid MEDLINE(R) ALL <1946 to May 11, 2023> 
 
1 Sex* Assault.mp. 6651 
2 rape.mp. 12668 
3 sex* violence.mp. 5261 
4 forced sex*.mp. 596 
5 non-consensual sex*.mp. 116 
6 coerced sex*.mp. 92 
7 post-rape.mp. 81 
8 Child Abuse, Sexual/ or sexual victim.mp. 11019 
9 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 30685 
10 intervention.mp. or Psychosocial Intervention/ 808089 
11 counsell*.mp. 36401 
12 (cognitive beh* therapy or CBT).mp. 42128 
13 EMDR.mp. or Eye Movement Desensitization Reprocessing/ 875 
14 Psychotherapy/ or psychoeducation.mp. 61554 
15 therapy.mp. 5950063 
16 processing therapy.mp. 524 
17 exposure therapy.mp. 3012 
18 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 6500597 
19 trauma.mp. 316170 
20 Psychological Trauma/ or psych* trauma.mp. or Stress Disorders, Post-Traumatic/ 43869 
21 PTSD.mp. 33162 
22 obsessive compulsive disorder.mp. or Obsessive-Compulsive Disorder/ 21723 
23 sleep disorder.mp. or Sleep Wake Disorders/ 30528 
24 Anxiety Disorders/px [Psychology] 14455 
25 Depression/ or depression.mp. 488111 
26 19 or 20 or 21 or 22 or 23 or 24 or 25 864356 
27 9 and 18 and 26 1594 
28 "Systematic Review"/ 228202 
29 Randomized Controlled Trials as Topic/ or RCT.mp. 186762 
30 Qualitative Research/ or qualitative.mp. 338325 
31 Focus Groups/ or focus groups.mp. 53811 
32 Case-Control Studies/ or case control.mp. 381055 
33 observational study.mp. or Observational Study/ 203707 
34 meta-analysis.mp. or Meta-Analysis/ 274243 
35 28 or 29 or 30 or 31 or 32 or 33 or 34 1403251 
36 27 and 35 154 
 
 
APA PsycExtra <1908 to April 10, 2023>  
 
1 Sex* Assault.mp. 894 
2 rape.mp. 972 
3 sex* violence.mp. 456 
4 forced sex*.mp. 23 
5 non-consensual sex*.mp. 6 
6 coerced sex*.mp. 13 
7 post-rape.mp. 5 
8 Child Abuse, Sexual/ or sexual victim.mp. 3 
9 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 1901 
10 intervention.mp. or Psychosocial Intervention/ 15495 
11 counsell*.mp. 251 
12 (cognitive beh* therapy or CBT).mp. 1914 
13 EMDR.mp. or Eye Movement Desensitization Reprocessing/ 147 
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14 Psychotherapy/ or psychoeducation.mp. 4149 
15 therapy.mp. 16429 
16 processing therapy.mp. 135 
17 exposure therapy.mp. 393 
18 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 32606 
19 trauma.mp. 8005 
20 Psychological Trauma/ or psych* trauma.mp. or Stress Disorders, Post-Traumatic/ 230 
21 PTSD.mp. 4267 
22 obsessive compulsive disorder.mp. or Obsessive-Compulsive Disorder/ 398 
23 sleep disorder.mp. or Sleep Wake Disorders/ 264 
24 Depression/ or depression.mp. 9968 
25 "Systematic Review"/ 107 
26 Randomized Controlled Trials as Topic/ or RCT.mp. 158 
27 Qualitative Research/ or qualitative.mp. 4363 
28 Focus Groups/ or focus groups.mp. 878 
29 Case-Control Studies/ or case control.mp. 78 
30 observational study.mp. or Observational Study/ 96 
31 meta-analysis.mp. or Meta-Analysis/ 1331 
32 25 or 26 or 27 or 28 or 29 or 30 or 31 6697 
33 exp Anxiety/ 3152 
34 19 or 20 or 21 or 22 or 23 or 24 or 33 22135 
35 9 and 18 and 32 and 34 13 
36 9 and 18 and 34 100 
37 (rape* or sexu* traum* or sex traum* or sexu* abus* or sex abus* or sexu* assault* or sex assault* 

or sexu* viol* or sex viol*).mp. 4243 
38 (psychotherap* or eye movement desensiti* or emdr or prevention or intervention or therap* or 

psychoeducation or education or treatment).mp. 99698 
39 (ptsd or posttraumatic or post traumatic).mp. 5663 
40 37 and 38 and 39 205 
 
 
Embase <1974 to 2023 May 12> 
 
1 Sex* Assault.mp. 9928 
2 rape.mp. 14149 
3 sex* violence.mp. 8291 
4 forced sex*.mp. 729 
5 non-consensual sex*.mp. 160 
6 coerced sex*.mp. 115 
7 post-rape.mp. 79 
8 Child Abuse, Sexual/ or sexual victim.mp. 9677 
9 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 36231 
10 intervention.mp. or Psychosocial Intervention/ 1265556 
11 counsell*.mp. 61238 
12 (cognitive beh* therapy or CBT).mp. 49271 
13 EMDR.mp. or Eye Movement Desensitization Reprocessing/ 1321 
14 Psychotherapy/ or psychoeducation.mp. 107007 
15 therapy.mp. 9263508 
16 processing therapy.mp. 717 
17 exposure therapy.mp. 4218 
18 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 10083732 
19 trauma.mp. 408729 
20 Psychological Trauma/ or psych* trauma.mp. or Stress Disorders, Post-Traumatic/ 53141 
21 PTSD.mp. 44346 
22 obsessive compulsive disorder.mp. or Obsessive-Compulsive Disorder/ 35448 
23 sleep disorder.mp. or Sleep Wake Disorders/ 91617 
24 Anxiety Disorders.mp. or anxiety disorder/ 108190 
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25 Depression/ or depression.mp. 844327 
26 19 or 20 or 21 or 22 or 23 or 24 or 25 1375138 
27 9 and 18 and 26 2507 
28 Systematic Review.mp. or randomized controlled trial/ or "systematic review"/ or clinical trial/ or 

controlled clinical trial/ 2067248 
29 Qualitative Research/ or qualitative.mp. 445099 
30 Focus Groups/ or focus groups.mp. 251250 
31 Case-Control Studies/ or case control.mp. 291642 
32 observational study.mp. or Observational Study/ 365404 
33 meta-analysis.mp. or Meta-Analysis/ 417286 
34 28 or 29 or 30 or 31 or 32 or 33 3365934 
35 27 and 34 504 
 
SSCI 
(rape* OR sexu* traum* OR sex traum* OR sexu* abus* OR sex abus* OR sexu* assault* OR sex assault* OR 
sexu* viol* OR sex viol*) AND (psychotherap* OR emdr OR eye movement desensiti* OR prevention OR 
intervention OR therap* OR psychoeducation OR education OR treatment) AND (ptsd OR posttraumatic OR 
post traumatic) 124 

 

MEDLINE 
 
1 exp mental disorders/ 
2  mental health/  
3  depression/  
4  child development/ 
5  mentally disabled persons/  
6  exp self-injurious behavior/  
7  (mental health* or mental* ill* or mental* disorder* or mental* well*).ti,ab,kf.  
8  ((substance or alcohol or opioid or morphine or marijuana or heroin or 

cocaine) adj2 (disorder? or illness* or dependence or abuse or misuse or 
"use")).ti,ab,kf.  

9  (depressi* adj2 (sign* or symptom* or disorder?)).ti,ab,kf.  
10  (depress* adj3 (acute or clinical* or diagnos* or disorder* or major or unipolar or illness or scale* or 

score* or adult* or child* or adolesc* or teen* or youth? or elder* or late* life* or patient* or 
participant* or people or inpatient* or inpatient* or outpatient* or out-patient*)).ti,ab,kf.  

11  ((depress* or distress*) adj3 (postnatal* or post natal* or maternal*)).ti,ab,kf. 7599 
12  (depression or anxiety or alzheimer? or schizoaffective or mania or manic or borderline personality or 

(stress adj2 disorder*) or adjustment disorder? Or (psychological adj1 trauma*) or schizophrenia or 
psychoses or psychosis or stress syndrome? or distress syndrome? or combat disorder? or war 
disorder? or ptsd or dementia).ti,ab,kf. 

13  ((post-trauma* or posttrauma*) adj3 (stress* or disorder?)).ti,ab,kf.  
14  (psychological trauma or psychotrauma*).ti,ab,kf.   
15  (alcoholism or alcoholic? or drug addict* or drug abus* or drug misuse or drug 

user?).ti,ab,kf.  
16  ((learning or mental* or intellectual) adj (disabled or disabilit* or disorder? or 

difficult*)).ti,ab,kf. 
17  ((dissociative adj3 (disorder* or reaction*)) or dissociation).ti,ab,kf.  
18  ((bipolar or behavio?ral or obsessive or panic or mood or delusional) adj2 (disorder? 

or illness* or disease?)).ti,ab,kf. 
19  (trichotillomani* or OCD or obsess*-compulsi* or GAD or stress reaction? or 

acute stress or neuros#s or neurotic).ti,ab,kf. 
20  (affective* adj (disorder? or disease? or illness* or symptom?)).ti,ab,kf.  
21  ((mental or psychological or emotional or psycho-social or psychosocial) adj 

(stress* or distress*)).ti,ab,kf. 
22  ((sub-syndrom* or sub-threshold or sub-clinical or subsyndrom* or subthreshold 

or subclinical or minor or brief) adj (symptom* or disorder* or condition* 
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or depress* or anxiety)).ti,ab,kf. 
23  (mental relapse or fatigue or somatic symptom? or worry or worries or panic 

or low mood? or mood problem?).ti,ab,kf. 
24  (anxiety disorder? or agoraphobi* or general* anxi* or separation anxiety or 

neurocirculatory asthenia or neurotic disorder? or social phobi* or self-harm* 
or self-injur* or suicid*).ti,ab,kf. 

25  (slow* adj (thought? or think*)).ti,ab,kf.  
26  (mental* adj develop*).ti,ab,kf.  
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APPENDIX 2 SAFETY PLAN 

Developing a safety plan is a very important step in helping you feel safe. Work through these 

questions to develop a plan that will work for you. 

Where do I feel safest? 

When do I feel safest? 

How safe are the environments I am in during the day? 

How safe do I feel at night? 

Do I feel safe at home? 

If I do not feel safe, what could I do to change that? 

Think about short and longer term – what can I do today, this week, over the next month? 

Who do I feel safest being with? 

Who do I want to know about what happened to me? 

Who will respect my privacy? 

Who will listen and not blame me? 

Who will support my decisions and not tell me what to do? 

Who can I contact/ring when I am not feeling OK? 

When is the hardest time of the day for me? 

What do I feel then? 

Do I understand why? 

What can I do to address those feelings? 

A list of strategies for me to try? 

Examples include calming music, imagine or go to safe place, contact a friend or crisis line, 

writing, distractions… 
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