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Background: One million people in England and Wales experience sexual violence and abuse each year, 
with nearly half experiencing serious sexual offences; around 30,000 survivors access sexual assault 
referral centres.

Objectives: This research was commissioned by National Institute for Health and Care Research to 
evaluate access, interventions and care pathways for survivors, especially those provided through sexual 
assault referral centres.

Design, setting, participants: The sexual assault referral centres care pathway was investigated through 
six sub-studies. There were two Cochrane Reviews (4274 participants). Seventy-two providers and 5 
survivors were interviewed at eight sites; the children and young people study involved 12 participants 
from two sexual assault referral centres. A cohort study involving three-wave data collection over 1 year 
(21 sites; 2602 service users screened, 337 recruited) used a multilevel modelling framework to explore 
risk factors for burden of post-traumatic stress disorder symptoms at baseline and change at 1 year. We 
analysed costs and outcomes and conducted a narrative analysis (41 survivors). We worked closely with 
survivors and prioritised the safety/welfare of participants and researchers.
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Results: Cochrane Reviews identified large effects from psychosocial interventions for post-traumatic 
stress disorder and depression. Sexual assault referral centres delivered a high-quality frontline service 
for survivors but groups experiencing domestic abuse and some ethnic and cultural minorities were 
under-represented. The qualitative research emphasised inter-agency collaboration for survivor 
benefit. The cohort study identified a risk ‘triad’ of adverse childhood experiences, poor mental health 
and economic deprivation, which was associated with baseline trauma burden. There were important 
improvements in trauma symptoms a year later. These improvements were unrelated to different sexual 
assault referral centre models. Costs and other outcomes were also similar across models. Harmful 
policing and justice practices/procedures were identified by 25% of participants. In this context, trauma-
competent interviewing techniques, regular/timely updates and conveying case decisions with care 
signalled good practice.

Limitations: The cohort study lacked a comparison group, reducing confidence in the finding 
that access to sexual assault referral centres explained the reduction observed in post-traumatic 
stress disorder.

Conclusions and future work: Barriers to access call for concerted efforts to implement trauma-
informed universal health services. The risk ‘triad’ underscores the value of holistic approaches to care 
at sexual assault referral centres and timely follow-on care. Poor mental health was the main barrier to 
service access beyond sexual assault referral centres. The persistence of trauma symptoms a year after 
accessing sexual assault referral centres signals urgent need for tackling counselling wait-lists, expanding 
support options and commitment to lifelong care. Multidisciplinary evaluation of sexual assault referral 
centres for better health provides a foundation for advancing trauma-informed practices in the context 
of sexual violence and abuse.

Study registration: This study is registered as ISRCTN30846825 https://doi.org/10.1186/
ISRCTN30846825

Funding: This award was funded by the National Institute for Health and Care Research (NIHR) Health 
and Social Care Delivery Research programme (NIHR award ref: 16/117/04) and is published in full in 
Health and Social Care Delivery Research; Vol. 12, No. 35. See the NIHR Funding and Awards website for 
further award information.

https://doi.org/10.1186/ISRCTN30846825
https://doi.org/10.1186/ISRCTN30846825
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A note on terminology

We use the term ‘sexual violence and abuse’ throughout the report to refer to exposure to rape, sexual 
assault or sexual abuse. We use the term ‘survivor’ of abuse to refer to any person in the research who has 
experienced sexual violence or abuse. This term is used as a shorthand with full understanding that not 
everyone who is a victim-survivor of sexual violence and abuse recognises or would describe themselves in 
this way. We sometimes use ‘victim’, especially if the term has been selected by the individual themselves. 
‘Client’ and ‘service user’ are used in some instances when referring to statutory and third or voluntary 
sector services. We have not used participants’ actual names but have, instead, use pseudonyms to refer to 
the survivors who participated in our research. When referring to professionals, we provide a description 
of their main role or job title, where needed, but only in an unidentifiable manner. 
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Plain language summary

What was the question?

Around 30,000 survivors of rape, sexual assault and sexual abuse access sexual assault referral centres 
in England each year. Sexual assault referral centres provide support, health care and, if people wish, 
can gather evidence for a criminal investigation. Sexual assault referral centres also open routes to other 
care/support. We intended to understand the benefits of sexual assault referral centres and ways to 
improve care.

What did we do?

We interviewed 72 professionals to understand how they worked together. We followed up 335 
survivors over 1 year after visiting a sexual assault referral centre. We gathered the views of 12 children 
and young people and 41 people from minority and disadvantaged backgrounds. We examined existing 
research to gather evidence of the benefit of care/support. We worked with survivors to confirm the 
safety and relevance of our research.

What did we find?

Participants were positive about sexual assault referral centres and Independent Sexual Violence 
Advisors, reporting very low harms (1% viewed sexual assault referral centre services as harmful to 
them). They were also satisfied with charities offering counselling, helplines and advocacy (4% harms). 
The research gathered mixed feedback about the National Health Service and police, with more harm 
being reported (15% and 25%, respectively). We found gaps in NHS care for those with complex trauma 
and long-term mental health problems. Post-traumatic stress disorder affected 70% of participants, 
with the highest being observed for those with adverse childhood experiences, poor mental health and 
economic struggles (a risk ‘triad’). Improvements occurred 1 year later, although half of participants 
still had trauma symptoms. We identified new treatments (e.g. yoga) as potential alternatives to 
traditional interventions.

What does this mean?

Sexual assault referral centres offer excellent care to survivors but should be accessible to a wider group 
of people. Identifying, supporting and careful referral of those with the risk triad mentioned may aid 
recovery after sexual violence and abuse. The research suggests that the NHS and policing/justice needs 
to ensure that they provide good care more often.
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Scientific summary

Background

Approximately 30,000 victims and survivors of rape, sexual assault and sexual abuse access sexual 
assault referral centres (SARCs) each year; therefore, there has been an urgent need to assess the 
experiences of these services. There is also a need to improve options for care; the visibility of and 
access to SARCs; and collaboration within frontline specialist services to serve people of all ages and 
genders exposed to sexual assault and rape in England. This research was commissioned by the National 
Institute for Health and Care Research (NIHR) to evaluate the provision of SARCs. We intended to 
determine the extent to which SARCs meet the needs of victims and survivors of recent and non-recent 
sexual violence and abuse, including children, young people and other survivors who may be silenced 
across different communities in Britain.

Objectives

The multidisciplinary evaluation of sexual assault referral centres for better health (MESARCH) project 
addressed a range of research questions, allowing for the evaluation of SARCs and expanding evidence 
for different services and interventions across SARC care pathways. The questions are as follows:

1.	 For individuals who have had exposure to sexual violence and abuse, do psychosocial interventions 
reduce post-traumatic stress disorder (PTSD) and other poor health outcomes? What are providers’ 
experiences of delivering such psychosocial interventions? What are the experiences of survivors 
and supporters in accessing such psychosocial interventions?

2.	 What are the implications of inter-related aspects of SARCs – the everyday work they do, the 
workforce, the technology and the organisation – for the delivery of SARC services? To what extent 
are SARCs embedded within the overall response by statutory and voluntary sector organisations to 
meet the needs of survivors?

3.	 What are the health and cost trajectories of those who attend SARCs? How can these be compared 
for different SARC models of service delivery and access to health and Sexual Assault and Abuse 
Services (SAAS)?

4.	 What is the effect of different sectors where survivors receive care, including any advantages or 
disadvantages of accessing post-crisis counselling in the voluntary sector compared with the NHS?

5.	 What are the experiences of children and young people (CYP) in receiving care and support from 
SARCs? What do CYP’s recovery journeys look like after receiving support from SARCs?

6.	 What are the experiences of access to SARCs by survivors with additional vulnerabilities such as 
chronic mental health problems and survivors from racially and other minoritised populations such 
as lesbian, gay, bisexual, transgender and/or queer survivors and those with socio-economic  
deprivation?

Methods

An innovative focus on patient and public involvement prioritised the safety and welfare of participants 
and researchers, largely through experts-by-experience embedded across the project lifecycle. A range 
of mixed-methods was employed:

1.	 Systematic review, meta-analysis and qualitative evidence synthesis for two Cochrane Reviews
2.	 For the SARC process evaluation, we mapped out service delivery, undertook thematic analysis of 

data collected from professionals from a range of SARCs and partners and integrated qualitative 
data on survivors’ experiences from the cohort study
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3.	 The cohort study interviewed survivors about their health, well-being and service use at baseline, 6 
months and 12 months post-SARC. A multilevel modelling framework was used to explore risk fac-
tors for PTSD symptoms [Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5)] (primary out-
come) at baseline and reduction in symptoms during the subsequent year; and determine whether 
SARC service models, service experience and participant-level factors influenced the outcome

4.	 An economic evaluation based on the costs and changes in health-related quality of life, examining 
cost per quality-adjusted life-year (QALY) gained at 6 and 12 months

5.	 Thematic analysis was used in the CYP study
6.	 A life-narrative method with dialogical narrative analysis was applied in a qualitative study em-

bedded within the cohort study to explore access and recovery experiences of racially minoritised 
survivors or those disadvantaged by other minoritised identities.

Settings of studies in the Cochrane Reviews were health (emergency, primary care) and clinical/
therapeutic (mental health), medico-legal (similar to SARCs), universities and community (charity-
provided services) and most studies were from the USA. For our primary research, our process 
evaluation study included eight SARC sites and their inward and onwards partners/professionals; the 
cohort study followed-up survivors attending 21 SARCs; the CYP study was conducted at two SARCs; 
the qualitative study included cohort participants and a community (non-SARC) setting. Overall, 24 
voluntary sector agencies, a local authority and an NHS sexual health clinic referred people into the sub-
studies as our main model of recruitment.

The study participants included 72 professionals and 5 survivors from service providers in the process 
evaluation; 2602 adult service users screened for eligibility through SARCs, 337 of whom joined the 
cohort study; 34 cohort participants and 7 people from the community (qualitative study); and 12 CYP. 
Two Cochrane Reviews reported on 4274 survivors, 19 family members and 60 providers.

Results

A comparative analysis of psychosocial interventions with inactive controls in our Cochrane Review 
suggests a beneficial effect at post-treatment favouring psychosocial interventions in reducing PTSD 
[standardised mean difference (SMD) −0.83, 95% confidence interval (CI) −1.22 to −0.44; 16 studies, 
1130 participants; low‐certainty evidence; large effect size based on Cohen’s d] and depression (SMD 
−0.82, 95% CI −1.17 to −0.48; 12 studies, 901 participants; low‐certainty evidence; large effect size). 
The main comparative analysis did not detect unwanted effects from interventions. Our complementary 
Cochrane Review revealed that interventions helped survivors to better understand trauma and its 
effects, re-engage in many areas of life and improve interpersonal functioning. ‘Readiness’ was vital for 
engagement and may be as important as intervention content. Empowering survivors (and supporters) 
to make decisions about their interventions, for instance, having control over when they start and end 
interventions, was an important step in recovery.

Our process evaluation study showed that SARCs remain an underutilised care pathway for survivors, 
exacerbated by lack of awareness in the general public, and thus survivors. Routes to SARC care are 
well-established among police forces, but poorly developed across some other professional groups 
(e.g. general practitioners [GPs]). Statutory and voluntary sector organisations working in partnership 
provides enhanced care for survivors, but SARCs and other organisations are hampered by a range of 
organisational and commissioning structures and processes.

Service users joined the cohort study (with a baseline interview) 100 days after they had accessed 
a SARC (median = 104 days). They met the inclusion criteria of being ≥ 18 years and having sought 
assistance from a SARC after sexual violence and abuse (index exposure). This abuse was perpetrated 
by acquaintances (40%), strangers (20%) and partners (25%) and during childhood (13%). Forty-four per 
cent of the participants accessed a SARC within 10 days of trauma exposure; 38% underwent a forensic 
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medical examination, and 85% had accessed Independent Sexual Violence Advisor (ISVA) care at 
baseline. Cohort participants were mainly women (90%), belonged to non-minoritised ethnicities (85%), 
had a mean age of 32 years (range: 18–75 years) and reported a high burden of lifetime trauma [77% 
indicated four or more adverse childhood experiences (ACEs) and 80% had prior exposure to domestic 
abuse]. Seventeen per cent of the users faced major daily financial problems. Nearly half of them had 
pre-existing mental health problems at the point of accessing SARC, and more than half had attempted 
suicide. Between SARC access and baseline, 56% had been prescribed psychotropic medications and 
had an average of 20 contacts with health/social/third-sector care [21 contacts at 6 months (a longer 
timeframe), dropping to 13 at 12 months].

At baseline, 71% of participants had ‘probable PTSD’, decreasing to 55% at 1 year. This reflected an 
unadjusted mean reduction of 9 points on PCL-5 (95% CI 6.6 to 11, Cohen’s d = 0.53), equating to a 
clinically important within-group change. One-third of the original cohort was lost to follow-up at 1 
year, differing from those retained only on having greater socio-economic deprivation. The study did 
not detect differences in outcomes at 1 year according to the type of SARC service model (there were 
four types) they accessed or the location of the ISVA (some ISVAs are part of the SARC team and others 
are located in the community). There was strong evidence of a positive association between service use 
and symptom level at baseline, with a one-unit increase in the log of service use count being associated 
with a 4.5-point higher symptom score at baseline (95% CI 2.6 to 6.4; p < 0.001). For participant-level 
factors, each additional ACE was associated with a 1.4-point greater score of PTSD symptoms (95% CI 
0.8 to 1.9; p < 0.001) and pre-existing mental health problems, with a 7.6-point difference (95% CI 4.0 
to 11.1; p < 0.001). Participants with greater financial resources had fewer symptoms than for those 
with smaller financial resources (p = 0.009). Additionally, there was strong evidence that being unable to 
work was associated with a 10-point higher baseline score (p < 0.001). For offence-related factors, there 
was weak evidence that a delay to SARC of more than 10 days was associated with an approximately 
4.5-point greater symptom score (p = 0.087), and a similar level of evidence was observed for an 
association for perpetrator type, where it appears that when the perpetrator was the survivor’s partner/
family member, the baseline symptom score was greater. The main predictor of PTSD at 12 months was 
the baseline score. A high ACE profile doubled the odds of meeting the PTSD diagnostic threshold at 
baseline, but it reduced to 1.5 at 6 months and was absent at 1 year. SARCs and third-sector agencies 
achieved consistently high standards of care for survivors across sub-studies, with 50% of participants 
submitting ratings for these sectors as ≥ 90 on a harm-benefit scale [−100 to 100]. However, harmful 
responses were much more common in statutory health and justice settings, affecting 15% and 25% of 
participants, respectively (compared with 1% for SARCs and 4% for the third sector).

The children and young people study observed that recovery and healing was influenced by how quickly 
the CYP accessed support, its content and duration, the location and context of care, how well the 
services worked together and CYP’s interactions with professionals at SARCs and across sectors. The 
embedded narrative study identified vital issues around access, as well as risk and recovery, in particular, 
inequalities arising from chronic mental health, economic disadvantage and family/community-based 
abuse highly mirroring the risk triad identified in the cohort study. Consistent support for survivors 
from all professionals and organisations a survivor engages with, ability to move away from the location 
where abuse has occurred and the opportunity to keep trying different therapies or activities supporting 
recovery were identified as helpful approaches to the recovery journey.

Conclusions

Sexual assault referral centres must recognise the high burden of lifetime trauma and chronic mental 
problems that affect most service users accessing this service. There is evidence that these factors, 
together with socio-economic status, affect people’s PTSD presentation to a greater degree than 
aspects of the offence (perpetrator and time since trauma), although these were still important. Different 
types of SARC and ISVA models did not appear to impinge on trauma symptoms at 1 year, or the way 
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in which survivors experienced care within the SARC and onwards support agencies. Survivor service 
use was positively related to baseline trauma, which decreased over time, and costs did not differ 
according to the type of SARC or ISVA service accessed. This emphasises the importance of raising 
the visibility of SARCs as a care route overall, rather than recommending a specific model of delivery. 
The SARC pathway may deliver benefits to survivors who report clinically important reductions over 
time, especially among those with the greatest burden. However, half of the study sample participants 
remained positive for PTSD at 1 year. Every recovery journey following a sexual assault or abuse is 
different, and both formal and informal sources of support are important. A consistent trauma-informed 
societal response to sexual violence is needed. For CYP, early support from SARCs and accessible 
trauma-informed support throughout adolescence and into adulthood was critical in young people’s 
recovery.

Implications for health care

1.	 Sexual assault referral centre services deliver a high-quality frontline service for survivors and an 
effective gateway to health, ISVAs and voluntary sector services.

2.	 A triad of lifetime traumas, chronic mental health problems and economic deprivation is apparent, 
which highlights the potential for holistic approaches at SARCs. Enquiring about a wide range of 
background factors may enhance timely access to appropriate therapies (see our Cochrane Reviews) 
as well as to social care and advocacy for housing, finances and domestic abuse, as part of the mul-
tipronged approach to support recovery and healing among survivors of sexual violence and abuse.

3.	 Mental health difficulties represented the main barrier to accessing services beyond SARCs, and 
people affected struggled to consistently access the primary and therapeutic care they needed in 
the NHS as well as engagement with justice, calling for dedicated ISVA resources with mental health 
specialism.

4.	 Inequalities are exacerbated in situations where survivors with relevant resources have the ability to 
pay for the therapeutic care they need and those without resources do not have the ability to pay 
and are left waiting.

5.	 The findings on risk facing racially and other minoritised groups call for concerted efforts to support 
people to reach care through outreach programmes and campaigns and implement trauma- 
informed universal health services. Narratives of racial and cultural discrimination by services were 
not dominant in our qualitative enquiry, but a profound damage was reported when discrimination 
had occurred.

6.	 There are vital interconnections between experiences of justice and health outcomes in this con-
text. Harm in police and justice settings was marked, and calls for ongoing efforts to improve 
communication and other practices by the police in this context are warranted. Our data identified 
the good practice witnessed, and narratives containing practical measures agencies can take to 
minimise harms and enhance experiences of justice.

7.	 We found support for cohesive commissioning strategies that promote a collaborative whole- 
systems approach to meeting the wide-ranging needs of people after exposure to sexual violence 
and abuse.

8.	 The research evidences important improvements in trauma symptoms, but symptoms persisted for 
many participants at 1 year, supporting calls for tackling wait-lists, enhancing the therapy offering 
and a commitment to lifelong care for survivors of sexual violence and abuse.

9.	 Working with survivor stakeholders at all research levels has been demonstrated to enhance fea-
sibility of research and was experienced as empowering by survivor participants; this ethos should 
be translated into practice settings to diagnose barriers to meeting survivors’ needs and promote 
services improvement.

Future research must focus on expanding evidence for interventions and developing professional 
interventions for enhancing trauma-informed practice. The MESARCH project identified strengths 
and urgent gaps in health and justice provision for survivors, and the findings provide a foundation for 
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advancing trauma-informed practices when providing care to and supporting people exposed to the 
damaging effects of sexual violence and abuse.

Study registration

This study is registered as ISRCTN30846825 https://doi.org/10.1186/ISRCTN30846825
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award information.
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Chapter 1 Introduction

Background and context

Evidence suggests that one in five women and one in 25 men in England and Wales have experienced 
sexual violence and abuse since the age of 16 years.1 Sexual violence is defined as any sexual act, or 
attempt at a sexual act, or an act directed at a person’s sexuality, involving coercion, by any person 
regardless of their relationship with the subjected individual. It includes, but is not restricted to, rape, 
sexual assault, child sexual abuse (CSA), sexual harassment, rape within marriage and relationships, 
forced marriage, so-called honour-based violence, female genital mutilation, trafficking, sexual 
exploitation and ritual abuse.2 Before the COVID-19 pandemic, fewer than one in six victims of rape 
reported to the police. In the year ending September 2022, the number of sexual offences recorded 
by the police (199,021) was the highest level recorded within a 12-month period, and showed a 22% 
increase when compared with the number of offences recorded by the police for the year ending 
March 2020.3

Sexual violence and abuse is a serious public health concern, for which the range of immediate and 
long-term physical and mental health effects are well-documented.4,5 Physical health consequences 
for women include unwanted pregnancy, sexually transmitted infections (STIs), painful sex, chronic 
pelvic pain and vaginal bleeding.5,6 For men, these include genital and rectal injuries and erectile 
dysfunction.7 The mental health effects of sexual violence are substantial. The incidence and severity 
of post-traumatic stress disorder (PTSD) is common among women and men who have experienced 
sexual violence and abuse.8,9 Other mental health consequences include anxiety, depression, self-harm 
and suicidality, alcohol and drug abuse as well as eating disorders.4 Furthermore, experiencing mental 
health problems is associated with an increased risk of other long-term health conditions including 
hypertension, cardiovascular disease and gastrointestinal problems.10 The significant health burden of 
sexual violence and abuse has wider economic costs to society, reaching more than £12 billion per year 
(2015/16).11

Although a wealth of evidence underpins the substantial negative effects of sexual violence and abuse, 
much less is understood about the longer-term health and well-being outcomes for survivors. In light of 
this, there has been a call for dedicated longitudinal research on the health effects of sexual violence.4 
Notably, a recent 3-year follow-up study in South Africa reported that women survivors were 60% more 
likely to acquire human immunodeficiency virus (HIV) infection in that time compared with control group 
women who had not been raped.12 However, the longitudinal exploration of survivor’s health and well-
being remains limited. More broadly, there are key gaps in sexual violence research with men survivors13 
and survivors who have a disability.14 Additionally, there is a lack of research that has examined sexual 
violence and abuse exposure and chronic mental health problems, and comorbidity of health outcomes15 
and understanding sexual health and well-being outcomes beyond measuring STI acquisition only.16

Why is research on sexual assault referral centres needed?

Providing accessible and an evidence-based response to survivors is critical. The World Health 
Organization (WHO) recommended that an initial response should include providing survivors with 
medico-legal and health services at the same time through holistic care, in the same location and 
preferably by the same health practitioner.17 In the USA, many states now offer Sexual Assault Nurse 
Examiner programmes or Sexual Assault Response Teams to provide the recommended services. This 
type of support has been modelled in Australia, Canada and the UK.18 In England and other parts of 
the UK, investment in sexual assault referral centres (SARCs) has grown considerably, especially as a 
‘best practice’ response for survivors after incidents of sexual assault or rape.19 Sexual assault referral 
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centres are intended to coordinate all of the care and support needs for survivors of any age and gender, 
regardless of whether the survivor is a recent or non-recent victim, and to support survivors with the 
opportunity to make a police report if they choose to do so. As highlighted in the National Service 
Specification for SARCs,19 which outlines the aims and service standards of SARCs, the core services 
provided at SARCs include crisis emotional support by dedicated crisis workers, a forensic medical 
examination (FME; or nurse-led examination) to enable the collection of evidence needed to prosecute 
alleged perpetrators, provision of emergency contraception and HIV post-exposure prophylaxis, referral 
to sexual health centres and other healthcare services, referral for mental healthcare needs such as 
counselling and to an Independent Sexual Violence Advisor (ISVA), particularly if navigating the criminal 
justice system (CJS). Thus, SARCs operate within a wider landscape of Sexual Assault and Abuse Services 
(SAAS), across several systems and government organisations including health, social care and criminal 
justice partners. As stated in the Specification, an effective SARC does not simply provide services 
to survivors, but rather helps them understand what options are available and facilitate their choices 
with care.

There are approximately 50 SARCs in England, including a number of specialist paediatric sites.20 While 
NHS England (NHSE) is responsible for the commissioning of the public health element within SARCs, 
the police and/or police and crime commissioners are responsible for commissioning forensic medical 
examination services. SARCs operate with considerable variation in areas where they are located, such 
as in hospitals or community settings, and the organisational model in which their services are delivered, 
for example, individual SARCs can be led by the police, private organisations, the NHS or charities. 19,21 
To date, little is known about how effective and cost-effective SARCs are in addressing the physical and 
mental health outcomes for child and adult survivors. There is also a lack of evidence about whether the 
varying models in which SARCs operate has an effect on their effectiveness to support survivors. There 
are sparse data focusing on survivors’ access to mental health care after reaching a SARC18 and how 
service users of ethnic minority backgrounds, as well as sexual and gender minority communities, might 
experience care and support from SARCs.

Research objectives

Aims

•	 To evaluate the evidence for psychosocial interventions for survivors of sexual violence and abuse.
•	 To examine SARC models of service delivery by exploring work practices, workforce and technology 

factors and the integration of SARCs in the broader context of a health and community response to 
sexual violence and abuse.

•	 To undertake a 1-year follow-up study in a cohort of survivors of sexual violence and abuse to 
explore the effect of different SARC models of service delivery, access to health care and other SAAS 
on PTSD, depressive symptoms, quality of life (QoL), substance misuse, violence re-exposure, sexual 
health and costs.

•	 To identify the effect of delivering post-crisis trauma-focused counselling interventions in the 
voluntary sector compared with the NHS on health and other outcomes.

•	 To engage young SARC service users (age range: 13–17 years) and explore impacts of exposure to 
sexual violence and abuse on their lives and quality of care and support from SARCs.

•	 To draw on the cohort sample using maximum variation sampling to ensure a broad range of 
subgroups represented, supplemented by a community sample and to conduct a qualitative 
investigation of the experiences at SARCs and outcomes of SARCs and barriers and facilitators 
to access.
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Research questions

1.	 For individuals who have experienced sexual violence and abuse, do psychosocial interventions 
reduce PTSD and other poor health outcomes? What are providers’ experiences of delivering such 
psychosocial interventions? What are the experiences of survivors and supporters in accessing such 
psychosocial interventions?

2.	 What are the implications of four inter-related aspects of SARCs – the everyday work they do, the 
workforce, the technology and the organisation – for the delivery of SARC services? What is the 
work of SARCs including the types of interventions delivered? Who is the SARC workforce? What 
are the technologies that enable SARCs to get work done? What is the organisational context of 
SARCs and to what extent are SARCs embedded within the overall response by statutory and vol-
untary sector organisations to the needs of survivors of sexual violence and abuse?

3.	 What are the health and cost trajectories of those who attend SARCs? How can these be compared 
for different SARC models of service delivery and access to health and SAAS?

4.	 What is the effect of receiving post-crisis counselling in the voluntary sector when compared with 
that provided through the NHS?

5.	 What are the experiences of children and young people (CYP) of receiving care and support from 
SARCs?

6.	 What are the experiences of access to SARCs by survivors from marginalised or minority popula-
tions?
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Chapter 2 Project governance

Project steering group

A Study Steering Committee (SSC) independently chaired by Professor Roger Ingham had oversight of 
the multidisciplinary evaluation of sexual assault referral centres for better health (MESARCH) project. 
The Committee held 10 sessions at 6-monthly junctures over the project lifecycle, used to gather 
progress updates from the project team including review of the 6-monthly progress reports submitted 
to the National Institute for Health and Care Research (NIHR) and the funder’s response. These sessions 
assessed adherence to the study protocol and discussed amendments; assessed barriers to progress; 
enabled access to guidance and the range of expertise available through the members, who linked us 
with resources and networks; and enabled space for problem-solving, reflection and celebrating the ‘big’ 
and ‘small’ achievements of the project. The membership is listed in our protocol22 and included two 
members of our Lived Experiences Group/patient and public involvement (PPI) (see Patient and public 
involvement) and at least one representative was in attendance at all Committee sessions. The NIHR 
was notified of meeting minutes and actions arising from meetings with the SSC and Data Monitoring 
and Ethics Committee (DMEC; see Ethics). The SSC was also available to provide independent advice as 
required outside of the scheduled SSC meetings.

Ethics

Oversight and approvals
Approvals were granted by research ethics committees and the Health Research Authority before any 
data collection. Approval dates and reference numbers are provided in the Ethics Statement at the end 
of the report. In addition, five NHS SARC sites and one onward referral NHS agency confirmed site 
capacity and capability. Amendments to the study protocol and documentation were discussed with the 
SSC, and approval was sought and obtained from the relevant ethics committees. These amendments 
are outlined in V3.3 of the protocol.22 The DMEC met on three occasions over the project course with 
the purpose of monitoring data collection and analyses across all studies, risks to the project and making 
recommendations on the ethical considerations where appropriate.

Ethical considerations
We now outline key ethical considerations that were made across the studies that involved primary 
data collection (SARC process evaluation, cohort study, embedded qualitative study and the CYP’s 
study). In the presentation of findings and quotes, we have ensured that participants are not identifiable. 
Where we had permission to use direct quotes from participants, we have used pseudonyms (chosen by 
participants or the research team) or quotes have been attributed to an unidentifiable label. In addition 
to the project team receiving regular training for conducting interviews with survivors of sexual violence 
and abuse, we developed a safety protocol drawing on safety and distress protocols from our previous 
published work, and based on the expertise of the MESARCH team, members of our Lived Experiences 
Group (LEG) and SSC, staff at Coventry Rape and Sexual Abuse Centre, and informed by the Charter of 
Survivors Voices.23 The safety protocol outlined different procedures the project team would follow in 
relation to key risks. The procedures are as follows:

Promoting the safety of participants
Project team interviewers were trained to ensure that if a person expressed a concern about their 
current safety or well-being, then they were ready to ask about safety and support the interviewee or 
participant to seek the help they need. Equally, the interviewer was trained to enquire and respond if 
there was a concern based on other cues, such as behaviours of the respondent or indirect expressions 
of fear or worry or risk of self-harm or suicidality, as well as environment cues such as background noise 
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or activity. Interviewers were trained in revisiting the contract set out at the beginning of the research 
about exceptions to maintaining confidentiality. The safety protocol also outlined an approach to 
discuss safety planning with a participant when they disclosed information and processes for recording 
disclosures of risk. As part of monitoring the safety and well-being of participants, we used a RAG (red, 
amber, green) system of different categories (see Appendix 1, Table 22). The ‘red’ category incidents 
involved considering whether we had to break confidentiality to promote safety through mandatory 
reporting. The decision to break confidentiality did not occur in the project.

Responding to a participant’s distress
We were mindful that there could be situations where a participant could be distressed at any stage 
of the research. This occurred during 5–10% of interviews. The researchers informed participants that 
the research could be concluded at any time and were prepared to signpost them to local or national 
services or connect them with their crisis worker, ISVA or Children and Young People’s Independent 
Sexual Violence Advisor (ChISVA) for further support. Although we did not ask participants to share 
details about the nature of the sexual abuse they experienced, the questions included in the interviews 
were carefully developed to avoid blaming or stigmatising language. Interviewers were mindful of 
triggers that could cause distress or embarrassment. Interviewers also reminded participants that 
they could choose which questions they felt comfortable to answer. Researchers were also trained 
in responding to participants experiencing a flashback during participation in the research and in 
monitoring whether negative effects were arising directly from the study over time.

New disclosures and data being subpoenaed by the criminal justice system
The project was committed to not jeopardising any criminal proceedings. We explained to participants 
before the research interviews and throughout the research process that if their case was going through 
the CJS, then there was a possibility that the project could be asked to provide information submitted 
by a participant to the research if requested by the courts. If participants had a live case and chose to 
talk about the incident(s), researchers were trained to remind participants of the commitments of the 
research and offered to direct the discussion to another part of the interview. New (first) disclosures or 
disclosures of new information about a live case would require the team to pass on the information to 
the police; however, we had no instance of having to take this action.

Maintaining safety for researchers
It was important that researchers made their role clear to participants that the purpose of the study was 
intended for research and not for treatment, signposting them to appropriate services and responding to 
safeguarding concerns and disclosures appropriately. The researchers communicated with participants 
and potential participants using their professional details and names, through the project phones and 
by email rather than providing any personal contact details. The research team was also prepared to 
respond to potential instances where a participant might frequently contact the project team and/or 
request to speak with a specific team member. We had no instances of this occurring.

During COVID-19, remote interviews continued to be conducted as researchers worked from home. To 
support staff members involved in contacting participants and conducting interviews, all communication 
and planned calls continued to be documented in a shared calendar and tracking system so that all 
project team members were aware of when contact occurred. The staff members continued to have 
weekly check-ins and regular opportunities for debriefing. In March 2021, LEG representatives and SSC 
members recognised the growing effects of conducting the research on those interviewing participants 
and engaging with data including screening a large number of studies for evidence reviews. The LEG 
and SSC recommended the introduction of regular supervision for staff members. In response, external 
clinical supervision was implemented every 6 weeks from May 2021 to ensure the staff members were 
well supported throughout the project.
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Data management
A comprehensive data management plan was developed for our studies involving data collection. We 
regularly monitored our processes regarding where and for how long personal data and anonymised 
data sets were stored, as well as who had access to these data. To manage the personal data and safety 
notes of participants in our 1-year cohort study, a secure tracking system was developed for use by staff 
members who were interviewing participants, enabling accurate recording and tracking of participants’ 
personal data (such as their contact details), when they were due follow-up interviews, and information 
about safety concerns (this included the RAG system) and any actions implemented.

Patient and public involvement

Background
Patient and public involvement refers to involving patients, members of the population directly or 
indirectly affected by the target problem and/or members of the public in the research process. In 
MESARCH, we worked with survivors of sexual violence and abuse. While a research context could 
be empowering and beneficial to survivors in their recovery from trauma,24,25 negative engagement 
could lead to re-traumatisation.23 The use of PPI to shape how research with survivors is carried out 
can lead to high-quality practice and positive experiences for participants. However, previous research 
suggests that there is considerable scope for improving the quality of PPI in sexual violence and abuse 
research.23,26,27 Our research aimed to advance practice in this area.

Methodology
Drawing on principles of co-production, we worked in partnership with those with lived experience 
of sexual violence and abuse, referred heretofore as ‘the MESARCH LEG’. MESARCH reflects the shift 
to research being carried out collaboratively with members of the public who share decision-making 
rather than models of lay consultation and tokenistic involvement.28,29 Several theoretical positions 
underpinned our approach. First, we value a multiplicity of knowledge and have afforded great weight 
to experiential knowledge within the research process thus creating opportunities for epistemic justice, 
a concept coined by philosopher and feminist Miranda Fricker30 where voices that are often silenced 
or marginalised are amplified. Second, building and maintaining strong relationships with the LEG was 
central to our approach to lived experience involvement, premised on theories of relational engagement, 
dialogical ethics and an ethics of care, and reflecting the significance of the human and socially 
interactive element of engagement.31–33 Lastly, drawing on the concepts of citizenship and democracy, 
the active and meaningful involvement of those with lived experience of sexual violence and abuse 
in our research promotes the empowerment of survivors.34 This is particularly relevant in relation to 
involving survivors of sexual violence and abuse who will have experienced disempowerment through 
abuse, communities and institutions. To ensure good practice in involving survivors of abuse and trauma 
in our research, we worked closely with Survivors’ Voices (a survivor-led organisation that harnesses 
the expertise of people affected by abuse), drawing on their Charter, which details principles and good 
practice for good survivor engagement in research.23 We were also guided by the Rape Crisis National 
Service Standards, adapting a set of quality service standards to meet the needs of survivors of sexual 
violence and abuse.35 These principles provide a framework against which we have monitored the extent 
to which our research is trauma-informed and achieves authentic survivor focus.

Methods
Our LEG was supported by a dedicated public engagement officer to enable a co-design and 
co-production approach across the project. LEG members were recruited through survivor support 
groups, delegates at conferences, participants on related research studies and recommendations from 
other researchers. Over the lifecycle of the project, the group included 11 members participating at 
different times and brought 794 hours of expertise into the project. Members of the LEG were diverse 
across sex, age, ethnicity, sexuality, education, employment and life opportunities. They brought a wide 
range of professional and lived expertise as well as various engagement with the CJS, NHS, therapies 
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and third-sector services. We consistently worked to expand diversity as members moved on and 
new members joined, recognising the association between diversity and gains being achieved across 
the research.

The involvement of the LEG in the project was guided by a terms of reference document that 
was co-produced and regularly reviewed. Involvement was enhanced through formal meetings (8) 
administered through the lead university, participation of two LEG members in SSC meetings (10) to 
provide a lived experience perspective and contribute to the oversight of the project, and ongoing 
communication through other means as and when it was required. The work of the LEG was fully 
resourced by the NIHR covering people’s time, travel, childcare expenses and conference attendance. 
We also engaged with survivor support groups, organisations led by survivors, specialist sexual violence 
and abuse organisations and key stakeholders to further embed PPI across the project.

Patient and public involvement activity across the project lifecycle
Patient and public involvement was embedded across all aspects of the project, from its design and 
delivery to the interpretation and sharing of the findings (see Figure 1).

Pre-award
We held a stakeholder event to integrate perspectives from a wide array of third-sector organisations 
and administered a survey, in collaboration with a charity that supports survivors of sexual trauma, 
to gather views on research aims and methods. The results shaped our choice of primary outcome, 
use of incentives and plan for examining post-crisis care. We secured a PPI grant, which enabled us 
to co-create a vision for the project with survivors and service users; we built partnerships with the 
charity sector; and we created a leadership team to include survivorship alongside academic and 
practice-based experience.

Study set-up
From the outset and throughout the project, high-quality training that met gaps in skills and knowledge 
for teams was critical. The research team and LEG participated in five bespoke training sessions 
delivered by survivor-led organisations, specialist sexual violence organisations and members of the 
LEG. The training sessions addressed safeguarding issues; deepened the ability to understand trauma 
and respond in a research setting; enhanced the research skills of the LEG to enable them to work 
effectively with the research team; and promoted well-being and self-care. We worked with the LEG 
and sexual violence and abuse charities to optimise not only how we engaged with target service users 
and survivor participants but also the quality of participation experiences. This included developing and 
refining the safety protocol (see Ethics), the interview schedules for the cohort study and embedded 
qualitative study and the participant facing documentation. Initiation of the CYP study led to connecting 
with a local sexual violence and abuse charity where the young people (age range: 13–24 years) worked 
with us to design and develop the methods for the CYP study through a series of workshops.

Recruitment
There are particular challenges to reaching survivors for research purposes, even where that research 
offers the prospect of improved health and well-being through psychosocial interventions to the 
individual.36 When the research is ‘observational’, there is a less apparent benefit to participation. 
Extensive groundwork and reflection was needed to co-produce a narrative for engagement with 
survivors and draw people safely and ethically to the research. The LEG was central to identifying and 
resolving moral questions and dilemmas about the undertaking the research, in addition to some of the 
more pragmatic details of connecting with survivors safely, and achieving participation and retention 
rates needed from a scientific viewpoint. Our recruitment videos, co-designed and featuring LEG 
members, are a good example of a practical response to mitigating the challenges brought about by 
research in this sphere (see http://mesarch.coventry.ac.uk/join-1000-voices-for-change/). LEG members 
actively used their collective voice to reduce barriers ISVAs might have faced in referring people to this 
study (e.g. Is MESARCH safe? Is it in the interest of my clients?).

http://mesarch.coventry.ac.uk/join-1000-voices-for-change/
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Small PPI grant secured, enabling stakeholder
engagement events and co-creation of vision for
MESARCH with voluntary sector survivor-leaders,
local and national charities, and survivors and
service users

Pre-award

Recruitment

Data
collection

Data
analysis

Knowledge
sharing

Study
setup

Ongoing training by voluntary sector agencies with
LEG and researchers on safeguarding, conducting
survivor-centred, trauma-informed research and
promoting self-care

Engagement of local rape crisis agency to develop
approach for the CYP study

LEG and researchers jointly design the study’s
safety protocol

The LEG co-produced and featured in the
cohort study recruitment videos

The LEG addressed barriers to recruitment, for
example, led design of a video targeting ISVAs
to enhance recruitment during the pandemic

Highly responsive LEG members
provided immediate guidance in
response to an adverse incident
reported in the cohort study

LEG members are active peer data
arising from embedded qualitative and
CYP studies

LEG members led impactful ‘photovoice’ production,
sharing aspects of personal recovery journeys

Shaped our #whatareyoudoing campaign and short film
highlighting abuse in young people’s relationships

Supported by the project to regularly engage at national
practitioner, service user and research events

Co-designed and presented the concluding knowledge
sharing event including a panel discussing the vital role
of PPI and lived experience in research

Integral to reviewing MESARCH publications including the
final report and Cochrane Reviews

A survivor-led organisation was commissioned to independently
evaluate survivor involvement and experiences in MESARCH

FIGURE 1 Embedding lived experience and ‘experts-by-experience’ across the MESARCH project. CYP, children and young 
people; ISVA, independent sexual violence adviser; LEG, lived experiences group; PPI, patient and public involvement.
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Data collection
Having hugely influenced the content of interviews and the areas we assessed (e.g. adding suicidality, 
self-harm and eating problems outcomes and helping to select appropriate measures), the LEG worked 
towards closely monitoring how participants were experiencing the interviews and were active in 
resolving problems (see Ethics for details of adverse events).

Data analysis
Although the contribution in this arena was not quite as developed as that in others (because of the 
analysis tending to come late in the project lifecycle), LEG members have been integral to analysis for 
our CYP study (see Chapter 7) and our diverse survivor voices work where we tried to engage those 
hardest-to-reach (see Chapter 8). In these activities our LEG colleagues have fulfilled the definitions of 
peer or co-researchers, meaning they worked jointly and in partnership with researchers on research 
tasks using their lived experience to inform their work.37,38

Knowledge sharing
The LEG has been heavily involved in sharing knowledge and insights gained from the research, 
for example, shaped plain language statements across outputs such as our Cochrane Reviews 
(see Chapter 3). Other examples include a fully-supported LEG-led production in the form of 
‘photovoice’ where members presented photos to convey recovery journeys (https://vimeo.
com/547572348/2709483bd8). The end of our project knowledge-sharing event (7 December 2022; 
see Figure 2) was co-designed and co-delivered by the LEG and researchers (http://mesarch.coventry.
ac.uk/whats-our-project-creating/). The LEG also shaped our ‘#whatareyoudoing’ campaign highlighting 
the problems of sexual and domestic abuse in young people’s relationships39 partly funded by NIHR as 
part of MESARCH, and raised this work as important at the NHSE survivor forum.

FIGURE 2 Visual minutes from the MESARCH knowledge-sharing event.

https://vimeo.com/547572348/2709483bd8
https://vimeo.com/547572348/2709483bd8
http://mesarch.coventry.ac.uk/whats-our-project-creating/
http://mesarch.coventry.ac.uk/whats-our-project-creating/
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Impact and evaluation of PPI
The overall impact of the LEG/PPI work summarised in Figure 1 on the research has been tremendous 
and is understood to explain the low incidence of adverse events and known harms arising from the 
research. This expertise was also part of operational success. There were also direct and unanticipated 
positive benefits for the LEG members themselves as captured in the testimony of one member (see 
Appendix 1, Box 43). LEG members also told us that being part of the group has contributed to recovery 
by enabling safe exposure to triggers. The conversations and interactions (online, by email, in person 
and in-print) that were part of the everyday work of the project normalised talking about sexual violence 
and abuse. Members have also commented on how being involved in MESARCH and being heard 
by MESARCH amplifies individual voices and provides a platform for creating change and being part 
of influencing better responses to others affected by abuse. PPI also enhanced the research team’s 
confidence to undertake this work, deepening our understanding in relation to trauma and abuse, and 
our LEG members’ commitment to the project was hugely motivating for overcoming the challenges 
encountered during the project. Our work with the PPI group has also inspired future research around 
understanding long-term physical health outcomes for survivors of sexual violence and abuse, and 
influencing the implementation of trauma-informed practice across the NHS (considering clinical 
services beyond mental health); building a toolkit of methods for doing better research in this field; and 
growing the evidence base on novel interventions for survivors that reflect survivors’ individual needs 
and preferences.

In an effort to identify any gaps in our PPI provision in MESARCH, we commissioned an independent, 
survivor-led organisation to evaluate it.40 A summary of the conclusion reached by Survivors’ Voices is 
provided in Box 1.

BOX 1 ‘A Better Way’: findings from external evaluation of survivor involvement in MESARCH

In the MESARCH team approach, we found key features of trauma-informed research: careful attention to 
creating a safe environment, genuine care for survivors and a commitment to authentic and empowering 
involvement that amplified the voices of survivors.

Using the evaluation tools of the Survivor Charter and Involvement Ladder, we have gathered clear evidence of 
trauma-informed practice in the approach of the MESARCH team. This enabled and supported survivors to make 
a vital contribution to the project, as both participants and co-producers, centering lived experience at the heart 
of the research. Key strengths were a strong attention to creating a safe environment and demonstrating genuine 
care for survivor well-being, built on trustworthy relationships. Their commitment to authentic engagement, 
involving survivors as both participants and co-producers, empowered survivors and researchers. This meant the 
team could successfully amplify the voices of survivors, bringing the validity and impact of lived experience to 
trauma, abuse and violence research.
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Chapter 3 Evidence synthesis

We conducted two complementary Cochrane Reviews to synthesise the evidence of the effects of 
psychosocial interventions on mental health and well-being for survivors of sexual violence and 

abuse. The term ‘psychosocial’ used in this research refers to ‘interpersonal or informational activities, 
techniques, or strategies that target biological, behavioural, cognitive, emotional, interpersonal, social, or 
environmental factors with the aim of improving health functioning and well‐being’.41 This includes the 
types of interventions that may be offered to survivors by SARCs and by other services in the voluntary 
sector, the NHS or privately. The first review combined published randomised trials from various parts of 
the world that examined the effects of interventions designed to support adults in the aftermath of rape, 
sexual assault or abuse. The second review combined qualitative studies of adult and child survivors of 
sexual violence and abuse to develop a picture of service users’ (and family members’) experiences of 
interventions, as well as the perspectives of the professionals who delivered them.

The reviews are referred to as published articles that include detailed descriptions of the methodologies 
used, 73 studies analysed across both reviews and the findings.36,42

Our findings underscore the importance of access to psychosocial interventions in the aftermath of 
sexual violence and abuse as a range of psychosocial interventions were effective at improving the 
mental health and well-being of survivors in the short term. These include traditional trauma-focused 
approaches such as those recommended by National Institute for Health and Care Excellence (NICE) 
guidance43 [e.g. cognitive behavioural therapy (CBT) and Eye Movement Desensitisation Reprocessing 
(EMDR)], which showed the strongest effects for mental health; non-trauma-focused approaches; 
and several emerging areas such as Reconsolidation of Traumatic Memories (RTM), trauma-sensitive 
or trauma-informed yoga, Lifespan Integration and cognitive training (e.g. neurofeedback). Although 
survivors said that they often found interventions difficult, they also appreciated that they needed to 
work through trauma, which, they said, resulted in a wide range of benefits. These included positive 
effects on their physical health, mood, understanding of trauma, and interpersonal relationships, and 
enabled them to re-engage with a wide range of valued life domains.

Survivors highlighted a range of features associated with the context in which interventions were 
delivered that had an impact on how they accessed and experienced interventions. This included 
organisational features, such as staff turnover, that could influence survivors’ engagement with 
interventions; the setting or location in which interventions were delivered; and the characteristics 
of those delivering the interventions. Therefore, listening to survivors and providing appropriate 
interventions at the right time for individuals can make a significant difference to their health and well-
being. These findings provide support for NHSE’s aim to provide lifelong support for survivors of sexual 
violence and abuse, with SARCs being a vital option as a first point of care. Our Cochrane Reviews 
have been translated for a range of audiences and are accessible here: www.coventry.ac.uk/research/
areas-of-research/centre-for-intelligent-healthcare/mesarch/.

www.coventry.ac.uk/research/areas-of-research/centre-for-intelligent-healthcare/mesarch/
www.coventry.ac.uk/research/areas-of-research/centre-for-intelligent-healthcare/mesarch/
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Chapter 4 Process evaluation of sexual assault 
referral centres

Background

NHS England’s strategic direction for SAAS was launched in 2018 and aimed to advance the support 
to victims and survivors of sexual violence and abuse across England enabling people to recover, heal 
and rebuild their lives.44 SARCs are a vital first point of care within this strategy. Service Specification 
30 identifies the core services that should be delivered within SARCs including assessment, FMEs, and 
health and well-being interventions.19 Nevertheless, SARCs in England vary considerably in the types 
of organisations that lead them, the staff members who work within them, and the care and support 
services that they provide. SARCs are further differentiated based on whom they support with some 
providing care to adults, some to children and others to survivors of all ages. Within this context, we 
know very little about how staff experience this work and its variation, although we do know that this 
work can have an emotional toll.45 Furthermore, while rates of access to SARCs in England and service 
users’ characteristics have been reported elsewhere,46 understanding about survivors’ experiences of 
SARC services has been limited. One small study reported that SARCs were experienced as a safe haven, 
calming and welcoming, and where survivors felt supported and understood.47 In light of these gaps, the 
first aim of this study was to identify key issues and concerns associated with the work of SARCs, their 
workforce and the use of technologies. SARC service delivery was severely affected by the COVID-19 
pandemic, which also witnessed shifts in the type and incidence of sexual violence and abuse. Given 
that our research coincided with the COVID-19 pandemic period, we were able to examine the effect 
of COVID-19 pandemic on SARC service delivery and document the innovation that occurred. These 
findings are reported elsewhere.

Sexual assault referral centres act as an initial point of contact; therefore, it is vital that the care and 
support provided to survivors of sexual violence and abuse is of the highest possible standard and that 
there is continuity of care beyond SARCs. SARCs in England sit within a large and complex network 
of organisations and professionals that reflect the widespread needs of survivors at different stages, 
receiving referrals from these organisations and professionals, and referring SARC clients to them. While 
inter-agency and inter-professional collaboration has been explored for some years across professions 
such as social work,48 knowledge regarding collaboration across professionals in the SAAS context is 
limited. A small amount of relevant research has been conducted in the USA,49–51 but only one example 
has been described in a European context,52 and none in England. Furthermore, survivors’ perspectives 
have been largely absent in this research.51 Therefore, a second aim of this research was to explore the 
integration of SARCs in the broader context of a health and community response to sexual violence and 
abuse, drawing on perspectives of both professional and service user stakeholders.

Methods

Study design overview
The main component of this study was a process evaluation of SARCs. A process evaluation is broadly 
recognised as a method that seeks to understand the work of an intervention, how that intervention 
is delivered and its effect, alongside contextual factors that may affect outcomes.53 In completing this 
process evaluation, we undertook qualitative investigation of professional and survivor voices regarding 
SARC service delivery and integration of SARCs within the SAAS pathway. From the mapping of all 
SARC sites in England, we identified several diverse sites to undertake the qualitative enquiry. Data 
used to map SARCs were collected between March and July 2019. These data were supplemented 
with national SARC indicators of performance (SARCIPs) data supplied by NHSE54 and gathered from 
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SARCs between April 2018 and April 2019. Data were collected from professionals and survivors 
participating in the qualitative study between July 2019 and July 2021. We also drew upon qualitative 
data gathered with survivors as part of the linked cohort study (see Chapter 5) between September 2019 
and May 2022.

Changes to protocol
We planned to use Normalisation Process Theory, an effective approach when exploring a new 
intervention or service.55 However, when it came to applying Normalisation Process Theory to our data, 
the services, staff and integration of SARCs were not newly implemented. Therefore, we sought an 
alternative theoretical approach to capture the importance of effective integration between different 
organisations and professionals, and drew upon theory related to inter-professional collaboration.

Theoretical approach
Bronstein’s theory of interdisciplinary collaboration48 has been applied extensively across other 
fields and in two studies exploring integration within Dutch and United States (US) models of 
SARC provision.49,52 Coordination and collaboration have been hypothesised to be linked with the 
effectiveness of Sexual Assault Responses Teams in the USA.50 These studies point to the theory’s 
relevance to capturing interdisciplinary collaboration and integration for SARCs in England. Bronstein 
defines interdisciplinary collaboration as a process that facilitates the achievement of goals that 
cannot be achieved by individual professionals.48 Bronstein’s model comprises five components: 
interdependence, newly created professional activities, flexibility, collective ownership of goals and 
reflection on process. Interdependence refers to the dependence between and reliance upon different 
professionals in working together to achieve their own goals and requirements. Newly created 
professional activities are collaborative acts, programs or structures that can help achieve more than 
that if undertaken independently by professionals. Flexibility captures deliberate acts of role blurring in 
which professionals working together can achieve greater efficiency and effective working. Collective 
ownership of goals relates to a shared responsibility among professionals to achieve goals with a 
commitment to client-centred care. Finally, reflection on process relates to professionals acknowledging 
their collaborative roles and evaluating how to effectively achieve and strengthen these relationships. 
Bronstein argues that inter-professional collaboration can be affected by several characteristics 
including professional role (e.g. clear and well-defined roles), structural characteristics (e.g. manageable 
workloads), personal characteristics (e.g. how collaborators perceive each other) and history of 
collaboration (e.g. prior experiences of collaboration). Previous research has highlighted challenges to 
inter-professional collaboration, for example, perceived power imbalances and different professional 
focus/orientations between staff members;49 these challenges will be explored in the context of 
this research.

Sampling, recruitment and participants
We mapped SARCs across England using data collected from SARC managers through an online survey 
(36/48 sites returned data) and SARCIPs data. We produced a data set, which allowed sampling of sites 
for the qualitative process evaluation and the cohort study (see Chapter 5).

Using this data set, we recruited a stratified random sample of seven SARCs from all 48 sites, with strata 
defined according to service delivery model (police-led, NHS-led, charity-led or private sector); size 
(small, medium and large) and level of integration of services (on-site, embedded ISVA service or not).

At each site, we invited a range of professionals based at the SARC to participate in an audio-recorded 
interview. We also approached professionals external to the SARCs whose organisations were part of 
inward and onward referral pathways. We recruited directly through the UK Association of Forensic 
Nurses to ensure representation of Forensic Nurse Examiners (FNEs) within the sample. We also 
invited survivors who had attended these SARC sites through the staff. We undertook 72 interviews 
with professionals (see Appendix 2, Table 23). Five interviews were conducted with survivors initially. 
We subsequently recognised the wealth of qualitative data being gathered as part of our cohort study 



DOI: 10.3310/CTGF3870� Health and Social Care Delivery Research 2024 Vol. 12 No. 35

Copyright © 2024 O’Doherty et al. This work was produced by O’Doherty et al. under the terms of a commissioning contract issued by the Secretary of State for Health  
and Social Care. This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, 
distribution, reproduction and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For 
attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

17

in reference to accessing care at SARCs (see Chapter 5). The qualitative data from our cohort study 
provided data from a further 293 survivors who accessed 21 SARCs including the eight SARCs where 
we undertook the in-depth evaluation of SARC services.

Analysis
Thematic analysis (TA) was the chosen process for analysing the two sources of data: in-depth 
interviews with survivors and professionals (n = 77) and data arising from asking open-ended questions 
about care during the baseline cohort study interviews (n = 293). Specifically, Braun and Clarke’s 
Reflexive TA approach was applied.56–58 This method adopts a flexible and organic approach to coding 
and subsequent theme development, and it is considered theoretically independent. Primarily, inductive 
coding was undertaken, being led by the content of the data, with semantic coding used (the data 
are considered to represent the explicit meaning of the data). The standard TA method was followed 
including familiarisation and initial code development, clustering of codes to initial preliminary themes, 
theme development and subsequent finalising of the thematic themes.56 Coding was undertaken by four 
members of the team, and during the initial coding phase, regular meetings were undertaken to inform, 
develop and refine the coding book. Once all the initial coding was completed, one team member 
checked all codes for quality purposes and to ensure that the data fitted to the code label. This process 
also refined codes into preliminary themes. The analysis then focused on key themes that explained the 
research questions in ensuring that these themes were distinct and closely aligned to the data.

Results

Overall, and as set out in the qualitative data presented in Chapter 5, survivors identified accessing 
SARCs as a positive approach in their recovery journey. Recovery journeys are rarely linear or uniformly 
positive, but survivors relayed that their encounters with SARCs (and other specialist services) fulfilled 
what survivors want from services and professionals in the aftermath of abuse.59,60 In light of the 
experiences of professionals as well as those of SARC service users, the following sections explore key 
issues, concerns and strengths associated with the environment and organisational characteristics of 
SARCs, examining the ‘work’ they do, the workforce, technologies used, and finally SARC integration 
within the wider community response to sexual violence and abuse. The sections also pay particular 
attention to the interdisciplinary collaboration across profession(al)s within SARCs, and between SARCs 
and other agencies, focusing specifically on the key elements of Bronstein’s model.

What is the work of SARCs including the types of interventions delivered?
Sexual assault referral centres provide a vital early or the first point of care for survivors and providing a 
frontline response to survivors constitutes the majority of their work. There is a standard care offering 
at SARCs based on Service Specification 30.19 In the research, survivors focused on the elements of core 
services that were salient for them. Crisis support was strongly valued by participants – the emotional 
support, information and options presented, and the referrals made. ‘[SARC staff] tried their hardest not 
to cause me any more distress, of course there was distress and it was uncomfortable, but not their fault’ – the 
FME is an extremely demanding experience, and for one participant, akin to ‘having a post-mortem while 
you were still alive’. ISVA support, which may be provided directly through SARCs, was also highly valued, 
particularly in relation to practical support through investigative and criminal justice proceedings and 
the techniques to support recovery. Counselling, increasingly offered through SARCs, was considered a 
largely positive experience, although wait-lists to access counselling, and the restrictions on the number 
of sessions meant that some survivors ‘felt I was getting somewhere and then it has to stop, I didn’t think it 
was good enough that it stopped’.

Another core function of SARCs is access to other services; SARCs opened a range of referrals for 
clients. However, drawbacks were ‘I was getting bombarded with a lot of people calling me … I had five or six 
agencies calling me the day after, my phone didn’t stop ringing’ and the consequence of this as ‘I had to keep 
going over and over my story’. It was highlighted how survivors find it difficult to navigate the services and 
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suggests the value of SARC and ISVAs working closely to assist this understanding: ‘I think victims and 
survivors find it really difficult to understand the landscape of what’s going on out there in terms of the case, 
who’s providing what’. (ISVA service delivery manager)

While service specifications set out the core areas of delivery for SARCs,19 variation arose with different 
leadership models, commissioning arrangements, geography and the needs of the local community. 
Participants commonly identified typical journeys through SARC services. They also noted divergence 
from primary routes. Access needs and how people engaged with the services varied with individuals’ 
circumstances (e.g. specific or complex needs, location); the time since the trauma occurred (e.g. non-
recent abuse or CSA); and external factors such as being on wait-lists for therapeutic care and the 
status/progression of criminal justice proceedings. The research also documented the effects of the 
COVID-19 pandemic, which saw a step-change in access and service provision and witnessed clear 
evidence of collaboration within and between the services as commented on by this FNE: ‘you can’t 
deliver a service like this without being a close-knit team’.

While standard care requirements are set out for SARCs by NHSE, there is much scope for additional 
work to enhance provision and access. The research documented examples of SARC teams working 
creatively to ensure that their services could accommodate the range of needs of clients from 
different communities/locally including those whose access to services had been delayed, non-linear 
or complicated by different factors. One police officer demonstrated reflection on process in how they 
worked with their local SARC: ‘I attend the SARC a lot because if there’s been an operational issue, even 
though it may be north of the county, I will get invited, and then [SARC manager] and I and others will sit down 
and go, “ok, how can we deal with [this], what can we do going forward to make sure that this doesn’t happen 
again?”’ Teams developed new initiatives such as in-house emotional support or counselling; acting as a 
holding contact point while clients awaited access to other SAAS and other forms of care (e.g. community 
mental health, longer-term counselling); and enabling video interviewing/live link technologies. SARC 
staff expressed a commitment to clients, ‘we’re here, checking in, or there’s always someone here twenty-
four seven … people do call us and say, “I’m suicidal” or ‘I don’t know where to turn to, I haven’t heard from 
this person”’. They wanted to ensure that their services could support people at any point after sexual 
violence and abuse, and they saw a role for being a point of contact for survivors of CSA and informing 
survivors about options for reporting and referrals to ISVA and third-sector support. SARCs expressed 
that efforts should be made to address public perception that SARC support means police involvement. 
They demonstrated how self-referral to services was fostered and also noted the ongoing difficulties 
for self-referring survivors in terms of physically reaching their services in some areas of the country (by 
contrast, those who report to the police are usually transported to SARCs by police officers). SARC staff 
operated in line with trauma-informed care; professionals were keen to see that choice was exercised in 
key areas such as reporting mechanisms as noted by this crisis worker: ‘I think it’s really important to allow 
people that opportunity to validate what’s happened to them … to try and re-balance, regain some power in a 
situation where they’ve felt powerless and to have that choice’. Staff highlighted the longer-term storage of 
forensic data and anonymous submissions to police intelligence as an underutilised service.

In terms of people’s access, there was widespread endorsement of anonymous locations and for sites 
where survivors can provide alternative reasons for being there (e.g. hospital site). The staff members 
were aware that co-location with police forces was challenging for survivors. SARC buildings ranged 
from purpose-built to adapted, and survivor-centred design features were strongly supported. One 
such example was entering and exiting the space through alternative doors to signal the beginning and 
end of the SARC journey (at services where clients generally do not return for other care and support). 
Staff reported a range of issues with SARC estates from lack of physical and confidential spaces for 
client support and administrative work and shared entrance/common corridors. Forensic rooms were 
perceived as overly clinical and suggestions were made by professional and survivor participants to 
address this through features such as wall/ceiling decorations. The staff members reported efforts to 
ensure that the SARC was welcoming CYP, that furniture was comfortable and that coverings provided 
to survivors were appropriate (e.g. participants cited instances of gowns being transparent). SARC teams 
expressed concerns about reaching clients in remote areas. The shift to greater use of digital services 
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and remote care in response to the COVID-19 pandemic had the effect of mitigating some of the 
geographical barriers affecting survivors’ access to SARCs and ISVA care. Many survivors also identified 
a preference for remote contact with providers, feeling ‘more relaxed’ and that ‘the distance of a telephone 
call is better for me’ when talking about difficult topics.

Who is the SARC workforce?
Across service delivery models, staff roles generally seen at SARCs were SARC manager/deputy and an 
administrative member/team, crisis workers and FMEs/FNEs. Flexibility in roles at SARCs was common 
‘my role covers a lot of areas’, for example, managers and administrators trained as crisis workers. 
Depending on the degree of integration at the site, ISVAs enacted their roles in flexible ways, as core 
staff at a SARC; employed by the voluntary sector but co-located at a SARC; with largely visiting/
remote role; or based physically at a voluntary sector organisation. Thus, many models could be drawn 
upon to suit the landscape, for example, some sexual health services have ISVAs. NHS SARCs tended 
to employ clinical staff directly, whereas private sector SARCs made greater use of staff banks. With 
SARCs increasingly offering short-term psychosocial interventions, counsellors were also integrated into 
the staff of SARCs, frequently on a part-time/co-located basis. Finally, several roles were noted to lend 
themselves to specialisation, with some sites training crisis workers and ISVAs to specialise in the care of 
particular groups, for example, CYP, individuals with learning disabilities. Within the scope of the current 
research, we focus on two prominent workforce issues: (1) the nature of the crisis worker’s role and 
related training and (2) challenges to effective interdisciplinary SARC teams.

The crisis worker’s main purpose is to support clients of the service. However, the role involves a diverse 
range of task and balancing the sensitivities of cases and needs and expectations of vulnerable clients 
with the constraints of what can be provided:

One morning I might be helping with a forensic medical, and in the afternoon we might be doing call-ups 
for email enquiries, and reaching out to people that have accessed that way. I think it’s an incredibly 
difficult role to learn, if I’m honest, because it’s so varied and wide. There are some repetitions within it 
that are very quick and easy [to learn] … but there’s other stuff that makes it much trickier, like around 
geographical location. So understanding what services are purchased in relation to paediatric FMEs in 
a geographical location, which means that if somebody is ringing from [name of city] and they [want to] 
come in, do we see them or not? Or there’s understanding and learning what the service offers outside of 
the area as well as in the area.

Crisis worker

Without prior experience of the region, crisis workers’ practice might suffer. Training varied from 
across sites with most involving formal learning components, for eample, safeguarding, and a period of 
shadowing: ‘my first client interaction that I shadowed, it was kind of a steep learning curve because it’s 
not like anything else’ (crisis worker).

Shadowing, and training more broadly, was noted to be variable and rely on standards set by providers. 
The crisis worker’s role has not attracted much attention within the research literature beyond the toll it 
places on individuals,45 an issue also recognised in our research. While the role was consistently valued 
by service users for whom the crisis worker is the first SARC professional they encounter, ‘I found it 
helpful that I received emotional support from [the crisis worker] when I got there because it was scary 
and going with the police’ (survivor), professional participants viewed the role as lacking incentivisation 
(e.g. opportunities for progression).

‘When a client or when a victim is at the SARC and you’ve got [private company who run forensic 
services], and you’ve got the police, and you’ve got a crisis worker, surely all three agencies should be 
working together because we’re supporting that one person’. (SARC manager) – meeting the client’s 
needs was a shared goal for staff at SARCs and there was frequent reference to ‘we are quite a tight knit 
group’ (ISVA). However, in terms of the challenges to effective interdisciplinary SARC teamsthe nature 
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of staff contracts was a common workforce concern (subcontracting of SARC roles, on-call/zero hours 
contracts, staff employed by different providers). A crisis worker participant contrasted the scenario of 
where FNEs are employed directly by SARC and the experience of working with FNEs/FMEs contracted 
on an on-call basis: ‘the other doctors, you only see them every now and then, so you don’t really build 
up the same rapport with them, and obviously they all work slightly different … try and suggest the 
way that you would do it normally, just to try and make it easier and quicker, because obviously we 
want to put the victims first, so we want to make it easier for them … I do think that it’s so much better 
when you work together’. Implicit here is that placing survivors ‘first’ requires effective teams and 
staff who are familiar with each other and the setting. While all participants agreed that consistency in 
staffing was important for team-working and reducing isolation, flexible contracting was desirable for 
some professionals balancing other livelihoods and commitments. SARC managers did have particular 
concerns about crisis workers in this regard: ‘[crisis workers] do an amazing job but I think they do just 
feel a little bit disconnected from the service’.

Despite the workforce concerns that were voiced across the staff members and SARCs included in the 
study, we found very high levels of intra-SARC interdependence, particularly among crisis workers and 
FNEs. There was strong recognition of the importance of clear communication and inter-professional 
respect, supporting each other to reduce the impact of their work, and a commitment to providing 
an integrated service to the client. Simple examples such as gathering information from their clients 
together and sharing information between professionals as appropriate benefited clients in not having 
to repeat information or re-tell about their experiences and evidenced newly created professional 
activities. Collective ownership of goals in pursuit of client-centred care represents a key aspect of 
effective interdisciplinary collaboration.48 Reflecting the impact of this care, one survivor commented: 
‘I felt safe with the doctor, I felt safe with [crisis worker name] who was in the room. I didn’t feel that 
anything bad was gonna happen’.

What are the technologies that enable SARCs to get work done?
This section focuses on two key issues: (1) use of remote/digital services in providing care and (2) 
challenges emerging in information sharing across the services. The advent of the COVID-19 pandemic 
meant that SARCs used digital technologies to facilitate service delivery, including triaging of clients 
before they attended the SARC. Staff reported that they carefully determined the appropriateness of 
remote care for different clients. Some benefits to triaging were realised in that clients spent less time at 
the SARC once they arrived. Survivors reported both positive and negative responses to the increased 
use of digital technologies, highlighting the need for developing remote services as part of a suite of 
options and tools. The second key issue related to information sharing. Different IT systems for different 
organisations meant that SARC staff members spent considerable time making manual referrals through 
online systems or secure email systems, which added considerably to workload:

I referred a lady to adult social services because I felt her needs would be met with [social care provider]. 
But I couldn’t go direct with [social care provider]; I had to go through adult social services, and they have 
to make the referral. And I was told on that phone call that “somebody would be contacting you.” And 
today, I’ve not had a contact, and it’s been about two weeks, so that’s something that I am going to have 
to chase up. So that is quite time consuming.

ISVA

This work, described by one SARC staff member as their ‘nagging work’, was frequently highlighted with 
regard to sharing information with partner organisations. Survivors experienced interruptions or delays 
in access to onward care:

I haven’t received any care, I got told I’d have sexual health screening, that hasn’t been sorted or anything, 
I had to go to the doctor’s about getting an examination done, they were supposed to help sort that out, 
but they didn’t.

Survivor
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To what extent are SARCs embedded within the overall response to the needs of 
survivors of sexual violence and abuse?
The most important external partnerships for SARCs included the police, sexual health, ISVAs, third 
sector and social care. For example, our data suggested well-established and collaborative relationships 
between SARC staff and police officers. Single point-of-contact officers in police forces worked directly 
with SARC managers to develop pathways for survivors and training by SARCs to ensure police 
officers understood local provision and access. Collaboration with third-sector organisations was more 
challenged: ‘with any multi-agency working, we all seem to work parallel with each other quite often and 
not come together at the top to deliver’ (crisis worker). There was a strong sense that collaboration was 
driven by individual senior members of staff at the SARC and/or the partner organisation and involved 
local implementation. Positive relationships at senior levels trickled down and fostered positive cross-
working, seen to ultimately benefit survivors. Examples of cross-working included co-delivery of training 
and sharing of resources and space. Professionals expressed a wish for change. For some, implementing 
a more consistent SARC model was the answer, with more services under ‘one-roof’ such as integrated 
ISVA and sexual health services. Others recognised existing high-quality provision in these areas within 
their communities and that pathways and relationships should be strengthened. Another example was 
Achieving Best Evidence interviews, with some believing these should be conducted consistently at 
SARCs while others saw SARCs as a place solely for acute crisis care and considered that survivors may 
not wish to return to these locations. Participants pointed out that SARCs have all evolved in different 
ways in the communities they serve and, in expressing how the sector needs to develop in the future, 
emphasised the need for simplification and better approaches to supporting clients with complex needs.

The role of SARCs is vital, but there was real concern about the invisibility of SARC services. Survivors 
relied on the police and others to learn about SARCs, ‘I wouldn’t have known about them if it hadn’t 
been for the detective’ (survivor). In response to the lack of public awareness about SARCs, there were 
several examples of teams initiating outreach services in their communities, often targeting groups 
seen to experience even greater barriers to receiving help (e.g. men, minority communities). Gaps in 
knowledge about service provision by SARC extended to important professional groups: ‘there are 
so many more people that need to know about the SARC’ (crisis worker). GPs were identified as a 
professional group lacking awareness of SARC services, with referrals from GPs being infrequent. This 
SARC manager talked about the difficulties of engaging with GPs:

Probably in defence of GPs, they have just got so much demands on their time and they don’t have free 
time, so we’ve put on training events especially for GPs. We do the open days, we try and target GPs … 
some of them are just not aware of what we’re doing, they’re really out of date, the information that they 
are giving clients.

From the perspective of a survivor: ‘GPs have got such little understanding … . They don’t take it in. And 
then they’re like, we don’t know who you can speak to … they just don’t know what the right support is’.

Discussion

Summary of main findings
This work highlights the excellence in care and support being provided within SARCs, as such, the value 
of SARCs in the provision of care and support to survivors is supported. The contribution of SARC 
provision to the care pathway, extends beyond provision of forensic services, importantly fulfilling an 
early role in coordinating care for survivors. However, this research also documents the challenges 
that SARCs, and the SAAS sector as a whole, experience in addressing survivors’ needs. Drawing on 
77 interviews (72 professionals, 5 survivors) and 293 survivor responses, the novelty of this qualitative 
enquiry is evident in the breadth of participants spanning both inward and onward referral routes, as 
well as SARC staff themselves, along with the voices of survivors in sharing about the care and support 
they received.
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In addressing the first aim of this work, findings have highlighted key issues and concerns associated 
with the work of SARCs, their workforce and the use of technologies. In doing so, this research 
documents the high level of dedication of SARC staff and captures their commitment to client-centred 
care and an ethos consistent with trauma-competent practice.60 This commitment of professionals 
at SARC was further evidenced in their response to the COVID-19 pandemic, where they effectively 
utilised technology to ensure that care could be continued while enabling greater flexibility and choice 
for survivors. Appreciating several distinct roles are involved in producing the range of care and options 
for survivors, our findings emphasised crisis workers as vital to a survivor’s care journey at SARC. 
Attention to the crisis worker role is fundamental in further developing the workforce of SARCs.

We found evidence of effective interdisciplinary collaboration spanning across Bronstein’s five 
components of interdependence, newly created professional activities, flexibility, collective ownership 
of goals and reflection on process both within SARCs and across the sector. Despite being hampered by 
the complexity of how different services are contracted, SARC staff worked hard to achieve cohesive 
teams and ensure that an excellent service is provided for their clients. We saw many examples of work 
that reflected good quality inter-professional collaboration, specifically inter dependence and collective 
ownership of goals in delivering client-centred care. Matthew and Hulton called for research to identify 
whether there is a link between effective SARC collaborative practice and survivors’ experiences of 
SARC services.51 This research answers that call with our findings showing high levels of effective inter 
professional collaboration found between SARC staff (specifically between crisis workers and FMEs/
FNEs), and subsequent positive endorsement of SARCs by survivors.

However, there were factors that can hamper inter-professional working within SARC settings. The 
ways in which professional roles at SARC are commissioned can lead to short-term teams and unstable 
working hours of staff, whereby collective ownership of goals in pursuit of client-centred care is difficult 
to achieve. In comparison, consistent teams enabled strong inter-professional working and evidenced 
best practice. This generated cultures of transparency and respect, more compassionate support and 
offered a high-quality experience of care for survivors.

Across the sector, and moving beyond the SARC setting, the second aim of the research was to explore 
the integration of SARCs in the broader context of a health and community response to sexual violence 
and abuse. In doing so, our research gave a positive picture of interdisciplinary collaboration across the 
wider sector across criminal justice, health and third-sector organisations. Professionals across these 
sectors clearly engaged in collective ownership of goals48 in recognising the importance of effective, 
and cohesive care and support for survivors. This runs counter to US research where research noted 
cross-system coordination being non-existent or lacking consistency, with subsequent challenges to the 
effectiveness of SARC provision and integration.61 However, barriers remain, primarily in the form of 
inefficient communication systems for sharing information. Effective information sharing systems were 
highlighted as being critical to enabling strong inter-professional working and importantly contributed to 
efficient working practices, reducing the workload burden of SARC staff.

However, this study has demonstrated challenges to optimising the access to and fully realising the 
benefits of SARC services, specifically relating to the invisibility of SARCs. SARCs need to be more 
apparent as a care option for those in crisis, particularly if the person experienced rape, sexual assault or 
abuse recently. This includes wider community awareness (e.g. families, workplaces, friends of survivors) 
given patterns of disclosure in personal/social networks.62 It is paramount that public awareness of 
SARCs is prioritised, for example, through investment in public awareness campaigns. This is particularly 
important for groups of survivors who are underrepresented at SARCs and experience barriers to 
accessing them. NHSE made efforts to address this problem with a campaign in 2022 targeting specific 
groups including black and Asian women, men, and survivors from lesbian, gay, bisexual, transgender 
and/or queer (LGBTQ+) communities with a focus on youth across these groups. A broader campaign 
was also run in South-East England targeting all ages.
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Strengths and limitations
The study’s originality resides in the breadth of the experiences brought to bear on questions about the 
role and effectiveness of SARC services, with input from 35 SARC professionals and 37 stakeholders 
outside of SARCs as well as the voices of 293 survivors who have accessed 21 SARCs in England. While 
prior work49–52 has explored aspects of the work captured, this study benefited from the large-scale 
nature of data collection which allowed triangulation of experiences of multiple informants. There were 
important gaps in representing those inside SARCs (medical examiners). The study also lacked GPs 
and social workers, two professional groups that are integral to early intervention in sexual violence 
and abuse.

Implications for health care

Enhancing the visibility of SARCs among professionals
The findings highlight the need for awareness-raising work to be continued and further developed, 
in reaching survivors across all parts of England. However, gaps in awareness of SARCs, specifically 
highlighted in GPs, critically need to be addressed. For example, current heavy GP workloads may 
mean that more traditional methods of awareness raising in professional groups at a local level will 
not be effective. Instead, more thought should be given to developing collaborative relationships at 
higher levels (e.g. Integrated Care Boards, British Medical Association, General Medical Council, Royal 
College of General Practitioners), with a clear pathway to facilitating GPs and SARCs to develop local 
collaborative relationships. In summary, survivors need to be able to make informed and empowered 
choices about their crisis care and thereafter. Professionals being able to signpost survivors to SARCs 
provides survivors the option to benefit from specialist knowledge and referral pathways, at minimum. 
Our findings also suggested that the physical visibility of SARCs needs further attention, for example, 
Walker et al.47 recognised a need to balance accessibility and discretion in locating SARCs.

Valuing and developing collaboration
In other words, strong collaborative relationships between SARC staff and other agencies translated 
into high-quality care and support for survivors. As highlighted in the National Service Specification, 
SARCs are a mainstream provision, linked to other care pathways and must achieve strong partnerships 
across health and social care, the specialist sexual violence and abuse services in the voluntary sector 
and the CJS. However, the effectiveness of this collaboration and partnership was affected by two 
issues. Firstly, the nature of relationships between SARCs and their partner organisations frequently 
relied on individual relationship building. Bronstein highlights personal characteristics as a factor that 
can strengthen inter-professional collaboration, where professionals who view each other with trust, 
respect, understanding and engage in informal communication can engage in much more successful 
collaborations.48 We interviewed many professionals who exemplified this good practice, in the way 
in which they worked with other individuals. This translated into effective and efficient working that 
assisted over-burdened service delivery. However, the sustainability of these benefits is threatened 
by staff changes. Decision-makers may want to consider how relationships between agencies can be 
developed sustainably.

Secondly, inefficient information sharing substantially increased the workloads of professionals. There is 
a need for significant financial investment which simplifies information sharing. uncovered a bestWhile 
it is unlikely that a simple solution exists, decision-makers need to consider how IT interfaces between 
organisations could be facilitated and also promote reflection on/reviews of referral pathway processes 
that may be unnecessarily complex. This is particularly key given that it has an impacton survivors when 
their care is disrupted, delayed or stopped due to issues with information sharing.

The commissioning process for SARC staff and the contracting of SARC services (and services in 
the wider sector) did not always support staff to collaborate effectively. We consider that a secure 
workforce should be an aim for commissioners in this area. Our work has not uncovered a best practice 
model to achieve this (e.g. one SARC model of staffing that should be promoted), and we also recognise 
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that commissioning processes and local existing services means that it is not practical to recommend 
wholesale change of commissioning processes. However, at a local level, two key aims should be 
focused upon. The first is that commissioning should be undertaken more collaboratively across all 
relevant sectors (e.g. public health, criminal justice, local government) so that there is more coherence to 
the way in which services are contracted across local regions. Secondly, commissioners and integrated 
care boards should review these structures, and specifically, the processes between organisations with a 
view to simplification and to reduce barriers that aggravate workloads.

Recommendations for research
Given the gaps in including informants from social work and general practice, future research could 
examine the specific challenges these professional groups perceive in participating in a community 
response to sexual violence and abuse. Furthermore, while this research has identified excellent practice 
in relation to collaboration, continued research attention is needed to evaluate these practices to ensure 
that this captures the complexity of how SARC services are delivered both nationally and internationally. 
Overall, we hope to have highlighted the dedication and creativity of staff delivering client-centred care 
and support in the SAAS sector, which was reflected in survivors’ experiences of high standards of care 
across the sector.
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Chapter 5 Health and well-being of survivors 
after accessing sexual assault referral centres

Some text in this chapter has been reproduced from O’Doherty et al.63 This is an Open Access article 
distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license, 

which permits others to distribute, remix, adapt and build upon this work, for commercial use, provided 
the original work is properly cited. See: https://creativecommons.org/licenses/by/4.0/. The text below 
includes minor additions and formatting changes to the original text.

Background

A cohort study formed a key part of the evaluation of SARCs. It is the most comprehensive study of 
health and well-being in a British SARC population, being the first to follow up health and well-being 
outcomes in adult cohort, and is one among the small number of prospective longitudinal studies 
internationally involving survivors of rape, sexual assault and abuse.12,64,65 It takes access to SARCs as the 
starting point for the cohort. It aims to describe the health and service use journeys of survivors in the 
year after SARCs and examines how the mental health needs of survivors were met in voluntary sector 
and NHS settings. The study uses a multilevel modelling framework to explore risk factors for burden 
of PTSD symptoms at baseline and reduction in symptoms during the year after, to determine whether 
SARC service models and subsequent care influence outcome and to identify whether participant-level 
factors moderate outcome.

Methods

Study design overview
The study design and methods have been published in a protocol study.63 This was a cohort study of 
mental, physical, sexual health and cost outcomes over 1 year in adult survivors of rape, sexual assault 
and abuse who had received care through SARCs in England. Quantitative measures were implemented 
at baseline (≥ 4 weeks after index SARC access) and at 6 and 12 months post baseline. The study also 
gathered qualitative responses at each time point related to quality of care. Recruitment commenced in 
September 2019 and the last 12-month interview was conducted in December 2022.

Changes to protocol
The main deviation from the protocol (V3.3)22 is that loss-to-follow-up was even greater than 
anticipated. We interviewed only 223 people at 12 months instead of the projected 270 people. We 
did, however, reach the target sample size at baseline. Our cohort underwent several changes before 
V3.3 to cope with challenges to recruitment and these are tabulated in the study protocol. Briefly, the 
most significant amendments to our original protocol were reduction in the target sample size from 750 
to 338 and reduction in the follow-up of 2 years to 12 months (each due to the difficulties reaching a 
trauma population). The COVID-19 pandemic triggered a change in inclusion criteria: eligibility no longer 
required service users to present in person at SARC services, and we also began to admit self-referrals 
into the research (as opposed to requiring referral by a professional). Early consultations with our SSC 
and LEG (see Chapter 2) after the study launch led to additions/changes in measures; for example, 
we added assessments of eating problems, suicidality, self-harm, drug use and capability. We also 
changed the minimum age for entry into the cohort study from 16 to 18 years because care pathways 
are different for those under 18 years, and it was seen as a better approach to focus on young people 
separately (see Chapter 7).

https://creativecommons.org/licenses/by/4.0/
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Sampling, recruitment and procedures
Using data supplied by NHSE and based on our process evaluation study (see Chapter 4), we divided all 
SARCs in England into strata based on service delivery model, size and level of integration of services. 
Next, we randomly selected sites from strata and approached them to participate. In line with our 
planned site recruitment, 15 SARC sites joined the research. We also recruited 22 of their onward 
referral partners, mainly ISVA services, because the primary recruitment model relied on referral of SARC 
service users to research by ISVAs. The requirement to recruit this number of SARC referral partners was 
unanticipated; we intended to have more of the major SARC sites nationally where ISVAs are employed 
by SARCs and deliver care on-site and therefore make referral to the research more seamless. However, 
several of these sites were already participating in another NIHR-funded study.66

Recruitment of individuals was undertaken in three phases; the first involved SARC staff screening 
service users for eligibility. People were considered eligible if they were service users at SARC, aged 
≥ 18 years and had presented in person at any of the 15 participating sites. After 23 March 2020, the 
research welcomed survivors who accessed SARC services remotely as well as self-referrals, these being 
participants who had not necessarily accessed one of the originally recruited 15 SARC sites. The main 
implication of this was that we could not collect service use data about participants from those sites; 
in most cases, we asked the participants for the information, where appropriate and safe to do so (e.g. 
What date did you access the SARC? Who was the perpetrator of the offence?).

Returning to the main model of recruitment, people were excluded by services if, in exercising their 
own judgement, the responsible member of SARC staff conducting screening anticipated a service user 
may be too unsafe to participate or may encounter difficulties in providing informed consent due to 
severe mental health, cognitive or learning problems. We also excluded those who were incarcerated, as 
conducting follow-up assessments in prisons was outside the scope of the project.

Sexual assault referral centre staff completed a screen form for all those aged ≥ 18 years presenting to 
the service, recording basic demographic data, and offence and referral characteristics and indicating 
whether the person was eligible or not, with any reasons for exclusion indicated. These screen forms 
were assigned a study identification number, containing no identifying information, and passed onto the 
project team to provide an indication of the characteristics of the pool of service users pre-enrolment. 
SARCs routinely refer on to other agencies, and nearly all survivors are offered access to ISVAs; thus, 
our approach was to train ISVAs (working inside SARCs and in the voluntary sector) to invite their clients 
referred from SARCs to consider joining the research. We co-produced recruitment materials with 
our LEG (e.g. video),67 which the ISVAs shared with their clients. ISVAs gained consent to pass on the 
person’s name and phone number and preferences for safe/convenient contact to the research team. 
Study identification numbers were passed on not only from the SARC to the research team but also 
from the SARC to ISVA services. Thus, when a person consented to be in the research, we were able to 
link the person to the service data we held. This minimised the number of questions (including sensitive 
questions) that we needed to ask. A trained project team member established contact within 1 week of 
receiving the consent from the ISVA or SARC or in a small number of instances, other recruited sites/
settings such as sexual health, and contact was made in line with service users’ preferences. Once 
contact was made by the research team, we followed our recruitment and safety protocols, explaining 
the study purpose and gaining full consent (see Chapter 2). When consent to participate was established, 
baseline data were collected and the person was enrolled in the cohort study. Follow-up was undertaken 
according to participants’ preferences 6 and 12 months after the baseline interview.

Sample size
The primary outcome of interest for evaluating service user journeys after accessing a SARC was PTSD, 
measured using the Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5).68 Our interpretation of 
models based on the PCL-5 focused on what constitutes a minimal clinically important difference (MCID) 
for PTSD. Stefanovics et al. concluded that differences of approximately 0.5 of a standard deviation 
(SD) could be deemed clinically important both cross-sectionally and for within-person change.69 As 
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this study involved neither randomisation nor placebo control, the analyses focused on changes in 
PTSD symptoms between baseline and follow-up. We considered the recommendations of Stefanovics 
et al. in terms of quantifying the change-score group-difference we would expect that separates an 
effective treatment from an ineffective one. Based on guidelines,68 we anticipated this MCID of 0.5 SD 
to approximate to a 10-point difference on the PCL-5 change-score; however, Stefanovics et al. propose 
that an SD-based approach is more robust, and we also recognised that the magnitude of change on the 
raw-scale metric would be influenced by the length of time between baseline and follow-up. To allow 
for four levels in a predictor variable (e.g. four types of SARC service provider); up to 10 covariates; two 
time points; an expected small-to-moderate Cohen’s f, which corresponds to the MCID for our primary 
outcome variable; and an α error probability of 0.05, 270 participants were required at study completion 
to achieve a power (1−β error probability) of 0.90. Based on previous studies,64,65 our pilot research and 
early patterns of recruitment and retention, we estimated attrition at 20% by the 12-month follow-up, 
requiring a baseline target of 338 individuals. Participants who did not complete a 6-month follow-up 
were still eligible to complete 12-month follow-up measures.

Data collection and outcomes
The form used by SARC staff to screen service users for the research provided initial data on gender, 
age, ethnicity, offence characteristics including nature of the relationship to the perpetrator and time 
since the offence occurred; referral into SARC and indicators of vulnerability at the point of service 
access (e.g. history of mental health problems, disability, substance use). At baseline, we collected 
additional detailed sociodemographic information. Baseline data were gathered using computer-assisted 
telephone interviews by staff trained in survivor-centred research practice (see Chapter 2). We enquired 
about adverse childhood experiences (ACEs) using the World Health Organization’s ACE International 
Questionnaire, which measures exposure to 13 adverse experiences under the age of 18 years.70 We 
screened for lifetime intimate partner violence as well as in the year up to baseline using the Afraid/
Controlled/Threatened/Slapped or physically hurt Screening Measure tool.71 All other measures applied 
at baseline focused on standardised timeframes and were used to assess change in survivors’ health 
and well-being journeys over the year period (see Table 2). Sexual health will be reported elsewhere. 
Our approach to measuring costs is outlined in the economic evaluation (see Chapter 6). After enquiring 
about service use at each timepoint, we asked participants to rate the extent to which four different 
sectors/services (SARC; voluntary sector; NHS; policing and justice) had been beneficial, neutral or 
harmful to their health and well-being using a scale that extended from minus 100 (maximum harm) to 
plus 100 (maximum benefit).

Qualitative methods
In addition to the quantitative measures and scales indicated above, interviews also included open-
ended questions about participants’ experiences of care and support in the context of four different 
sectors. This produced an extensive longitudinal qualitative data set to complement the quantitative 
data. One of the study aims was to explore how survivors experienced mental health care in the NHS 
compared to the voluntary sector. As there was so much overlap and movement of participants between 
voluntary and statutory mental health services, it was not possible to examine this aim quantitatively. 
Thus, we applied Braun and Clarke’s Reflexive TA approach56–58 (see Chapter 4) to examine our 
longitudinal qualitative data set.

Statistical methods

Descriptive and unadjusted analyses
Baseline sociodemographic, offence and trauma-related characteristics for the sample were summarised 
using means and SDs for continuous variables and using ns and proportions for nominal and ordinal-
level variables. Using the chi-squared test of independence and the independent t-test, we assessed for 
any differences in the baseline characteristics between participants who were lost to follow-up from the 
study at 12 months and those who were retained. We also calculated the levels for the main outcome 
measures for the three time points, tabulated using means and SDs for continuous variables and using 
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ns and proportions for categorical variables. Paired-sample t-tests were used to examine within-group 
differences in PTSD levels between baseline and the first year. Cohen’s d was calculated to establish 
effect size. It is calculated based on the difference between two mean values and expressed in SD units 
to determine how many SDs lie between the two mean values. We used boxplots to represent the data 
on harm and benefit of services for four different sectors. SPSS V28 (IBM Corporation, Armonk, NY, 
USA) was used to conduct all descriptive analyses.72

A multilevel modelling framework
Unless otherwise stated, risk factors (and auxiliary variables) were selected from the baseline wave of 
data collection (see Box 2).

Our research focused on exploring risk factors for PTSD symptoms measured at baseline and reduction in 
symptoms during the year following the baseline assessment. Because of the repeated-measures nature of 
these data, with up to three measurements for each participant, we employed linear mixed-effects models 
to describe heterogeneity in longitudinal patterns of change. Therefore, we used the lme() function from 
the nlme package73 in R statistical software (The R Foundation for Statistical Computing, Vienna, Austria)74 
using Rstudio75 (see Report Supplementary Material 1). A mixed-effects model partitions variance in PTSD 
symptoms into within-participant and between-participant variances. Fixed effects describe the average 
pattern of change in symptoms across the year (typically a linear or more complex polynomial), while random 
effects represent variation around this population mean trajectory – for instance, the extent to which a 
particular individual aligns with higher- or lower-than-average at baseline (intercept variability) and observes 
a reduction in symptoms at a slower or faster rate than the average for the sample (slope variability).

Following the estimation of the unconditional model described above, we incorporated a succession of 
risk factors to determine whether each, in turn, was associated with either intercept or slope differences. 
For this, we focused on the maximal sample of those participants providing any PCL-5 data at any wave. 
We fit a univariable mixed-effects model for each risk factor. By introducing a main effect of each risk 
factor as well as an interaction between this factor and time, we derived parameters for both baseline 
symptom level and symptom change. Parameters represented mean differences in each quantity for 
categorical risk factors, and a symptom difference for a 1-unit increase in X for any continuous risk 
factors (e.g. total ACE score). As multi-category risk factors could yield a large number of separate 
parameters in these models, we used Wald tests to produce a pair of Omnibus tests – one representing 
the null hypothesis for a lack of association between X as a whole and the baseline symptom level, and 
the other for the association between X and the slope.

BOX 2 Variables used in the analysis

1.	 Organisational level:
a.	 ISVA (SARC or non-SARC).
b.	 Type of SARC (charity-led/police-led/NHS-led/private sector).

2.	 Service experience:
a.	 Service utilisation (not only baseline).
b.	 Perceived harm/benefit of policing and justice response (not only baseline).
c.	 Status of criminal justice proceedings at baseline (open case/self-closed/police-closed).

3.	 Characteristics of the individual and factors relating to the offence:
a.	 Burden of ACEs (count variable).
b.	 Long-term mental health problems (yes/no).
c.	 Time between trauma and visit to SARC (up to 10 days/11 days to 1 year/1 year or longer).
d.	 Perpetrator type (relationship, if any, between victim and perpetrator) [partner/childsexual abuse (CSA)/

acquaintance/stranger/other – refers to perpetrator as person in position of authority or other family 
perpetrator, but not CSA or partner].

e.	 Educational attainment of survivor (< A-level/A-levels/> A-levels).
f.	 Financial problems – ease with which participant could find £100 (impossible/difficult/not a problem).
g.	 Inability to work, for example, due to disability (yes/no).
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Each of the risk factor models mentioned above was subsequently subjected to two covariate 
adjustments. Firstly, we adjusted for any baseline auxiliary variable that was found to be related to either 
dropout or the timing of the post-baseline data collection waves. These comprised (1) religion (yes/
no), (2) sex (male/female), (3) ethnicity (white/global majority) and (4) sexual orientation (heterosexual/
other). Secondly, for all participant-level characteristics, we further adjusted for two organisational-level 
variables, namely ISVA type and SARC type.

Diagnostics/reflections on bias
Model diagnostics were used to determine the adequacy of fit of the chosen mean-trajectory by 
comparing observed and predicted values form the model. QQ plots enabled us to assess the adequacy 
of the normality assumption, which pertains to both level-2 random effects and level-1 occasion level 
residuals. In addition, we were mindful about two aspects of the data that might lead to bias, and we 
have described our approach to these aspects (see Report Supplementary Material 1).

Results

Characteristics of the setting and flow of participants through the study
Overall, 337 people were recruited into the cohort study. It was later determined that two of these 
individuals, referred into the research by ISVAs and participating up to the 12-month interview, had 
not actually accessed a SARC; their data were excluded from analyses. Figure 3 shows the flowchart 
forparticipants in the different stages of the study commencing with screening for eligibility at SARCs.

The sample of 335 people had accessed care at 21 different SARCs featuring all four of the models of 
service delivery under investigation: 67 participants (42%) had attended or otherwise accessed care 
from a SARC led by private sector companies (10 sites); 115 (34%) accessed care at NHS-led SARCs (five 
sites); 139 participants (20%) had accessed a police-led SARC (four sites); and 14 participants (4%) had 
accessed charity-led SARCs (two sites). Six of these sites (affecting experiences of 141 service users) 
had integrated ISVA services, whereas accessing any of the other 15 SARCs (affecting 194 service users) 
would have required service users to utilise ISVA care in settings external to the SARC (usually charity 
sector, but we did have some ISVA services located in sexual health).

There was a high variability in the cluster sizes (i.e. the number of participants linked to each of the 
21 sites) ranging from 1 to 104, with an average of 16. This variability was due to varying levels of 
commitment to the research by SARCs but mainly, by the ISVAs on whom we relied for referrals. 
Occasionally, a participant self-referred to the research (n = 8), and for one of these individuals, the 
SARC they attended had not been formally recruited into the project, thus adding a site. Another 
situation arose when an ISVA referred a person in the usual manner, but we determined that the 
person had actually accessed a SARC in a different geographic location (i.e. location of the offence/
reporting). Five individuals joined the study in this way, generating five additional SARC sites. Thus we 
had 21 regions/sites altogether, six of which were generated through service users joining rather than 
the team recruiting the SARC and its referral partners first. The most effective model from a research 
recruitment perspective was a committed ISVA team co-located at the SARC. The perception in the 
charity sector that the research was only concerned with SARC practice and related outcomes may have 
been a barrier to engaging with the project. All agencies were remunerated for recruitment (on a per-
client-referred basis).

There was a high degree of variability across the sample in the period between a person’s access to 
a SARC and participation into the study. For 8% of the sample, a year or more had lapsed since they 
attended SARC. Given how difficult it is to involve people from a trauma population in research, 
especially observation research, we had not applied an upper limit on time since SARC access. The 
duration range was 3 days (for a person who had accessed SARC 3 days earlier for a video-recorded 
interview) to 5 years (for someone who self-referred to the research). The median duration was 
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104 days, which was more in line with what we anticipated at the outset, considering most people not 
being approached at the SARC, waiting for them to be referred to an ISVA service, and for the ISVA to 
introduce the research at a time they felt was appropriate for their client. Then, it took some time for the 
research team to undertake the baseline interview.

The first baseline interview was conducted on 18 September 2019, and the final person was recruited 
on 3 November 2021; the final 12-month follow-up was conducted on 21 December 2022. Baseline 

Service users screened for 
eligibility at SARCs or ISVA 
services 

N = 2594 

Self-referrals into study n = 8 

Total screened = 2602 

Excluded 

115 survivors were ineligible = 115 

Eligible but not recruited 

Not reached (ISVA stage) = 1677 

Declined to participate (ISVA stage) = 196 

Not reached (researcher stage) = 219 

Declined to participate (researcher 
stage) = 58 

Total recruited into study 

N = 337 (335 eligible) 2 cases excluded from analysis 

12 survivors withdrew (4%) 

Do not want to revisit the past = 6 

Too busy = 2 

Mental/physical health too poor = 1 

No reasons provided = 3 

99 survivors were lost to follow-up 

6-month interviews 

N = 224 (67%) 

18 survivors withdrew (5%) 

Do not want to revisit the past = 3 

Too busy = 4 

Mental/physical health too poor = 4 

No reasons provided = 7 

83 survivors lost to follow-up 

12-month interviews 

N = 222 (66%) 

FIGURE 3 Flow of participants through different stages of the MESARCH cohort study.
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interviews took, on average, 1 hour 21 minutes (range: 30 minutes to 3 hours 10 minutes), and most 
of them were conducted as computer-assisted telephone interviews. The average duration of 6- and 
12-month interviews was 67 (range: 20–135) and 64 (range: 15–120) minutes, respectively.

At 6 months, we reached 224 participants, and at 1 year, we reached 222 participants. Thus, overall, 
the study lost a third of the sample at each time point. However, some individuals not interviewed at 
6 months did participate again at 12 months. While we had high levels of loss-to-follow-up at both 
follow-up time points, intentional withdrawal from the study was low at 9% (see Figure 2 for explanations 
on why people exited the study). We recorded one adverse event (see Appendix 1, Table 22).

Characteristics of the sample
Baseline characteristics of the total group of participants who accessed SARCs are presented in Table 1. 
At the time of the baseline interview, participants were aged 18–75 years; 50% of the sample was aged 
18–29 years, with one in five participants aged ≥ 45 years. Women constituted the majority of the 
sample. Overall, 28 men were included in the study; no participants were transgenders, and five people 
were non-binary or gender-fluid. Overall, 15% of the sample identified as having an ethnic or cultural 
background other than ‘white’ and included people of dual heritage. Ninety-three per cent of the sample 
was British, and 95% were residents of the UK. A third had a religious affiliation, that is, Christianity 
(76), Islam (8) and other religions or beliefs (24). The sample was diverse on indicators of deprivation or 
opportunity: just under half of people were working full- or part-time and around a half had no financial 
difficulties. Five per cent of people were in supported accommodation or living in an unstable housing 
situation. Forty-five per cent of participants (152) had children aged under 18 years.

TABLE 1 Baseline sociodemographic, trauma burden and offence characteristics (N = 335)

Total (n = 335)a
Retained 
(n = 222)

Lost to follow-
up (n = 113) p-value

n (%) or mean (SD)

Age, in years 32 (11) 33 (12) 32 (11) t (331) = 0.668, p = 0.504

Women (cis-gender) 302 (90) 198 (89) 104 (92) X2 (1, N = 335) = 0.683, p = 0.446

Sexual identity is heterosexual 248 (74) 158 (71) 90 (80) X2 (1, N = 335) = 2.797, p = 0.94

Racially minoritised groups 50 (15) 34 (15) 16 (14) X2 (1, N = 335) = 0.79, p = 0.779

 Dual or mixed heritage 17

 Black 16

 Asian 10

 Chinese 3

 Other ethnicities 4

Divorced or separated 70 (21) 46 (21) 24 (21) X2 (1, N = 335) = 2.797, p = 0.94

Education to A-level or above 220 (66) 148 (67) 72 (64) X2 (1, N = 335) = 0.289, p = 0.591

Earnings as main source of income 156 (47) 109 (49) 47 (42) X2 (1, N = 335) = 1.696, p = 0.193

Not in work 98 (29) 55 (25) 43 (38) X2 (1, N = 335) = 6.38, p = 0.012

Unable to work due to illness or 
disability

74

Looking for work 24

High economic disadvantageb 57 (17) 29 (13) 28 (24) X2 (1, N = 335) = 7.279, p = 0.007

continued
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Total (n = 335)a
Retained 
(n = 222)

Lost to follow-
up (n = 113) p-value

Longstanding disability/illness limits 
activity

153 (46) 106 (48) 47 (42) X2 (1, N = 335) = 1.143, p = 0.285

Long-term mental health problems 149 (45) 107 (48) 42 (37) X2 (1, N = 335) = 3.689, p = 0.055

Ever attempted suicide 140 (53) 89 (50) 51 (61) X2 (1, N = 263) = 2.775, p = 0.096

Ever self-harmed 161 (61) 112 (62) 49 (58) X2 (1, N = 266) = 0.247, p = 0.619

Offence characteristics

Access to SARC

 Within 10 days of sexual assault 147 (44) 90 (41) 57 (51) X2 (2, N = 334) = 3.583, p = 0.167

 �> 10 days but within 1 year of 
assault

82 (25) 56 (25) 26 (23)

 > 1 year since the sexual assault 105 (31) 76 (34) 29 (26)

Offence/perpetrator

 CSA 43 (13) 29 (13) 14 (13) X2 (4, N = 329) = 2.543, p = 0.637

 IPV 82 (25) 54 (24) 28 (26)

 Acquaintance 129 (39) 87 (39) 42 (39)

 Stranger 61 (19) 39 (18) 22 (20)

 Otherc 14 (4) 12 (5) 2 (2)

Forensic medical exam at index visitd 126 (38) 75 (34) 51 (46) X2 (1, N = 332) = 4.128, p = 0.042

Status of case

 Conviction of the perpetrator 1 (< 1) 1 (< 1) 0 X2 (1, N = 334) = 0.106, p = 0.745e

 Live investigation 187 (56) 122 (55) 65 (58)

 Not reported or support withdrawn 82 (25) 55 (25) 27 (24)

 Case closed by police or CPS 64 (19) 43 (19) 21 (19)

Trauma history

 4 or more ACEsf 259 (77) 174 (78) 85 (76) X2 (1, N = 334) = 0.264, p = 0.607

 Exposure to contact CSA (ACE)g 189 (60) 131 (62) 58 (57) X2 (1, N = 313) = 0.784, p = 0.376

 Witnessed IPV in childhood (ACE) 167 (51) 106 (48) 61 (55) X2 (1, N = 330) = 1.552, p = 0.212

 Ever IPV (ACTS) 249 (79) 169 (80) 80 (78) X2 (1, N = 315) = 0.175, p = 0.675

 Past year IPV (to baseline) (ACTS) 108 (34) 67 (32) 41 (40) X2 (1, N = 314) = 1.989, p = 0.158

ACTS, Afraid/Controlled/Threatened/Slapped or physically hurt Screening Measure; CPS, Crown Prosecution Service;  
IPV, intimate partner violence.
a	 Some denominators may vary due to missing data.
b	 Has no access to funds in an emergency.
c	 ‘Other’ refers to perpetrators who were people in positions of authority and other family members (not CSA/not IPV).
d	 The index visit was the service access date recorded for purposes of the research.
e	 Groups collapsed into live investigation and conviction versus other groups.
f	 The ACE International Questionnaire measures 13 ACEs.
g	 Twenty-two cases missing from denominator where participants asked to skip items about CSA and when it was 

inappropriate to enquire.

TABLE 1 Baseline sociodemographic, trauma burden and offence characteristics (N = 335) (continued)
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Poor mental health was highly visible in the sample. ‘Long-term mental health problems’ (see Table 1) 
reflects the proportions of participants identified by SARC or ISVA services as having a pre-existing 
mental health problem or condition at the time they accessed SARC. If this was missing at referral, we 
obtained it in the interviews based on medication and psychiatric histories. The proportions for ever 
having attempted suicide or self-harmed were similarly high at 53% and 61%, respectively. Eight per 
cent of the sample had attempted suicide in the month before the interview, and 16% self-harmed in 
that period. It is noteworthy that nearly 70% of those with longstanding illness or disability that limited 
activity also had long-term mental health problems.

In terms of offence characteristics, 13% of participants had reached the SARC for help after exposure to 
sexual abuse during childhood; a quarter of people wanted to seek help for sexual violence perpetrated 
by partners or ex-partners; and the majority (60%) of people in the study sought help after assault by 
strangers or acquaintances. Only under 5% had been victimised as adults by family members other than 
partners or by persons in positions or trust or authority. While most people reached SARCs through 
referrals by the police, over a fifth of participants had contacted SARCs themselves. The rest of the 
referrals were by the charity/voluntary sector (6%) and a small number from general practice, sexual 
health, mental health, education and social services.

The burden of trauma across the life course is summarised in Table 1. The mean number of ACEs was 6 
(range: 0–13) across the 334 participants who answered the questions, and nearly four-fifths indicated 
exposure to four or more adverse experiences. As indicated above, more than 13% of people sought 
help in relation to CSA; however, our research found that more than half of the sample had exposure 
to contact sexual abuse in childhood. Exposure to domestic abuse in the household during childhood 
was another commonly endorsed ACE, affecting half the sample. Nearly 80% told us they experienced 
domestic abuse at some point in adulthood including a third in the year up to baseline. We examined 
whether individuals retained (n = 222) and lost (n = 113) at the 12-month follow-up differed on any 
of the baseline characteristics. A greater proportion of those lost to follow-up were out of work than 
those who were retained. Table 2 presents the mean levels on the various assessments of health and 
well-being in the sample at each time point. For our primary outcome measure, that is, the PCL-5, 71% 
of participants had scores above the cut-off of 33 for ‘probable PTSD’ at baseline. This rate persisted 
at 6 months (69%) before reducing to 55% at 12 months. This reflected a mean difference (reduction) 
of 9 points on the PCL-5 [95% confidence interval (CI) 6.6 to 11, Cohen’s d = 0.53] equating to a MCID 
change based on the guidance used for the study. Although there were trends towards better health 
across the measures, the most visible change was on PTSD. Modelling of changes on other outcomes 
will be reported elsewhere.

Direct assessments by survivors about quality of care

Survivors’ assessments of harm and benefit of different sectors for meeting the 
needs of survivors
The research identified levels of harm and benefit derived across sectors in relation to meeting health 
and social care needs after sexual violence and abuse. Overall, there was no difference in participants’ 
evaluations of benefit and harm between the SARCs and voluntary sector (see Table 3).

The figures below provide further insight into the distribution of participants’ scores. We have presented 
median scores given the non-normal distribution of people’s responses. The median score is visible 
in the figures by the black horizontal line, indicating that 50% of the ratings lie above the line and 
50% below it. In Figure 4, half the participants rated SARC care above 90 on our scale, with only four 
people of 292 rating SARCs as having harmful effects. Similarly, participants rated the voluntary sector 
positively, with 50% of people having a score of  > 90, and 11 people identified harm (see Figure 5). The 
ratings by survivors for the responses by the NHS and policing were extremely polarised. For NHS care, 
half of the scores were rated above 75, which indicates many people gained a high degree of benefit; 
however, 15% of observations were experienced as ‘harmful’ to survivors (see Figure 6). With regard 
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TABLE 2 Outcomes, tools and changes in health and well-being over time

Outcome Measure

Baseline 6 months 12 months

N Mean (SD) or n (%) N Mean (SD) or n (%) N Mean (SD) or n (%)

Post-traumatic stress 
disorder (PTSD)

PCL-5a (Weathers et al.)68 329 44.0 (16.7) 224 41.0 (16.6) 222 35.0 (17.3)

Quality of life World Health Organization Quality of Life Scale (WHO QoL-BREF)b (Skevington et al.)76

 Physical 329 54.9 (21.7) 224 54.3 (22.0) 220 58.4 (22.4)

 Psychological 329 43.4 (21.0) 224 48.2 (19.2) 220 49.7 (18.7)

 Social 327 58.5 (24.0) 224 59.3 (23.3) 219 64.3 (23.4)

 Environmental 329 66.2 (18.0) 223 63.4 (17.2) 220 67.0 (16.6)

Depression Centre for Epidemiological Studies Depression 
Scale Revised (CES-D)a (Cole et al.)77

322 16.8 (7.1) 217 15.2 (7.3) 216 15.2 (6.9)

Alcohol use Alcohol Use Disorders Identification Test 
(AUDIT)a (Bush et al.)78

319 3.4 (2.9) 307 3.2 (2.9) 210 3.0 (2.9)

Drug use Drug Use Disorders Identification Test 
(DUDIT)a (Berman et al.)79

316 3.0 (6.4) 308 2.9 (6.5) 210 3.2 (7.5)

Eating problems 
(binge eating)

Binge Eating Disorder Screener-7 (BED-7) 
screen (Herman et al.)80

311 79 (25.4%) 201 45 (22.4%) 202 42 (20.8%)

Eating problem 
(anorexia/bulimia)

SCOFF screen (Morgan et al.)81 312 108 (34.6%) 106 52 (49.1%) 93 47 (50.5%)

Anxiety Generalised Anxiety Disorder-7 (GAD-7)a,c 
(Spitzer et al.)82

208 11.0 (5.7) 206 10.4 (5.5)

a	 Higher scores signal worse health.
b	 Higher scores signal better health.
c	 Data not collected at baseline to minimise burden.
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to police and justice, 50% of responses were rated above 50, suggesting many people found benefit 
through their experience of interacting with the police (see Figure 7). However, a quarter of survivors 
rated the police and justice response as harmful.

Survivors’ assessments of care for mental health in the NHS and voluntary sector
One of the aims of the study was to explore how survivors fared in the NHS compared to the voluntary 
sector in having their mental health needs met. As there was so much overlap and movement between 

TABLE 3 Harm and benefit of care and support across sectors

Types of services accessed/counted
Number of 
respondentsa Minimum Maximum Median Mean SD

Sexual assault 
referral 
centres

Immediate remote and in person crisis 
care, forensic services, sexual health 
care, emergency contraception and 
pregnancy testing, referrals to (on-site 
or off site) ISVAs and other services, 
some aftercare and follow-up

292 −100 100 90 75.6 33.6

Policing and 
justice

Any contact about the case with police 
officers, CPS, HM Courts and Tribunals 
Service

270 −100 100 50 29.6 68.3

Voluntary 
sector 
services

ISVA care provided through the 
charities, brief and long-term counsel-
ling services, support groups, domestic 
violence services, drug and alcohol, 
helplines people may have accessed 
over the course of the study period

264 −100 100 90 72.0 40.9

NHS care GP and other primary care, IAPT, sexual 
health, crisis and community mental 
health, A&E, in-patient care, psychiatry

257 −100 100 75 51.9 56.1

A&E, accident and emergency; CPS, Crown Prosecution Service;  IAPT, Improving Access to Psychological Therapy. 
a	 With the exception of SARC, which was most appropriately rated by participants at baseline, sector scores represent 

participants’ responses in the 6-month interview. In cases where 6-month data were absent, these scores were 
supplemented by 12-month and baseline data.
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voluntary and statutory mental health services, it was not possible to examine this quantitatively. 
The findings described above provide some context to this question, already highlighting widespread 
satisfaction with care from the voluntary sector. We observed that many participants also had positive 
opinions about the NHS, with nearly half of the people gaining considerable benefits. However, 
harm was more apparent in this context. Barriers to accessing mental health care receive attention in 
Chapter 8. Here, the research focuses on people’s feedback about specific aspects of mental health care, 
comparing two highly distinct settings.

With regard to counselling interventions in the voluntary sector, following the pattern for the sector 
overall, the majority of participants were positive about mental health care. They reported it as helpful 
in improving how they were feeling, and they were provided tools and techniques for coping with and 
managing symptoms, which contributed to their recovery:
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[Counselling] teaches me how to control emotions I get, how to handle them, how the brain works, 
mindfulness and different things you can do to help yourself. I felt like I was being understood and not like 
I had anything to be ashamed of. I didn’t appreciate anything about myself; I get a lot more good days, 
she’s definitely made a massive difference. I can’t thank her enough, I really appreciate it.
I have one session a week, I think we’ve done about 8 sessions – the transformation has been very quick. 
I had to set aims that I didn’t think would happen, the aims have been low; aims such as walking around 
the neighborhood and being able to sleep without the lights in two weeks. I have always really been afraid 
of the dark. For the last year and half I have slept with the lights on, but now I can sleep in the dark and 
even go for a walk with my dog at night (in safe places).

A variety of therapeutic approaches and personalisation of care was a feature of the mental health care 
offered by the voluntary sector. This participant had a particularly positive experience of art therapy:

It was one of the highlights of my year. I really liked it. Each week we focused on a different medium of art. 
The people who facilitated it [an artist and a counsellor] did it perfectly. They created space for us women, 
for us to gently interact, it wasn’t too much.

The long waiting lists and caps on the number of sessions are barriers to recovery after sexual violence 
and abuse. There were some instances where care had been extended:

I really didn’t want to finish (the counselling) so he gave me 10 more [initially given 10 sessions] which was 
really good.

More commonly survivors could access only a finite number of sessions. Survivors appreciated the 
immediate support, for example, crisis counselling, where it was provided, and interim support, such 
as check-in phone calls, provided while waiting for longer-term support. However, long waiting lists 
to access therapeutic support in the voluntary sector were often mentioned by survivors in addition 
to limited flexibility in appointment times, meaning that some survivors were unable to access timely 
support that fully met their needs:

I’ve rung twice a few weeks ago, was told it would be March this year when I would get counselling but as 
I hadn’t heard anything I called them. They said ‘you won’t get seen until August’. I said ‘someone in your 
organisation told me it would be March’. They said they would get back to me after they had checked, but 
they didn’t. I feel like I’ve waited long enough. I also think they should be flexible with the time of when 
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you end up having counselling so it’s outside of working hours. I wouldn’t want to have to explain why I 
need to take 2 hours off [counselling time and travel time] each week to my boss. They should be flexible.

Experiences of mental health care from the NHS were more mixed. There were many participants who 
had positive experiences:

The therapy for PTSD completely changed my life. I don’t break down and cry every day and I can go 
out and not think about it. I could cope with arguments with my partner and not have flashbacks. It just 
means I don’t have flashbacks any more.

However, for other participants, the mental health care they received did not adequately meet their 
needs. Care was experienced as too generalised for survivors of trauma with complex needs:

It is impossible to get the care I need on the NHS and I don’t have money for private. Certain therapies are 
not available. All you get is the short-term: CBT, DIT, EMDR. I tried all of these. Things that could help me 
[Gestalt] are not available and I can’t afford them so I am not going to get the treatment I need.

Participants were often unable to access the mental health care they needed within the NHS, even if 
they were in considerable distress:

I was suicidal and I had plans. They decided I wasn’t in need of any help and closed the case or the only 
support offered was medication.

As with the voluntary sector, survivors also experienced long waiting lists to access therapeutic support 
from the NHS. Of particular concern were the experiences within the NHS of harmful professional 
attitudes that replicated rape myths and re-traumatised survivors. These problematic responses from 
professionals were not reported by participants in relation to the voluntary sector where organisations 
are more likely to be specialised sexual assault services.

Overall, there were positive experiences of mental health care across both sectors and both sectors face 
capacity problems. However, the feedback from survivors suggests that there is greater scope within the 
voluntary sector for providing care that adequately meets the needs of survivors because of the variety 
and flexibility of support provided. Mental health care from the NHS was often too difficult to access or 
was inappropriate for the often-complex needs of survivors (see Chapter 8).

Main model

Missing data patterns and amount of available data
The missing at random assumption, on which the maximum likelihood approach to missing data 
is pinned (not to mention the more ubiquitous multiple imputation), pertains to beliefs about the 
difference between responders and non-responders – something that cannot be refuted using the 
observed data alone. Nevertheless, it can be helpful to investigate relationships between patterns and 
missingness and both model-variables and auxiliary variables. This research uses a string of zeros and 
ones to describe missingness patterns. For example, ‘000’ is attributed to individuals with all missing 
data for PCL-5, ‘110’ is attributed to those who missed the final wave and ‘111’ is attributed to those 
with complete data.

When studying the observed data, we have gatherd some evidence of an association between PCL-5 
score and missingness, but the pattern is far from clear. Our a priori belief might have posited that those 
with more severe symptoms at baseline would be less likely to remain in the study – this is not what the 
data present. For example, Table 4 shows participants who were lost to follow-up after the first wave 
tended to have lower symptom scores rather than higher symptom scores at baseline, and there were no 
overall differences related to the number of measures people completed (see Table 5).
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Unconditional mixed-effects models
Figure 8 shows all available data on PCL-5, with each line representing the observed data from one 
participant. While there is a sense of a downward trend in symptoms across the follow-up period, 
there is substantial heterogeneity in both scores at baseline and the nature of this trend in terms of its 
magnitude and sign. Furthermore, by plotting follow-up data in terms of months-since-baseline rather 
than by wave, there was variation in the timing of subsequent waves, particularly for the final wave.

TABLE 4 Mean and spread of the PCL-5 score by missingness pattern

Missingness pattern n

Wave 1 (0 months) Wave 2 (6 months)
Wave 3 
(12 months)

Mean SD Mean SD Mean SD

111 182 44.6 16.8 40.7 17.0 34.9 16.8

100 72 41.5 16.6 – – – –

101 37 39.8 16.3 – – 35.3 19.3

110 38 49.7 15.5 42.2 14.3 – –

Other 6 – – 54.0 2.7 50.0 25.5

TABLE 5 Mean and spread of the PCL-5 score by number of measurements obtained

Number of measures n

Wave 1 (0 months) Wave 2 (6 months)
Wave 3 
(12 months)

Mean SD Mean SD Mean SD

1 75 41.5 16.6 53.0 2.8 32.0 –

2 76 44.8 16.6 42.5 14.3 36.2 19.7

3 182 44.6 16.8 40.7 17.0 34.9 16.8
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Table 6 shows fixed- and random-effect estimates obtained from a trio of random intercept/slope linear 
mixed-effects models.

When we focused initially on the complete-case sample of 182 participants, we observed an estimated 
mean symptom score of 44.9 points at baseline and an average improvement (i.e. reduction) of 8.5 
points across the 1-year follow-up.

The baseline random effect has a variance of 196.8 (τ00) corresponding to an SD of 14.0 indicating 
that we would anticipate 95% of the participants to have symptom scores between 16.8 (i.e. 44.9 − 
1.96 × 14.0) and 73.0 (i.e. 44.9 + 1.96 × 14.0) at the first wave. The variance in slope is also substantial 
(τ11 = 73.8) corresponding to an SD of 8.6 indicating that we would anticipate 95% of the participants 
to have an improvement in the range of 25.3 to −8.3 across the year of follow-up. The other role of the 
random-effect SDs here is that they link back to the original power calculation and the quantification 
of the MCID. The MCID for symptoms scores at baseline is at 14.0 × 0.5 = 7 points on the PCL-5, and 
the MCID for improvement across the year is approximately 4.25. Finally, it is worth commenting on 
the correlation between the two random effects (ρ01 = −0.31), which is modest in size, and negative. 
Thus, there is a tendency for the variance in score to decrease over time, or in other words, greater 
improvements are observed among participants who entered the study with a greater burden 
of symptoms.

Changes are subtle if we move to the right in the table and introduce the participants who provided 
an incomplete set of PCL-5 measurements. We can observe the average yearly improvement reducing 
slightly to 7.8 points, which is to be expected given the previous observation that participants providing 
one measurement had slightly lower scores at baseline, and the observation above that there is a 
negative correlation between baseline scores and the rate of improvement.

Multivariable models
In the multivariable models that follow, we consider each factor of interest and estimate its association 
with the baseline and change in PCL-5 (i.e. intercept and slope random effects in multilevel-model 
terminology). This is achieved by introducing the risk factor as both a main effect and an interaction with 

TABLE 6 Parameter estimates from unconditional mixed-effects models for repeated data on PCL-5

Predictors

PCL-5 (complete sample) PCL-5 (2 + Measures) PCL-5 (maximal sample)

Estimate 95% CI p-value Estimate 95% CI p-value Estimate 95% CI p-value

(Intercept) 44.9 42.5 to 47.3 < 0.001 44.9 42.9 to 46.9 < 0.001 44.2 42.4 to 46.0 < 0.001

Time year −8.5 −10.6 to −6.4 < 0.001 −8.1 −10.0 to −6.2 < 0.001 −7.8 −9.6 to −5.9 < 0.001

Random effects

 σ2 89.55 90.61 90.68

 τ00 196.75 ID 189.71 ID 189.32 ID

 τ11 73.83 ID.time_yr 79.02 ID.time_yr 78.37 ID.time_yr

 ρ01 −0.31 ID −0.29 ID −0.29 ID

 ICC 0.69 0.68 0.68

 N 182 ID 258 ID 333 ID

 Obs 546 698 773

ICC, intraclass correlation coefficient; N, number of participants in model; Obs, number of observations in model; σ2, 
residual (level 1) variance; τ00, intercept variance (spread at baseline); τ11, slope variance; ρ01, correlation between the 
intercept and the slope.
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time. To aid interpretation, we present parameter estimates in terms of two models – a ‘baseline model’ 
and a ‘slope model’; however, all estimates are obtained from a single linear mixed-effects model with 
the relevant interaction terms.

For all models presented, a series of covariates has been included; however, their own parameter 
estimates are not shown. The primary goal of model adjustment here is to address potential bias 
problems due to variation in the timing of response and loss-to-follow-up. The specific adjustments 
made for each risk factor are listed in the table footnote. Finally, results are shown for the sample of 
participants providing at least one measure of PCL-5 across the three waves. The analysis sample for 
each risk factor varies slightly because of a minor amount of missing data, and this is also summarised in 
the footnote.

Organisational-level factors
There is little evidence here to suggest a relationship between PTSD as measured by the PCL-5 and 
either the type of ISVA or the type of SARC. However, we will describe the information shown in the 
first table (see Table 7) to aid the interpretation of the subsequent tables, which are in the same format.

For the first model (ISVA location) we observed that, on average, survivors who attended a ‘SARC ISVA’ 
were estimated to be 1.8 points lower on the PCL-5 at baseline with a 95% CI from −6.6 points (i.e. 6.6 
points lower) to + 3.0 points (i.e. 3 points higher). In terms of slope, survivors attending a SARC ISVA 
had a 2.6-point greater reduction in PCL-5; however, once again, the 95% CI was wide and the range of 
values consistent with a benefit of ISVA location, a detriment or the null.

It merits mention that, for these models, we are treating the pair of outcomes baseline and slope as 
bivariate dependent variables and that it might be more relevant to condition on the baseline symptom 
level when examining risk factors for change. To facilitate this, we switched over to a structural equation 

TABLE 7 Conditional mixed-effects models for organisational-level risk factors of interest

Predictor

Baseline model Slope model

Estimates 95% CI p-value Estimates 95% CI p-value

ISVA locationa 0.471 0.334

ISVA off-site 0.0 (ref) 0.0 (ref)

ISVA on-site −1.8 −6.6 to 3.0 −2.6 −7.8 to 2.6

Type of SARCb 0.208c 0.445c

Police-led 0.0 (ref) 0.0 (ref)

Charity-led 0.6 −9.8 to 11.0 −9.9 −22.1 to 2.2

NHS-led 0.1 −6.4 to 6.5 −3.5 −10.3 to 3.4

Private sector 4.1 −1.0 to 9.2 −2.3 −7.7 to 3.0

a	 Estimates adjusted for religion (yes/no), sex (male/female), ethnicity (white/non-white), sexual orientation (straight/
other) and SARC type.

b	 Estimates adjusted for religion (yes/no), sex (male/female), ethnicity (white/non-white), sexual orientation (straight/
other) and SARC location.

c	 p-values shown are ‘omnibus’ obtained from Wald tests with 3 df.
Notes
Sample = 331 participants, 767 observations.
Baseline model parameters represent estimated differences in symptom score at the first wave (i.e. baseline).
Slope model parameters represent estimated reduction in symptom score per year.
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modelling framework, which permits regressions rather than residual covariances between random 
effects. These models showed that we were not missing an important part of the message by using the 
models shown below.

To conclude the section of organisational-level factors, the table also contains a second model – that for 
SARC type. Again, there is little evidence against the null as shown by the pair of large p-values. There 
does appear to be a large slope effect (−9.9 points) for the charity-led SARC; however, there were very 
few survivors attending a SARC of this type (hence, the very wide confidence limits).

Service experience
The service use variable considered here is a composite, derived from data from all three waves (see 
Table 8). We derived an average value for each participant, with the denominator depending on the number 
of variables collected [three for those with complete data, two for those with one missing wave and one for 
those with one variable (usually only the baseline measurement)]. The resulting scale was markedly skewed 
and was log-scaled, which rendered it normal in appearance. While normality in independent variables is 
not necessary for inferential purposes, it can be beneficial for improving the linearity of associations.

There is strong evidence (p < 0.001) of a positive association between service use and symptom level at 
baseline. A 1-unit increase in the log of service use count is associated with a 4.5-point higher symptom 
score at baseline (95% CI 2.6 to 6.4). Given the nature of this variable, with some data collected from 
waves after baseline, we must be cautious in our interpretation here; however, it is clear that a greater 
symptom burden is associated with a greater level of service use, which does not feel contentious.

TABLE 8 Conditional mixed-effects models for service experience risk factors of interest

Predictor

Baseline model Slope model

Estimates 95% CI p-value Estimates 95% CI p-value

Service utilisationa < 0.001 0.509

Service use (log-scaled) 4.5 2.6 to 6.4 0.7 −1.4 to 2.9

Perceived harm/benefit of policing and justice responseb 0.975d 0.576d

Neutral perception 0.0 (ref) 0.0 (ref)

Negative perception 1.1 −5.1 to 7.2 2.3 −4.0 to 8.7

Positive perception 1.0 −4.1 to 6.1 1.6 −3.7 to 6.9

N/A 0.3 −6.0 to 6.6 4.5 −2.0 to 11.0

Status of criminal case at the first wavec 0.285e 0.633e

Case remains open 0.0 (ref) 0.0 (ref)

Case self-closed −2.8 −7.2 to 1.6 2.0 −2.5 to 6.5

Case police-closed −3.2 −7.9 to 1.6 −0.3 −5.2 to 4.7

a	 Sample = 330 participants, 765 observations.
b	 Sample = 323 participants, 753 observations.
c	 Sample = 329 participants, 761 observations.
d	 p-values shown are ‘omnibus’ obtained from Wald tests with 3 df.
e	 p-values shown are ‘omnibus’ obtained from Wald tests with 2 df.
Notes
Baseline model parameters represent estimated differences in symptom score at the first wave (i.e. baseline).
Slope model parameters represent estimated reduction in symptom score per year.
Estimates adjusted for religion (yes/no), sex (male/female), ethnicity (white/non-white), sexual orientation (heterosexual/
other), SARC location and SARC type.
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Aside from service use, there is little/no evidence of either perceived harm/benefit nor baseline status 
of criminal case as being associated with baseline symptom level, and little evidence of any service 
experience factor being related to improvement in symptoms across the year.

Characteristics of the individual and the offence
We observed several factors from this third and final domain to be strongly related to baseline PTSD 
symptom level as measured by the PCL-5 (see Table 9). Firstly, each additional ACE is associated with a 
1.4-point greater score of symptoms at baseline (95% CI 0.8 to 1.9; p < 0.001) and evidence of mental 
health issues with a 7.6-point difference. There is weak evidence (p = 0.087) that a delay of at least 
11 days is associated with an approximately 4.5-point greater symptom score, and there is a similar 
level of evidence in support of an association for perpetrator type, where it appears that where the 
perpetrator is the survivor’s partner (or ‘other’), the baseline score is greater. There is strong evidence 
(p = 0.009) and an apparent dose-response for symptoms being lower for those with greater financial 
resources, and finally there is strong evidence (p < 0.001) that being unable to work is associated with a 
10-point higher baseline score. With regard to the slope model, there is little worthy of note. It is evident 
that the main determinant of improvement, at least when quantified in this way, is symptom burden at 
baseline. While there is some evidence here that improvement is greater for those with more ACEs, the 
structural equation model showed that this was being driven by the strong association between ACEs 
and baseline symptoms.

Discussion

Summary of main findings
The cohort study fulfils two major goals of the MESARCH project. Firstly, it addresses questions about 
the effectiveness of SARCs and the onward pathway of care, adding longitudinal findings to several 
existing mixed-methods in this field.21,47,83,84 Second, it enables analysis of health and well-being journeys 
for survivors of sexual violence and abuse after contact with services. We are not aware of any other 
UK-based study that has followed-up a sample of survivors of rape, sexual assault and sexual abuse. 
There are some longitudinal data available in relation to young survivors in the UK, with smaller samples 
and shorter timescales,85 and a small number of international studies with adults,86–89 with the South 
Africa longitudinal study conducted by Abrahams et al. being the closest in terms of design.12,64,65

Participants in our cohort were SARC service users aged ≥ 18 years. They were largely similar to SARC 
service users nationally,90 although this shifted somewhat in the wake of the COVID-19 pandemic 
where people accessed SARCs remotely, the time to care profile shifted and likely interacted with how 
the COVID-19 pandemic led to reductions in some forms of sexual violence and abuse (stranger and 
acquaintance assaults), increases in other areas (partner-perpetrated and online forms) and a pattern of 
non-recent survivors, such as survivors of CSA, coming forward for help.91 Our research captured this 
varied picture and recruited people approximately 100 days after they had accessed a SARC. Cohort 
participants were predominantly women (90%) and belonged to non-minoritised ethnicities (85%), and 
their age ranged from 18 to 75 years.

Survivors reported a high burden of lifetime trauma. Although suffering from ACEs is not deterministic, 
having four or more ACEs is related to an increased likelihood of experiencing chronic health conditions 
such as cancer, cardiovascular disease, type 2 diabetes, respiratory diseases and poor mental health.92 
Notably in our study, three-quarters of participants had four or more ACEs, contrasting sharply with 
rates of approximately 10–15% reported in population-based studies.92 Nearly half of the survivors 
had pre-existing mental health problems at the point of accessing SARC, more than half had lifetime 
experience of attempted suicide, 56% had been prescribed psychotropic medications. Although our 
sample had a good spread on socio demographic factors, 17% faced major daily financial problems. 
For offence-related factors, there was weak evidence that a delay of more than 10 days to SARC was 
associated with more PTSD symptoms, and a similar level of evidence in support of an association for 
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TABLE 9 Conditional mixed-effects models for risk factors of interest for individual and offence

Predictor Category of predictor

Baseline model Slope model

Estimates 95% CI p-value Estimates 95% CI p-value

Burden of ACEsa Per additional ACE 1.4 0.8 to 1.9 < 0.001 −0.6 −1.3 to 0.0 0.054

Long-term mental health problemsa No evidence 0.0 (ref) < 0.001 0.0 (ref) 0.152

MH issues present 7.6 4.0 to 11.1 −2.8 −6.7 to 1.0

Time between trauma and SARCb Up to ten days 0.0 (ref) 0.087e 0.0 (ref) 0.236e

Duration 11 days – 1 year 4.6 −0.0 to 9.1 0.4 −4.3 to 5.2

Duration > 1 year 4.4 −0.5 to 9.3 −3.6 −8.5 to 1.3

Perpetrator type (relationship, if any, between survivor and perpetrator)c Partner 0.0 (ref) 0.024f 0.0 (ref) 0.722f

Child sexual abuse −2.6 −8.9 to 3.7 1.1 −5.6 to 7.8

Acquaintance −6.6 −11.2 to −2.0 −0.7 −5.5 to 4.1

Stranger −6.4 −12.0 to −0.9 3.0 −2.9 to 8.9

Other 2.3 −6.8 to 11.5 −1.1 −10.3 to 8.1

Educational attainment of survivord Less than A-levels 0.0 (ref) 0.113e 0.0 (ref) 0.867e

A-level education 0.4 −4.0 to 4.8 −1.2 −5.8 to 3.4

> A-level education −3.8 −8.2 to 0.6 −0.9 −5.5 to 3.7

Financial problemsa £100 impossible to find 0.0 (ref) 0.009e 0.0 (ref) 0.784e

£100 difficult to find −3.1 −8.4 to 2.2 2.1 −3.8 to 8.0

£100 not a problem to find −7.3 −12.4 to −2.2 1.6 −4.2 to 7.4
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Predictor Category of predictor

Baseline model Slope model

Estimates 95% CI p-value Estimates 95% CI p-value

Inability to work (e.g. due to disability)a Able to work 0.0 (ref) < 0.001 0.0 (ref) 0.370

Unable to work 10.0 5.7 to 14.2 −2.2 −7.1 to 2.6

 MH, mental health.
a	 Sample = 331 participants, 767 observations.
b	 Sample = 330 participants, 766 observations.
c	 Sample = 325 participants, 758 observations.
d	 Sample = 328 participants, 762 observations.
e	 p-values shown are ‘omnibus’ obtained from Wald tests with 2 df.
f	 p-values shown are ‘omnibus’ obtained from Wald tests with 4 df.
Notes
Baseline model parameters represent estimated differences in symptom score at the first wave (i.e. baseline).
Slope model parameters represent estimated reduction in symptom score per year. Estimates adjusted for religion (yes/no), sex (male/female), ethnicity (white/non-white), sexual 
orientation (heterosexual/other), SARC location and SARC type.

TABLE 9 Conditional mixed-effects models for risk factors of interest for individual and offence (continued)
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perpetrator type where it appears that when the perpetrator was the survivor’s partner/family the 
baseline score was greater. The profile of perpetrators differed from ONS data93 on experiences of 
sexual violence and abuse nationally with a greater proportion of abuse among SARC service user by 
strangers and acquaintances over partners. ONS data suggest that nearly half of the sexual violence and 
abuse cases is committed by partners. This signals an access issue for survivors of domestic-perpetrated 
sexual abuse.

Sexual assault referral centres and third-sector agencies achieved consistently high standards of care for 
survivors across sub-studies, and harmful encounters were at a minimum. This was in stark contrast to 
the NHS and police, where the frequency of harmful experiences affected 15% and 25% of people who 
rated these sectors, respectively, and our qualitative studies have generated many insights into how to 
improve care in these settings.

Post-traumatic stress disorder proportions and means at entry to our study were consistent with data 
cited at baseline in international intervention studies with survivors of sexual violence and abuse.36 
Seventy per cent of participants had ‘probable PTSD’ and achieved important reductions at follow-up 
(9 points on the PCL-5 equivalent to > 0.5SD, which was our threshold for judging a minimal clinically 
meaningful difference).69 We found an important triad of risk between ACEs, long-term mental health 
problems and socio-economic deprivation, and these were the main predictors of PTSD at baseline.

A third of the original cohort was lost-to-follow-up at 1 year, consistent with treatment studies in the 
field.71,86 While those retained and lost differed on degree of socio-economic deprivation, people with 
more trauma symptoms at baseline were not more likely to leave the study. We consider this to be an 
important observation and reflect the impact of our trauma-informed research practice (see Chapter 2). 
The service use is described more fully in our economic evaluation (see Chapter 6), but there was strong 
evidence of a positive association between frequency of service use and symptom level at baseline. This 
was also consistent with the ACEs-related research on costs.92

We observed a trend towards improvements on health measures for the sample over the year of the 
study. While examining in-depth aspects of health in our sample beyond PTSD is outside the scope of 
this research, we present the QoL data as an example of what is emerging from our work. When using 
the final timepoint for comparison, the MESARCH cohort sample was found to have poor QoL across 
three of the four domains on the WHOQoL-BREF relative to the general population.94 In their study 
assessing the QoL in people with a variety of illnesses, Skevington and McCrate94 reported the following 
scores for the WHOQoL-BREF for the control group (a sample of more than 1300 participants who were 
considered ‘well’): Physical 76.49 (vs. 58 in MESARCH sample); Psychological 67.82 (vs. 49); Social 70.52 
(vs. 64); Environment 68.20 (vs. 67). It is noteworthy that there was no difference on environment-
related QoL in our sample that connects with important themes of access to health care and safe 
environments, which we highlight about in Chapter 8.

This study did not detect differences in outcomes on PTSD at 1 year by SARC service model accessed 
or on accessing a SARC-provided ISVA. This was an important finding and core part of our investigation. 
Although there was a trend towards benefit from charity-led SARCs over those led by the police, 
NHS and private sector organisations, we had too few service users accessing charity-led SARCs to 
have confidence in this finding. Without a control group, we cannot demonstrate causality; however, 
it is promising to observe improvements among those that have accessed the SARC care pathway. 
The main predictor of PTSD at 12 months was the baseline score. With 55% of people still exhibiting 
PTSD symptoms over a year later that would interfere with their daily functioning, there is still a gap in 
survivors accessing the right care for their recovery. This is crucial to address to avoid future costs of 
violence, especially given what our Cochrane Reviews have demonstrated in terms of the efficacy of 
interventions. There is also wide evidence from our qualitative work of a range of novel and alternative 
treatments and therapies seen as acceptable and beneficial to survivors that may offer cost-effective 



DOI: 10.3310/CTGF3870� Health and Social Care Delivery Research 2024 Vol. 12 No. 35

Copyright © 2024 O’Doherty et al. This work was produced by O’Doherty et al. under the terms of a commissioning contract issued by the Secretary of State for Health  
and Social Care. This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, 
distribution, reproduction and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For 
attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

47

ways of promoting good health and recovery for survivors. A high ACE profile doubled the odds of 
meeting the PTSD diagnostic threshold at baseline, this reduced to 1.5 at 6 months and was absent 
at 1 year. This is a promising sign that the effects of childhood trauma may be alleviated through 
appropriate care and support.

Strengths, limitations and implications of this work for health care and research are addressed in detail in 
Chapter 9.
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Chapter 6 Economic evaluation

Introduction

The impacts and economic costs associated with sexual violence and abuse for individuals, families, 
communities and societies are wide-ranging and substantial.95–97 There is a paucity of evidence on the 
outcomes of different interventions and programmes targeted at addressing sexual violence and abuse 
and on the costs associated with such violence.98,99 Economic evidence is vital to ensure scarce public 
resources are used optimally.100 Although the literature is limited in volume, there has been some recent 
consideration of appropriate methods for economic evaluations in this area.99,101

Economic evaluations aim to inform decisions by comparing the costs and outcomes of health 
interventions, to ensure scarce resources are used in the best ways possible to improve health and well-
being.102 Decision-makers need to make difficult decisions around which programmes and interventions 
should be funded. Very few economic evaluations of interventions and services focused on survivors 
of sexual violence and abuse have been undertaken, and those that are published are often limited in 
their scope.101

The aim of this component was to compare the costs and outcomes associated with different 
organisational aspects of SARC service delivery. If some SARC models are more strongly associated with 
reducing PTSD and improving QoL and other mental, physical and sexual health outcomes than others, 
there are likely to be important cost implications for the healthcare sector, for the wider public sector 
and for society as a whole.

Methods

Resource use and costs
For the initial analysis, a UK NHS/Personal Social Services perspective was adopted when conducting 
the economic analysis; accordingly, only direct costs to the health service, social care and SARCs were 
deemed to be relevant. This was followed by a wider analysis, focusing on public sector resource use as 
a whole. Resource use data were collected prospectively to estimate the costs associated with different 
models of SARC service delivery. This included services attended after initial attendance at a SARC, to 
capture the whole service pathway experienced by survivors.

The resource use monitored included (1) the cost of service use within SARCs (e.g. consultations, 
treatment); (2) NHS and social care resource use after initial attendance at SARCs (e.g. GP visits, sexual 
health visits, contacts with social workers). This was distinct from the resource use within the NHS 
SARCs; (3) third-sector resource use after initial attendance at SARCs (e.g. counselling, information and 
advice); and (4) wider public sector resource use, for example, in relation to housing and other social 
welfare systems.

Relevant unit costs for health resource use and treatments were identified from established national 
sources103,104 (see Report Supplementary Material 2). The total cost associated with each service pathway, 
at different follow-up points, was estimated using a micro-costing method where unit costs were 
assigned to the number of utilised resources.105 As healthcare costs are substantially skewed, 95% 
CIs around mean differences were estimated using the bootstrap method.103 All costs are expressed in 
UK currency (£) for 2021/2. As necessary, costs were inflated using the Hospital and Community Health 
Services Pay and Prices Index.103 Discounting of costs and outcomes was not required as the study was 
concerned with a 12-month period. As no information was publicly available on the costs associated 
with services in terms of different types of SARCs (police, NHS, charity and private-led services), we 
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assumed that there was no difference in the costs associated with resource use such as consultations 
across the various SARC types (NHS-led, private etc.). There is currently considerable debate about the 
cost burden on different sectors, but no definitive data are available on actual cost differences. However, 
all costs were varied extensively in the sensitivity analyses.

Health outcomes
The primary clinical outcome for the MESARCH study was participant-reported PTSD symptoms, 
collected using the PCL-5 (see Chapter 5). Self-reported health-related QoL was assessed via the 
EuroQol-5 Dimensions, five-level version ​​​​​​​(EQ-5D-5L) questionnaire, completed by participants at 
baseline and follow-up points. The EQ-5D instrument is a preference-based measure consisting of five 
dimensions: mobility, self-care, usual activities, pain/discomfort and anxiety/depression.106 The EQ-5D 
instrument was selected as it is recommended by the National Institute of Health and Care Excellence 
(NICE) and has been used for patients experiencing PTSD and in other similar contexts.107,108 Following 
NICE guidance utility values were calculated by mapping the 5L descriptive system data onto the 3L 
value set.109 The mapping function developed by van Hout et al.110 was used for the analysis, to allow 
consistency with NICE recommendations. The mapping function uses data obtained from a survey of 
the UK population to derive a utility-based value. Following the trapezium rule, the generated score was 
used to calculate quality-adjusted life-years (QALYs) gained at 12 months, to inform analysis of costs 
and utility.111

The ICEpop CAPability measure for Adults (ICECAP-A) instrument was used to measure capability/ 
wellbeing. The instrument consists of the following five attributes: stability (an ability to feel settled 
and secure), attachment (an ability to have love, friendship and support), autonomy (an ability to 
be independent), achievement (an ability to achieve and progress in life) and enjoyment (an ability 
to experience enjoyment and pleasure).112 This instrument was included, as there has been wide 
recognition of the limitations of EQ-5D and other health-related QoL measures in the context of mental 
health conditions.113,114 The capability approach is concerned with the evaluation of a person’s ability 
to achieve ‘functionings’ in life that are important to them. Such ‘functionings’ can range from basic 
considerations, such as being nourished, to more complex aspects, such as self-respect. Overall, the 
capability approach attempts to capture a more comprehensive picture of individuals when evaluating 
programmes or services, rather than just limiting the space to health alone.115

Changes to protocol
We had originally planned to undertake a cost-effectiveness analysis of different SARC models (based 
on organisational structure) in terms of the primary clinical outcome which was reduction in trauma 
symptoms (PTSD-based PCL-5). However, our analysis of the clinical outcome data demonstrated 
that significant clinical differences in terms of SARC organisational structures were not evident (see 
Chapter 5). It was therefore judged appropriate to conduct a full economic evaluation in the form of 
a cost–utility analysis only, focusing on cost per QALY gained. The data are initially presented as a 
descriptive analysis of costs and outcomes (in the form of an extended cost-consequence analysis), 
followed by a full economic evaluation in the form of a cost–utility analysis. This allows assessment of 
service use and costs for participants. It was originally planned to develop a decision-analytic model 
to evaluate the longer-term impacts of the different types of service delivery on costs and outcomes. 
However, this was not judged to be appropriate, based on the results of the cohort study, which did not 
indicate meaningful clinical differences based on SARC organisational structures.

Base case analysis
To compare the costs and benefits of different SARC service delivery models, a within-study analysis was 
undertaken. A descriptive analysis of the service use and costs associated with different SARC models 
was undertaken as the first step (a cost-consequence analysis). This involved analysing the service 
pathways followed by those accessing services. We assessed costs and outcomes in a disaggregated 
manner for SARC pathways to provide information on the costs and outcomes associated with each 
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model. The main analysis was based on the reported health-related QoL, examining changes at 6 and 
12 months. The secondary analysis examined changes in capability.

As shown in the previous chapter, analyses of clinical outcomes demonstrated that there were no 
significant differences in terms of the primary clinical outcome, which was a reduction in trauma 
symptoms (PTSD-based PCL-5) based on SARC type. Hence, a cost-effectiveness analysis based on 
the primary clinical outcome for the study was not deemed appropriate. A full economic evaluation in 
terms of a cost–utility analysis was performed to compare the cost per QALY gained at 12 months for 
different SARC types. Following an assessment of the level of missing data, a complete case analysis 
was undertaken for the cost–utility analysis, and only participants who returned the resource use and 
EQ-5D question elements at all time points were included in the analysis. It was not possible to employ 
multiple imputation methods because of the extent of missing data and a complete case analysis needed 
to be undertaken to explore changes in resource use and costs over time.116 A similar approach as 
that outlined in Chapter 5 was adopted to analyse differences in characteristics between participants 
at baseline.

Sensitivity analyses
A series of one-way deterministic sensitivity analyses were carried out to assess the impact of the 
assumptions and estimated values included in the base case analysis. Uncertainties around costs and 
outcomes were analysed, and plausible ranges were specified using information from the study and 
from the literature. To account for uncertainty due to sampling, a probabilistic sensitivity analysis was 
undertaken involving a non-parametric bootstrapping approach, applied to derive ​​​​​​​paired estimates of 
mean differences in costs and utility values. The paired estimates were presented on scatterplots for the 
cost–utility analysis on the cost-effectiveness planes. STATA (StataCorp LP, College Station, TX, USA; 
version 17117) was used to perform the analyses.

Results

Overall, 335 participants were recruited at baseline. Baseline interviews were conducted nearly 
100 days after participants had accessed SARCs. Overall, 328 participants (97.9%) completed the 
NHS resource use questions at baseline. Data on NHS resource use at all time points (baseline, 6 and 
12 months) were obtained from only 180 participants (53.7%; see Table 10).

In total, 318 participants (94.9%) completed the EQ-5D-5L questionnaire at baseline, dropping to 
213 participants by 12 months (63.6%; see Table 11). Complete EQ-5D data at all time points were 
obtainable for only 170 participants (50.8%).

Health outcomes
The analysis of the primary clinical outcome showed that there was no statistically significant difference 
based on SARC model type in terms of a clinically significant reduction in PTSD symptoms (see 
Chapter 5). Hence, this section focuses on describing the data on health-related QoL (HRQoL) collected 
during the study. The mean EQ-5D value at baseline was similar across all SARC types at baseline and 
improved over the 6- and 12-month periods, although remaining below population norms118,119 (see 
Table 12).

The analysis of mean QALY gain over the 12-month period was slightly higher for participants in police-
led SARCs, but there was no statistically significant difference between the SARC models in terms of 
QALY gain (see Table 13). The results for the ICECAP-A instrument (will be reported elsewhere) showed 
that capability increased over the 12 months for the study participants.
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TABLE 10 Number of participants reporting NHS use (%)

Charity-led NHS-led Police-led Private sector-led Total

Baseline

 None 5 (35.71%) 31 (26.96%) 29 (43.28%) 38 (27.34%) 103 (30.75%)

 At least one service 9 (64.29%) 82 (71.3%) 38 (56.72%) 96 (69.06%) 225 (67.16%)

 Missing 0 (0%) 2 (1.74%)  0 (0%) 5 (3.6%) 7 (2.09%)

6 months

 None 6 (42.86%) 40 (34.78%) 23 (34.33%) 37 (26.62%) 106 (31.64%)

 At least one service 5 (35.71%) 34 (29.57%) 23 (34.33%) 55 (39.57%) 117 (34.93%)

 Missing 3 (21.43%) 41 (35.65%) 21 (31.34%) 47 (33.81%) 112 (33.43%)

12 months

 None 4 (28.57%) 55 (47.83%) 22 (32.84%) 41 (29.5%) 122 (36.42%)

 At least one service 2 (14.29%) 22 (19.13%) 21 (31.34%) 47 (33.81%) 92 (27.46%)

 Missing 8 (57.14%) 38 (33.04%) 24 (35.82%) 51 (36.69%) 121 (36.12%)

All time points

 Reported 8 (57.14%) 50 (43.48%) 33 (49.25%) 64 (46.04%) 180 (53.73%)

 Not reported 6 (42.86%) 65 (56.52%) 34 (50.75%) 75 (53.96%) 155 (46.27%)

Total 14 115 67 139 335

TABLE 11 Number of participants completing health-related quality of life questionnaire (EQ-5D)

Charity-led NHS-led Police-led Private sector-led Total

Baseline

 Reported 12 (85.71%) 111 (96.52%) 64 (95.52%) 131 (94.24%) 318 (94.93%)

 Not reported 2 (14.29%) 4 (3.48%) 3 (4.48%) 8 (5.76%) 17 (5.07%)

6 months

 Reported 11 (78.57%) 73 (63.48%) 44 (65.67%) 87 (62.59%) 215 (64.18%)

 Not reported 3 (21.43%) 42 (36.52%) 23 (34.33%) 52 (37.41%) 120 (35.82%)

12 months

 Reported 6 (42.86%) 78 (67.83%) 42 (62.69%) 87 (62.59%) 213 (63.58%)

 Not reported 8 (57.14%) 37 (32.17%) 25 (37.31%) 52 (37.41%) 122 (36.42%)

All time points

 Reported 6 (42.86%) 63 (54.78%) 31 (46.27%) 70 (50.36%) 170 (50.75%)

 Not reported 8 (57.14%) 52 (45.22%) 36 (53.73%) 69 (49.64%) 165 (49.25%)

Total 14 115 67 139 335
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TABLE 12 Mean EQ-5D utility values by time point and sexual assault referral centres model (95% CI)

Charity-led NHS-led Police-led Private sector-led Overall

Baseline 0.686 (0.644 to 
0.729)

0.749 (0.714 to 
0.785)

0.639 (0.567 to 
0.71)

0.686 (0.644 to 
0.729)

0.70 (0.674 to 
0.727)

6 months 0.793 (0.707 to 
0.879)

0.743 (0.697 to 
0.79)

0.706 (0.633 to 
0.779)

0.676 (0.613 to 
0.739)

0.711 (0.677 to 
0.745)

12 
months

0.763 (0.622 to 
0.904)

0.751 (0.708 to 
0.795)

0.698 (0.611 to 
0.784)

0.726 (0.671 to 
0.78)

0.73 (0.698 to 
0.763)

Note
Utility values derived.

TABLE 13 Mean quality-adjusted life-year gain: complete case analysis (95% CI)

Charity-led NHS-led Police-led Private sector-led Overall

QALY gained at  
12 months

−0.004  
(−0.083 to 0.074)

0.004  
(−0.028 to 0.036)

0.025  
(−0.019 to 0.069)

0.014  
(−0.021 to 0.048)

0.011  
(−0.008 to 0.031)

Note
QALY gains relate to EQ-5D data.

TABLE 14 Sexual assault referral centre service use reported at baseline, by SARC type

SARC service type Charity-led SARC NHS-led SARC Police-led SARC
Private sector-led 
SARC Total

FME 6 34 11 75 126

Brief advicea 21 159 101 191 472

Structured supportb 4 0 1 22 27

SARC-based counsellingc 0 105 106 78 289

Immediate sexual health 
(screening)

6 28 10 69 113

Comprehensive sexual 
health

1 4 2 4 11

Participants with data 14 111 67 133 325

Contacts per participant 2.71 2.97 3.45 3.3 3.19

a	 Refers to the provision of information or advice in person, by telephone, online.
b	 Some SARCs provided access to structured support for emotional well-being.
c	 Some SARCs had integrated counselling.

Sexual assault referral centre and Independent Sexual Violence Advisor service use
As shown in Table 14, a wide range of services were accessed in all SARCs at baseline (in addition to 
FMEs, where appropriate). Data on SARC service use were available for 325 participants (97.0%). A 
similar level of service access was reported across SARCs. SARC service provision reduced over time, 
with very few participants reporting access to SARC services at 6 and 12 months. Table 15 shows the 
high level of access to ISVAs by participants in the study with 4056 contacts across the three time 
points, suggesting around five contacts per participant per timepoint.
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TABLE 15 Independent Sexual Violence Advisor service use reported at all time points, by SARC type

NHS service type

Charity-led SARC NHS-led SARC Police-led SARC Private-led SARC

TotalBaseline 6 months 12 months Baseline 6 months 12 months Baseline 6 months 12 months Baseline 6 months 12 months

ISVA contactsa 74 42 38 1004 479 193 264 201 272 878 401 210 4056

Number of participants with data 14 11 6 111 74 77 67 46 43 132 92 89 762

Contacts per participant 5.29 3.82 6.33 9 6.47 2.51 3.94 4.37 6.33 6.65 4.36 2.36 5.32b

a	 Independent Sexual Violence Advisor contacts refer to engagement with ISVAs based at a SARC, in voluntary sector agencies, local authority settings or in sexual health services.
b	 Average number of contacts per timepoint.
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NHS resource use and costs
Of the 335 participants interviewed at baseline, 225 reported accessing NHS care at their baseline 
interview (i.e. distinct from any health care accessed in their SARC visit). As shown in Table 16, the main 
form of care accessed was related to GP visits, followed by sexual health centre visits. A high proportion 
of the contacts related to mental health services and when the range of mental health services are 
combined, the rate of access was similar to primary care. Service use after the initial SARC visit was 
similar across the different models of SARCs. Overall, reported use of NHS services had decreased at 
6 months. Once again, reported service usage mainly related to GP services, with continued access of 
mental health services. NHS service use further decreased by 12 months. The examination of costs 
associated with NHS service access across all time points showed that costs were similar across models 
(complete case analysis; see Table 17).

Third-sector and broader public sector costs
Reported resource use for other public sector services is detailed below. A wide range of services were 
accessed by participants at all time points, with reported levels of use decreasing over time. For policing 
and criminal justice services, contacts with police officers were the main contacts reported at all time 
points (see Table 18). For third-sector and other public sector resource use, see Report Supplementary 
Material 2. A broad range of services were accessed, with reported use decreasing over the time points.

Cost-utility analysis
The results of the cost–utility analysis are presented in Table 19. The police-led model resulted in slightly 
more QALYs but was slightly more costly than the NHS-led model. However, the differences in costs and 
outcomes were not statistically significant (95% level).

As a secondary analysis, broader societal costs were explored (see Report Supplementary Material 2). This 
assessed costs incurred by participants and their families. Impacts on participants and their families were 
substantial. For example, respondents reported important effects on their employment and productivity.

Sensitivity analysis
For details of the deterministic sensitivity analysis, see Report Supplementary Material 2. For the 
probabilistic sensitivity analysis, the results of 5000 bootstrap replications were plotted on a cost-
effectiveness plane for the cost–utility analysis (see Figure 9 and Report Supplementary Material 2). This 
analysis suggested that there was uncertainty around the differences in costs and outcomes between 
the SARC models, as replicates were distributed almost equally across all quadrants (in terms of both 
effectiveness and cost). Accordingly, there is uncertainty around whether different SARC models are 
more or less costly than the alternative models and whether they are more or less effective.

Discussion

Summary of main findings
The data collected in the study suggested that participants accessed a wide range of healthcare services 
and other public sector services in the period between attending SARCs and joining the study, but over 
time, service use decreased. The analyses undertaken suggested that the QALY gain and costs between 
SARC models were similar. The cost-effectiveness plane constructed to incorporate uncertainty around 
each point estimate in the results shows that there is considerable uncertainty around any estimated 
differences in costs and outcomes. This is similar to the findings presented in Chapter 5, which suggested 
that there was little evidence to suggest a relationship between PTSD as measured by the PCL-5 and the 
SARC type.

However, this study has only focused on those who have accessed SARCs. The lack of a comparator arm 
means that it is not possible to assess how resource use and QALY gains compare for survivors who did 
not access such services. Those who experience rape or sexual assault have a higher risk of developing 
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TABLE 16 NHS resource use reported at all time points, by SARC type

NHS service type

Charity-led SARC NHS-led SARC Police-led SARC Private-led SARC

TotalBaseline 6 months 12 months Baseline 6 months 12 months Baseline 6 months 12 months Baseline 6 months 12 months

Accident and emergency 2 0 0 6 3 0 9 3 2 13 5 6 49

Community mental health 5 0 0 25 4 13 34 7 9 67 8 19 191

General practitioner 13 5 2 147 24 11 91 16 13 130 38 27 517

Improved access to psychological therapy 0 0 0 25 3 4 11 1 3 8 1 6 62

Mental health crisis team 2 0 0 21 3 1 25 5 1 14 1 5 78

NHS counselling 4 0 0 21 4 0 4 3 0 19 8 0 63

Other (clinics for physical health injury) 0 0 0 5 1 1 25 1 0 12 3 1 49

Outpatient mental health 4 0 0 47 3 2 42 3 0 27 4 0 132

Primary care nurse 0 0 0 2 1 0 6 1 3 1 1 2 17

Sexual health services 6 1 0 76 5 1 28 1 0 184 4 9 315

NHS 111 0 0 0 0 0 0 2 1 0 2 1 2 8

Pharmacy help 0 0 0 0 0 0 4 0 0 9 1 1 15

NHS walk-in clinic 0 0 0 1 0 0 0 0 0 0 1 0 2

Drug and alcohol 0 0 0 59 0 0 0 1 0 1 0 0 61

Number of participants with data 14 11 6 113 74 77 67 46 43 134 92 88 765

Contacts per participant with data 2.57 0.55 0.33 3.85 0.69 0.43 4.19 0.93 0.72 3.63 0.83 0.89 2a

a	 Average number of contacts per timepoint.
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PTSD and that PTSD is more likely to be of a longer duration.120 Although economic evidence is limited, 
it is suggested that there are high levels of public sector service use for those who have experienced 
sexual violence121 and for those experiencing PTSD.122 This study revealed that there were also 
substantial economic impacts on participants and their families (e.g. time off work). The results of this 
analysis suggested that access to services and costs were similar across SARC models. Participants 
reported improvements in HRQoL over the 12-month period under consideration, although this 
remained below population norms.118,119 The absence of a comparator arm means that it is not possible 
to compare HRQoL for those accessing SARCs with those who did not access SARC services. Although 
the research base is limited, there is evidence to suggest that a high proportion of those who develop 
PTSD, are likely to face long-term impacts on HRQoL.123

Strengths and limitations
This is the first analysis of health outcomes and resource use for those accessing SARCs in England. 
Detailed data on resource use and health outcomes were collected. The analysis also considered the 
broader costs for participants and their families associated with experience of sexual violence. Given the 
limited literature focusing on the economic evaluation of services and programmes to address sexual 
violence and abuse, the study provides useful data to inform decision-making in this area.

The main limitation of the analysis was the level of missing data on resource use and QoL at all time 
points. Accordingly, multiple imputation methods could not be employed because of the extent of 
missing data and a complete case analysis needed to be undertaken.116 Excluding those who did not 
complete the resource use questionnaire at all timepoints may have introduced bias and some level of 
inefficiency. The bias may be based on the finding that certain groups (including more disadvantaged 
groups) were more likely to be lost-to-follow-up. Furthermore, among those who were retained, the 
resource use section of the interview was the section more often omitted by field workers in situations 
where the person reported lacking time or that the interview was too difficult for them to complete. 
In this sense, the study may have underestimated service use. Caution is also needed in interpreting 
the level of service use at baseline; while it covers a period of approximately 3 months (median 
was 104 days), there was a high variability in the timeframe between SARC access and the baseline 
interview. Another limitation was that the follow-up was only for 12 months, which may not have 
allowed longer-term impacts to be fully captured.

Recommendations for research
The data collected in the study suggested that participants needed to access a wide range of healthcare, 
third-sector and other public sector services. There is a gap in understanding about the extent to 
which SARC service users access voluntary sector care and support in the aftermath of sexual violence 
and abuse. The study reports on important aspects of resource use in the voluntary sector for SARC 
service users, specifically, charity-led SARC services and voluntary sector-provided ISVAs. However, a 
full analysis of the voluntary sector resource use by SARC service users (e.g. helplines, support groups, 
counselling, advocacy services, domestic violence services) was beyond the scope of the current 
research. This is a gap our research will fill in future analyses. There is a need for greater understanding 
of the costs and outcomes for SARC users compared with those who do not access SARC services, 
which was not possible in this study. It is also important to assess the longer-term service use and 

TABLE 17 NHS costs across all time points (£, UK 2021)

NHS-led Police-led Private sector-led Overall

1635.9
(213.84–4981.67)

1792.04
(310.95–4821.53)

1911.4
(405.05–5725.51)

1737.82
(321.37–5563.76)

Note
Based on 180 participants with cost data at all timepoints. Charity-led not shown because of the low number of 
participants with data at all time points (six participants). This excludes prescriptions.
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TABLE 19 Cost-utility analysis at 12 months: complete case analysis

NHS-led (n = 63) Police-led (n = 31) Private sector-led (n = 69) Overall (n = 169)

Mean cost (£)  
(95% CI)

Mean QALY gain 
(95% CI)

Mean cost (£)  
(95% CI) Mean QALY (95% CI)

Mean cost (£)  
(95% CI)

Mean QALY gain 
(95% CI)

Mean cost (£)  
(95% CI)

Mean QALY gain 
(95% CI)

Base case 
values

2258.41 (164.47 to 
17620.62)

0.004 (−0.028 to 
0.036)

2788.36 (110.00 to 
25783.08)

0.025 (−0.019 to 0.069) 2729.06 (184.00 to 11766.75) 0.014 (−0.021 to 
0.048)

2526.76 (183.62 to 17620.62) 0.011 (−0.008 to 
0.031)

Note
QALY gains relate to EQ-5D data; costs relate to SARC costs, ISVA costs, NHS costs and Social Care costs; incremental cost-effectiveness ratio (ICERs) not calculated due to lack of data 
on future duration of gain in HRQoL.

TABLE 18 Police and criminal justice service use reported at all time points, by SARC type

Police and criminal justice use

Charity-led SARC NHS-led SARC Police-led SARC Private-led SARC

TotalBaseline 6 months 12 months Baseline 6 months 12 months Baseline 6 months 12 months Baseline 6 months 12 months

Police officer 99 30 17 821 377 140 390 241 49 1025 376 154 3719

Victim support (not covered elsewhere) 0 1 1 0 7 4 10 2 0 21 34 21 101

CPS 0 0 0 0 7 0 0 4 0 7 6 2 26

HMCTS 0 0 0 1 0 0 0 16 0 6 3 2 28

Other 0 0 0 2 0 0 0 0 0 17 6 3 328

Number of participants with data 14 11 6 112 74 77 67 46 43 133 91 88 762

Contacts per participant with data 7.07 2.82 3 7.29 5.28 1.87 5.97 5.72 1.14 8.09 4.67 2.07 5.5a

CPS, Crown Prosecution Service; HMCTS, His Majesty’s Courts and Tribunal Services.
a	 Average number of contacts per timepoint.
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health outcomes for those who access SARC services (beyond 12 months). In addition, there is a need to 
analyse health outcomes and costs for different population groups, which was beyond the scope of this 
component of the study.

Conclusion

The analyses revealed that costs and outcomes were similar across SARC models. The sensitivity 
analyses found that there were uncertainties around the estimates, suggesting that further data are 
needed with improved completion rates. Further research is needed to compare costs and outcomes for 
those who access SARC services compared with those who do not access such services.

FIGURE 9 Cost-effectiveness plane (NHS vs. private-led SARCs).
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Chapter 7 Children and young people’s 
experiences of sexual assault referral centres� 
and recovery journeys

�Background

It is estimated that at least 15% of girls and young women and 5% of boys and young men in England 
and Wales are sexually abused before the age of 16 years.124 It is likely that far more children are sexually 
abused when compared with the number of cases that are identified by official agencies. The little 
research that has explored access to SARCs by CYP has predominantly reported trends in data such as 
the referral sources and per cent reported across regions in England,125–127 or the impact of the nature of 
the abuse.128

In 2021–2, 8213 CYP accessed a SARC in England and Wales,126 most (87%) were girls and young 
women and only 14% were from black, Asian, mixed or other non-white ethnic backgrounds, which is far 
below the proportion of children from these backgrounds in state schools and nurseries and supported 
by local authority children’s services due to sexual abuse. Over the 3 years for which data have been 
available, SARCs’ under-reach to children from minority ethnic backgrounds has remained consistent. 
During 2021–2, the police constituted two-thirds of referrals of CYP to SARC, followed by 22% 
from local authority children’s services. All other referrals from health, education or voluntary sector 
accounted for only 1% each. Self-referrals or referrals from family and friends accounted for 5%, and 
another 5% of referrals came from other sources.

There is very limited empirical research that explores the role of SARCs in CYP’s recovery from sexual 
violence and abuse. To date, only one prospective cohort study has explored the mental and sexual 
health outcomes of 13–17 year olds who attended SARC in a 2-year period.129 This study observed that 
the presence of a psychiatric morbidity 4–5 months post-SARC attendance was associated with baseline 
psychosocial vulnerability (defined as previous social services involvement, mental health service use, 
self-harm or sexual abuse) but not assault characteristics. Khadr et al. recommended that CYP require 
comprehensive support to address high levels of pre-existing vulnerability and psychological comorbidity 
and to prevent re-victimisation.129

In our Qualitative Evidence Synthesis (see Chapter 3), no studies specifically focused on children’s 
experiences of SARC.42 However, a small number have explored experiences of therapeutic services 
and interactions with professionals outside of the SARC context.130 Notably, ‘The Making Noise Project’ 
explored CYP’s experiences of support among those who experienced sexual abuse in the family 
environment.131 Of 53 children, 10 reported that they attended a SARC; however, there were limited 
details about their experiences with SARCs.

In light of the limited evidence base about the role of SARCs in CYP’s recovery from sexual violence and 
abuse, this was, to the best of our knowledge, the first qualitative study to explore CYP’s experiences of 
SARCs and their recovery after SARC.

Methods

Study design overview
We conducted semi-structured interviews with CYP about their experiences of attending a SARC and 
what their recovery looked like afterwards. Qualitative inquiry was important to enable CYP to articulate 
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their own experiences. A focused approach to study recruitment was used (see below), recruiting CYP 
who attended one of two paediatric SARCs in two geographical regions in England. These were sites 
where the team had built relationships to work closely with three linked third-sector organisations, 
ensuring that CYP were supported before, during and after the study.

Changes to protocol
The intended sample size of 40 as proposed in Protocol V3.3 was not fulfilled. Challenges to recruitment 
are discussed later in this chapter.

Theoretical approach
Our theoretical approach was underpinned by the United Nations Convention on the Rights of the 
Child,132 whereby all children have the right to make their voices heard in matters that concern them, 
while having the right to protection from harm and exploitation.133 We recognised the importance of 
ensuring that the research did not lead to children experiencing further harm, in light of the potentially 
long-term and wide-ranging detrimental impacts of experiencing sexual abuse during childhood,134–136 
while not wanting to exclude CYP from the research opportunity.131,137 The approach was also informed 
by theoretical developments in the sociology of childhood138 viewing children as those able to make 
meaningful contributions towards issues that affect them, rather than being ‘objects’ of enquiry,139 thus 
researching with children, as has been acknowledged in inter-related fields.140

This study was underpinned by Critical Realism141 acknowledging that individuals or societies socially 
construct independent worlds and there are different yet valid perspectives about ‘reality’.142 Critical 
Realism recognises that there is an independent reality as well as a subjective interpretation of it,143 
which is influenced by individuals’ interpretation of this reality at individual and social levels.

Sampling and recruitment
Recruitment relied on SARCs and third-sector organisations identifying eligible participants and 
connecting them to the research team. When appropriate, the professional introduced the study to the 
CYP and provided the leaflet, participant information sheet (PIS) and directed them to the recruitment 
video. With the consent of CYP interested in participating (and the parents of those aged 13–15 years), 
contact details were securely shared with the research team who contacted CYP to discuss the study 
further. Those who agreed to participate (and the parents of those aged 13–15 years) provided informed 
consent. Eligible individuals were 13–17 years old in person SARC service users between August 
2019 and December 2022. CYP were not approached if the assault occurred ˂ 1 month ago and/or if, 
in exercising clinical judgement, the professional at SARC or third-sector agency anticipated the CYP 
might encounter difficulties in providing informed consent or understanding the interview content due 
to mental or physical health issues, cognitive impairment, learning disability or poor English language 
skills. CYP were not approached if they were known to be in an unstable or unsafe situation. We were 
prepared to overcome barriers to participation, for example, through the use of interpreters. It was 
discussed with third-sector organisations that it might be appropriate for them to provide additional 
support to CYP as someone who was present in the research interview if the CYP requested, or being 
available for a debrief or follow-up support afterwards. Two SARCs and three third-sector organisations 
passed on details for 31 CYP, and we enrolled 12. The first CYP research interview occurred on 3 August 
2021, and the final interview was conducted on 27 January 2023. Of the 19 we did not enrol, some no 
longer wished to participate (n = 6), some arranged the interviews but later changed their minds (n = 3) 
and we received no responses or communication from others (n = 10).

Recruitment challenges and strategies
The study initiation was delayed due to COVID-19. As the SARCs were NHS-based, NHS studies that 
were not yet ‘live’ or not primarily focused on COVID-19 were not allowed to progress. Furthermore, the 
third-sector organisations initially had no capacity to assist due to the impacts of COVID-19 pandemic 
on their services. Once the SARCs and third-sector organisations had capacity, the research team 
conducted training sessions to equip sites in their understanding of participant eligibility. The research 
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team worked with organisations to identify strategies and appropriate times for them to facilitate 
conversations about the research with CYP. There were occasions when SARCs and third-sector 
organisations regularly shared contact details; however, there were often periods when this was less 
frequent. This meant that recruitment was slow, as there was a small pool of individuals from which we 
could approach at any given point in time. Some CYP were quickly enrolled into the study while it took 
longer to enrol others.

Recruitment challenges also related to the service landscape of third-sector services. While one 
organisation experienced major staffing shortages exacerbated by COVID-19 pandemic, staff found 
it helpful to meet with the research team every 6 weeks to discuss recruitment progress. As another 
organisation had staff members join their team at various junctures, we attended their team meetings at 
different time points to explain the research opportunity. In the final year of recruitment, a third-sector 
organisation had capacity to assist, enabling a wider pool of CYP to be approached.

Participants
One boy (cis-gender) participated along with 11 adolescent girls (cis-gender). At entry to the study, 
three were aged 13–15 years, two were aged 17 years and seven had just turned 18 years. At access 
to SARC, seven were aged 13–15 years and five were aged 16 or 17 years. Ethnicities included White 
British (n = 9), Indian British (n = 1), Black British (n = 1) and White British and Black Caribbean heritage 
(n = 1). While no CYP was known to have a physical disability, two were neurodiverse (attention-
deficit hyperactivity disorder and autism diagnoses). At the time of participating, all CYP attended 
secondary school or 6th form/college. Eleven participants lived with non-abusive parents and one lived 
independently. All CYP were referred to SARC by the police and seven had a FME. Some also received 
remote support from the SARC. At the time of accessing SARC, the time since the index offence took 
place varied among the sample: ˂ 7 days (n = 3), between 7 days and 6 months (n = 4), more than 
7 months (n = 1), and over 12 months (n = 4). We spoke to CYP for 2 months to 3 years after they 
interacted with the SARC.

Information provided by SARC indicated that across our sample, the index offences involved nine 
rapes and three sexual assaults and the perpetrator included a family member (n = 4), peer (n = 7), and 
someone in a position of authority (n = 1). Criminal justice outcomes included one withdrawal (due to 
the perpetrator being re-interviewed), eight cases were dropped by the Crown Prosecution Service or 
police and three were under police investigation. There were no recorded prosecutions in our sample.

‘Conversations’ with children and young people
We conducted interviews that we referred to as ‘conversations’. We were mindful about language 
as we did not want CYP to compare the research to a ‘police interview’ as the research was not 
about them providing an account of the abuse experiences. We also wanted dialogue that was 
accessible and comfortable. By adopting qualitative participatory methods, we wanted CYP to have 
the opportunity to articulate their experiences in their own voice.144,145 CYP were encouraged to 
challenge misrepresentations, clarify and interpret comments they and/or others made, thus increasing 
collaboration. All CYP chose to engage in dialogue during the ‘conversation’, and one young person 
additionally shared a drawing, as she felt this better demonstrated aspects of her journey. Conversations 
lasted for 30–85 minutes (mean: 49 minutes).

Analytical approach
We adopted Braun and Clarke’s Reflexive TA approach,56–58 which can be used across a range of research 
questions, sample sizes and data collection methods.146 The approach complemented our Critical Realist 
perspective.141 We used Braun and Clarke’s six phases of TA: (1) familiarisation with the data, (2) coding, 
(3) generating initial themes, (4) developing and reviewing themes, (5) refining, defining and naming 
themes and (6) writing-up.56 Analysis was recursive, enabling movement back and forth between phases. 
Transcripts were coded by hand. GC and FL who were involved in speaking with CYP remained reflexive 
throughout the research, considering how preconceptions, values and beliefs impacted how the study 
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was conducted, and how data were interpreted and presented.147 The iterative process of collecting and 
analysing data meant that GC and FL checked the correspondence between the developing analysis and 
the perspectives of CYP during conversations, as well as exploring unexpected findings.148 GC, FL, ELW 
and one expert-by-experience (see Chapter 2 for lived experiences methodology) coded the transcripts, 
generated themes and refined them and drafted the study write-up.

Results

Children and young people explained how their experiences at SARC and subsequently with third-
sector organisations, statutory health, education and CJS impacted their recovery. We firstly present 
key findings that were specific to CYP’s experiences of SARC, followed by key themes related to CYP’s 
recovery journeys overall.

Children and young people’s experiences of SARCs
Children and young people had positive experiences at SARC, acknowledging its key role in enabling 
holistic care through conducting FMEs, providing medical care that provided reassurance, and offering 
referrals to organisations for further support. Many CYP told us that they did not have prior awareness 
of what a SARC was until they disclosed to a trusted individual and reported to the police. One young 
person had prior awareness through social media, where they had learned of others’ experiences of what 
SARCs were like:

I had heard of it before. I got most of the information actually from Tik Tok, where others were all telling 
their own stories, but both good and bad. I would say my experience is better than a lot of the ones I’d 
heard of.

Serenity

Children and young people reported that although they had been anxious when they first attended the 
SARC, the staff made them feel comfortable and welcomed: ‘At the start I felt a bit nervous, I didn’t 
obviously know what was going on properly. I didn’t really want everyone to look at me … but then by 
the end I felt a bit more comfortable’. (Ben)

Children and young people appreciated SARC staff communicating clearly to them before and 
throughout the FME:

They explained it very well what was going to happen … like the whole swabs and how it’s going to work. 
She said to me, ‘It’s not going to hurt but you might feel a little bit uncomfortable’.

Aurora

I had a full body examination done for bruises and marks. I had a couple of STD tests. I had another 
internal examination for bruising on the cervix. They’d show me what they were using, and they let me 
know every step of the way what they were doing.

Serenity

Children and young people valued having opportunities to make decisions during the FME:

They gave me the option for the support worker to stay in the room as well, like behind the curtain to talk 
to you, to distract you, so that was really good, that helped.

Somaya

The SARCs in our study were based in hospitals, and the CYP had mixed opinions about how suitable 
this was. Some appreciated the hospital environment, as it provided a sense of anonymity. Others 
thought it felt clinical and could have been more welcoming:
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When I kind of turned up to the SARC, it made me nervous because it just gave me hospital- prison vibes. 
I think I would give it more kind of homely, I know obviously they have to be like professional and medical, 
but I don’t know if there was something more kind of welcoming.

Lola

Children and young people highlighted the importance of being able to take literature from SARC home 
that they could read when they felt in a better place to engage with it. They also valued receiving a care 
pack ‘It’s like a massive relief the way they told me that I can go home with this really good quality stuff. 
And I could relax myself, I could clean myself.’ (Serenity)

The service provision landscape after SARCs
Children and young people believed their recovery was impacted by the service landscape in which 
support services were provided post-SARC; this led to many experiencing continued poor mental health 
and further trauma symptoms. Long waiting lists for counselling delayed CYP accessing support. Some 
suggested that time spent on waiting lists could be better managed by services, so that their mental 
health did not worsen. One CYP has been presented as an example of this.

There was this lady that would call me once a month when I was on the waiting list. That happened 4 or 
5 times and she sent me workbooks. They had lots of quotes, powerful messages and activities to do, like 
naming things you’ve achieved since what happened to you, getting you to think about positives. I found 
them helpful.

Lola

Some CYP described how they accessed support through digital apps, which they engaged with at their 
own pace particularly while waiting for counselling. CYP often found these apps themselves and thought 
they could help them manage physical and mental health impacts associated with their trauma.

For some, long waiting lists for counselling from third-sector organisations led to them starting 
counselling provided by their school. However, this still had its limitations:

I think they said that it would be a long wait, I think it was like a year and a half. However, the school 
gave me counselling, but they couldn’t be very helpful because I was in my last year, and I didn’t know the 
counsellor and I didn’t even do that for long because I was in the last year of school.

Somaya

Those who had positive experiences of support often felt that its duration was too short. This was 
particularly difficult when CYP had developed positive relationships with those supporting them. CYP 
felt frustrated about being unable to share details about the abuse with their therapist when their case 
was going through the CJS. Thus, long waiting lists, short-term support and criminal justice guidance 
impacted their health and well-being.

Children and young people felt that there should be considerable financial investment into services to 
educate people about sexual abuse and support those who had experienced it:

I think there needs to be more funding put into recovery groups for people who have been through this 
kind of thing. People who have been through this kind of thing need a way to rebuild their identity and 
give them that sense of community. More projects that work around the stigma of boys who have been 
sexually assaulted. Projects to educate people and then, projects to help rebuild people and their self-
esteem after this has happened.

Clara
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Organisations and systems working together
Children and young people emphasised the importance of professionals working well together within 
and between organisations at SARC and post-SARC, as this had implications on the support and care 
they received.

The staff seemed to work well as a team. They understood each other and the comfortableness I felt, or I 
could see with them, was put onto me. I felt like I could very much trust them. They were very patient with 
me. They really understood how it was for me.

Serenity

One young person explained how a staff member in school worked with a third-sector organisation to 
ensure she had a safe space to engage in virtual therapy sessions during school hours. Working together 
in this way enabled her to receive support seamlessly. CYP highlighted the importance of joint working 
within education settings, particularly when the topic of sexual violence and abuse was part of the 
school curriculum.

The well-being officer was messaging my teachers for me, she was like, ‘Oh she’s feeling a bit like this 
today, maybe not do this, or maybe not pick on her as much in class, like don’t get her to put her hand up 
all the time’. She helped me to work with my teachers, especially as I do health and social, and we had to 
learn about sexual abuse.

Yolanda

Many described the critical role of their ChISVA who provided them with updates and explained criminal 
justice processes because of their good relationships with other organisations such as the police. CYP 
felt that their ChISVA fulfilled their role as their advocate.

However, CYP told us how there were missed opportunities for support even when professionals tried 
to work with other agencies.

I remember there was one time I was with my detective. She casually said in conversation, ’Oh you should 
tell your social worker this, this and this’ and I was just like, ’What social worker?’ And she was like, ’When 
I set up your case, I arranged for a social worker to be in contact with you. You should have had one from 
the start’. I was like, this whole time she thought I had a social worker because she had said to them, ’You 
need to go do this’. And nothing ever happened.

Clara

Children and young people emphasised the importance of inter-agency communication by professionals 
following a disclosure of sexual abuse. Aurora shared how her teacher responded by following 
safeguarding processes, but it was not communicated how quickly her parents and the police would 
be notified.

Obviously knowing about the whole sexual assault she [teacher] couldn’t keep it to herself. And I think 
that she had to call safeguarding and obviously safeguarding had to call the police and then she called my 
mum about it. I knew that she would have to tell someone because obviously I’m under 18. But I didn’t 
realise it was going to be like, super, super quick.

Aurora

Children and young people valued healthcare professionals working together so they did not have to 
explain their experience of assault multiple times. Somaya shared how the SARC communicated with her 
GP, but as the GP did not acknowledge her sexual abuse when prescribing her medication, this led to her 
feeling as though the GP was not concerned with her overall health.
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SARC had told my GP. It says on like my history or something now. They just kind of without questions 
sort of prescribed the medication. Like they could have asked me and gave me the option and like tried 
to check my overall health or tried to like support before prescribing. I don’t know, like if they maybe like 
cared about my overall health rather than just being like, ‘Oh this is for you’.

Somaya

Children and young people expected professionals to work together to help them build their support 
system by signposting them to other local services, ranging from housing to sexual health. However, 
CYP and their parents sometimes found it overwhelming and confusing when many services contacted 
them at once. Thus, CYP recommended a more joined-up approach between organisations.

Principles underpinning a ‘trauma-informed’ approach
Children and young people’s healing was influenced primarily by their experience of interacting with 
professionals. CYP provided examples of positive interactions and ones that felt damaging. CYP 
described the following principles that can be seen to be promoted in ‘trauma-informed’ approaches to 
supporting survivors.

Feeling empowered through having choice and control
Feeling empowered through having choice and control was important to CYP, as the abuse had taken 
this away from them. This involved professionals making them aware of opportunities where they 
could make decisions. One CYP appreciated making decisions about how they made contact with 
their ChISVA. For example, if their ChISVA sent them a text message, they could decide when to reply, 
without feeling pressured to respond immediately. CYP also reported that having options about how 
they could engage with services (face to face or remotely) enabled greater accessibility.

Within therapeutic settings, CYP valued flexibility and options in how they communicated their feelings, 
often in creative ways, which could also be used as a tool outside of the therapy room: ‘I think it’s 
sometimes when you can’t find the right words for something, sometimes just like an image can show 
that and portray that rather than describing it in detail’. (Lola)

As part of feeling empowered, CYP valued clear communication particularly while navigating the CJS. A 
lack of communication often led to CYP feeling as though they were not valued.

There would be like months where I wouldn’t hear anything, which is obviously very natural. But there 
would be things going on behind the scenes and I don’t think sometimes that information was passed on 
soon enough.

Cece

Not being judged or blamed
Children and young people valued interactions where they did not feel judged or blamed for the abuse. 
This was conveyed through what professionals said and how they communicated ‘Just being able to 
know that you can go to someone with your problems and your feelings and just know that you’re not 
gonna be judged for it and they’re here to help you’. (Bel)

Children and young people described examples within criminal justice processes where language came 
across as blaming or judging them.

A lot of the letter I felt was blaming it on me. Basically, at one point they just said, there just wasn’t 
enough evidence and I was happy with that. But then they went on to sort of blame me and was like, ‘You 
could’ve …’ They went on to say like, ‘You didn’t …’ Basically I didn’t seem upset enough.

Sophie
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Children and young people explained how interactions with professionals could be confusing because 
the tone and approach could vary depending on the purpose of the interaction.

I would have liked a bit more warning that the police interview wouldn’t be the same as the small talks at 
home. It was the same guy that came round to my house that did the interview and he was completely 
different and it was really formal. They were acting like I was lying because of how they were asking stuff. 
But then he came round again to our house and he was lovely again and he was like, ‘we wanted to let you 
know that we believe you’. It was all fine, but obviously in that moment it was so different.

Lola

Being treated as a whole person
Children and young people emphasised the importance of being treated as a whole individual, 
particularly by those providing therapeutic support. While they wanted to be understood for what they 
had experienced, they did not want to be defined by the abuse. It was important that their resilience and 
strength was acknowledged even when they were struggling.

You get the vibe that she sees the whole person, like she sees everything that I’ve been through, actually 
the good, the bad, the lows, the highs. So she knows I’m not just a negative person, but actually when I’m 
struggling and when I’m not.

Sophie

Children and young people valued services treating them as a whole person through the way in which 
they promoted CYP’s actual and felt safety, such as providing them with taxis to access the service.

Ideal characteristics or qualities of professionals
Children and young people identified key qualities that they believed professionals should have, all 
stemming from the principles identified by CYP which could be described as ‘trauma-informed’. While 
CYP felt that professionals could be trained in these, they recognised these could be inherent qualities 
within a person, which should be considered when recruiting professionals into job roles.

Empathy
Children and young people said that professionals should listen and show empathy, not just in their 
words but through their body language. CYP felt they could distinguish between those who showed 
authentic compassion and those who did not. Experiencing genuine empathy and compassion had a 
long-lasting impact for CYP.

It’s like everything from the tone of voice to the body language to the actual words that are spoken. You 
really just have to show it. It’s those people skills. It felt comfortable and friendly whilst also giving that 
professional level of support. She’s one of the biggest impacts on my life, I will never forget her.

Clara

However, there were damaging implications on health and decisions about pursuing justice when 
empathy was not conveyed.

The way they would like look at me sometimes or the way they word it, it made me feel like is this really all 
worth it? Just simple things like looks and phrases, lack of communication, it twists the mind. Especially 
after these events, you overthink a lot and it’s dangerous for some people.

Serenity

Providing a personalised response
While CYP recognised that professionals had high caseloads, they believed this should not compromise 
genuine engagement with individuals and building trust. This required professionals to be organised, 
invest in meaningful relationships with CYP, and work with other professionals who had more 
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established relationships with CYP. CYP felt this would lead to providing personalised support, bespoke 
to the individual.

It doesn’t feel like you’re just talking to a textbook. It’s not generic, it’s not full of buzzwords. It’s personal. 
My ChISVA didn’t sound like a talking textbook, she sounded like a real person and it felt like I was talking 
to a friend.

Clara

Children and young people valued professionals tailoring support and being creative in their 
communication particularly if they had a disability. When support was not tailored, this negatively 
affected their engagement with the support.

With my autism I need specific questions to answer because I didn’t really know how to explain my 
feelings and she would just sit there in silence for ages at a time. It was really awkward. I could never get 
anything out. I never felt welcome there. It just never helped.

Serenity

As part of this, CYP felt that the type of therapeutic support available to them through services should 
be varied, recognising that some therapy types might suit some people more than others and this would 
facilitate engagement in therapy.

Knowledge and expertise
Children and young people believed that as part of providing a personalised response, professionals 
should be trained in understanding the nature of sexual abuse and its impacts, and were aware of factors 
that could impact healing, such as difficult relationships at home, the level of ongoing contact they had 
with the perpetrator, or experiencing domestic abuse. CYP valued reassurance about professionals’ 
level of understanding. Some described the negative impact of professionals or systems not consistently 
showing awareness of the wider context in which abuse occurs, particularly in relation to the CJS.

This system isn’t very inclusive. It’s not very accessible and a lot of ethnic minorities and young black girls 
are subject to sexual violence at a young age and you have people in the system who don’t understand 
those backgrounds, don’t understand the sociology behind them and how they ended up being the victims 
of what they were. I think it’s just leading to a lack of justice being provided. There’s not an understanding 
of the lives of the people that are involved.

Clara

Children and young people felt it was critical that healthcare professionals particularly had general 
training about sexual violence and abuse when working with any young person, even if they were 
not aware that they had experienced sexual violence and abuse. This was important in the context 
of conducting general medical consultations and examinations. Others felt that professionals did not 
always fully appreciate the devastating effects of all forms of abuse, which led to its minimisation. CYP 
recommended the importance of professionals receiving specific training.

Calm and resilient
Children and young people often remarked that professionals should be calm and resilient, while 
recognising that professionals needed support to hold others’ trauma. CYP reported that the calm and 
resilient nature of professionals could also be influenced by the physical environment in which they 
provided support, which could be beneficial particularly if young people were accessing support from 
challenging home environments.

Just have a calm environment where it grows onto them. Because it’s the worst when you’re feeling like 
panicked and overwhelmed.

Yolanda
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Children and young people’s recovery outcomes
Children and young people shared how abuse impacted their lives and how their experiences of 
accessing support helped to improve these effects. Factors such as being unable to access support or 
re-victimisation exacerbated these effects. One important outcome was CYP gaining understanding of 
sexual violence and abuse and how it affected them, knowing it was not their fault and they were not 
to blame. By receiving appropriate support, CYP found it beneficial to recognise and confront what 
happened to them.

When your family blame you, your school blame you, it feels like it is your fault, but then when somebody 
finally goes, ‘it wasn’t your fault what happened’ you kind of feel at peace with yourself.

Ashleigh

This led to CYP experiencing improvements in their physical and mental health, their education, 
interpersonal relationships and being able to re-engage in a wide range of areas in their lives. CYP valued 
being provided with tools and techniques they could use once formal support ended.

I think the support has made me more capable of looking after myself. I can notice more in myself, I 
can identify my emotions and the real reasons behind them. I think I’m more calm. Before I would have 
outbursts a lot and I’d get really angry quite quickly.

Yolanda

Recovery is ongoing
Children and young people explained how their healing was ongoing, and this was not the same for 
everyone. CYP recognised that there were time points when they felt ready to start receiving support 
and times where they did not. Some felt tensions between not feeling ready to engage with support, 
while being afraid that support may no longer be available if they did not take it up. Although CYP knew 
their rights to access support at another point, some felt unable to ask for that support again if they had 
previously refused it. CYP also highlighted the significance of being prepared for formal support to end 
and having a sense of closure as part of their recovery:

We really got on and then it sort of feels a bit like a break up that you’re never gonna see her. But then, 
when she sent the letter that was nice because it sort of put it all together, like how much we’d done 
and accomplished.

Lola

Motivation to make changes for others
Children and young people’s experiences of SARC and support post-SARC motivated them to engage 
with opportunities where they could be heard. Some support services provided CYP opportunities 
to participate in a consultation group once formal support ended, where they could influence service 
delivery. This enabled CYP to remain connected with services and make changes for others.

Children and young people told us that they felt motivated to participate in our research study for a 
number of reasons. Because of CYP’s positive experiences with services, they wanted to ensure that 
others received positive support.

I feel like my motivation has just been to help others. When it happened I was in a very down place and 
I’m now a much happier, more creative, just independent person now. I want people to know that it’s not 
gonna be like horrible for the rest of their lives.

Polly

For others, negative experiences of support or areas where they felt could have been improved fuelled 
their motivation to ensure changes were made for CYP in the future:
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I hate the thought of someone I know to go through this and have the same experience, where actually 
one small change would have made the broader difference. I’m keen to give my opinion because I wish 
things were different for me in some areas.

Sophie

I know that I will be at least making some difference and I’m giving my time, my thoughts and my energy 
to this research. I want to campaign for change. My own experiences of the criminal justice system made 
me passionate about helping people.

Clara

Discussion

Summary of main findings
This study is the first of its kind to explore CYP’s experiences of SARCs and their journeys post-SARC. 
Our findings demonstrated the uniqueness of recovery in this group of survivors. Recovery was 
influenced by how quickly CYP accessed support, its content and duration, the location and context 
of care and how well services worked together. Healing was also affected by life events that CYP 
experienced which included sexual re-victimisation. Re-exposure to abuse served to aggravate trauma 
symptoms and undermine engagement with services.

Children and young people had positive experiences of SARCs and valued their role in offering them a 
FME and connecting them with onward support services. As the majority of CYP in the study did not 
have prior knowledge of SARC, this raises questions about SARC awareness among younger populations 
and the importance of professionals’ awareness of SARCs when responding to disclosures of sexual 
violence and abuse. Among the majority of those we spoke to, SARCs played a role in responding to 
recent sexual offences, which relied on CYP disclosing abuse. In light of the costs to the NHS of delayed 
disclosures of sexual violence in childhood and lifelong impacts for survivors,149 it is paramount that 
professionals are prepared to recognise and manage disclosures effectively.

Children and young people felt that their recovery was impacted by the limitations associated with the 
broader service provision landscape of services accessed post-SARC. Accessing delayed and short-term 
support was the norm. There continues to be an urgent need to invest in resources for services to 
minimise the negative health and well-being impacts for young survivors that are exacerbated by not 
receiving timely and long-term support. Our findings support other research that has shown young 
survivors managing their own mental health and well-being while waiting for support.130 While adequate 
resourcing of services may take time, CYP in the study suggested that there were benefits of services 
managing waiting list times such as providing psychoeducation.

Children and young people identified principles that were key to their recovery which could be 
described as principles underlining a ‘trauma-informed’ response to supporting survivors.44 Recovery 
outcomes not only were dependent on timely support but were also impacted by CYP’s interactions 
with professionals at SARCs and across sectors, including specialist sexual violence services, statutory 
health, education, social services and the CJS. Thus, trauma-informed principles and certain qualities 
associated with professionals such as showing empathy and compassion, not judging CYP, providing 
a personalised response and empowering CYP, all play a role in CYP achieving long-term gains in the 
aftermath of sexual violence and abuse. These principles and qualities reinforce key messages from our 
qualitative evidence synthesis (see Chapter 3) about what factors impacted survivors’ engagement with 
interventions and recovery outcomes.

Notably, the lack of a ‘trauma-informed’ approach was associated with poor or delayed healing. 
Therefore, early intervention and a consistent trauma-informed approach across professionals could 
prevent long-term negative health and well-being impacts for young survivors. Further exploration 
is needed to distil what ‘trauma-informed’ practice looks like across sectors that are specialist SAAS 
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agencies and those that are not (e.g. education and NHS services) and how professionals can be trained. 
This supports observations that demonstrate that adult survivors’ contact with support services alone 
does not reduce trauma symptoms; rather, it is the quality of services and survivors’ assessments of their 
interactions with professionals that appear relevant in promoting recovery.150

The study also observed that when the opportunity is provided, CYP valued being part of informing and 
developing services to help others. For some, this aspect played a key role in their recovery journey. 
As noted by Bovarnick et al.,151 choosing appropriate levels of participation for CYP’s engagement is 
important going forward, carefully considering how opportunities will empower CYP, whose needs their 
involvement serves and whether participation can be enacted ethically and meaningfully.

Strengths and limitations
This study provided detailed and novel insights into how SARCs and onward services impacted CYP’s 
recovery. However, it replicated some of the problems of access to services, with the voices of young 
participants from black communities and diverse cultural communities, of individuals with physical 
disabilities and of boys and young men, largely missing in this study. There were also limitations in 
representing SARC services with only two paediatric services involved. We hope that reflections and 
learnings from our qualitative study of diverse adult survivors (see Chapter 8) can speak to some of the 
risk and access issues affecting members of subpopulations missed in the current study.

Implications for health care
It is paramount that a ‘trauma-informed’ approach is adopted across universal and specialist settings, 
as professionals may unknowingly interact with individuals who have experienced sexual violence and 
abuse. Therefore, attention should be provided to equipping professionals through training. As delays 
to receiving support can negatively impact CYP’s health and well-being, urgent investment is needed 
to resource services adequately. In addition, services should consider ways to manage opportunities 
while CYP are on waiting lists for therapeutic support which could be beneficial to their recovery. There 
is also a need for greater education about the role of SARCs and onward support services among any 
professional a young survivor may interact with, to build CYP’s support network.

Recommendations for research

1.	 Involving groups that have been under-represented at SARCs is vital to gain increased understand-
ing about barriers to accessing support and how services can be tailored to better meet needs.

2.	 Further research needs to distil what ‘trauma-informed’ practice means in different sectors and 
identify barriers to its implementation.

3.	 The voices of CYP should be part of informing research studies throughout their lifecycle and in the 
development of services. These opportunities should be safe and trauma-informed spaces.
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Chapter 8 Access to sexual assault referral 
centres among racially minoritised� and other 
disadvantaged survivors

Background

People with minority characteristics may be more likely to experience sexual violence and abuse than 
other members of the general population. For example, a Centers for Disease Control and Prevention 
(CDC) (2010) survey (conducted in the USA) found that lesbian and bisexual women are more likely 
to be victims of rape, physical violence and/or stalking by an intimate partner in their lifetime than 
heterosexual women.152 Similarly, in a study of minority stress by Lefevor et al., non-binary gender 
individuals were harassed, sexually abused and subjected to traumatic events at higher rates than either 
cis-gender or binary transgender people; approximately half of non-binary individuals reported one of 
these experiences.153 Other population characteristics that may interact with risk for sexual violence and 
abuse include mental health, disabilities and socioeconomic deprivation. There is a high prevalence of 
recent sexual and domestic violence in those with severe mental health problems.154 Studies have also 
highlighted the risks faced by neurodiverse people155 and those with learning disability.156 Despite the 
potential for higher rates of victimisation in some groups, evidence suggests that they may be under-
represented among those seeking support for sexual violence and abuse.157–159

Men, people who identify as LGBTQ+, people from ethnic minority backgrounds, people involved 
in sex work and older adults are often under-represented among those accessing SAAS including 
SARCs160 relative to estimates of abuse in different sub-populations. As many as 1 in 20 men are 
known to have experienced sexual assault since the age of 16 years,93 but may experience gendered 
barriers to getting help.90 While an audit of service users at St Mary’s SARC in Manchester, UK, showed 
over-representation of black and dual-heritage service users, individuals from other ethnic minorities, 
especially those from Asian backgrounds, were under-represented.161

Given this under-representation of minority groups within SAAS and SARCs relative to the risk some of 
these groups face, there is a need to better understand some of the barriers they may face in accessing 
support. Barriers are likely to include fears about encountering homophobia, transphobia, racism or 
other forms of discrimination from those who provide services and shame or guilt associated with 
help-seeking and minority stress.162 There is also a need to understand the recovery journeys of people 
with different types of characteristics, so that support services can draw on this understanding of what 
different types of people may find helpful and be as inclusive and welcoming as possible to anyone who 
has experienced rape, sexual assault or sexual abuse. This chapter therefore sets out the methods and 
findings from a qualitative investigation of the experiences and recovery journeys including barriers 
and facilitators to service access, of members of the MESARCH cohort as well as people recruited from 
outside of SARC services.

Methods

Study design overview
This qualitative study was embedded within the wider cohort study presented in Chapter 5 and 
involved interviews with individuals who had and had not accessed SARCs following exposure to sexual 
violence and abuse at some point in their lives. It employs a story telling approach to gather data with 
participants and applies narrative analysis. This chapter is underpinned by narrative constructionism; 
this is an interpretive and socio-cultural approach that positions those participating in research as 
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meaning-makers who use narratives to make sense of and communicate about their experiences. 
These narratives are seen to have been passed down and co-constructed through participants’ social 
and cultural worlds.163 This chapter sets out to explore people’s actions and efforts to help themselves 
in relation to the occurrence of abuse and violence and the impacts on their lives, in particular, where 
individuals hold identities associated with marginalisation or ‘minoritisation’.164 This could relate to 
identifying as a member of a minority cultural or ethnic group, identifying as transgender, having 
chronic or long-term mental health problems, involved in sex work through coercion or choice or being 
homeless. Thus, approaching ‘narratives’ as the cultural and social resources available to participants and 
upon which they construct the ‘big’ and ‘small’ tales of their lives and experiences of trauma and abuse 
and help-seeking is viewed as an appropriate orientation for this work.

We acknowledge that without clear explanation, terms such as ‘story’, ‘tale’ and ‘story telling’, which 
are central to narrative methods could be unhelpful, even harmful, in this context. Indeed, ontological 
relativism, the basis for viewing knowledge in this study, conceptualises psychosocial phenomena as 
multiple and ‘created’. This may seem at odds with survivors’ expressed need for being believed and 
a ‘positivist’ stance that a single truth related to individuals’ victimisation exists. Our research takes 
the position that all participants are believed, with full understanding of the role of ‘being believed’ 
in survivors’ healing and recovery. People’s stories are not constructed within a vacuum, this form of 
narrative enquiry enables the participant to share their experiences in the order of importance that 
matters most to them.165,166 This also enables the researcher to look at the whole person and not just 
that part of a person’s life that is under investigation.165,166 We also believed narrative enquiry would 
minimise reductionism and draw attention to power dynamics related to gender, sexuality, race and 
socioeconomic status operating in everyday life that may affect help-seeking. For us, storytelling is used 
as a way to gather powerful accounts and authentic voices that centre the survivor as the ‘story-teller’ 
and the researchers and MESARCH LEG member (or experts-by-experience) as story analysts. Use of 
the constructionist approach enables the study to advance one of its key aims: to access the critical 
personal, socio-cultural and political narratives about people’s capacities to keep themselves safe and 
seek help (e.g. from SARCs) in the aftermath of exposure to trauma and abuse as well as those narratives 
that influence their recovery journeys while conferring anonymity and contributing to ‘future-forming’ 
research.167

Changes to protocol
The study was unable to recruit in the community to the projected target of 20 (Group 2: culturally and 
linguistically diverse people who had never accessed SARCs) due to the particular barriers of stigma, 
silencing and abuse faced by marginalised individuals and groups. We engaged with eight willing 
community-based organisations; these agencies reflected on the difficulties in engaging with their target 
communities and how they run outreach programmes using workshops about confidence-building and 
group activities for many months before issues related to safety and abuse can be raised. Despite the 
challenges, the MESARCH cohort study did recruit 15% of survivors from a range of cultural, ethnic 
or linguistic backgrounds; therefore, we focused our efforts to understand about barriers for these 
individuals, expanding beyond our target number of 10 (Group 1). We experienced no difficulties 
recruiting the planned 20 participants for our third group (Group 3 were individuals in the cohort study 
with minority characteristics other than cultural or linguistic diversity (e.g. LGBTQ+ identity, people with 
a disability, men, older people).

Theoretical approach
Reflecting the specific aims of this study, intersectionality168 was employed as a theoretical framework 
for guiding design, data collection and analysis. It is a valuable lens for interpreting the experiences 
of people, intentionally accounting for a relational web of factors that may help or hinder their 
safety, access to helping resources and recovery. This web of factors includes gender and sexual 
identities, ethnicity, socio-economic status, nationality and immigration and a range of other 
protected characteristics such as mental health, age and disability. Another important and linked 
theoretical underpinning is the potential for survivors to be marginalised or ‘othered’ within their own 



DOI: 10.3310/CTGF3870� Health and Social Care Delivery Research 2024 Vol. 12 No. 35

Copyright © 2024 O’Doherty et al. This work was produced by O’Doherty et al. under the terms of a commissioning contract issued by the Secretary of State for Health  
and Social Care. This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, 
distribution, reproduction and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For 
attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

75

communities.169 Survivors may be isolated for having poor mental health, for example, or discouraged 
from seeking help for their health concerns. Similarly, domestic and sexual violence and abuse may be 
seen as private family matters: victims and survivors attempting to exit abusive relationships or seek 
help, especially from outside of that community, may be seen to bring shame on families/communities. 
Othering may also apply where minority populations are treated as ‘them’ by institutions made up of 
‘us’ (e.g. inadequate policing responses to a report of a rape by a gay man or by a non-English-speaking 
migrant woman). Many people who participated in MESARCH would say, in reference to the abuse 
and what occurred afterwards, that they experienced events that had life-changing consequences. 
Narratives may serve to rebuild a person’s ‘shattered sense of identity and meaning’,170 and thus, the 
research was also concerned with capturing these narratives.

Participants and settings
All participants for this story telling and narrative analysis study were aged ≥ 18 years at the time of 
their qualitative interview.

This part of the MESARCH project set out to engage three sub groups of survivors:

•	 Survivors that had accessed a SARC and self-identified as being from any cultural, ethnic or linguistic 
minority community in England (Group 1).

•	 Survivors in the community who self-identified as being from any cultural, ethnic or linguistic 
minority community in England but had not accessed SARCs (Group 2).

•	 Survivors that had accessed SARCs and considered themselves to be from any other minority (e.g. 
LGBTQ+ community or had a disability) or held a characteristic that may lead to experiencing 
marginalisation or vulnerability in this context (e.g. men survivors; homeless individuals; those with 
long-term mental health problems such as psychosis or complex PTSD) (Group 3).

The SARC sample (i.e. Groups 1 and 3) was drawn from the MESARCH cohort study using maximum 
variation sampling to represent a range of characteristics. The setting of the MESARCH cohort study 
is described in Chapter 5. Group 2 consisted of people from minoritised groups who had not accessed 
SARCs and were likely to have experienced delayed help-seeking.171 This group was more difficult to 
recruit. We relied on voluntary sector organisations that provide support after sexual assault, rape or 
abuse and/or those with community ethnic minorities outreach services aimed at engaging seldom 
heard populations.

Recruitment and consent
See Chapter 2 for a discussion of the ethical principles governing the MESARCH project.

Group 1 and Group 3
It was explained to all participants joining the cohort study that they may be approached following 
completion in the cohort study to participate in a further interview as part of our embedded qualitative 
study. It was explained that this would employ an unstructured approach (as distinct from the relatively 
structured cohort interviews) to hearing about the person’s views and experiences. Participants were 
also reminded of this after the 12-month cohort interview to provide people the opportunity decline 
further contact. If people had actively withdrawn from the study (see Chapter 5 for flow of participants 
through the study), then we did not reach out to them again. Groups 1 and 3 were contacted initially by 
email or in line with their preferences for contact and provided with a PIS and a new consent form for 
the qualitative study. Interviewees were offered a range of ways of engaging with the qualitative study 
and most chose a video meeting. This had not been done for the cohort study (all phone interviews), and 
for those who had previously engaged with our research, a video link provided an important opportunity 
for further rapport-building with the research more broadly. This led to several MESARCH participants 
attending the MESARCH conference (see Chapter 2). Before starting the interview, the main pillars of 
consent were checked (explaining voluntary nature of participation and rights to withdraw, conditions 
upon which confidentiality may be breached and use of data). For Groups 1 and 3, we selected 10% of 
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the MESARCH cohort sample (n = 337; see Chapter 5 for a breakdown of baseline sociodemographic 
characteristics of the full MESARCH sample), examining each individual case at baseline until we had 
achieved a comprehensive mix of experiences.

Group 2
To recruit Group 2, we engaged with staff at eight charities/voluntary sector agencies in London, the 
West Midlands and East of England. The staff members then approached their clients and services users, 
inviting them to contact the researchers.

The MESARCH project operates an empowerment model of engagement with survivors and aimed to 
be trauma-informed, prioritising survivors’ perspectives, needs and choices. This was even more critical 
with Group 2. For example, we needed to recognise that survivors of abuse are not a homogeneous 
group, and that some survivors face more oppression and silencing than others. Relative to other 
survivors, people eligible for our Group 2 may be more isolated and socially and economically 
disempowered and at greater risk of negative responses (e.g. disbelief, racist and victim-blaming 
attitudes, threats by family or community in relation to disclosure) and/or their help-seeking may 
be influenced by practices and attitudes that normalise violence against women and children. We 
considered a wide range of ways of enabling safe and empowering participation for these survivors. 
We minimised any references to sexual violence and abuse and used the features of story telling to 
enable participants to share as much or as little as they wished, and to start and end the story of their 
help-seeking journey wherever felt right for them. Potential participants were provided the opportunity 
to have an interpreter and/or a support worker present at the interview and/or access to therapeutic 
or support sessions afterwards (provided by the agency through which the participant was recruited). 
Once contact was established, we provided an information sheet and asked potential participants to 
complete the consenting process. If needed, this was verbally translated before the interview. Interviews 
were offered through a range of modalities. At the conclusion of the interview, we gathered some basic 
sociodemographic information from Group 2 participants, matching the variables presented for Groups 
1 and 3 (see Findings below).

The ‘conversation’
We generally referred to a ‘conversation’ over an ‘interview’ as the former may be experienced as less 
formal and daunting for participants. An interview schedule was used to guide interviews, adapted 
to each context and group as appropriate, for example, asking about SARC experiences in Groups 1 
and 3 but minimising reference to specific service types in Group 2; however, overall a story telling 
approach was adopted. The guide was carefully designed and pilot-tested to minimise any potential 
distress for the participants. Story-telling and biographical-narrative interviews are different from 
semi-structured interviews. Story-telling is linked to broad narratives, interested in exploring in-depth 
lived experiences, including contexts, identities, different stages of life and ways of sharing personal 
and collective experiences.172 This encouraged survivors to tell the story of their help-seeking journey. 
We undertook 35 hours of data collection with an average interview duration of 51 (range: 13–113) 
minutes. At the conclusion of interviews, we offered debriefing, an honorarium of £20 in the form of a 
shopping voucher and offered to cover any expenses incurred such a childcare. All participants in this 
qualitative study consented to audio-recording of interviews, and these were transcribed verbatim 
before pseudonymisation and analysis (see Chapter 2 for handling of data).

Analysis
Narrative analysis captures a range of methods that have in common their focus on stories.173 Visual 
narrative analysis (focus on how and when an image was created), structural narrative analysis (focus 
on how stories are told and linguistic features used) and personal narrative analysis (focus on evolving 
personal life biographies) are all examples of types of narrative analysis. We selected dialogical narrative 
analysis174,175 because it promotes examining what is told in the story (its content) and how a story is put 
together in terms of the narrative resources that are deployed.163 Further, dialogical narrative analysis 
considers what occurs as a result of telling the story (its effects). Smith refers to narrative as a ‘practical 
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medium and the primary medium for action’ (p. 213)163 making it consistent with the goal of many 
MESARCH participants: After a history of assault, I think I was more frustrated by it. I just wanted to do 
something productive and so I contacted SARC about the project. I feel the research is empowering me. I don’t 
feel the shame I used to feel about. It’s a heavy weight to hold on your own; having this dialogue in a way that 
will help others is just very good and the wider project’s goals for impact. It is reasonable to blend narrative 
methods and in fact dialogical narrative analysis blends performative narrative analysis (how the 
interviewer and interviewee perform a story together and why something is said in an interview) with 
thematic narrative analysis (what the content of stories is). Story-telling in combination with dialogical 
narrative analysis potentially achieves a range of functions that are consistent with intersectionality as a 
theoretical framework for interpreting the findings.168 They allow us to approach and understand about 
the various ways in which survivors might experience oppression, risk, barriers and delayed care based 
on multiple, and often minority, identities.

Stages of the analysis

1.	 We followed steps of dialogical narrative analysis set out by Smith.163 (1) We conducted ‘indwell-
ing’ – the notion of becoming familiar with the stories through multiple readings, and also thinking 
of each participant as a person with a story to tell. (2) We identified the big stories (those that take 
time to tell, contain substantial detail and reflection over major life events or experiences) and small 
stories (the mini, side-stories that people tell in relation to everyday things) within the transcripts. 
(3) Next, we identified narrative themes or patterns running through individual stories by attending 
to what is repeated and significant for the story-teller, using colour coding for different themes and 
making notes in the margins. Over-coding was avoided, as it tends to break down the text too much 
for narrative analysis to be effective. (4) Identifying the structure of the story or stories was about 
establishing how it was constructed. It can be considered visually by plotting time and the trajectory 
of the story, for example, a story about moving through the criminal justice process may be depict-
ed as a positive curve (e.g. getting closer to a trial date) or a decline (e.g. going from having high 
hopes about getting justice to a notification about the case being closed by the police, with little 
explanation, followed by the conclusion of support from the ISVA). Smith163 also includes a series of 
guiding questions to extend the dialogical narrative analysis further, for example, identity questions 
(How do people tell stories about who they were or who they may become?) and function questions 
(How might this story or telling it be useful to the survivor?).

2.	 Narrative analysis attends to the particular by looking at the data as a coherent whole. To achieve 
this, we created core stories176 for each participant in the embedded qualitative study, critically, 
maintaining the participant’s own words throughout and removing extraneous material. We moved 
fragments of themes together and integrated events into a temporally organised whole with a the-
matic thread.

3.	 The final step in our narrative analysis was for the four researchers and two Lived Experiences 
Group members to move from story analysts to story tellers through the co-production of compos-
ites.167 This involved the researchers reading and re-reading the core stories, and identifying and 
discussing common themes, plots and threads across the core stories. We examined these themes, 
plots and threads for linkages with our research question as well as allowing these to emerge in-
ductively (e.g. connections between cultural background and risk). We clustered stories or themes 
within stories, tacking together sections of participants’ stories and importantly, retaining the ‘soul 
of the narrative’ (p. 21).177

Typologies of narratives arose from the study that communicate the central points about the oppression, 
barriers, gaps and opportunities discussed by participants; we shared stories and created composites 
that emphasised temporality and captured common themes in survivor journeys of recovery and healing. 
Given the wealth of data available, our follow-up on this research will share composites that convey 
what the telling of stories within the MESARCH project can ‘do’ for survivors, as part of discovering the 
functional dynamics central to dialogical narrative analysis.
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Results

Characteristics and experiences of participants in the embedded qualitative study
The study involved a total of 41 participants: 20 who fulfilled the inclusion criteria for Group 1 and 14 
for Group 3. Seven participants were recruited from non-SARC community settings. See Table 20 for an 
overview of the characteristics of the participants. Core stories were developed for all 41 individuals, 
and all but one were integrated into the findings presented here. This individual requested that no direct 
quotes be included for them. The narrative sample diverged from the cohort study (see Chapter 5) on the 
characteristics shown in Table 20: there was greater minoritisation in the narrative sample as planned. 
However, the narrative sample was higher for education, and there was no difference on earnings as the 
main source of income. The community sample (Group 2) constituted six women and one man. All seven 
participants described themselves as having Asian heritage, from a range of ethnicities including Indian, 
Bangladeshi and mixed Chinese-Indian. Religious affiliations were Islam, Sikhism, Buddhism, Hinduism 
and Spiritualism. All participants in Group 2 reported multiple forms of abuse and violence from multiple 
perpetrators. Sexual violence and abuse had occurred in the context of domestic abuse (100%) and 
forced marriage, and many of the women had endured honour-based abuse from their families and 
communities in the UK and overseas. The research also documented testimonials of violent forms of 

TABLE 20 Summary characteristics of the sample participating in the MESARCH narrative study

Sample characteristics N (%) or mean (SD) Total (n = 41)

Age (years) 37 (13)

Gender

 Women (cis-gender) 35 (86)

 Men (cis-gender) 5 (12)

 Non-binary 1 (2)

Sexual orientation is heterosexual 25 (61)

Ethnic minority groups 20 (49)

 Dual or mixed heritage 7 (17)

 Black 3 (7)

 Asian 7 (17)

 Chinese 2 (5)

 Other ethnicity 1 (3)

No religion affiliation 18 (44)

Divorced or separated 12 (29)

Education to A-level or above 30 (78)

Earnings as main source of income 19 (46)

In work 20 (50)

Unable to work due to illness or disability 12 (30)

Looking for work 2 (5)

Students 5 (12.5)

Not looking for work 1 (2.5)

Longstanding disability/illness limits activity 26 (63)

Long-term mental health problems 28 (68)
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reproductive control and one participant told of persecution over their sexuality from their family in 
their country of origin.

Main narrative findings
The 41 core stories developed with survivors shared many narrative plots and arcs central to 
addressing questions about barriers to access to SARCs, other SAAS, NHS care and justice-related 
services. We first present typologies of risk in relation to sexual violence and abuse (three sub-themes) 
(see Table 21), these were not intentionally examined but were a pertinent feature of participants’ 
narratives, intersecting in important ways with identities about mental health, prior trauma, cultural 
heritage and social disadvantage. Second, we present typologies that foreground the most significant 
and urgent access issues identified by our sample (eight sub-themes) . We also showcase aspects of 
best practice in enabling vulnerable and/or minority community survivors access SARCs and other 
settings. Finally, typologies about recovery and healing are presented. Twelve sub-themes address 
what defines, promotes and prevents recovery in this context.The narrative study provided in-depth 
data to complement findings from the process evaluation, and the reporting of clinical outcomes in the 
cohort study.

Typology of narratives about risk
As survivors recounted their experiences following sexual abuse, a perpetual cycle of repeated 
exposures to increasingly severe and complex risky situations emerged. In this typology, each composite 
compiles how the cycle of risk manifested, and what risks survivors described themselves experiencing 
through their journey thus far.

Gender-based violence: the curse of being a woman
A large sub-sample of our narratives were voices of individuals from a racial minority background. As 
women reflected on their journey, a core collection of stories emerged around the oppression of women 
due to historical patriarchal values, and gendered double standards that were socio-culturally reinforced. 
A prominent theme across the narratives was forced marriages. Within forced marriages, women 
experienced a severe decline in both mental and physical health. For some, this also involved migrating 
to a new country, but for most, it was leaving one chaotic environment for another. Women described as 
being bound, living in a daily hell where they were raped, beaten, berated and, in some cases, physically 
abused by their in-laws.

Throughout the narratives women transitioned from beliefs that were ego-syntonic to ego-dystonic. 
Women described being conditioned from an early age about what it means to be a woman in their 
culture. Such beliefs became ego-syntonic because this was the only one they had ever known, and 
it was seen across generations before them; hence, oppression was their perceived norm strongly 
reinforced by family and the wider community. There were powerful accounts of forced marriages and 
of the atrocities that occurred within the marriages. Across all of the stories, there were turning points, 
where women began to resist the harmful socio-cultural norms and make a bid for freedom. Though 
freedom was sought, the road to freedom was one met with multiple experiences of re-victimisation. 
The composite ‘Mehar’ illustrates this through a story entitled ‘The curse of being a woman’ (see Box 3). 
Belonging to a culture that oppresses women, Mehar’s life was dictated from the very beginning, her 
life was to be handed to a man of her parents’ choice, and she would dedicate her life to pleasing him. 
Her fate was sealed from birth, forced to endure multiple gender-based abuses in her early years, in 
preparation for adulthood.

[I remember, as] a child, [I was being] mould[ed] to accept abuse, both parents would say, ‘She’s gonna be 
beaten all her life’. What a mantra to have in your head, I’m gonna be beaten all my life.

The culture of silence ‘everything that happens is a secret’
This theme captures how silence was more than just being made voiceless. Silence was a systematic 
disempowerment, resulting in a loss of autonomy. For some individuals from culturally diverse 
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TABLE 21 Typologies of risk, access and recovery

Risk

1. Gender-based violence: 
the curse of being a 

woman

2. The culture of silence: 
‘everything that happens 

is a secret’

3. Lifetime trauma: lifelong 
cycles of trauma 

Access

1. Victims and survivors not 
recognising abuse or lack 

access to information

2. Potential entry points to 
care abuse missed

3. Racial discrimination 
blocking access to safety, 

justice and dignity

4. Social disadvantage: ‘I’m 
not worth nothing, I’m not 

worth the bother’

5. Mental health: 
‘personality disorder used 

as a bit like a weapon’

6. Cultural narratives 
influencing reporting of 

sexual violence and abuse

7. Shifting societal & 
institutional responses to 

CSA facilitates access

8. Accessing the right 
therapies

Recovery (1) 
I cannot

1. Societal support for the 
perpetrator

2. Complex trauma and 
physical ill health

3. Physical or visual 
reminders of the abuse or 

the abuser

Recovery (2) 
I am recovering

4. Justice and its effect on 
healing

5. Struggling with mental 
health problems and 

getting support 

6. Using mind–body 
connecting activity and 

therapy – yoga, exercise, 
meditation

7. Accepting recovery is a 
process, and there are ups 

and downs

8. Supportive partners and 
other relationships

9. Moving to another place

Recovery (3) 
I feel recovered

10. Societal progress and 
talking openly about abuse 

helps

11. What works is 
different for everyone

12. Consistent support 
from all sources
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backgrounds in the study, ​​​​​​​tools that are central to help-seeking (like family support) are often absent. 
Being silenced operated at multiple levels and subsequently increased the risk of polyvictimisation 
among survivors within our study. The composite ‘Umang’ captures a story entitled ‘Silence is really not 
golden’ (see Box 4), where Umang reflects on their experiences of silence. The reflection situates silence 
in their early experiences, and silencing as precipitating abuse, and dampening chances of help. Taboos 

BOX 3 The curse of being a woman – Mehar

Daughters are born, but you’re not part of the family because you’ve got to move on to another family. Being 
born a girl, it just wasn’t very valued. What is freedom? We are born into families where we are supposed to 
be subservient to our parents. Children exist to serve the parents, and respect only works one way. [My dad] 
says these things are cultural. We have to do what our parents tell us to do for the honour of our parents in the 
community. You know the culture we have grown up is very patriarchal … The rules are different for boys [and] 
girls. When we were young we were told that we would be married off at a very early age and we wouldn’t have 
a choice…

I was very heavily sedated, heavily guarded by the family, I was transported to India and kept there for 2 years 
against my will and forced to marry someone. My dad said to me, ‘if you think about running away, I will find you, 
I’ll kill you, and I’ll go to prison’. I totally believe that he would do that. So I was forced to marry a stranger and 
things went into a snowball after that. I moved to England and I was forced to support his … sponsor his​​​​​​​ visa to 
England. All [I was] told is you have to please the husband. I was raped by my husband, it was daily rape for eight 
and a half years of my life. ​​​​​​​I didn’t used to eat for days, I was underweight, depressed, getting beaten, I [had] to 
go to my in-laws at the weekend to do all their work …

I eventually ended up leaving him. My family had disowned me at that point. My mental health had deteriorated, 
I couldn’t see a way out of it. I went into a catalogue of addictions like alcohol … eating painkillers left, right 
and centre to numb the pain. I had so many episodes of overdosing. This is what honour-based abuse does 
to you, you get bound by tradition in the after effects of trauma because your parents don’t teach you to be 
independent. I wish my dad had left his core belief and value systems at Heathrow Airport.

BOX 4 Silence is really not golden – Umang

I guess, culturally it’s not something that we’d ever discussed, we’re not taught about [sex] education when 
we’re growing up. We’re not taught about consent. We’re not taught about abuse. It’s always perceived to be 
something that couldn’t or wouldn’t happen to us because of how we are quite reserved as people, like the 
culture that I come from; just the topic of sex and anything – one massive taboo. We were virtually forced to go 
to our uncles we don’t even know, we were forced to hug people we don’t even know. That’s apparently part of 
culture, and that’s what I mean by my mum and dad’s relationship. I did not see any consent around the whole 
… I’ve not been taught, I’ve not been taught consent around my own body … When I was about 14, I was also 
taken advantage of by my Arabic teacher. As soon as I told my mum, guess who got told off? ‘Why is he doing 
that to you? What for? Why? What have you done?’ Instead of questioning the actual situation, she questioned 
this. Literally minimising my voice. The education is always keep things to yourself. I’m ashamed that it happened. 
I felt that heaviness on my shoulder because my family is thinking, oh I’m doing whatever I want, succeeding, 
going ahead with following my dreams. When actually, it’s far beyond that. It is just far beyond that. I will never 
tell my family because they would not talk to me for years. I would be the one blamed for it because they are 
narrow minded and ignorant.

I shouldn’t feel shame for something that wasn’t my choice. But it’s a shame because I know how other people 
are going to perceive me now. That’s the shame that stopped me from telling people that I probably should 
have told, who would have wanted to help and support me in that time. [Recently] I went to the local [place of 
worship] and spoke to one of the ​​​​​​​priests, I explained the situation with them [about domestic violence] … The 
backlash from that was, ‘you have to make it work, you know, he’s a man, you have to give him attention, you 
have to cook for him, you have to clean for him’. And I thought, ​​​​​​​one problem with the whole culture is, you know, 
brushing things under the carpet and making things seem that everything will be fine if you try a little harder. You 
know, we make domestic violence or sexual abuse look like it’s nothing, it’s a trivial matter.

I wonder why it happened, I’d love to know … People sexualise [girls] as exotic; ‘Oh you look like Princess 
Jasmine’; men always sa[y] quite inappropriate things. I sometimes wonder whether [being dual heritage] did 
make a difference … Another part [is] I think that young black girls are sexualised a fair bit more at young ages … 
and I think it is [partly] because of that sexualisation, and objectification that [this] happens disproportionately to 
black girls.
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about dating, sex, and consent existed in childhood and adolescence, with conversations around sex and 
dating rarely occurring. There were limited points of reference for survivors to draw on to understand 
about healthy relationships. They reflected on how silence was reinforced by culture, family members 
and the wider society, leaving them feeling powerless but also ashamed when sexual abuse occurred. 
Finally, they reflected on how women of colour are seen in culturally diverse societies and why this 
coupled with a culture of silence increases the risk of sexual abuse, as well as other forms of abuse.

Lifetime trauma: lifelong cycles of trauma
This theme represents cycles of trauma and abuse affecting many participants in the MESARCH project 
and to an even great extent in our narrative study sample. Survivors indicated cycles of violence, 
wherein their early life trauma led to deteriorating mental health which exacerbated risks for further 
abuse. The composite of ‘Madison’ is entitled ‘Cycles of trauma’, which captures abuse in childhood 
coupled with unmet mental health needs and how this exacerbated subsequent abuse and experiences 
of multiple victimisation (see Box 5). The cycle of trauma connects with sub-themes of homelessness, 
addiction and repeated patterns of abusive relationships.

Typology of narratives about access to care for survivors

Victims and survivors not recognising abuse or lacking access to information
This access typology draws together the many narratives relating to how survivors’ minimal ‘awareness’ 
of abuse could delay help-seeking. Achieving awareness of coercive behaviours can be particularly 
problematic because of the insidious nature of domestic abuse and the subtle and exploitative ways in 
which perpetrators enact abuse (see Box 6).

Participants’ accounts highlight the vital role of communities in making information about abuse 
available. People may seek such information at critical turning points in their lives when they may 
struggle to name the abuse but identify that they are unsafe and at risk (see Box 7). Such information 

BOX 5 Cycles of trauma – Madison

I had quite a chaotic childhood. I had complex trauma​​​​​​​ [from] an unstable family background. I don’t have like 
a proper family because of my childhood abuse. My father didn’t sexually abuse me but systematically hit my 
mother [during my childhood]. I really didn’t have anywhere to turn. I got to the point of breakdown with post-
traumatic stress and flashbacks and then that escalated into psychosis and being really, really unwell despite all 
the efforts to maintain my mental health.

Over the years I’ve been a victim of multiple sociopaths and psychopaths. These are the sorts of people that I’ve 
attracted as a result of the abuse I’ve suffered. I’ve found that when you’ve been in a life-threatening situation 
where you are told to perform sexual acts and you do it, then it’s very difficult to avoid coercion in any kind of 
future relationships and control because you’ve been in that situation.

Unfortunately, I ended up running away when I was 15 from an abuser and ended up getting abused by a police 
officer. So that’s how that started. And then as an adult, there’s been a couple of experiences. This was just the 
tip of iceberg. I ended up being in a homeless accommodation in the same town I am still living in today. And that 
is one of the roughest places you can be.

We lost our house. We lost all our possessions. Pretty much everything. Just to get away from it. They [local 
council] put me in an accommodation with a woman who used to be a prostitute, funnily enough, and she tried 
to pressure me into all sorts. And at that point, the only way I could cope was with prescription medication, 
which was 220 milligrams of antidepressants, gabapentin, propranolol, and diazepam, and alcohol, and cocaine … 
I couldn’t drink [in the] morning [because of work], so cocaine did the job, and I could just function. My addiction 
was taking off, days off sick were getting a little bit more. Then it got to the point where home life was crumbling. 
It became this vicious cycle.

I’ve become a person that just exists. My physical health isn’t good either and I think it all stems from the abuse. I 
just think the whole thing has systemically battered me.
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must go beyond addressing the ‘black and white’ forms of abuse such as physical violence to 
encompassing hidden forms as identified in Box 7.

Individuals (formally and informally) and organisations across communities being able to ask about abuse 
when suspected and providing appropriate responses, which includes linking victims and survivors to 
sources of help were cornerstones of access in this research. The research identifies many instances of 
workplaces (see Box 8) and university staff supporting survivors to make sense of their difficulties and 
the abuse, and providing information and referrals.

BOX 6 If what happened didn’t fit in a box, it doesn’t mean it didn’t happen

I just wish there was more help initially when people go through sexual abuse, that there was kind of more help 
around what a healthy relationship is and more information about what constitutes saying no. Because obviously 
we have a stereotypical thing, where it’s like you literally shout ‘No, no, no, no’, but you don’t talk much about 
like the freeze response or like you’ve given him what he wanted because you’re scared. I think there need to 
be more conversations around coercion and stuff like that because that’s a big concept that I struggled with for 
many years. I said no initially, but then I got so scared so I just went along with it and I think that would help so 
many more victims if that was more talked about, rather than just the stereotypical stranger in an alleyway and 
you’re shouting ‘No!’ We have such a black and white view of what rape is. But even like the media and stuff 
portray it differently now because it’s not just black and white. So we are getting there but I think it’s important 
for victims to realise that if what happened to them didn’t fit in that box, doesn’t mean that it didn’t happen.

BOX 7 Extract from a life narrative: to forced marriage and beyond

When I was 17, I knew this marriage stuff was looming, but I always believed I would have a choice in it. My dad 
and his brother took me to ​​​​​​​Yorkshire, and there I met the man who was going to be my husband. I wasn’t allowed 
to be alone with him, and we were literally there for half an hour. The transaction, the deal had already been 
done. ‘What do you think?’ asked my dad on the way home. ‘No’ was my response. My dad’s words were, ‘That’s 
the man you’re going to marry, whether you like it or not.

That’s when I most wanted a professional in my life, or a poster to say I can just talk to somebody. It was just like 
I can’t tell anybody about it. I was thinking where am I going to run away to anyway? I haven’t got a qualification 
to my name. So, I went through with it. I did it at 17 years old, and it was surreal: 4 days of wedding but I felt like 
I wasn’t there.

BOX 8 Workplaces as integral to linking survivors to support

I was moved to England and I was forced to sponsor his visa to England. I was still under threats and blackmail 
from my family for the first few years of that marriage. I was coerced to have children, because it would restore 
honour. I had two sons from this marriage. He was alcoholic and abusive throughout this marriage, and it took 
me 6 years to finally get out of it. The incident that really changed things was that we were moving in slow-
moving traffic, he was driving me to work, and leant over and opened the door and almost pushed me out. If 
it wasn’t for the seatbelt, he would have thrown me into traffic. That shook me. I went into work crying, and 
the matron there, called me in her office and she asked me what had happened. I broke down because judging 
from the way my parents treated me and the way I was blackmailed and emotionally threatened by my parents 
that nobody will help me, I had a feeling that if I asked for help, I wouldn’t be helped. The matron, she calmed 
me down and she told me, ‘there’s help for all this. Go to your GP, there’s domestic violence services, get your 
paperwork out, bring it to work and store it there, we’ll keep it safe for you’. So, I did that and took all my boys’ 
birth certificates, passports and everything and I just left them in the office, and I called my doctor and I told her 
what was happening and she put me through to domestic violence services. A few weeks after that, I found out 
that my ex-husband was going to take the boys to India. We had a major blow out because he was asking for the 
passports. Luckily, someone from the Public Protection Unit had called me and arranged to put markers on the 
house, so that if there’s any incident and I call 999, then the police know it’s priority. So, I called the police after 
that, and they came and they got us. I broke free from the marriage and ended up in refuge provision for a month 
with my sons.
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These mechanisms of citizens ‘knowing’ are particularly relevant where there is low ‘visibility’ of abuse, 
for example, where abuse occurs in family settings, or environments and communities where abuse is 
silenced. Abuse thrives when helping resources are relatively distal for an individual or community, for 
example, linguistically diverse communities may struggle to engage with awareness-raising campaigns, 
posters and pamphlets when not designed with their needs and barriers in mind. Box 9 identifies the 
potential of sustained campaigns against abuse and in relation to articulating less well-defined aspects 
of abuse. It also draws attention to the multiple ways in which agencies across the third sector can 
support disclosure and access to justice and SAAS at a critical turning point.

Potential entry points to care for sexual violence and abuse missed
Many participants alluded to recognising that what was happening was ‘abuse’ but experiencing 
considerable barriers to escaping the situation. Picking up at a later point in the narrative To Forced 
Marriage and Beyond, our participant reflects on not being asked about abuse in an antenatal setting 
even when they were presented on a third pregnancy loss and in poor health (see Box 10). This signals 
missed opportunities for enabling access to care for sexual violence and abuse/exiting domestic abuse.

The participant in Box 11 explains about why being asked is so important, and why spontaneous 
disclosure without the question being asked is unlikely. These cases show that some signs of abuse may 
be more opaque than others (e.g. miscarriage or mental health problems) but this study shows that even 
when the signs of physical violence were apparent, health professionals may have avoided enquiring.

The following narrative identifies a range in the experience of quality of responses from health providers 
(see Box 12). Many opportunities arise ‘to put a lifeline out there’ as survivors seek help for the direct 
effects of abuse as well as other health-related issues over the course of experiencing domestic abuse. It 
draws attention to the value of health professionals being able to ask and offer support. Professionals do 
not always recognise the communication difficulties experienced by people who have been exposed to 
abuse, ‘Unless I’m asked specific questions, I wouldn’t know how to communicate because for so many 
years I’d been told to basically keep my mouth shut and told what to say and how to act’.

Related to the difficulties survivors of trauma may experience in communication and decision-making, 
the final composite voice (see Box 13) shared in this section centres on the vital role and capacity of the 
NHS to open access to care.

BOX 10 Extract from a life narrative: to forced marriage and beyond

So that felt right, ‘I’ll have children. I’ll have somebody to love, and somebody to love me back, because how else 
am I going to get through this life?’ I was well underweight because I was malnourished; I miscarried three times. 
Nobody from health asked did I feel safe at home. And it was only on my third miscarriage, I was lying there, 
and I thought, ‘I need to get out’, but I wasn’t just leaving him, and the in-laws, and the extended in-laws, I was 
leaving my mum and dad. I was going to be leaving my brothers and my sisters, and my millions of cousins and 
aunties and uncles. I knew I was going to have to walk away from them all. So, I did.

BOX 9 Campaigns and voluntary sector organisations as enabling access to statutory services

One day, I saw something, or I heard something, or I saw an advert that described grooming which alerted me to 
his behaviour. It wasn’t until that point – my late twenties, probably early thirties – before I understood exactly 
what grooming was. It all made sense.

Before I reported it to the police, I spoke to [the] NSPCC. I’d spoken to several charitable services over the phone 
for advice. I reported it to the police via the NSPCC. They made the call on my behalf, which helped a lot as it 
was someone else taking that responsibility for me, and there was no turning back now. I had taken inspiration 
and courage from a quote in Lemony Snicket’s book, The Ersatz Elevator, ‘If we wait until we’re ready, we’ll be 
waiting for the rest of our lives’, which helped me make that decision. I was absolutely devastated about making 
that phone call. I felt guilty about reporting them, but I needed some closure to the abuse that I suffered, over 
20 years of it. I needed closure and that was the only way that I was going to do it, because if I didn’t cut him 
off myself, after a period of time, after I’d healed myself and moved on, he would creep back into my life again. I 
visualise the sequence like a recurring line on an electrocardiogram monitor.
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BOX 11 Lost opportunities for access to care for sexual violence and abuse via primary care and accident and emergency

I look back now and I think actually all the times I went to the GP and said my anxiety meds aren’t working and I 
kept going on different tablets. Had someone asked me then, maybe I would have said something. But I needed 
someone to ask me the question. I needed someone to ask me the question. When you have all your choices 
taken off you by someone, even making a decision like that, you feel like you can’t.

There was one occasion when I went to hospital because I was covered in bruises on my arm. Finger print 
bruises. In my head I’d [talked] myself into thinking it was a side effect of my medication, my new tablets. They 
couldn’t find anything wrong with me, they didn’t understand why the bruises were there. They didn’t think it 
was a side effect, I was just a bit dehydrated. No one asked how I got the bruises. I was hoping someone would 
ask me so I could tell them. It was hand-shaped, like fingerprints … no one did. I think there was multiple missed 
opportunities there.

With the GP, I can understand because they didn’t see me again, it was COVID. It was over the phone so they’re 
going off what I’m telling them. But with those bruises, I think maybe they did. I think a lot of people are scared 
to ask, although it’s part of their job. It’s always better to ask the question, put a lifeline out there.

BOX 12 Health professionals sowing the seeds for disclosure

Discussing bits and pieces that happened, after with GPs, was quite difficult. You’re trying to say that you’re 
unwell and you can feel it in your body. Like you just feel uncomfortable in your own skin. You always get this 
bog-standard response of ‘we’re not qualified in that area, to deal with those issues’. And that’s always really 
disheartening because their response is speak to the police. It’s on you and it’s just on you. You have to go search 
for that help. That was the response that seemed to happen a lot. And then, after a while, you just stop asking 
because, what’s the point?

While I was with him, I had to go [to sexual health services] twice because he cheated a lot. So, he gave me 
chlamydia twice. Even back then, and this was before the incident, they clearly could see something from the 
outside of the relationship. I remember both times, they said, ‘If you ever need to come in and talk, or if you 
want to come back for a check-up later on, that’s absolutely fine’. One of them gave me her name, ‘Book an 
appointment with me and I will be here’. Like, there was just so much more effort. They were brilliant.

Same for the hospital. I had a miscarriage, and we ended up going to a hospital and they were amazing. There 
was one lady there. She actually pulled me into a room. I hated just him touching me, and she must have noticed 
because she pulled me aside and she was like, ‘Just need to talk to Macy about, you know, medication. I’m just 
going to take her into this side room’. She asked, ‘Is there domestic abuse going on?’ I just looked at her and I 
remember, just sort of like, holding back tears. ‘We can get you out, with your daughter, if that’s what you want’. 
I remember thinking, that is all I want and I wanted to say it, but I just couldn’t get the words out, but they were 
incredible.

BOX 13 Health professionals promoting key decision-making for survivors

My GPs have all been really brilliant. When I came out of emergency services, I got a phone call from him [GP], 
and he just said to me, ‘I’m allowed to override the Hippocratic Oath in your situation because I’ve been sent the 
medical and physical reports from A&E and your life is in serious danger and if you haven’t gone to the police by 
such and such a time this afternoon, I have been guided and I have the authority from the legal medical practice 
to go on your behalf to safeguard your life, but it would be better coming from you’. At the time, I was like, 
‘Grrrrr, I hate you!’ But, I guess, in the long run, he was doing me a big favour and other people. You know, they 
care. They care. They’re more medical, I mean, mental health, that’s their interest as well, but not as much as like 
psychotherapists and everything, that’s my personal experience of my GPs.

I would say that mental health services have professional experience of people who’ve been through severe 
trauma which enables them to actually open up the field of decision making. So having been in a vulnerable 
position where even making simple decisions has been almost impossible and having been coerced and 
controlled, the mental health services have done the opposite. They have actually opened up the field of 
decision-making, helped me see how I can be part of that decision-making process regarding what medications 
to take, what activities to fill my day with, and I would say that that’s consistent as an inpatient and as an 
outpatient.
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Racial discrimination as blocking access to safety, justice and dignity
Most participants from culturally diverse backgrounds in this study did not raise racial discrimination 
enacted towards them as a barrier to accessing SARCs or other forms of care and support after 
sexual violence and abuse. However, among those that did, the implications of negative and even 
discriminatory responses for safety, well-being and progress after abuse exposure were profound.

The longer composite we present for ‘Simran’ (see Appendix 3, Box 44) highlights the extreme demands 
facing those who flee domestic abuse, all the more marked when a person is trying to keep children 
safe, is isolated, has no access to resources and lacks the language skills to manage a complex, high-risk 
situation. While Simran’s story highlights many elements of risk and recovery (see later sections), our 
interest here is in the participant’s difficulties in accessing what they needed initially. Simran’s story 
demonstrates an increasing degree of disempowerment resulting from early interactions with the 
police, other professionals (e.g. social workers, interpreters) and settings (e.g. hotels and short-term 
accommodation). It aggravates the poor state of her mental health and a lack of trust in institutions and 
services meant when the opportunity for accessing justice more formally did arise, Simran was unable 
to participate in this process. Simran was far-removed from a SARC, sharing her sense of isolation in 
day-to-day life: ‘I didn’t know a doctor and I never went to any temple. I didn’t know how to go’.

She struggled to communicate to the police about the domestic violence and abuse, let alone the sexual 
violence exposure. She was also relying on her child to communicate about their situation to the police, 
and thus, she experienced many constraints on what she could disclose.

There is a strong access theme throughout concerning Simran’s daughter’s education and which was 
clearly a priority for Simran: engagement around her GCSEs and A-level examinations was severely 
disrupted by the abuse and the upheaval of escaping abuse, and temporary accommodation persisting 
over years. Overall, this composite shows that examining access in an intersectional framework is 
critical. Understanding racial disparities in access to care (and other opportunities) requires that we 
consider power dynamics associated with race, such as gender and socioeconomic status, which may 
also have operated here. Simran shares about the lack of safety in the refuge environment and how little 
control they had over who accessed their space: ‘People used to knock on our door and my daughter 
used to be scared. We used to get so scared that flashbacks started coming and there wasn’t any lock 
controlled by us, there’s only one they [refuge staff] control, and we used to think anyone can come 
and we didn’t sleep at all, both me and my daughter’. Simran’s mental health needs are substantial, but 
progress towards therapeutic interventions was clearly slow, and she reported being on a waiting list 
for counselling.

This study intentionally engaged with individuals from a range of different minoritised populations. 
Participants drew attention to important steps taken by agencies to improve access and experiences 
of service users: ‘It was really, really helpful to have someone there that I could ask the questions [of] 
and just to talk it all through. It’s with an ISVA that deals with people that are LGBTQ+. I’m married to a 
woman so I fall into that category. I suppose you feel a bit more comfortable knowing that the person on 
the end of the phone understands. They’re comfortable with who you are as well as what you’re saying. 
I don’t feel like I’ve been treated differently, and I think that is a really good thing. I can’t fault any of the 
help that I’ve had; I think everyone has been brilliant, they’ve made me feel comfortable, they’ve made 
me feel safe, and they’ve made me feel believed’.

Social disadvantage: I’m not worth nothing, I’m not worth the bother
Capturing the essence of the interplay between sociodemographic status and access to health care, 
therapeutic care and justice, we present Fay’s full narrative (see Appendix 3, Box 45). While Fay does find 
herself at the SARC soon after contacting the police and accessed some services, thereafter, there is a 
sense that the care pathway does not hold her on it particularly effectively: ‘I had to have the Hep C, 
Hep B injections and I had another blood test as well. I should have had a follow-up last June but never 
got a follow-up phone call to say, ‘Please can you come in, so I’ve not had a follow-up from that’.



DOI: 10.3310/CTGF3870� Health and Social Care Delivery Research 2024 Vol. 12 No. 35

Copyright © 2024 O’Doherty et al. This work was produced by O’Doherty et al. under the terms of a commissioning contract issued by the Secretary of State for Health  
and Social Care. This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, 
distribution, reproduction and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For 
attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

87

She does not believe her case has been adequately investigated. She is experiencing a lot of pain 
but finds it hard to access the physical and mental health care she needs and feels unsupported. She 
believes the GP can do only so much. The final part of her narrative alludes to being an older woman: 
‘I think the older you are, the more difficult [it is] because I feel that maybe some people are like ‘Oh 
nobody’s going listen to me, I’m not worth nothing, I’m not worth the bother!’

Mental health: ‘personality disorder used as a bit like a weapon’
The research has identified mental health diagnoses and longstanding or complex mental health 
problems as one of the most significant barriers to care and justice for sexual violence and abuse across 
our sample. Box 14 introduces this issue with the person pointing out that their mental health was a 
greater concern in terms of accessing justice than their cultural background (Black British with Afro-
Caribbean heritage). This extract presents concerns about being believed in the CJS and also about how 
the process of pursuing justice could aggravate their mental health condition.

Across the sample, we detected that mental health was less of a barrier to accessing frontline services 
such as SARCs and helpline services in the voluntary sector (e.g. MIND, SHOUT and the Samaritans) 
than it was to progressing cases through the CJS and accessing appropriate forms of mental health 
care. Many participants of the MESARCH study and those invited into this qualitative study were living 
with complex PTSD and/or had diagnosed ‘personality disorders’. Such individuals struggled to seek for 
appropriate care, with Jane’s core narrative (see Appendix 3, Box 46) being illustrative of the many doors 
that close on survivors with complex mental health.

Cultural narratives influencing reporting of sexual violence and abuse
Here, we address how dominant social, political and cultural narratives presented in the media about 
justice for sexual offences can interact with the pursuit of justice and influence how people think about 
help-seeking. Box 15 highlights the benefits of SARCs as an alternative or conduit to the police. It shows 
the ‘work’ undertaken by survivors in balancing the costs of reporting with the costs of not reporting.

Another participant also explains the work and mental navigating that survivors need to do in the 
lead-up to reporting. In this instance (see Box 16), accessing EMDR through the NHS changed my life 
completely and provided them the strength to report the abuse. This was particularly needed given their 
expectations of a negative police response.

We also gathered evidence of providers grappling with how to guide and respond to queries from their 
clients about accessing justice (see Box 17).

Shifting societal and institutional responses to child sexual abuse facilitate access
While crime data can be discouraging, including such aspects as the low conviction rates for sexual 
offences there is another perspective on the public response to abuse that arose in this research. Steve’s 
narrative (see Appendix 3, Box 47) provides a survivor’s perspective on how shifts in social responses to 

BOX 14 If it went to trial, would they rip me apart for having bipolar disorder?

I did have like worries about my mental health more than worries about my cultural background, to be honest. I 
think the bonding with the [ethnic minorities] counsellor was just like a nice add-on kind of thing, but I definitely 
had more worries about my mental health playing a part with all of it … I have been diagnosed with bipolar 
disorder in 2018. It’s still quite fresh. The assault happened in 2019, so I was still getting used to medication and 
getting used to the disorder and everything. Still quite fresh with talking to a psychiatrist and my GP. That was 
something I did bring to the ISVA actually: I was worried about if we did go to trial, would I be able to handle 
it mentally. Also, if it went to trial, would they rip me apart for having bipolar disorder, and not believing me 
because I have bipolar disorder. I went to my GP not long after the assault and was kind of like, ‘Look, this has 
happened to me. I think I may need like some extra mental health support just in case, because I’m not sure if I 
can deal with it. Or if I will deteriorate because of the assault and everything’.
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sexual abuse have enabled him to take steps towards justice and alleviate some of the burden on him 
mentally and socially that he had experienced over decades.

Accessing the right care and therapies
Within the ‘access’ typologies, we consider not only survivors’ capacities to reach frontline care such 
as primary care and SARCs but also people’s access to appropriate therapeutic options in the NHS and 
voluntary sector services. Participants referred to the difficulties accessing crisis care and the limitations 
experienced with helplines (see Box 18).

BOX 17 Professionals influence decisions to report or not

I think when I went to [rape crisis centre] the first time, it was kind of said to me that there’s not much point you 
reporting it to the police because of how low the conviction rate is. Although obviously conviction rates are really 
low and we see it every day, I think that completely put me off reporting it, because I felt, well, if they’re even 
saying it what’s the point kind of thing. But even if nothing happens, reporting it means a file is open. I wish that I 
was supported more with the whole police thing. Because by the time that I reported it in 2021, I didn’t have any 
evidence on me, so it couldn’t really go anywhere. But if I had supplied stuff back then, because I did have, like 
the texts and stuff, I could have provided more evidence then than I did in 2021.

BOX 15 I’d seen the stats already

I literally Googled and was just like, ‘What do I do? I’ve been like raped and stuff, what do I do? What are my next 
steps?’ I think it just gave me like options of what local clinics and stuff, and then when I phoned, they booked 
me into that one. I hadn’t even heard of SARCs before that. I guess in my head – this is quite silly – but I used 
to watch a lot of Law-and-Order SVU. In my head I was like, ‘You go straight to the police and they do all the 
paperwork, all the tests and all of that’. And I was kind of like, ‘I don’t really want to go to the police right now’.

I literally went to the SARC the very next morning, and it was like a surprisingly nice experience, they would be 
welcoming and kind, and I was like being offered way too much food so it was quite sweet. You don’t know what 
to expect when you’re going through that experience, definitely. But yeah, it was really good. They gave me the 
options, if I wanted to take it to the police there and then. And also, the sexual health referral, like on the day, or 
if I wanted to refer myself. So I accepted all that. Had the swabs done and everything.

I didn’t want to report for a very long time. I guess because I’d seen the stats already of how it’s dealt with and 
how you’re very unlikely to get a trial and stuff, and how it’s unlikely to go further than a trial and everything. 
And then when I went to the ISVA, she was telling me like almost the pros and cons, and letting me make that 
decision, just kind of telling me, ‘Well, this is exactly what would happen’, and it was kind of like a really long 
experience, and would kind of get like … I already know, if it did get to trial, you do get dragged through the mud 
almost. And I was like, ‘I’m not sure if I want to do that, I’m not sure if that’s good for me and my mental health’. 
But then the more I was thinking about it, the more I was [thinking] that I can’t let this happen to someone else 
as well.

Then it didn’t go to trial or anything, they didn’t fit into it. I was disappointed about it for a long time. But then I 
was also like, well, I’ve seen the stats and barely anyone [does]. I was like, ‘Well, what can I do?’

BOX 16 You hear bad stories about the police

EMDR (Eye movement desensitisation reprocessing) made me feel okay enough to be able to report it to the 
police, something I always wanted to do was to obviously report it, but I wanted to make sure I was strong 
enough to finish the case, go from start to finish. It’s been great, I can’t fault the police whatsoever. I never really 
used to like the police, not for any particular reason, but I’ve read a lot online. You hear bad stories about the 
police. So I didn’t go in with a particularly good outlook, but I thought I’ll try it, see what happens, because it’s a 
historical thing, I don’t know if they can prove it. It’s just my word against his.

The police have been absolutely wonderful, they’ve kept me informed. Every couple of weeks, if I’ve not 
heard anything, they’ll give me a message or they’ll give me a ring. I’ve always had a point of contact. Even the 
interview process was easy to do: they told me where to go, it wasn’t in a big scary police station; it was in a 
housing estate. No one would know where you’re going. I always felt very well informed of what could or could 
not happen which I really appreciated.
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We gathered widespread data across the cohort study, and this qualitative study regarding the perceived 
mismatch between therapy offering and needs. The research gives a sense of services struggling to 
consistently and effectively provide care for sexual violence and abuse and mental health needs. This 
is apparent at the primary care level where guidance is sought and in psychiatry services that may lack 
trauma-informed practice (see Box 19).

Typology of narratives about recovery and healing
Reading of the narrative interview transcripts has highlighted three core narratives that broadly map 
people’s experiences of recovery. These include narratives aligned to a sense that ‘I cannot’; narratives 
aligned with the sense that ‘I am recovering’; and narratives aligned with the sense that ‘I feel recovered’. 
Each of these core narratives is set out below and the sub-narratives that participants drew on to 
explain where they are in their recovery journeys are identified.

‘I cannot recover’
Participants whose journeys aligned with this core narrative identified a number of factors and 
experiences that contributed to the challenges in recovery (see Table 21). These include experiences 
after rape, sexual assault or sexual abuse that continue to make a survivor feel unsafe, such as having to 
live in or near the place where the assault took place, or not knowing if the perpetrator was still around 
and able to reach them. There is also a strong connection between having trauma from childhood, 
complex trauma, poor physical and mental health and lack of recovery within these narratives. A sense 
that there is broader societal support for the perpetrator also comes through as damaging to recovery.

Societal support for the perpetrator
A number of narratives draw out the sense that perpetrator behaviour can be considered normal and not 
warrant intervention by the authorities as indicated in Box 20 below where the participant reports on 
the response of some of her friends when she disclosed to them that she had been raped.

BOX 18 Can’t be suicidal on a Friday night, you got to wait until Monday

I phoned the Samaritans and then there’s a waiting time for the Samaritans, and like music, you don’t need that 
when you’re in that situation. Much as they’re there to chat, they don’t really help, they just signpost you. You 
get fed up of being signposted, you just want actually some real action. Not, ‘Oh, go to this number or go to that 
number’, be put in another queue, be put on another waiting list. That doesn’t help. That just makes you even 
worse. But the crisis team, as a service, they were just like, ‘No. Can’t help you, you need to be referred by your 
doctor’, and it’s a Friday evening, you’ve got to wait until Monday. So, you can’t be suicidal on a Friday night, you 
got to wait until Monday morning to then get referred by your doctor? It doesn’t work like that, a crisis is a crisis.

BOX 19 Poor practice in primary and secondary settings in enabling access to therapy

They didn’t really give me much help, they were kind of like, ‘Oh well, you’ve already been in contact with the 
rape counselling and then you don’t have another appointment with your psychiatrist until this time, and like 
maybe you can phone in to talk to the nurse for a bit?’ and I was like, ‘Well, I don’t want to talk to the nurse, 
I want to have like a proper appointment where I can sit down and discuss my fears’. So I kind of felt a bit let 
down. I did have one recent experience that really knocked me off. I moved into my new flat, in a completely 
different area so they had to give me a new psychiatrist, and a different doctor. My new psych nurse, like in our 
first get to know each other, basically just went, ‘Oh, by the way, have you ever been like assaulted or abused in 
the past?’ I was just like, ‘What? Surely that’s not the way that you word things to everyone, and surely you can 
understand that could be quite triggering for people?’ I was like, ‘Yes, I have!’ Then she was like, ‘Oh, can you tell 
me about it?’ No care, no care, just very clinical. I think that is like one of the big issues with psychiatrists anyway, 
and it did really like knock me off. I don’t know how to tell her she’s not doing a good job at this.

BOX 20 Normalising and diminishing response to a survivor’s experience of sexual assault

They [friends] kept saying, ‘Oh, that don’t surprise me’, of what the perpetrator did and then it goes, ‘Oh one 
of his friends said, ‘He’s done something to other people in the past,’ which made me feel sick to my stomach. 
Was like, it felt like they were, er, what’s the word, supporting him, the perpetrator and not understanding what 
happened behind those closed doors. Especially when he was in the house share and nobody was there, like I 
couldn’t do anything. It made me feel very vulnerable, like it still does to this day.
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The societal support for perpetrator behaviour is echoed when another participant (see Box 21) talked 
about a course she had been offered to reduce her risk of being a victim again in the future. It illustrates 
the tendency for society to place the responsibility for not being raped or sexually assaulted on women 
(although, of course, not all victims are women), rather than on perpetrators and their behaviour.

Complex trauma and physical illness
Participants whose narratives featured a lack of recovery often talked about having complex trauma, 
rooted in experiences of childhood abuse or childhood trauma. They talked about the effect on 
their physical and mental health (see Fay’s narrative in Appendix 3, Box 45). Participants with these 
experiences found it difficult to access services that responded to complex needs; a 6- or 12-week 
programme is identified as incapable of addressing this complexity (see Box 22).

Physical or visual reminders of the abuse or the abuser
Another feature of narratives focused on the lack of recovery of the participant was related to being 
reminded of the abuse visually. One example of this was where a participant describes moving back to 
be near her family hoping for their support with caring for her children, only to be confronted with her 
abuser again (see Box 23). For another participant, smartphones sending reminders of old photos could 
cause flashbacks. Participants faced many situations, not necessarily unsafe situations, which served as 
reminders of past abuse and could trigger a response and obstructed recovery.

‘I am recovering’
Within the narratives, there are stories about the long and ongoing process of recovery. Many people 
talked about having achieved some sense of recovery or having made progress in that direction. There 
was a sense of hopefulness that recovery would come and that a range of factors were identified as 
important or linked to the process. For example, moving to get away from the location where an assault 

BOX 21 Programmes for spotting perpetrators

I remember someone at some point saying about some course I could identify red flags or predators, and I just 
thought, ‘Wait, what! Why do I have to do that work?’ I thought he was my friend. Like nothing about him gave 
me the impression that he was a predator.

They’re implying that you’re some kind of idiot who just lets predators in your door. I just remember thinking, 
‘Why does that programme even exist? Like, why are we making women sit through these programmes that 
make them feel like they’re stupid for having let this person into their lives because actually predators are really 
clever, and they find ways to do it’. It’s the men we need to work on. They’re the ones who need to go on the 
courses. [Pause] We can work out which ones are the predators and put a sticker on them. They’re the problem, 
not us. I just … Yeah, I remember when they offered me that, just being like, ‘Hello?’

BOX 22 Deep trauma identified as too complex for a brief, time-limited therapy

You know, these 12-week … not even 12-week, 6-week courses, you know. I don’t know how they expect 
someone with trauma to get everything out in those 6 weeks. You know, because you’re only in there for 
50 minutes and by the time you’re settled in, and ready to talk and something comes up, they’ve got to leave. For 
me it just stirred up a whole bag of emotions, just spinning around like a washing machine.

There’s many parts to my personality now that I just don’t understand. I don’t understand me anymore. I don’t 
know. I just … I mean my days are getting shorter and shorter because sometimes I suffer insomnia as well. 
Through the night, you’re going over what has happened, and the event, so consequently during the day I might 
want to have a little sleep, and I can actually sleep in my chair sometimes. My energy levels are completely bust. 
I just don’t do very much. I get up eventually. I have a shower. By the time I’ve done that, I’m exhausted. Come 
downstairs, have something to eat and then I need another rest because I’ve done that. I’ve exerted myself 
doing that.

I think I’m a burden on everyone. I think sometimes it will be simpler if I wasn’t here, and they could get on with 
their lives and not have to worry about me. Sometimes, you know, because I live with chronic pain every day, 
sometimes you just think, why? You know, why do I have to live like this?
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had occurred was identified as helpful and is linked to the narratives about being reminded of abuse or 
the abuser above. People also talked about their efforts in engaging with the internal process of tackling 
mental health problems, and a growing sense of passion for seeking justice and seeing justice as part of 
a bigger societal picture. Having good support from others in their lives was also important. People also 
discussed various types of physical activity or exercise as being helpful for recovery.

Justice and its relationship with healing
For many survivors of sexual violence and abuse there is no court process, as many cases do not pass 
the threshold of evidence required. Some of the participants had had cases where the justice system 
was involved, however, and that was playing an important role in their recovery (see Steve’s narrative 
in Appendix 3, Box 47). For others, there was a sense that getting justice was part of an important 
statement about the wider issue of violence against women and sexual violence and abuse in society: 
‘It’s not just my battle to fight either. It’s not just about me and my body that he actually stripped of 
dignity, and it was just so atrocious, but it’s actually an offence against the state’. There was a sense that 
people were putting life (and recovery) on hold while waiting for their case to go through the justice 
system, as illustrated in Box 24.

Struggling with mental health problems and getting support
Everyone described the impact of their assault on their mental health and well-being and generally 
struggling with the ups and downs as part of the recovery journey. Getting the right support could be 
difficult. Examples from some of the narratives are provided in Boxes 25 and 26.

One participant described a sense of a mismatch between her body and her brain while trying to recover 
from her experience of sexual abuse and assault. She describes some of the lasting effects including the 
impact on her ability to build relationships, make decisions and ​​​​​​​getting into drug-taking (see Box 27).

BOX 23 Returning to the location of the abuse and seeing the abuser again

My first marriage broke down and I went back to the family, village where I was brought up, back into the pit of 
depravity, I suppose, thinking that would be a good move with my two daughters because my family had shown 
some kind of interest in helping me, which didn’t happen. I was out of … They were in control again, and I wasn’t 
in control of my own life, or my children’s lives. So the depression got really bad.

Obviously this family member [who had committed the abuse when she was a child] was in the village as well, so 
I bumped into him quite often. And I’d have this slight numbing effect whenever I … Well, if I saw him I wouldn’t 
ever speak to him or, you know, be near him if I could help it. I’d turn and go the other way or do something like 
that, but just the image of him, and that’s like flashbacks all the time … places, smells, things like that, they’re all 
triggers. It takes you right back to times that were hard, that were difficult for me.

BOX 24 Court case holding up the recovery process

I have desires to travel, I have desires to do these things, but I’m aware I’ll have to be in the UK during this time, 
I’d like to have my own community and support around me during the time. I definitely put things on hold. I was a 
kind of person who would always want adventure and to do these fun things and I’m just the kind of person who 
is like doing like the safest, most stable thing possible. I’d love to get to a point where I feel okay to take risks and 
I feel okay to do the crazy things that I used to do and know that I would be able to like fall back on myself and 
that like I’ll be fine. So that’s my aspiration.

The journey I’m on at the moment … I think because I have this investigation, I have court dates, that type of 
thing, it’s very much like split in the back of my brain. I haven’t really felt it and that works really well for me, 
and I’m going to have to deal with it formally in the future and I think it’s a really good idea not to think about it 
beforehand. So, my approach has been for the whole last year, erm, uh, back of the brain, don’t think about it. 
Deal with it later. And that’s okay, I think. Like it’s going to be shit down the line and then I’m going to dig it out 
and then it’ll be fine.



92

NIHR Journals Library www.journalslibrary.nihr.ac.uk

Access to sexual assault referral centres among racially minoritised

Using mind–body connecting activity as therapy (e.g. yoga, meditation)
A number of participants whose narratives aligned with having made some progress in recovery and 
who had hope for recovery talked about having found various forms of mind–body connecting activity 
and physical activity as helpful, including running marathons, yoga, meditation and art therapy. Excerpts 
from their stories illustrating this are provided (see Boxes 28–31).

Accepting that recovery is a process, and there are ups and downs
Another feature of stories that conveyed recovery expressed a sense of hope for the future, and an 
acceptance that recovery would take time and include both better times and difficult times. These 
participants wanted to keep working at their recovery journey. Examples of these hopeful narratives are 
provided (see Boxes 32 and 33).

Supportive partners and other relationships
The importance of positive supportive relationships in recovery was discussed by most people. In 
particular, new partners featured within people’s narratives (see Box 34). People often talked about 
supportive friends and family members, and an example of the contribution of parenting to thriving in 
the years after exposure to sexual violence and abuse has been provided (see Box 35).

BOX 26 Experience of pre-existing mental health problems

I’ve been in therapy for about 5 years now. [The medication] has its ups and downs, trying to find the correct, 
um, like counselling that you need to do and kind of thing, but it’s been quite good and very supportive.

My mental health in the beginning [following the sexual assault] wasn’t as bad because I was kind of convincing 
myself that nothing happened, it wasn’t that bad, because I was quite intoxicated when it [the sexual assault] 
happened. I was trying to convince myself every possible way that it wasn’t what it was, it was fine. Then 
it started to give me really bad flashbacks and PTSD on top of my already severe and anxious, like severe 
depression and anxiety that I’ve had. I was unable to leave my room … I was trapped in that room for a very long 
time. I never have … like I have never had good sleeps like just with it. Mentally I’m doing a lot better. I still get 
the help … I still have all the contacts if I need any help but I’m doing a lot better.

BOX 27 Mismatch between body and brain and impact on decision-making

The frustration for me is that it feels like my brain is somehow stuck in the past but also, like, well it’s just not 
quite matched up with my body. My body’s telling me something, like, ‘You need to rest now’. And I’m still so 
restless that I need to kind of pace myself or do excessive exercise or I’m so tired that I just stay in bed for days 
and days on end. My body’s telling me one thing, my brain is telling me something a little bit different sometimes, 
and I’ve found that mismatch to be quite challenging. I’ve found that when you’ve been in a life-threatening 
situation where you are told to perform sexual acts and you do it, then it’s very difficult to avoid coercion in any 
kind of future relationships and control because you’ve been in that situation. I won’t go into the details of [date 
of assault] but it was over a forty-eight hour period. It makes you lose confidence in your own decision making. 
I’ve found decision making quite hard, even just basic decision making and then you let other people take over 
and I guess that’s why I got into the drug scene briefly.

BOX 25 Experience with mental health problems

I do still think about it to this day. Since then, I’ve suffered with anxiety and depression just constantly. It’s 
alright at the moment, but I wouldn’t say it’s the best and I wouldn’t say it’s the worst. I felt that it has massively 
affected me, it’s affected my mental health to this day. It’s almost two and a half years since it happened, but it 
still affects my mental health today.

I tried to do talking therapies, but what they instantly wanted to do was not trauma therapy but behavioural 
therapy (CBT) for the anxiety and the depression, so I just cancelled that because they could never actually solve 
what I was actually thinking of and go for the trauma. I’m still waiting on the trauma therapy. They said they’d call 
or email me when it’s available. I’ve had no email and I’ve had no call, but I’ll still wait for that one.
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BOX 28 Online yoga classes have helped

I do yoga, an online yoga class … which I find quite good for grounding. Yeah, I’m finding the yoga’s actually really, 
really helpful. It’s just, I’ve had the same teacher, it’s … I get it free because I’m on benefits, but it’s through those 
WEA courses online. They’re really good but the tutor’s very, very good and um, yeah I think it is, I’m finding that 
quite helpful. Um, yeah, I think mostly feel safe.

BOX 29 Exercise, yoga, meditation and journal keeping have helped

Sometimes … I get, like, not flashbacks, but just like vivid memories really or things will just make me think of 
stuff, and I will have nasty nightmares about stuff that happened. So, that could definitely kind of give me a 
wobble. I feel good. I have like ups and downs. It feels like hard work sometimes to stay okay but I have lots of 
things I do and ways of managing to cope and just to generally kind of keep me feeling okay and it really helped. 
I think a lot of it has just been the way I think about things. I think I never thought of myself as a strong person, 
and it helped me to realise, I am. I just kind of being able to like, feel that in my body and think I am strong just 
kind of helps me. I exercise regularly, I run and do workouts, yoga, meditate and keep a journal. They’re all things 
that kind of help me feel okay or help me if I’m not feeling okay.

BOX 30 Running marathons and setting personal goals has helped

The complaints and that aside, I’ve been okay. I’ve tried to find my focus again in things that I enjoy. I like 
running, triathlons and stuff like that. I’ve set myself some pretty big goals for this year. It’s to help me focus and 
give me that sense of purpose, to be driven towards a new achievement, which has really helped in my recovery. 
I don’t want or need pills to make me feel better, I just want to celebrate what I can do, be the very best I can be.

I’m doing a half marathon, two marathons, 6 months apart, and in between, I’ve got a couple of events already 
booked, a half IronMan, in July, which will be amazing as I’ve never done anything as crazy as that before. I am 
keeping myself busy with all these challenges and that is what drives me to becoming a better version of myself.

BOX 31 Art therapy has helped

I ended up having art therapy with [specialist provider of sexual violence support services] in the end, and they 
were really, really good. I think after the sort of initial experience, I was a bit wary bringing up the dissociative 
identity disorder as a main issue, and I figured maybe I could work through it without that being at the forefront 
of the therapy. I could do the work outside of the sessions as well and so if I had anything that I didn’t – maybe 
I thought she wouldn’t understand or I, I didn’t want to bring it up, then I could do that outside. So we did the 
sessions on Zoom, so if I wanted to then I could show her the work or email her photos and things. The collaging 
was, was my favourite. I had a real aversion to watercolours because I found them difficult for a good artist to 
paint with, but we worked through that which was really cool. We started doing painting because I’ve always 
been quite afraid of mess, so that really, really nice to overcome that. I think it helped with the DID because it 
helped personalities that expressed themselves without necessarily needing to speak particularly when I didn’t 
have anyone to speak to so that was really useful in those alone times. But it helped with everything as well.

BOX 32 Continuing the recovery journey and working at it

I just wanna continue on that journey and be a little bit more stable, a little less emotional. I don’t know if that 
will ever happen for me because these are things that affect your life, but I’d like to contain it a bit more. And for 
me, I know what the end goal is. I want to work. You know, once I have gone through all I need to go through 
because there’s a lot I’ve got to unpack, I want to help other people like me. I wanna work in a children’s CSE 
[child sexual exploitation] home. I want to help other people and turn my misery into something good. I’m 
currently in the process of writing a book, bit of an autobiography of my past experiences, trauma and currently 
under a publisher. 
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Moving away
Lastly, in relation to those in the process of recovery, participants often referred to having to move away 
from the location where the assault or abuse had occurred to aid recovery. This maps onto to similar 
comments about barriers to recovery (see ‘I cannot recover’ above). Boxes 36–38 provide examples 
drawn from three narratives of recovery.

BOX 33 Changed forever but learning to accept that

I’d say everything in my life has changed [since the assault]. But it still is not something I’ve forgotten. Things will 
remind me of it. It’s harder than I thought it would be to brush those moments off. I’ve moved away from uni by 
design to get out of that environment, but like it’s still with me mentally and I guess it’s changed the way that I 
kind of carry myself and I know that, although I was doing really well on my anxiety before that, then after that 
it’s just been like a massive spike and I’ve had to build from there again.

I’m definitely not healed from it. I don’t know if that’s anything in my soon future. Um, I think that I’m happy 
to like openly accept it, like say it happened. And like if it’s like in conversation like I’m not going to shy away 
from it. Um, but I think there’s still part of me that feels like if I had done something different, like it would have 
never happened. I know that’s not how I should feel, but​​​​​​​, but yeah, I think things – things are starting to change, 
and I think one of I guess the biggest tools in that is social media. I’ve found a lot of helpful resources, which is 
surprising but I would say I’m hopeful that everyone’s [better] equipped.

BOX 35 Relationship with child has been a powerful source of help

My son – I’m very focused on him, he’s doing really well. I’m so proud of him. People say, ‘You’re a single parent, 
you do really well for yourself and he’s thriving as well’. Those positive words, to hear that from other people, is 
really uplifting. It’s me and my son in the future and he’s my rock. He is … if I didn’t have him, I probably wouldn’t 
be here today. I’m also very grateful that I didn’t take my own life those years ago as I wouldn’t have achieved 
any of the things I have done so far.

BOX 34 The care of a supportive partner

But then I met my ex and he was a really gentle person and I actually think that was a huge part of my healing 
journey. Actually, I think it was one of the most significant things that happened to me, was getting into a really 
loving, kind, nurturing … patient relationship with someone who was just … when it came to things like consent 
he was all over that. To feel like I’d met someone who knew. Despite his flaws and the reason why we broke up, 
like … made me feel like … I have like autonomy again of like … what I was doing.

BOX 36 I need to get out – I’m leaving

I tried to make the area and the flat (where assault happened) a place where I could feel happy and reclaim that 
space, but actually what I realised over the months is that I wasn’t able to do that, so I did need to vacate. I would 
say that was the kind of real crash, well, more like a sense of, ‘Right, I really do need to get out’, because being in 
the area was just haunting me. When I vacated, which was in March 2021, so six months later, I got to the point 
of breakdown with post-traumatic stress and flashbacks and then that escalated into psychosis and being really, 
really unwell despite all the efforts to maintain my mental health. I kept going to recovery meetings like various 
sorts of twelve step meetings online, mental health groups. So, I was checking in at every turn, but then there did 
come a point where I thought, ‘Right, I just need to get out, I’m leaving’.

BOX 37 Not able to move but tried to change things

I didn’t move, I did want to move but finances obviously don’t allow that. So I’ve had to literally change the décor 
of my house, everything, to try and avoid the reminders. I’ve basically redecorated, moved everything around of 
that side to try and basically forget it, it still hasn’t fully worked but it’s at least something.

I am still holding out hope, it’s just that I might try again with the doctor and ask for therapy or see if I can go 
private.
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‘I feel recovered’
For some participants, they were able to tell a story of more complete recovery. They still expressed 
experience of trauma and having been on a journey but felt that they had reached a positive place that 
they could call recovery. In addition to the factors described by those participants above, additional 
features of these narratives included commentary about recent societal progress in talking about sexual 
violence, a further range of therapies and support and getting good, consistent support from a range of 
sources (see Table 21).

Societal progress, talking openly and online help
One participant talked about the experience of a growing openness in society to discuss the issue ofCSA 
and found this very helpful for recovery (see full core story in Appendix 3, Box 47). Similarly, the growth 
in online information to support self-help and learning was identified as beneficial by another participant 
and a source of empowerment (see Box 39).

What works is different for everyone
What was noticeable about the narratives we gathered from participants was how every person’s path 
to recovery differed. In addition to the commentary about meditation, yoga, exercise and art therapy 
outlined above, other helpful therapies and strategies included EMDR (see Box 40), spirituality and 
religion, forgiveness (see Box 41) and a type of visualisation meditation (see Box 42).

Consistent support from all sources
A final feature of the recovery narratives among those who seemed to feel the greatest sense of 
recovery was the consistency of support they had received from a range of individuals and support 

BOX 38 Moving away provides space to process things

As I grew up, I sort of carried on at the mental health services at school as well and at university, and then 
eventually managed to move out of the family home where the abuse has taken place so that was a huge step in 
terms of being able to process things in a space of safety. I think having that safety mentally sort of allowed loads 
of repressed memories to come up. That’s when I realised I wanted and was able to get help properly. I started by 
approaching [name of SARC] that helped me access [specialist provider of sexual violence support services] and 
they were brilliant. They were really, really helpful. I also later on went to [provider of ISVA services].

BOX 39 Access to information a powerful tool for self-help

I don’t think I would have recovered as well if I didn’t do my own research and my own self help, but obviously 
the internet can be a dodgy place and you can end up making yourself feel worse. But I think trying to increase 
my self-awareness around what happened to me and the effects, like reading into the complex PTSD side of 
things and stuff, constantly working on yourself, has really helped me get to where I am today. Because what I 
was like after that incident compared to now is two different people and, like I said, it wasn’t because of therapy 
or anything. It was a lot because of my own work that I put into it. I think having sort of good resources online 
and stuff is really helpful.

BOX 40 EMDR helped

I ended up having EMDR therapy through; it was free, so it was through the NHS. It was great to have access 
to that, it changed my life completely. Absolutely completely changed my life. Since my EMDR therapy, I’m fine 
to talk about everything, it’s not a problem really. Nowhere near as much as it used to be. After the first session, 
it was really difficult and it bought up all the memories again that you try and forget, but the way they make 
you, that your brain sort of starts working, instead of being like ‘this triggers me’ you know, you see it out and 
about and instead of triggering you, you think of yeah, there’s that thing. You carry on with your day, I don’t fully 
understand how I did it. They talked you through, you know you’ve talked through a particular scenario, not even 
the worst part of your experience, it could have been any part, and you just let your brain take you where it took 
you. It was really strange, after two or three sessions seeing that particular scenario that you go over and over, 
seeing how your brain changes. I was already feeling so much difference. That therapy, it was before the  
COVID-19 pandemic so two and a half years ago and even still I feel okay.
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services. This is illustrated in Steve’s narrative (see Appendix 3, Box 47). Positive, skilled responses from 
a range of people, support organisations and the wider system can contribute to a sense of strong 
support, even when criminal justice proceedings are slow or non-existent. There’s a sense of sharing 
the burden within these narratives, such that the recovery and healing journey is not done alone but 
in collaboration with range of professionals and agencies, with family and friends and with colleagues 
and communities. .

Discussion

Summary of main findings
Our analysis of the 41 participants’ narrative data has been presented across three different typologies.  
We identified narratives relating to (1) narratives relating to risk of experiencing sexual violence and abuse; 
(2) accessing support in the aftermath of sexual assault or abuse; and (3) narratives relating to recovery 
aligned to lack of recovery, progress in recovery and hope for the future, and feeling a sense of recovery.

We purposively sampled people from minoritised and underserved communities from our wider cohort 
study and included a sample of people from outside of our cohort recruited through third-sector 
organisations to include voices of those who have not accessed support through SARCs. These analyses 
likely represent the largest scale qualitative investigation to date of the experiences of such a diverse 
range of minoritised groups’ experiences and journeys in the aftermath of rape, sexual assault and sexual 
and domestic abuse.

Our findings highlight the fact that recognition of what constitutes rape and abuse may act as a barrier 
to seeking help, and that many forms of sexual violence and abuse can occur in a complex web of 
community and family norms which serve to hide the abuse and create additional barriers to seeking 
help and support, including the opportunity to escape from abusive domestic situations. The health and 
social care workforce needs to be culturally-competent in understanding when they might need to ask 
questions, and to do so in safe ways. Disseminating information about how to access support in safe 
ways to people in all communities who may be suffering or at risk is needed to support better access. 

BOX 41 Forgiveness helped

That was also sort of a similar time when I decided that I was going to forgive my dad, and I called off the police 
investigation, and actually, I just managed to close quite sort of that chapter and start working on the forgiveness 
and forgiving my mum as well and having more of a relationship with her. So for my mental health, that was 
definitely the best thing. I think outside of the space created by church, there is so much encouragement, and 
rightfully so, for people to come forward to report these things to make sure that justice is served and that we 
get justice for what’s happened to us. I feel maybe a teeny bit guilty saying it because I know that other women 
struggle with the coming forward, but for me, it’s been so much easier and so much more valuable to actually just 
let go of it and forget about it and I know that’s a privilege that I have that other people don’t have. But for me, 
it’s been the right thing, definitely.

BOX 42 Visualisation meditation helped

My mental health team dropped me after the [trainee] left. But luckily there was the ‘spiritual lady’. I don’t 
know what else to call her. She did things alternatively like visualisation techniques with you. Basically, it was 
like meditation. Understanding that I can distance myself. Like, if I’m with a group of people and I don’t feel 
comfortable, at any point, if there were any actions, words, anything like that, I can still pour love to those people 
without emptying my cup. Like, you are allowed to have connections, from a distance. You’re allowed to take 
two minutes to yourself. When you’re sat in a group full of people and you know, you’re suddenly in a panic or a 
whirlwind, you’re allowed to sit there and just go, sorry guys. I’m just out of this conversation for a minute. Um, 
and just visualise, yourself. It’s things like visualisation, like light coming from your feet up to your head. Like, just 
your inner lightbulb, where you’re protected, and no one can hurt you.
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Professionals also need to be trained to be confident in intervening when a victim/survivor may not feel 
able to take the first step, but they are in danger.

In Simran’s story (see Appendix 3, Box 44) it is clear how the structure of the system inadvertently acted 
in a discriminatory way to block her and her child’s access to safety, justice and the right support to 
recover. There are additional experiences shared that draw out the positives of a LGBTQ + focused 
response, and the potential negative influences of intersections of social disadvantage, older age and 
pre-existing mental health conditions can have. Together these serve to highlight the need for outreach 
and services that take account of these characteristics. This is particularly pertinent where we have 
evidence that some minoritised groups may be at greater risk of sexual violence.152–154

It was interesting that although we did not set out to explore risk of victimisation, our participants 
presented narratives around risk. In addition to the risk of re-victimisation that experiencing abuse can 
bring, the risk narratives also drew out some of the ethnically and culturally minoritised experiences 
of people for whom that characteristic was relevant. Risks included the taboo nature of discussing 
relationships and sex and deeply entrenched patriarchy as well as cultural practices such as forced 
marriage and honour-based violence.

Changes in societal (and therefore professional) understandings and attitudes towards victims/survivors 
of sexual violence was cited by participants as helpful in relation to both access to support and their 
ongoing recovery journey. There was recognition that people are more open to talking about this issue 
than in the past, and a greater tendency towards believing survivors and aiming to be trauma-informed. 
Accompanying this societal change is burgeoning information available to people on the internet 
which was included in one of the recovery narratives of our participants. The availability of online 
information and psychoeducation for support can empower survivors to take control of their recovery 
journey. Continued pervasive societal norms that act in support of perpetrator behaviour was also cited, 
however, as detrimental to recovery journeys. ​​​​​​​Hence, our data reflect helpful societal progress, but the 
need to continue to push to further this empowering and supportive agenda. These findings align with 
recent discussion in the academic literature about the need to understand better the structural and 
social causes of sexual and domestic violence in our attempts to prevent it and support those who are 
victims of it.178

There were challenges identified in relation to accessing the right kind of care, with many of our 
participants talking about unsuccessful attempts at therapy and inadequate offers of care that did 
not suit their needs. Ultimately our narratives where there is hope of recovery demonstrate a level of 
acceptance that recovery will be a long road, and that a range of different therapies and mind and body 
connecting activity (such as yoga and meditation) may be useful for that process. These findings reflect 
those from our two Cochrane Reviews to some extent, which provide emerging evidence of benefit 
from less traditional interventions and therapies such as trauma-informed yoga (see Chapter 3 of this 
report).36,42 Similar to our qualitative Cochrane Review which found that interventions led to a wide 
range of benefits,42 the narratives of our participants showed recovery as having a range of different 
outcomes that they viewed as beneficial including reductions in anxiety and flashbacks and the ability to 
engage in activities that they enjoyed doing such as physical activity and volunteering.

Narratives of access and of recovery encompassed the particular challenges there are for those who 
have complex trauma to deal with. These are often individuals who have experienced a number of 
ACEs including abuse and neglect, who have a pre-existing mental health condition and who may be 
experiencing domestic as well as sexual violence. They may have been victimised many times and be at 
risk of re-victimisation. They may also have children to take care of. Services are not set up to provide 
the tailored, bespoke, multi-faceted and multi​​​​​​​disciplinary care that survivors with these patterns of 
abuse need. The narratives of our participants show this poor response to complex cases is likely 
contributing to the lack of recovery experienced.
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Strength and limitations
Large-scale qualitative inquiry into the support and recovery experiences of survivors of sexual violence 
is challenging to accomplish. A strength of this study is that it has achieved the collation of detailed 
narratives of these experiences from a large sample of SARC service users as well as survivors who have 
not accessed SARC. The sample likely represents the most diverse to date in terms of its representation 
of cultural, linguistic and ethnic groups. It includes people of different genders and sexual orientation, 
and a range of ages, and levels of socio-economic status and education. It highlights the hope there is 
for recovery across these diverse groups, but also the gaps in support that exist for those experiencing 
complex trauma and from the most underserved communities. A further strength of this study is the 
way it complements the more traditional cohort and health economic analysis of outcomes, valuing 
multiplicity of knowledge and giving weight to experiential knowledge. Its inclusion within the research 
process has created opportunities for epistemic justice where silenced or marginalised voices are 
amplified.30 As one participant put it, I wanted to really have a voice because I felt in other areas, when I 
was speaking up before about how I was feeling, it was getting diminished or just ignored. We acknowledge 
that a limitation was that we reached far fewer participants from non-SARC support contexts than 
intended. Those we have reached provided detailed narratives and provided insights into the complexity 
of intersecting forms of marginalisation, how these interact with sexual violence and abuse risk, and the 
nature of barriers to service access. This part of the study further illustrated the resilience of individuals 
and communities in the aftermath of abuse, and the creative and personal ways in which people 
navigate life after trauma.

Implications for health care
Health and care and support services have an important role to play in the recovery of survivors of 
sexual violence and abuse. Getting a good response from services matters and can contribute to good 
recovery. The response of wider society matters too though (e.g. see our #whatareyoudoing campaign39), 
and efforts to improve cultural and societal norms that may contribute to sexual violence and abuse 
and create the context for recovery are needed as well. Better outreach and training for staff to support 
those still in abusive environments to escape abuse and get support are needed. Support for those 
experiencing complex trauma histories, multiple victimisation with complex mental health and personal 
circumstances are also needed to avoid exacerbating health inequalities and meet the needs of the most 
vulnerable survivors.

Recommendations for research
Future research should focus in more depth on those with the most complex needs and who do not 
make it to care through SARCs. Given that minoritised groups are often least likely to access support in 
the aftermath of sexual violence via SARCs, it is not yet clear whether SARCs are the best care option 
for all.
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Chapter 9 Discussion

This section overviews the key findings from across the MESARCH project studies; considers 
limitations of the project overall; sets out overarching implications for SARCs, and for health care 

more broadly; and makes recommendations for future research.

Main findings

Given the breadth and complexity of this 4.5-year project (2018–23), we have presented the key mixed-
methods findings according to a typical SARC pathway.179

Pre-SARC
A primary focus of this research was to understand what promotes or deters access to SARCs. Through 
sharing their personal narratives and experiences, participants shaped where and when their story 
starts, with most of them taking us far into the past. This lifespan lens underscores how, for many 
survivors, risk for sexual violence and abuse begins early in life.180 This risk is reinforced by power 
dynamics connected with race, gender, socioeconomic status, religion, sexuality and disability, shown by 
our research team and others.14,178,181–184

Our qualitative study identified gender-based violence rooted in gender inequality as a risk factor, 
especially poignant among the racially minoritised community sample of non-SARC attendees. Another 
theme concerned ‘silencing’. We gathered widespread accounts of risk arising from a lack of early 
education and everyday discourse about relationships, intimacy and sex.185 When sexual violence and 
abuse did occur, the milieu of customary silence rendered survivors ‘voiceless’ and unable to draw on, 
otherwise available, informal support networks, and certainly not formal support. While there was a 
clear historical context for silencing among many of our older participants and a clear minoritisation 
context for many of the culturally diverse participants, silencing and shame about abuse was ever-
present in narratives irrespective of time, place or people’s backgrounds. The absence of tools for talking 
about abuse and seeking help, and the debilitating context of shame was exploited and could perpetuate 
the abuse. The final area of risk concerns a triad of trauma, poor mental health and insecurity. Individual 
and composite narratives bear witness to life struggles as people strived to exit cycles of: (1) escaping 
abuse leading to unstable, unsafe living conditions; and (2) escaping chaotic, risky living thrusting people 
back into risk/victimisation; and all this occurring in a context of long-term mental health problems, 
which included substance misuse among the most minoritised participants in our samples. A central 
tenet is that trauma itself is a risk factor that continues to compound and shape risk (and recovery).

Our quantitative analysis on risk and mental health burden at entry to our cohort study effectively 
triangulated these qualitative findings. Consistent with the findings of other studies of people affected 
by sexual assault and abuse and attendees at SARCs,83,186 45% of participants joining the study had a 
prior history of mental health problems. For survivor-level factors, pre-existing mental health problems 
were associated with a 7.6-point difference on baseline PTSD compared to those without long-term 
mental health difficulties; each additional ACE was associated with a 1.4-point greater score on PTSD 
symptoms; there was strong evidence and an apparent dose-response for PTSD symptoms being higher 
for those with fewer financial resources with a 7.3-point difference, and strong evidence that being 
‘unable to work’ was associated with a 10-point higher baseline PTSD score.

As such, it is critical that we adopt an intersectional framework for considering the implications of 
MESARCH findings for two reasons. Firstly, we need it to make sense of their complexity; we are 
witnessing layers of interconnecting power dynamics at play in the lives of survivors that relate to 
gender, race, socioeconomic status and disability (especially if we consider the burden of mental 
health as frequently the basis for survivors being unable to work). Secondly, there is the sheer scale 
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of individuals affected by these risks and ‘dynamics’ and thus any measures to address disparities in 
access across the SARC pathway; enhance treatment options; build workforce resilience, skills and 
competencies; and achieve effective lifelong care must draw on a framework that centralises parity. 
Bearing in mind that the quantitative data are provided by participants who have managed to access 
help, it is concerning to consider the risk profile in communities and subgroups who are unable or 
prevented from getting help.

We do not wish to lose sight of the fact that abuse crosses all sociodemographic lines,187 and our sample 
included many individuals and communities without traditional risk factors – two-thirds were educated 
to A-level or above, approximately half reported few or no financial problems and many people were in 
work and the vast majority of participants was not racially minoritised. Yet, our careful ‘categorisation’ 
and analysis of the sample’s characteristics revealed a burden of childhood trauma (ACEs) that was 
noteworthy. Nearly four in every five participants in the study indicated four or more ACEs, widely 
considered as a threshold beyond which people are at risk of poor long-term mental and physical health 
outcomes.188–190

Sexual assault referral centres: access and experiences of care
We now move beyond discussing risk to presenting insights into people’s experiences of accessing 
SARCs and then the care and support obtained in that setting. Rich data, from across the project, extend 
our understanding about access to SARCs as well as to the wider context of health, voluntary sector and 
social care services and justice, addressed further on (see Figure 10).

Survivors in this project had accessed 21 SARCs and delays and barriers to accessing SARC resided at 
individual, family and community levels, such as people not knowing about SARCs, not being ready to 
seek help, not being able to: After the incident that happened to me, I was in shock for 4 days. Those in our 
community sample who had experienced severe partner, family and/or community abuse and control 
(e.g. arranged or forced marriages) rarely perceived options. They were mainly focused on surviving 
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and escaping abuse such that meeting wider needs from sexual abuse (e.g. sexual health care, specific 
crisis emotional support and forensic care) were not priorities and were neglected for long periods with 
pervasive long-term effects. Overall, nearly 45% of the recruited sample had accessed SARCs in the 
first 10 days since the sexual assault down from a pre-COVID-19 pandemic level of 60%, and the most 
typical perpetrator type was ‘acquaintance’ (40%), followed by partner-perpetrated sexual violence and 
abuse (25%) and strangers (20%); 13% of people in the sample had sought help in relation to exposure 
to CSA. Approximately 40% of people had a FME.

The delivery of health care and support by SARCs was consistently evaluated by survivors as exemplary. 
This finding was consistent across our cohort study, process evaluation and narrative study of 
minoritised groups. Our findings revealed no indicators of systemic harm, and half of the survivors 
accessing SARCs rated them as 90 or above for benefit in meeting needs arising from exposure to 
sexual violence and abuse. While behind every number there is a person and the research has examined 
individual-level responses, just four individuals reported SARCs had been harmful to them. This was 
the lowest rate of harm detected across any sector in this research. Our SARC process evaluation 
emphasised the importance of cohesive regional partnerships between SARCs and multiple statutory 
and voluntary sector agencies. This was also observed and articulated by survivors with regard to their 
satisfaction with on-site care, referrals and follow-up. We view SARCs as a vital gateway to recovery 
and it is often survivors’ first encounter with care in relation to sexual violence and abuse. As such, it 
is crucial that SARCs provide a safe, individualised response that facilitates the person to continue on 
the care pathway, as our research shows that there are multiple factors that can derail a person from 
continuing this journey.

Post-SARC: access and experiences of care
One of the main features of care after SARC was the ISVA service, a professional to advocate for and 
support survivors through the criminal justice process. Depending on the local model, some survivors 
continued care with a SARC-provided ISVA; for others, they were referred to an ISVA provided by the 
voluntary sector. ISVAs were integral to an effective pathway, and for the most part, survivors did not 
report difficulties accessing ISVA services and adapted during the COVID-19 pandemic to receiving 
that care online.191 Furthermore, survivors reported high levels of satisfaction with the support provided 
by ISVAs. In the study, there were more than 4000 contacts with ISVAs; at baseline, 85% had an 
ISVA falling to 40% at 1 year in line with the reduction in open cases from 56% to 20%. Participants 
expressed difficulties when ISVA care was withdrawn in response to case closure and there appears 
to be variation nationally in the extent to which ISVAs can be accessed or maintained independent of 
criminal proceedings. The problem of access was much greater in relation to counselling services in the 
voluntary sector. Capacity issues did not affect SARCs to the same degree, and many survivors accessed 
other forms of support at SARCs (e.g. information and advice, structured emotional support sessions) to 
assist them in the time they were on waiting lists.

Young people did express concerns, especially young people from minoritised backgrounds: ‘This system 
isn’t very inclusive. It’s not very accessible and a lot of ethnic minorities and young black girls are subject 
to sexual violence at a young age and you have people in the system who don’t understand those 
backgrounds, don’t understand the sociology behind them and how they ended up being the victims of 
what they were. I think it’s just leading to a lack of justice being provided. There’s not an understanding 
of the lives of the people that are involved’.

The findings of the study suggested that participants accessed a wide range of healthcare and other 
public sector services (with GP visits and police contacts comprising the highest number of reported 
contacts). Although service use was higher among our participants at baseline (representing a period 
of nearly 100 days since participants had accessed a SARC), this decreased over time, for example, 
NHS contacts reduced from almost four contacts at baseline to less than one contact per person at 
12 months (covering to the previous 6 months). While a full embedding of the wider health and social 
care access experiences within wider literature is beyond the scope of this research, we observed 
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survivors’ mental health as a primary barrier to access in all settings.192,193 For example, in the NHS, 
survivors struggled to be provided with psychological care specific to sexual abuse, when they had 
co-existing mental health diagnoses, because the latter was focused upon. There were parallels here 
with survivors in domestic abuse services, where there were gaps in care for the sexual abuse that 
had been perpetrated by partners.6 Another common scenario was being unable to access therapies 
on the NHS seen as appropriate for complex trauma. Yet another was NHS referral ‘loops’ – patterns 
of GP referral to mental health, and discharge back to GPs, who were often seen to be ill-equipped or 
unwilling to support mental health needs of survivors.186 Formal mental health expertise to identify and 
support mental health concerns remains limited within the SARC skill mix; the MiMoS project found 
that staff lacked clarity about pathways into the mental health services together with high thresholds 
for accepting service users and long waiting lists.66 As we did with SARCs, we explored survivors’ 
experiences of harm and benefit in different sectors post-SARC. The findings from the voluntary sector 
services replicated what we found for SARC – a median of 90, suggesting that half of the people rated 
maximum benefit scores across a rich landscape of support provision for survivors. The median score 
for the NHS was 75, with a notably higher proportion of survivors indicating that they experienced a 
harmful response from the NHS. Coping and recovery for survivors occur in a justice context,194 and 
while this study captures widespread evidence of positive action, police and justice lagged considerably 
behind in its harm-benefit profile. While 50% of participants indicated benefit scores more than 50, 
a quarter of the sample indicated they derived harm from their interactions and experiences: ‘The 
whole investigation process has been just as traumatic as the abuse, or in another way, worse’. While 
health care and other support services have come a long way towards providing safe, effective and 
compassionate care for survivors, society continues to grapple with its poor performance in meeting 
justice needs. While an in-depth discussion of findings on these aspects is beyond the scope of this 
research, the next section distils some of the key findings on the factors influencing recovery.

Effectiveness of SARC pathways for survivors of sexual violence and abuse
Central to our endeavour was to understand what impinges on outcomes for survivors. There were many 
outcomes assessed in the cohort study; here, we summarise the quantitative evidence for a reduction 
in trauma symptoms (PTSD-based PCL-5) as our primary outcome, complemented by survivors’ voices 
on recovery journeys. People entered the cohort study with a high trauma load – 70% scored above the 
diagnostic threshold for PTSD. There was strong evidence of associations between PTSD at baseline 
and past trauma burden (e.g. ACEs), health profiles (chronic mental health problems) and socioeconomic 
factors (e.g. economic deprivation). The study also found weak evidence that sexual violence 
perpetrated by partners, family members and people in positions of trust aggravated PTSD and there 
was a small effect of time since trauma (more time to SARC, more trauma detected at baseline).

At 1 year, the sample as a whole had achieved a MCID (mean reduction in 9 points > 0.5 SD69); however, 
55% were still above the diagnostic threshold. There was no evidence for differences in PTSD at 1 year 
related to models of SARC service delivery participants had accessed (i.e. charity, police, NHS, private 
sector provision). Cost-utility analyses also identified no significant difference in cost per QALY gained 
between these different models of SARC service delivery. Similarly, we did not detect an effect of the ISVA 
model (i.e. SARC ISVA or non-SARC ISVA). Although intensity/frequency of service use was associated with 
trauma at baseline, we detected no effect of level of service use over the year or did we detect an effect 
of harm-benefit from the police/justice response on the PTSD outcome. Thus, the only predictor for PTSD 
at 1 year was the baseline burden of PTSD, which has been shown to be strongly determined by several 
well-defined pre-offence characteristics, and to some extent, non-recent sexual violence and abuse and 
proximity to the perpetrator. Our research also suggests that those with the highest trauma at baseline 
had the greatest improvement. Furthermore, while those with four or more ACEs had twice the odds of 
probable PTSD at baseline, ​​​​​​​this reduced (OR ​​​​​​​1.5) at 6 months and effectively was null (OR ​​​​​​​1.01) at 1 year. It 
would be promising if 12–18 months of care and support could dilute the effect of the ACE profile.

Showing clear parallels with our study, Khadr et al. reported based on a study of young survivors 
that the presence of a psychiatric morbidity 4–5 months post-SARC was associated with baseline 
psychosocial vulnerability (defined as previous social services involvement, mental health service 



DOI: 10.3310/CTGF3870� Health and Social Care Delivery Research 2024 Vol. 12 No. 35

Copyright © 2024 O’Doherty et al. This work was produced by O’Doherty et al. under the terms of a commissioning contract issued by the Secretary of State for Health  
and Social Care. This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, 
distribution, reproduction and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For 
attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

103

use, self-harm or sexual abuse), but not assault characteristics.129 Khadr et al. recommended that CYP 
require comprehensive support to address high levels of pre-existing vulnerability and psychological 
comorbidity, and prevent re-victimisation. Our own CYP study observed that recovery and healing was 
influenced by how quickly CYP accessed support, its content and duration, the location and context of 
care, how well services worked together (aligning with findings from our process evaluation) and CYP’s 
interactions with professionals at SARCs and across sectors.

Our process evaluation and narrative analysis helped contextualise these quantitative findings. On the 
whole, SARCs working with ISVA services is suggested to be an effective gateway to care for survivors: ‘I 
feel that the support I’ve had from the ISVA service, from SARC, has given me a better outlook on life’. A 
vast array of other factors interacting at different levels played a role in survivors’ healing journeys (see 
Figure 11). Some overlapped with ‘access’ barriers and enablers (see Figure 10). Finding therapeutic fit 
for presenting issues and, importantly, past or complex traumas and this being available within statutory 
health services was a gap that arose post-SARC. Furthermore, perceiving that justice had prevailed 
and holding a belief that the police were thorough, respectful, communicative and honest about the 
investigation was important in recovery and healing.

Effectiveness of SARC pathways for children and young people
Our CYP study showed that the holistic care and support provided by SARCs played a critical role in 
young survivors’ recovery. Their access to support at SARC relied on professionals referring them to SARC 
once they disclosed the abuse. Improvements in young survivors’ physical and mental health, education, 
interpersonal relationships and re-engaging in a wide range of areas of their lives was affected by how 
quickly they accessed support, its content and duration, the location and context of care. CYP’s readiness 
to access support was impacted by factors such as re-exposure to abuse, living situations or the quality of 
relationship with a professional. This mirrors findings in the context of CYP experiencing domestic abuse 
where readiness to engage in support involves a complex interplay of individual, relational and contextual 
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factors.195 Notably, when young survivors in this study experienced cohesiveness of support between 
professionals across and beyond the SARC pathway, they had an increased sense of safety. Importantly, 
interactions with professionals that lacked a ‘trauma-informed’ approach at any stage of their recovery 
was associated with poor or delayed healing. This supports findings that show how accessing a service in 
itself does not necessarily improve trauma symptoms. Rather, it is the quality of services and survivors’ 
interactions with professionals that lead to long-lasting positive effects.131,150

Effectiveness of psychosocial interventions for survivors of sexual violence and abuse
Sexual assault referral centres represent a gateway to pathway of care for survivors that ideally opens 
up options to various psychosocial interventions. These may be accessed through NHS services, 
including Talking Therapies, for anxiety and depression programme (formerly, Improving Access to 
Psychological Therapies, IAPT) and community mental health, where many of the traditional trauma-
focused interventions are offered. Such therapies are also available in the voluntary sector, which 
additionally offered survivors in our studies a wide range of arts-based, body-based, counselling and 
social interventions. There are many examples of people accessing therapies through private routes due 
to being unable to access support they felt they needed or access that in a timely way. Our Cochrane 
Review, synthesising findings from 36 randomised controlled trials ​​​​​​​ from various parts of the world, 
found a large reduction in PTSD symptoms and depression at post-treatment following psychosocial 
interventions compared with controls.36 Our review also suggested that CBT with a trauma focus 
such as Prolonged Exposure and Cognitive Processing Therapy and other exposure-based therapies 
(e.g. EMDR) probably benefit survivors of sexual violence and abuse over non-trauma-focused 
intervention. However, trauma-focused interventions may result in higher treatment non-completion 
and some survivors may continue to experience a high symptom load post-treatment. In response to 
the limits of trauma-focused interventions, there have been calls for more effective approaches to the 
management of PTSD,196 especially for sexual violence and abuse exposure.197 One contribution of our 
review is the synthesis of several novel treatments across a range of promising new areas such as RTM; 
trauma-sensitive or trauma-informed yoga; Lifespan Integration (LI); and neurofeedback. Some of these 
treatments have been shown to be effective among survivors of other types of trauma (e.g. RTM),198 
while other therapies have scarce evidence in any population.

Strengths

This mixed-methods, multi-study project is the most wide-ranging analysis of health and experiences of 
care among survivors of sexual violence and abuse in the UK to date. It adds to the contribution made 
by Hughes et al.66 on SARC service users’ mental health and alcohol and drug use needs by examining 
quality of care and service provision in four sectors over 1 year. There is an absence of longitudinal 
research in the UK investigating the health and well-being of survivors over time. We undertook 
recruitment, baseline assessments and two follow-ups with survivors in the context of NHSE’s model 
for the provision of SAAS in England generating not only an evaluation of SARCs, but the entire care 
pathway. Notwithstanding that this subpopulation represents the ‘tip of the iceberg’ in terms of wider 
experiences of survivors of sexual violence and abuse in the general population, we have demonstrated 
a safe, effective and feasible approach to understanding survivors’ experiences over time.

A major contribution of this work lies in our best practice approach to PPI, which opens new 
opportunities for undertaking research with trauma populations.199 An external evaluation by Survivors’ 
Voices identified ‘clear evidence of trauma-informed practice in the approach of the MESARCH team 
which enabled and supported survivors to make a vital contribution to the project, as both participants 
and co-producers, centering lived experience at the heart of the research’. Key strengths were strong 
attention to creating a safe environment and demonstrating genuine care for survivor well-being, 
built on trustworthy relationships; commitment to authentic engagement, involving survivors as both 
participants and co-producers, which empowered survivors and researchers; successful amplification 
of the voices of survivors, bringing the validity and impact of lived experience to trauma, abuse and 
violence research.
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Our project contained many other innovative features including the breadth of its methods, which 
enabled people from many different backgrounds to engage with us and participate. Further diversity 
of contributions, which extend the relevance of our findings, includes our qualitative work with CYP to 
understand about access to SARC and recovery. Our process evaluation gathered views of professionals 
regarding the work of SARCs across the sector, reflecting both inward and onward referral points. We 
also ensured a focus on racially minoritised survivors in our small non-SARC community sample and also 
through the use of maximum variation sampling within our cohort. We gathered life narratives from a 
whole range of minoritised groups including socially disadvantaged people, those unable to work and 
living in insecure housing; we spoke to people with complex trauma, people with different disabilities, 
physical health conditions as well as including men, LGBTQ​​​​​​​+ survivors and linguistically diverse people 
through interpreters.

Our Cochrane Review of trials represents the most comprehensive analysis to date on the efficacy 
of psychotherapies and other psychosocial interventions for survivors of sexual violence and abuse 
in adulthood.36 Through both professionals’ and survivors’ contributions, our research showcases the 
breadth of the crisis response, and clinical, advocacy, police and support work occurs across sectors and 
the resilience, technical skill, knowledge and collaboration professionals demonstrate in enabling access 
to care, justice and recovery for their clients and services users.

Our research has been translated into efforts to prevent violence and abuse and its sequelae, for 
example, our #whatareyoudoing campaign (https://whatareyoudoing.coventry.domains). With a short 
film39 about domestic and sexual abuse in a young couple’s relationship as a centrepiece, it has received 
widespread endorsement from survivors, practitioners and policy makers.

Limitations

One of the key limitations relates to the composition of our sub-study samples, which reflects the 
challenges of conducting research with survivors of sexual violence and abuse. While recruiting ISVA/
third-sector services and relying on them to refer survivors to our research for our adult and children’s 
studies was the most optimal approach to us and enabled the research to be conduct safely, we do 
recognise that commitment by site was highly variable. Recruitment challenges meant that our adult 
cohort study sample size had to be re-calculated, and revisions were made to the study protocol. We 
also acknowledge that our adult cohort study did not have a control group (non-SARC population) 
for comparison, which limits a conclusion that access to SARC and other health or therapeutic care 
explained the reduction observed in PTSD. We could reach participants from a non-SARC population in 
the narrative study. These participants provided detailed insight into their experiences of services, but 
the numbers were low. Although we captured a large number of survivors beyond medico-legal services/
SARCs through our Cochrane Reviews good support, one key limitation of our primary research is the 
lack of applicability beyond SARC settings and users, and it is known that most people who are victims 
of sexual violence and abuse do not access SARCs.

The study was delivered through the COVID-19 pandemic and had a number of implications. The 
COVID-19 pandemic impacted the extent to which services were able to commit to supporting 
the project in its recruitment of service users, due to the demands on services and the workforce. 
Furthermore, the COVID-19 pandemic changed the landscape of service provision and there were 
difficulties in disentangling what support participants had actually received from SARCs. Importantly, 
we had to adjust the inclusion criteria for the adult cohort study to include remote services use when 
our intention had been to only recruit those who presented at SARCs in person. This will have likely 
influenced the research in ways we are yet to discover, for example, it is conceivable remote models 
diluted potential benefits of the SARC pathway.

https://whatareyoudoing.coventry.domains
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As outlined in Chapter 7, we experienced a number of challenges in recruiting to the children’s study. 
One of the key limitations is that the voices of young participants from diverse cultural communities, 
of individuals with physical disabilities and of boys and young men, were largely missing in this 
study. Furthermore, the study only represented two paediatric SARC services and is therefore not 
representative of the wider youth population accessing SARCs in England.

There were limitations associated with the data we collected. In our process evaluation, we were unable 
to gain depth in respect of forensic integrity and equipment as being beyond the scope and expertise of 
the team. Yet, this is recognised as a key issue for the sector and criminal justice journeys. An important 
and novel contribution of our cohort study was to gather comparative data on the experiences of 
benefit and harm across several sectors. We faced challenges in how to best measure perceived harm 
and benefit of services as part of a telephone interview. The approach we used was highly subjective, 
with the parameters being interpreted differently by participants.

There was a high level of missing data on resource use at all timepoints as the section was often omitted 
where participants were finding the interview difficult. As a result, this limited the type of analysis we 
were able to conduct, with a complete case analysis being undertaken. By excluding those who did 
not have complete data in relation to these measures at all timepoints, we note that there may be bias 
in the results. Finally, we are aware that the 12-month follow-up in the present study did not allow 
longer-term impacts to be fully captured in our study. We had terminated the 12-month follow-up 
owing to the cost associated with the COVID-19 pandemic and the wider difficulties of recruiting from a 
trauma population.

Equality, diversity​​​​​​​ and inclusion

In the Cochrane Reviews, process evaluation and main cohort study our representation of important 
population characteristics was restricted to some extent to those included within existing studies, 
employed in sexual assault services, and who have accessed SARCs. In saying that, the 36 studies of 
the Cochrane Review included 60% global majority and/or minoritised survivors, 15% of our cohort 
sample comprised individuals from racially minoritised groups, and we had considerable diversity across 
disability, mental health and socioeconomic status. We took several steps to expand the reach of our 
work, for example, in the representations in our videos and other recruitment materials. Because it 
is known that minoritised groups may be at greater risk of sexual violence and abuse and are under-
represented in SARCs, we conducted our narrative study with intentional recruitment through maximum 
variation sampling to reach minoritised people (including people who have not accessed SARC). We 
worked consistently with our LEG to expand diversity of that group and the participants in the sub-
studies. Our LEG comprised people with a range of ethnic and linguistic backgrounds, ages, genders 
and sexual orientations, educational level and work backgrounds. Recognising the marginalisation 
and inequalities experienced by survivors of abuse, especially survivors of CSA, we applied ourselves 
consistently to growing the skills, opportunities and experiences of our LEG colleagues through training, 
development and engagement (see Chapter 2). Our research team (e.g. field workers) comprised 
people from a range of different ethnic, cultural and linguistic backgrounds, bringing a diversity of life 
experience to the day-to-day work of the study. However, we would be more focused on building 
the survivor leadership of future projects in this field as well as the cultural and ethnic diversity at the 
leadership level.

Implications for health care

•	 Our findings are strong evidence of good practice at SARCs in England.
•	 Sexual assault referral centres are a safe, effective point of care for survivors of sexual violence and 

abuse, offering a gateway to other SAAS, the NHS and police.
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•	 Sexual assault referral centres must recognise the vulnerability affecting their service users – lifetime 
traumas, pre-existing mental health ill-health and social disadvantage – which predicted high trauma 
symptoms in the weeks and months after SARC.

•	 Survivors with risk factors associated with PTSD warrant tailored support and follow-up to ensure 
they are able to access onward care (e.g. sexual health).

•	 Early (pre-offence) interventions among vulnerable CYP may be vital to improve safety and reduce 
risks of sexual violence and abuse exposure.

•	 We did not detect evidence that models of SARCs and ISVA services differentially affected service 
user health outcomes.

•	 Enhancing care and support for survivors comes from sharing best practice and building and 
maintaining strong alliances with police forces, ISVA services and voluntary sector partners, health 
and social care; agencies should continuously review and refine local care pathways, which include 
survivor and service user stakeholders.

•	 Our findings lend strong support for access to ISVAs with specialisms around supporting particularly 
vulnerable or minoritised groups given the difficulties reported by these subgroups in accessing 
justice and other support.

•	 Sexual assault referral centres continue to lack visibility among victims and survivors of sexual 
violence and abuse relative to voluntary sexual violence services and outreach to minoritised groups 
may improve this.

•	 Widespread satisfaction among survivors in relation to provision in the voluntary sector with the 
exception of waiting lists for access to psychological therapies.

•	 Mainstay psychological therapies for PTSD provide benefits for survivors but do not meet the needs 
of all survivors. Resourcing the voluntary sector further may increase access to alternatives, as 
we found high levels of satisfaction and recovery in response to a range of novel and inexpensive 
therapies (e.g. require fewer sessions), treatments and activities that may lack an established 
scientific evidence base.

•	 It is the responsibility of practitioners and therapists to make decisions about treatments appropriate 
to the circumstances of clients, in consultation with them and their families, carers or guardians.

•	 All healthcare settings need to work towards implementing trauma-competent practices as we found 
evidence of inadequate and even harmful responses in primary care and mental health.

•	 Steps to address health disparities and enhance access to the SARC/SAAS care pathway must 
be designed and delivered within a health inequalities and intersectional framework given the 
prominence of silencing by perpetrators, families, communities, professionals, services, institutions 
and wider society.

•	 The findings call for cohesive commissioning strategies that recognise the value of partnerships in 
promoting optimal access and care experiences for survivors.

•	 Recognising the distinction between PTSD and complex PTSD when considering suitable trauma 
treatment is important, as complex PTSD may be less amenable to trauma-focused approaches. It 
underscores the value of a wide range of treatment options and alternatives to frontline therapies. 
Many such alternative treatments could have relevance to clinical and policy decisions because they 
are often shorter and therefore less costly, easier to deliver, may be deliverable online, are more 
feasible for survivors to access, and scalable.

Recommendations for research

•	 The main research recommendation arising from the Cochrane Reviews, which is supported by the 
primary qualitative findings, is to build the evidence base for a variety of novel (and not necessarily 
trauma-focused) and potentially cost-effective (e.g. shorter delivery, computer-based or online) 
treatments and therapies, thereby expanding options for people to heal after abuse.

•	 We advocate that all and any future research with adult and child survivors of sexual violence 
and abuse in any context is conducted in line with principles and methods required for trauma-
informed research practice. In particular, future research must engage, build and support a team of 



108

NIHR Journals Library www.journalslibrary.nihr.ac.uk

Discussion

experts-by-experience; this enhances the experience of the research for participants and researchers, 
and increases the feasibility and scientific quality of research. Toolkits and guidance on best practice 
methodological approaches to achieving this are timely.

•	 A contribution of this work is to inform the literature on HRQoL and resource use in a sexual violence 
and abuse population. Additional research is needed to compare the costs of pathways and PTSD 
burden among those who access SARC with survivors who do not.

•	 Further research needs to distil what ‘trauma-informed’ practice looks like across sectors, and 
develop models of translation.

Concluding remarks

This mixed-methods multi-workstream programme of research, capturing the data of 6901 participants 
from a diverse range of backgrounds across its reviews, screening/service level data and primary 
research, represents the most substantive investigation to date into the health and well-being, and 
recovery experiences of survivors of sexual violence and abuse. It provides clear evidence of the positive 
impact of SARCs in England, in terms of support and aftercare provided to survivors. There is also clear 
evidence that ISVA and third-sector support is beneficial for the vast majority of survivors and that good 
inter-agency collaboration contributes to effective care and support provided.

There is more work to do, however, to improve the response of some NHS services and of the response 
provided by police, where they are involved. There is room for improvement in the time taken for  
survivors to access therapeutic treatment and support and for the range of available types of support 
and treatment to be increased. There are also clear gaps in the provision of support for people who have 
experienced complex trauma and who may experience additional barriers to accessing treatment and 
support due to membership of one or more marginalised groups. More tailored, culturally-competent 
outreach and service provision is required to help address health disparities related to experience of 
sexual and domestic violence. Action is also required to continue to improve cultural and societal norms 
that support and perpetuate sexual violence and abuse and create a challenging context within which 
survivors must work to recover. The findings of this research set out a clear pathway for developing and 
offering effective support and care to survivors of sexual violence and abuse for NHSE and its partners 
and stakeholders, in the future.
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Appendix 1

TABLE 22 Identifying and responding to adverse events and examples in the research

Red, amber, green (RAG) 
categories and number of 
incidents Description of incident Action taken Outcome

Red (one incident)
A person was in immediate risk 
of harm, including children and 
young people not participating in 
the project, requiring contacting 
the police or immediate report 
to child protection services or 
services to protect vulnerable 
adults.
Response required instant 
attention from the safeguarding 
lead and senior academic staff 
made decisions about breaking 
confidentiality and providing 
contact information to the police/
child protection/other service as 
appropriate

There was a single adverse inci-
dent reported within the cohort 
study. Although not entirely 
aligned with our definition of a 
‘Red’ incident, we considered 
the potential adverse impact 
on the study and the individual 
sufficient to escalate.
An ISVA notified the research 
team that a client they supported 
had related to their counsellor 
that questions asked during the 
MESARCH baseline interview 
were experienced as traumatis-
ing. These related to the topic of 
sexual health

The PI and a number 
of co-investigators, 
project team members, 
safeguarding lead, the 
SSC chair and LEG 
members engaged in an 
emergency consultation. 
The response involved 
removing two sexual 
health items from the 
interview and ensuring 
that the questions were 
better placed in the inter-
view. The team reviewed 
lead-in explanations 
which emphasised the 
voluntary and sensitive 
nature of questions 
before asking them

The actions were 
communicated to the 
ISVA and the partici-
pant. The participant 
appreciated the 
actions that had been 
taken and was happy 
to remain in the 
study and completed 
the two subsequent 
interviews

Amber (22 incidents)
Concerns were raised about 
participants or where survey 
responses were indicative of 
potential harm. Items were 
discussed as part of weekly status 
meetings. As a team we consid-
ered what support the person 
had in place and the appropri-
ateness of making subsequent 
contact with the person to offer a 
supportive response

Participant revealed stalking 
and harassment by ex-partner in 
recent months

Interviewer followed-up 
and ensured they had 
support available and 
provided the 24 hour 
domestic abuse helpline

Participant had 
support in place and 
details for helpline 
and emergency 
response

Participant revealed recent self-
harm and suicidality behaviours

Interviewer discussed 
formal and informal 
sources of support with 
participant and provided 
details of organisations 
that could provide further 
support

With their consent, 
interviewer followed- 
up with participant 
later that week and 
participant had been 
able to reach out for 
support

Participant rang interviewer 
while upset assuming they 
were a mental health support 
centre but then hung up when 
interviewer explained who they 
were

Interviewer and senior 
staff including safe-
guarding lead discussed 
a response. Interviewer 
sent a message to 
participant and asked 
if it would be helpful to 
contact their ISVA

Interviewer spoke 
with the participant 
the next day and 
ascertained that 
participant had since 
received the support 
they needed from a 
support worker

Green
Experiences were judged by the research team as consistent with what would normally be expected in a situation of 
a survivor of sexual trauma participating in research. Given how the vast majority of people entered the study, it was 
assumed the person had support in place if they wanted this and knew how to access help if needed. However, as part of 
debriefing with all participants at the end of each research interview, details of national and local support services were 
shared with the participants
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BOX 43 Testimonial from a LEG member about participation in MESARCH

The project created a safe, level playing field across all who were involved, where everyone was equal and 
academic qualifications were not relevant in our exchanges. This enabled LEG members to give honest, real 
opinions in a non-judgemental, supportive environment. The research team expressed a real desire to discover 
whether what they planned to do and how they planned to do it held real authenticity within the LEG. The way 
in which they made the group feel at ease and respected when asking for LEG help and advice empowered the 
LEG members to speak with a freedom of opinion and allowed them to speak about their traumatic experiences 
openly in the hope that finally someone wanted to listen and not just hear but take what they were saying and 
use their responses in a practical way that could go on to help others who are in the same situation. This working 
‘together’ empowered LEG members to participate using their real selves and live voices in the making of film, 
social media and marketing campaigns and finally meeting delegates and presenting and speaking up and out at 
the final conference.

When you find your freedom of voice as a survivor, you are anxious to try and help the next person in your 
situation. As a result of the stigma of sexual abuse and rape, rarely do we as a group speak out for fear of shame 
and lack of self-worth. Rarely are we listened to and valued; instead, we are usually pitied or not believed. Never 
do we find ourselves in a position where the experience of sexual abuse renders us the expert, when in fact 
we are. Personally, participating in this research study improved my mental health and personal confidence. It 
has allowed me to articulate difficult feelings that I would not normally bring to anyone’s attention with calm 
measured behaviour resulting in positive outcomes. Working with the project I have experienced the biggest 
forward jump in my well-being and recovery because I sought professional help in my darkest days. It has been 
on both sides a time of respect, education, empowerment, joy and laughter – LEG groups should be mandatory if 
the desired outcome is to truly help survivors.
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Appendix 2

TABLE 23 Number of professional and survivor responses by site in the process evaluation study

Case study site (N = 8)
Service delivery model, size and 
integration of ISVA service

Professional informants 
(N = 72)

Survivor informants 
(N = 298a)

A Private sector, small, ISVA service 
not integrated

4 SARC professionals
9 non-SARC professionals

2 qualitative interviews
17 cohort interviewees

B Police-led, large, integrated ISVA 
service

9 SARC professionals
3 non-SARC professionals

1 qualitative interview
57 cohort interviewees

C NHS-led, small, ISVA service not 
integrated

5 SARC professionals
1 non-SARC professional

0 qualitative interviews
0 cohort interviewees

D Private sector, medium, ISVA 
services not integrated

4 SARC professionals
5 non-SARC professionals

1 qualitative interview
4 cohort interviewees

E Charity-led, small, ISVA service not 
integrated

4 SARC professionals
4 non-SARC professionals

0 qualitative interviews
1 cohort interviewee

F Charity-led, large, ISVA service not 
integrated

3 SARC professionals
6 non-SARC professionals

1 qualitative interview
10 cohort interviewees

G NHS-led, medium, ISVA service not 
integrated

2 non-SARC professionals 0 qualitative interviews
6 cohort interviewees

H NHS-led, large, ISVA service not 
integrated

6 SARC professionals
3 non-SARC professionals

0 qualitative interviews
80 cohort interviewees

Non-case study sites 
(n = 13)

Multiple models No professional interviews 118 cohort interviewees

FNEs Not associated with sites 4 nurses N/A

a	 Consisting of those who were in the cohort study and five individuals recruited solely for the process evaluation.
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Appendix 3

Core stories

BOX 44 Simran’s narrative (contains details that some people may find upsetting)

Before, I was so happy I will go to this country, I will make my daughter’s future. [By] three months I was like a 
slave … my husband telling my daughter she needs to do household chores, she can’t study. They cut the Wi-Fi 
so she couldn’t access any of the course online or anything. My daughter had a really, really rough time. My 
daughter was trying to study because she was in GCSEs. She was trying to study, but she couldn’t understand 
anything because of the environment she had at home: all the time, fighting. I was so worried about my mental 
health, ‘If I have something happen to me, what will happen to my daughter?’

One day, my daughter wanted to get a haircut done but she wasn’t allowed so my husband told her off and then 
we had a big argument. It was during lockdown. We left home and we didn’t know where we will go. We were 
very scared. We had nothing. We were wearing simple things. We had limited money. Me and my daughter went 
to the police station. I didn’t know what to say because my English was limited. My daughter started, ‘We came 
from India’, and police said, ‘That thing happens with the Indian families, it’s not a new thing’. So they sat with us 
5 minutes and they said ‘You go home!’

The day we left for good, I had an appointment at the police station for 2 o’clock. They were waiting for 
interpreters because I can’t speak in English very well, so we waited for a translator until 5 o’clock. The translator 
didn’t come but they had a three-way translation for me. My husband came back home, he didn’t find us and he 
rang when we were in the police station and we were so scared [about] what he can do. They asked questions, 
but I can’t remember what the questions were. I was told ‘You will need to go home’. I said, ‘I can’t go back home. 
I will be in danger’, but they asked, ‘When you will go home? No one will tell you anything, just go home!’ They 
gave me a domestic violence number. They told me I had to make my own way.

There was no bed space in the refuge. We went to a hotel. I was crying the whole two days. I was feeling like 
panic attack type things, and I couldn’t answer any phones. My daughter was answering all the phones. I didn’t 
know what was happening to me, I was so confused because I didn’t know where to go, and my daughter was 
telling me ‘Don’t cry, don’t cry’. My daughter was giving me comfort.

We paid two days with our money but on the third we were asked to check-out. We stayed in the hotel reception 
five hours until the social worker came and paid for 8 more days. It was hard because the social worker used to 
force us, ‘Look you have money, pay your money!’ All I had in total was £300. My daughter had GCSE exams. She 
had no phone and I was thinking I would buy a phone for her from the £300.

Afterwards, the social worker took us to the refuge. We were given £48 for a week and we used it to get all 
shopping done. I had nothing in the kitchen. Nothing I could make because the house wasn’t Indian. We got food 
from food bank and it was some kind of Indian food and drink. We stayed in a flat and people used to knock on 
our door and my daughter used to be scared. We used to get so scared that flashbacks started coming and there 
wasn’t any lock controlled by us, there’s only one they control, and we used to think anyone can come and we 
didn’t sleep at all, both me and my daughter. I started going to one of the support groups but that group closed. 
I was isolated again, and me and my daughter were so isolated, fearful, I didn’t know what will happen to my 
daughter. I was more worried about my daughter. I didn’t know a doctor and I never went to any temple. I didn’t 
know how to go. After three months, they provided us with a house and then we slept well.

The SV charity involved an ISVA and a DV agency. I needed a letter for my visa because I was on a sponsored 
visa. The ISVA called the police a couple times and then the police gave the letter. After 3 months, police 
approached me; they were asking whether I want to give a statement. My mental health wasn’t good, and I didn’t 
want to go back to the experience I had gone through with the police. I didn’t want to give that statement at 
that moment.

I am happy with the house but I received a letter that I have to leave the building in April and now again, I’m 
feeling ‘Where I will go again?’ I’m very confused and I am still scared of police. When I was in India, I never went 
to police, never had anything to do with police and here I still have fear of police, I have fear of – my English is 
not very good – if I say anything and it was interpreted in a different way, I’m so fearful. I won’t say anyone to go 
to police.

I am on the waiting list for counselling. I don’t realise what happens to me but my daughter says I am alert. I 
don’t feel like going anywhere, I don’t feel like doing anything. My daughter goes to school, and I’m all by myself. 
My friend, she is a very good friend but I could not disclose the address I was living in. I don’t want her to know 
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where I am living and to tell. If she goes back home to India, she might tell someone and the whole village might 
know; I don’t want shame brought to the family.

Because of this notice to leave my house, I couldn’t sleep and I went to the GP. I told them I can’t sleep and the 
GP asked why and then I told my situation, ‘My house, I will be homeless’. The GP involved someone. I felt very 
supported when this lady, from the doctor, when she rang me, and she told if you tell this thing to the support 
worker, and so I told support worker and then they extended me 56 days more. So I felt supported at that time. 
My daughter is saying now at least we have the school holidays so, you know, the transfer won’t affect her 
studies. But if we had to go in June, it will be A levels … I still prefer if the GP was a female because I can tell 
more and she can understand more than males, and I prefer to speak Hindi.

BOX 45 Fay’s narrative (contains details that some people may find upsetting)

I Incident and impact

Where do I start? After the incident that happened to me, I was in shock for 4 days; I just couldn’t believe that it 
had happened.

How it all came about [was this]: the person who was in my shared house actually moved to that shared house 
so they weren’t that far from me, I started looking after her as well because her partner was in and out of prison 
and she was cutting herself and I was giving her support, patching her up at the same time. I think it’s easier to 
find someone else to look after rather than trying to sort your own problems out. The bloke who done it to me, 
I met him in that house. The chap who did it to me, he was an actual heroin addict but I didn’t know this at the 
time, I didn’t know how bad he was. We all got talking, and the next time I came down she wasn’t in but this chap 
was so, then after my friend left, when the young girl left the house, they turned around and said ‘Oh, you’re 
still welcome to come down, it’d be good to see you, you’re very good to talk to and you listen as well’. I was like 
a shoulder to cry on I suppose. But I think one of them just took it a little bit too far, thought that I wanted a 
relationship and things like that which I didn’t. It’s like any bloke that I do meet, what I’ve been saying is I don’t 
want a relationship, I do not want to go down that road again.

I didn’t really get in touch with anybody for 4 days. I did eventually call the police and they came and [took] a 
statement as to what had happened. I saw them nearly half 12/1 o’clock. Then they said that somebody will be 
picking me up at 3 o’ clock to take me to this clinic. I was taken to SARC where I had to have all the forensic 
swabs done and all the rest of that. That was a little bit daunting, I was in too much pain. I hadn’t even showered: 
I thought well if I don’t shower then at least that way they’ve still got [evidence].

When I asked them, ‘What happens now?’ all they said was, ‘Oh well, he’s in prison, we’ve got him in custody 
and we’ve got him on remand, and he’s denying it’. ‘All the tests show [is] that you had sex’ and I said ‘Yes, 
non-consensual sex’ because I didn’t want it, I was forced, so that’s rape. I then had an appointment [at the] 
sexual health clinic. Then I had another swab taken, well they tried to, I was explaining that ‘I’m really, really sore, 
but it feels sore further up’, like internal pain or like internal bruising, if that’s what you call it. And then, I had 
to have the Hep [Hepatitis] C, Hep [Hepatitis] B injections and I had another blood test as well. I should have 
had a follow-up last June but never got a follow-up phone call to say, ‘Please can you come in, so I’ve not had a 
follow-up from that’.

I then had to move out; the police asked me where would you like to move because we were both living on the 
same street, ‘Why should I leave?’ It did not make sense. I had to move again.

The police said about doing another statement by video link. I said ‘Yeah, I’m quite happy to do that’. That was 
the only time it was mentioned. I was waiting for that to happen, and they turned around and said I [had] refused 
it. I thought to myself well, how can I have refused it if I said yes to it? I think they’re trying to brush it under the 
carpet as if it didn’t happen or put the file back in the box and put it back on the shelf, it’s as if they just didn’t 
want to do the paperwork.

They were going to [give me an ISVA] but no, nothing happened. They said that they had to close it because 
there was not enough and I’m thinking ‘Excuse me, I had bruises on my legs, I’ve taken photos of the bruises’.

I’ve been in pain since it happened with my hips, [lower] back, with my thighs; I’ve had a lot of nerve pain and 
bone and joint pain on both hips. It has impacted my life because I can’t walk as far as I used to, I have to stop 
and start walking again. It’s just really, really impacted on my life in that way.

It was just horrible, it really was. I didn’t know what to do next. I didn’t know who to ring; there was not even 
a victim support officer where I could actually go and speak to someone. Even my mental health doctor, 
consultant, has actually sent me back, like discharged me and sent me back to my own GP. The GP can only 
do so much. Alright, yes, they’ve done a brief letter. I did get a nice letter done from the doctors from where it 
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happened. They’re really good and that helped me to get moved out of that property into the property that I’m 
in now. I’ve asked for another letter to be done, and I had to pay for the letter as well. I then sent that off to the 
housing association.

II Recovery

I literally can’t live my life at all. I’ve literally had no support and it’s impacted my mental health as well and my 
well-being and I just can’t seem to, how can I explain it, move forward. It’s still all in my head and I just can’t get 
my head around it. Well basically, I can’t even get closure on it. Nobody’s telling me what’s happened, whether 
he has been deported or whether he’s still in the UK. It feels like I’m always looking over my shoulder. The 
recovery’s been really slow; I have been trying to be more positive, to try and get back to the place where I can 
feel comfortable and sometimes I’m not very comfortable around men. I think once I get this move then I think 
I might start feeling myself again; be closer to my family, they’re looking for me for somewhere. I want to get 
back into my volunteering. I’m still on the books at [charity organisation] because I’d been helping out in like a 
contact centre. I left that area because of what happened with my husband – it was like verbal abuse, emotional 
abuse and sexual abuse as well. I had to leave, I just couldn’t cope anymore, my mental health was going through 
the roof.

I think the older you are, the more difficult [it is] because I feel that maybe some people are like ‘Oh nobody’s 
going listen to me, I’m not worth nothing, I’m not worth the bother!’ Do you know what I mean? I feel that as you 
get older, you do find things a lot harder to even register what’s happened. Sometimes you don’t know where to 
look, you don’t know who’s going be your first point of call to call someone, because you’re that shocked that it’s 
actually happened in the first place.

BOX 46 Jane’s narrative (contains details that some people may find upsetting)

I didn’t report for five days after the assault and then I ended up calling 111 and they said, ‘You need to speak 
to a SARC’. They gave me the number of the SARC, and I rang them, and they were really, really good. We 
had a conversation and they called me back. There was a forensic examiner on the phone and a crisis worker. 
They went through what had happened. I said, ‘I’ve got mental health’. They said, ‘We’re not judging on your 
mental health, it’s got nothing to do with that’. They arranged for me to go in quite quickly. So, I had a forensic 
examination which was obviously really hard work, but they were very supportive. A few days later, I did get the 
police involved and I feel now that was a mistake.

Two very young officers came to my flat in the evening which I thought was inappropriate; I wasn’t offered 
female officers. I think as soon as I told them, ‘I’ve got mental health issues’, it their attitude changed towards 
me. They said, ‘Well if this does go to court, yeah, your records, your mental health records will be shown to the 
courts’. Those two police officers, they never, ever looked at the photographs from the SARC. They never looked 
at any of those things. I felt they had an agenda after they saw me; they did find the guy that assaulted me, but 
they basically just gave him a telling off, that was what I felt. They just disregarded what I had to say.

We [ISVA and survivor] did a decision review with the police because we felt the original decision wasn’t 
appropriate. I got video recorded later down the line, which really upset me because I couldn’t remember some 
of the stuff from the assault. I felt that one of the female officers was very judgmental. She asked me questions 
about my previous sexual experiences, which I refused to answer because it’s none of her business. We had 
some information back from the sergeant who was looking into the investigation. He made out that if it had been 
slightly worse, maybe … But how can you rate an injury I had, you know, internal bruising, as bad or worse? That 
just really made me angry. We could have met with him afterwards and I was like, ‘Not a chance. I’ve had enough 
of the police’, if you see what I mean. I was just like, ‘No, it’s not going to help me’. Do you know what I mean? So, 
I was like, ‘No’.

I have a diagnosis of emotionally unstable personality disorder, and that at times that was used as a bit like 
a weapon or that was a barrier for me to access certain support. I felt it was used in a sort of negative way. 
The SARC referred me for counselling services but when I said that I had complex mental health, the woman 
counsellor said, ‘Well we only really deal with people with anxiety and depression’. She started to obsess about 
my mental health when I started sessions with her on the phone. I said, ‘Actually I’m not here to talk about 
[mental health], it’s to do with the sexual assault’. It was as if you couldn’t actually access that service if you had a 
complex mental health diagnosis, and in the end, I stopped it, because I felt it was making it more detrimental.

I don’t have any support from mental health services at all now. So, they just say, ‘If things get really bad you’ve 
got to go to A and E’. But A and E’s not the best place, I’ve been there before, for a mental health crisis and it’s 
not helpful.
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BOX 47 Steve’s narrative (contains details that some people may find upsetting)

I Background

I’ve spoken to the police. I did say to the police, I want it to go to court if it can, if they’ve got enough evidence. 
Obviously, this happened 40 years ago, when I was between 8 and 16. I’ve buried it for such a long time. I still 
feel really angry about it. There’s no way to describe the anger I feel, that he took away part of my soul and heart. 
He took my childhood away.

Obviously, [speaking to the police] brought everything back up.

My parents didn’t want to know, when I spoke to them about it. I grew up in the age of where everything was 
hidden. So, I kept this totally from everybody until 2021.

I heard that he was put in prison; that gave me the courage to come forward. That’s how this process started.

II Support

I feel in a very good place at this moment in time. I feel that the support I’ve had from different organisations 
has been really helpful. Listening and tried to explain to me that I wasn’t at fault. My mechanism before, to shut 
everything out; I’ve still got that sort of mechanism. But, I can bring things up now without really being upset 
about it.

I feel the police have been really helpful. The lady that’s been dealing with the case has been really helpful, in the 
sense of, explaining everything … Having gone to the police when I did, it has released so much pressure from 
me, in the sense of letting people in. The only thing I feel, probably that everybody else in my situation feels, 
it takes longer than you anticipate. The process of the police talking to suspects. It’s not the police’s fault. It’s 
just the way the system works. I was probably a bit naïve, in the sense of thinking, once I’d made a statement, 
everything else would [have] fallen in place a lot quicker. Saying that, I feel that the support I’ve had from ISVA 
service, from SARC, has given me a better outlook on life. With the help that I’ve been having, through the 
different organisations, it’s helped me, tremendously, and knowing that they’re there.

III Reactions from family, friends and society today

Years ago, when I was talking about it, it wasn’t heard. I wasn’t heard. Looking back over the last couple of years 
of going through the process, it seems to be that it’s only been brought to light, in the sense of more people are 
being listened to. So, I feel, in that representation, we are being heard a lot more and taken seriously, which I 
have never felt before. It has been a lot more open. It’s more accessible. You’re not afraid to talk about it. I feel 
that I’ve got to a better place now, where I feel that if I need to talk to somebody, say, friends, for instance or 
work colleagues, even. I’m not ashamed, I’m not ashamed to talk about it. I’ve been very fortunate with my work. 
They’ve been really good and helpful. I feel that without them, it would have been a lot more difficult. With 
everybody being on-board, it has been a lot better. HR has been really good. So’s my son and my best mate. He’s 
been an absolute rock as well.

[W]hat gets me really upset at times is if I’m watching television and abuse comes on the television without, 
without any warning. For instance, when they were talking about Prince Andrew and then, when they say things 
… there are television programmes that it’s actually got the subject in that perhaps, I didn’t realise that it had. 
Then, I start watching it. Then it comes on. Or they show perhaps something’s happened again in the wider 
world. Then, I feel really, feel really bad.

IV Recovery

I feel that the police are doing all that they can. So, I feel that he’s not actually controlling now. Because they’ve 
got to do everything the right way. So, I feel knowing that the system is being used correctly, that I know that 
if and when things do process forward, I know that, everything has been dealt with properly. So, I feel a lot 
happier. I feel anxious. I don’t feel depressed with it. I feel uptight, because obviously, it’s taken a lot longer than 
I anticipated. But, by coming forward as well, it’s helping not only myself but if I could help somebody else in 
the process, then I feel it’s all been worthwhile as well. Because there is a lot of us out there, that’s not either 
come forward or hasn’t been heard. I just get a bit upset. Not to the point where I’m crying, anymore. Not at the 
moment. Perhaps when the case goes forward might feel differently. Although I want the case to go forward, 
nobody knows how you’re going to react. So, yes, and obviously when he used to trap … He trapped me in the 
shower when we were on holiday as well. I feel that all those things, they’re still in the back of my mind but it’s 
[come into] the open, people know about it, and gradually, people have a better understanding of my personality. 
My best mate said to me the other day that he understands now why sometimes I was the way I was, in the 
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sense of my moods and shying away. I’ve known Peter since the age of 7 years and we’ve grown up [together]. 
We’re best of mates. I’ve let him down, loads of times, and it’s because sometimes I feel like I haven’t been able 
to get it out of my mind. I’ve kept it a secret for such a long time. I am coping with it now, a lot better than I have 
done for a very long time.

I’m sorting my life out: I’d run the London Marathon back in ’97 for Childline; I kept my running vest and it’s only 
now that I got it out, I’ve taken it to a shop, and I’ve had it framed, so that I can put it on the wall. I’ve got to that 
stage now, where I can face it. I feel a lot freer than I have done for a long time.

I’m in a really good place, in the sense that I know everybody is playing a part. Everybody’s working behind the 
scenes. So, it’s up to me, in the sense of, having the help and understanding how I feel and how to deal with it. 
Rather than locking it all away and not telling anybody. That’s given me the strength, knowing that people are 
out there, helping me. And listening to me. Whereas before nobody was listening. I know now, that people are 
listening and that’s given me the courage to fight this in a different way, mentally. I’m starting a course with 
(voluntary sector organisation). I still feel I want to talk about it. I still feel I need to talk about it. I did say to the 
police, when I was being interviewed, I thought I would take this to the grave with nobody knowing. And now, I 
can take it to my grave knowing that people know, the whole family knows and I’m happy about that. Once the 
due process has [been] gone through, whether it does or it doesn’t go to court, no matter what the outcome is, 
then, I can really draw a line under it.

I can feel free for the rest of my life.
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