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Quotes 

“I overheard doctors in hospital saying to each other ‘she’s 
got mental health problems; I don’t know if there’s anything  
wrong with her or not’. They do treat you differently – they 
think you’re mentally damaged. When they find out you’ve 
been abused, they think it’s all in your head”.  

“I went to the optometrist with eye problems, but he just 
kept talking to me about my mental health. I asked him, ‘are 
you a psychiatrist then?’ And I said sorry, I’m here about 
my eyes and nothing else. But he kept asking, ‘what is your 
main mental health symptom?’”  

“I was never criticised by patients for asking them if they had suffered from abuse 
or were sexually abused as children. I see no reason why, in suitable 
circumstances, the question cannot be sympathetically addressed to anyone … 
those to whom it did not apply seemed undisturbed and answered in the negative. 
Most survivors  
were considerably relieved when the question was asked as they had, in many 
cases, tried to bring up the subject but felt unable to do so in case they were 
disbelieved or rejected.”  

—Angus, W. The Patient who Changed My Life 1996 British Medical Journal, 313:210  

“They should think, how we have been treated in our lives…we can’t help what’s 
been done to us, don’t look at us as if ‘we’ve got a right one here’ - because 
there’s a time when they will miss something, and that could cost someone their 
life…just listen for five minutes in your day, and that could be the difference 
between someone going home and committing suicide, and doing something 
really positive” 

“…And my GP said at once, ‘I’m sorry, I’m so sorry that happened to you’. He said 
it as a human being” 

“What do we want? To be listened to, and not to be judged.” 

 

 

 

  



 

3 

 

Quotes           2 

Acknowledgements          4 

Introduction           5 

Executive summary          7 

Chapter 1: Childhood Sexual Abuse and Health     14 

Chapter 2: Baggage survivors and Health Professionals Bring   17 

Chapter 3: Creating safe, Reassuring Settings        21 

Chapter 4: Mentioning the Taboo Subject!      24 

Chapter 5: “All In our Heads”, or Openminded Care     30 

Chapter 6: Polypharmacy and Choice of Treatments     38 

Chapter 7: Equality and Rights to Complain      41 

Chapter 8: Working Together for the Future      43 

Appendix A: Principles of Sensitive Practice      45 

Appendix B: Therapies Used        48 

Appendix C: References and Further Reading      49 

About Wellbeing Scotland         56 

About Kingdom Abuse Survivors Project (KASP)     58 

Acknowledge 

 

 

 



 

4 

AAACKNOWLEDGEMENT 

    AA        Acknowledgements

 

Greatest thanks go to all the adult survivors of sexual abuse, from Open Secret of 
Wellbeing Scotland and Kingdom Abuse Survivors Project (KASP) who took part and 
enabled this booklet to be written. Many thanks also for all their invaluable help to 
Janine Rennie, Gill Batty and Lynn Cunningham, Open Secret of Wellbeing Scotland, 
and Marnie Collin and Lynn Simpson of KASP.  

1) Candice Schachter, principal investigator on the Sensitive Practice Project, and 
colleagues kindly allowed us to draw on their own work and to summarise a 
section of their 2009 Handbook on Sensitive Practice for Health Care 
Practitioners: Lessons from Adult Survivors of Childhood Sexual Abuse. She has 
asked when giving permission that we tell readers the Handbook is available to 
download free, from the Public Health Agency of Canada - National 
Clearinghouse on Family Violence: https://www.integration.samhsa.gov/clinical-
practice/handbook-sensitivve-practices4healthcare.pdf 

 

Thank you to Paul Alexander and the Royal College of General Practitioners in Scotland 
for giving support to our funding application. Thanks must also go to Survivor Scotland 
for provision of funding for the Physical Health service. This funding facilitated the 
process of being able to consult directly with survivors experiencing physical health 
difficulties. Finally, without the funding generously given by the Big Lottery’s Awards for 
All programme, this project could not have reached fruition.  

Please note: To clarify name changes which may prove confusing: our current generic 
title, Wellbeing Scotland, established in 2016, reflects the broadening of our 
organisation’s work beyond its trauma remit. Open Secret remains the abuse and 
trauma service of Wellbeing Scotland. From now on in this booklet, we will refer to 
Wellbeing Scotland or Open Secret interchangeably, since all the research with 
survivors was done in relation to our trauma service. 

 

—Sarah Nelson (University of Edinburgh), Editor  
January 2020 

 
 
 
 
 
 
 

 

https://www.integration.samhsa.gov/clinical-practice/handbook-sensitivve-practices4healthcare.pdf
https://www.integration.samhsa.gov/clinical-practice/handbook-sensitivve-practices4healthcare.pdf


 

5 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

Sarah Nelson 

Dr Sarah Nelson (Universities of Edinburgh and Dundee) has written and 
presented widely for decades on sexual abuse issues. Her research and 
publications include the voices of young survivors, critiques of current 
child protection systems, community prevention, organised abuse, media 
representations of abuse cases, and adult survivors’ experiences of 
mental health services. She has also been a professional adviser to the 
Scottish Government and Scottish Parliament. Her book Tackling Child 
Sexual Abuse: Radical approaches to prevention, protection and support 
(Policy Press) was published in 2016 



 

6 

 

While estimates of prevalence vary, up to one in four women and one in five men may 
be survivors of childhood sexual abuse. (see Appendix C, References & further  
reading). This abuse is associated with higher risks of a variety of health problems. 
Therefore, all health care practitioners will be meeting adult survivors as consumers 
regularly in their practices.  

Open Secret’s records reveal that 82% of their service users present with a significant 
physical health problem or problems, often debilitating for their daily lives and careers. 
KASP estimate their figures at 75-80% of service users.  

Yet sexual abuse remains a difficult topic: many health professionals avoid raising it, 
while many patients and clients fear to mention it in case it brings rejection or 
disbelief. Fear is understandable but promotes neither good relationships nor best 
outcomes. Often, there is frustration on both sides.  

That’s why adult survivors of CSA from 
Open secret and KASP, through three of 
Open Secret’s Physical Health Project 
groups and individual KASP interviews, 
produced this booklet. They wanted to help 
health professionals understand more about 
the effects of abuse; and to describe from 
their experience what they found helpful or 
unhelpful in working with GPs, consultants, 
nurses, dentists and others. In turn, the 
Royal College of General Practitioners in 
Scotland gave support to our funding application.  

Although unfortunately negative experiences often emerged, that in itself shows the 
need to work together more constructively in future, and survivors’ positive 
experiences with excellent, committed staff point many directions for this. Yet again it 
emerges from survivors that what matters most is not complex training, paper 
qualifications or long specialist study, but human qualities of empathy, genuine care 
and respect - along with informed awareness about some effects of sexual abuse. We 
hope the launch of this updated booklet and other opportunities for contact will also 
promote closer working in future between sexual abuse support organisations and 
health professionals in Scotland.  

This booklet may also have wider usefulness. Some of the problems that professionals 
and sexually abused patients experience in working with, and understanding, each 
other are also likely to be shared by non-abused people who have mental ill health, or 
unexplained illnesses.  
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Please note: the survivors preferred for reasons of confidentiality not to have 
their names attached to individual quotes. Male survivors are indicated by (M) 
after their quote. S 
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1) Childhood Sexual Abuse and Health  
Even when other adversities are controlled for in research, childhood sexual abuse 
(CSA) remains a powerful predictor of health problems in adulthood. 

It predicts higher than average “medically explained” conditions such as auto-immune 
conditions, diabetes, gynaecological and urinary infections and certain cancers, and  
“medically unexplained” ones such as irritable bowel syndrome, chronic pelvic pain, 
chronic fatigue and non-epileptic seizures. Sexual abuse support agencies see very 
high rates of physical pain, illness and disability in their client groups. 

Health professionals’ interpretations of the coexistence of mental and physical 
health problems emerged as the greatest single cause of survivors’ 
dissatisfaction with their health care experiences. 

Some reasons why CSA survivors might have 
physical ill- health include:  

• Prolonged traumatic stress in childhood, causing changes in the autonomic nervous 
system, increasing vulnerability to pain, infections & auto-immune conditions.  

• Physical effects of CSA’s psychological effects: e.g. effects of eating disorders, self 
- injury or suicide attempts.  

• Long-term effects of (frequently untreated) childhood injury, repeated assault and 
sexually transmitted infections.  

• Known health effects of alcohol or drug addiction in some survivors, through 
attempts to cope with or to “blot out” trauma. 

• Fear and avoidance of preventive and dental checks.  

• side-effects of some longer-term psychiatric medications.  

2) Baggage Survivors and Health Professionals Bring  
Many health professionals feel anxious about CSA. They may believe it’s very complex 
and that they lack training. They may fear they will have to start a child protection 
investigation or get caught up in a family conflict.  

They may fear asking will make the patient more ill or upset or offended. Some health 
professionals will be survivors themselves – not all survivors feel ready to address their 
own issues.  

Such professional fears are rarely justified in practice, but anxieties are genuine, and it 
is important to acknowledge them.  
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Survivors too usually come with “baggage”, and it is equally important to understand 
and anticipate what these might be, in order to respond sensitively. For example:  

Fear and anxiety: Some routine examinations and procedures are often distressing, 
reminding of the original trauma: especially on traumatised areas of body like breasts, 
mouth, genital and anal areas. They may feel unsafe with males, or less commonly with 
females.  

Low self-esteem. Some survivors don’t feel they deserve care and may lack the 
confidence to ask for what they need.  

Apparent aggression: For male survivors especially, a need to appear tough and in 
control can disguise fear and anxiety which may come across as aggression. This can 
antagonise professionals and risk survivors being removed from GP practice lists.  

Worries about disclosure. While many survivors wish they could be asked about an 
abuse history, many also have difficulty in revealing it themselves to in case they are 
disbelieved, judged or rejected.  

Mutual frustration at lack of a diagnosis: Health staff can be frustrated by the often 
baffling, wide ranging symptoms of CSA survivors, who described being viewed as  
“heartsink patients” or unstable hypochondriacs. This can feel like retraumatisation,  
where survivors are again left to deal with their pain.  

Dissociation: Many survivors learned as children to distance themselves from abuse 
and violence by “spacing out”. But some patients thus remember the content of visits 
poorly. They may miss appointments or medication, appearing uncaring when in fact 
they don’t remember the information.  

Ambivalence about the body and seeking care. Many survivors feel dislike, shame, 
guilt or even disgust towards their bodies. As children, many believed something about 
their bodies must have invited the abuse. They may ignore symptoms, and delay seeking 
healthcare. 

Evidence of self-harm. Scratching, cutting, or burning the skin are ways in which 
some survivors try to cope with long-term feelings of distress. It’s important to 
respond with understanding and empathy, not with impatience, disgust or 
punitiveness. 

3) Creating Safe, Reassuring Settings  
The survivors offered these suggestions about health settings:  

At reception  

The main complaints were judgmental attitudes, disbelief and lack of confidentiality; but 
warmth and acceptance were especially important to them.  
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They also welcomed:  

• Having a chaperone available  

• Choice of gender of health professional where possible  

• Sensitivity with oral and facial care and the establishment of a “stop” signal  

• Always asking permission for students to be present  

• Checking first for any concerns about examinations. Notice body language, 
respond to anxiety and ask “What can I do to make it easier for you?” Give a 
“running explanation” of what is happening.  

• Clothing: If patients/clients need to undress, explain what will happen, how much 
undress is needed and why. Expose only areas necessary.  

• Touch: Please tell them the reason for and nature of the touch, why it is needed 
and check their permission.  

• Pregnancy has extra problems and triggers for female survivors, so care is needed 
to reduce discomfort, and increase privacy and control.  

“The best ones make you feel at ease… they come out with comforting words, they’re 
patient… you can talk about anything, you don’t feel embarrassed. They are down to 
earth, no airs and graces!” 

4) Mentioning the Taboo Subject!  

Because most health care practitioners do not routinely inquire about childhood sexual 
abuse, its long-term effects are under-recognised, its related health problems are 
misdiagnosed, and often it is not met with a sensitive, integrated treatment response.  

A reassurance for staff:  

No major problems of acceptability appear to have been found through health staff 
asking about a history of sexual abuse. some professionals routinely explore for 
possible abuse issues, and indeed some are now instructed to do so (see Routine 
Inquiry, page ....).  
 
 What was unhelpful to the survivors?  

• Never having the opportunity to discuss its impact on their health because 
they weren’t asked: Not asking may convey that an abuse history doesn’t matter, 
has no long-term effects or is irrelevant to health. It leaves vulnerable children at 
risk.  

• Feeling too uncomfortable to talk about it or to offer help  

• Saying they haven’t got time to discuss this  
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While survivors particularly valued staff who gave them time, this was not necessarily a 
great deal of time, but the way that staff used it.  

• Dismissing the impact, or urging them not to speak of it: 

“When you’re told to keep quiet, medical professionals are saying the same thing as 
abusers do.” 

• Responding to disclosure callously or thoughtlessly, e.g. “man up and deal 
with it” or “why didn’t you tell me before?” 

• Referring on hastily, to deal with their own discomfort  

 

What was helpful to the survivors? 

• Expressing genuine sympathy and sadness for the person when they 
revealed abuse.  

• Gently persisting in asking the question if they have strong grounds to 
suspect it may underlie a health problem.  

• Perceiving someone to be at crisis point, who needs support now, and giving 
them a bit of extra time.  

• Referring on knowledgeably to support agencies or counsellors if they wish 
it, without fobbing them off.  

• Staff who offered support to take the step, such as making the first call to a 
support agency.  

• Including abuse history: this should included in medical records, but… 

Most survivors said they would like their abuse history to be included in their medical 
records. But there were many anxieties about confidentiality. There was support for 
collaborating on agreeing a short paragraph for their records, with no humiliating, 
detailed information about the abuse.  

5) “All in Our Heads”, or Openminded Care?  
 
The biggest issue by far to emerge for the CSA survivors was that prejudiced  
assumptions were made about the health problems they brought, when they were 
known to have had mental health or addiction issues, or a history of sexual abuse (or 
both). In particular—while we all accept that physical and mental health issues often 
have a connection—they felt frustrated that assumptions were quickly made without 
further investigation, that any health problem must be psychogenic. 
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This illustrates that knowing a patient’s history of sexual abuse is not necessarily 
in itself positive for the healthcare encounter. It depends what assumptions are 
then made about the person, e.g.:  

Disbelieving level of pain, or referring only to their mental health, when they came 
in with an eye complaint.  

“I overheard doctors in hospital saying to each other ‘she’s got mental health problems,  
I don’t know if there’s anything wrong with her or not’. they do treat you differently  
– they think you’re mentally damaged. When they find out you’ve been abused, they 
think it’s all in your head”. 

Helpful responses  

• Having their diagnosis explored open-mindedly like any other patient, without 
preconceptions that the problem was psychogenic. 

• But they also wanted to have an informed discussion about whether particular 
problems might be linked to their abuse, e.g. gynaecological or urinary 
problems. 

• They valued health professionals who understood that survivors of CSA often 
come with particular fears. 

• They didn’t mind health staff admitting they lacked knowledge of child abuse 
if they wanted to learn more: “I think she (GP) at first felt, ‘this is outside my 
league’, but she learned more about it and didn’t say, ‘go away and talk to someone 
else instead of me.’” 

• The use of time to defuse anxiety and improve care, and genuinely to listen. 

Even an extra ten minutes or a double appointment could make all the difference:  
“What do we want? to be listened to and not to be judged.”  

• More means less! When health professionals themselves took the initiative to 
see survivor patients more often, their anxieties dropped, their need to see 
professionals decreased, and health relationships improved.  

This can sound counter-intuitive, as CSA survivors have often been seen instead as 
over-demanding, hypochondriacal or manipulative. 

• Professionals who gave them some control over their own recovery. 

• Health professionals who were not afraid to stand up for their patients/clients 
with other professionals. 

• Those who understood that progress in sexual abuse recovery is not linear, 
but stayed with them. People may get better, then become ill, then better again: 
survivors valued health staff who understood this. 
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6) Polypharmacy and Choice of Treatments 
 
Because they frequently have several physical and mental health issues, many CSA 
survivors are on a large daily number of medications. Several worries arose about 
polypharmacy, its effects, and the choice of treatments available. There could be very 
unpleasant withdrawal symptoms, loss of ownership or control, and frustration that other 
therapies were usually unavailable on the NHs. With tricyclic anti-depressants, weight 
gain was often rapid, and diet and exercise were recommended with little effect. 
 
Closer liaison, discussion and sharing of experience with medical professionals would 
be welcome, including sharing of our agencies’ own experience in offering other 
treatments to CSA survivors such as complementary therapies, and the evaluated 
results of that work.  
 
7) Equality and Rights to Complain  
 
“You get a label of being ‘difficult’ if you speak up for yourself”… 
Sometimes survivors had been labelled “difficult” without achieving redress, even 
several times resulting in being barred from a GP practice.  
Conflict was often the result of cumulative frustration and mutual misunderstandings 
between this group of clients and some health professionals. That was fuelled by 
conditions like chronic pain where relief or even diagnosis had not been forthcoming.  
these survivors were not persistent complainers. It is very important that both health  
professionals and patients or clients feel confident about the fairness and equity 
of health settings towards more vulnerable clients; and the right to make 
reasonable complaint without being penalised by possible exclusion from 
services. 
 
8) Working Together for the Future  
 
The agencies involved in this booklet discussed several areas where they would  
particularly welcome greater dialogue and collaboration with health professionals, 
including  
Discussions on equitable treatment and rights to complain; 
 
Polypharmacy and alternative treatments; 
 
Training and learning: Adequate CSA awareness training on professional training 
courses for all medical staff, including dealing with disclosure. More opportunities for 
joint learning and imaginative projects. 
 
Awareness of local services for survivors of CSA. 
 
Trauma-informed health services generally, so that all elements of service planning 
and delivery take account of the needs of survivors given that they make up such a 
significant proportion of patients and clients, including avoidance of re-traumatisation.  
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Appendix A: Principles of Sensitive Practice  
 
(from Schachter et al. 2009) 
This summarises some major principles from a leading handbook on the subject. the 
topics are: respect; taking time; rapport and empathy; sharing information and  
explaining; sharing control of the interaction; respecting boundaries; fostering mutual 
learning; understanding nonlinear healing; demonstrating awareness of interpersonal 
violence. 
 
Appendix B: Complementary therapies used 
 
A note on the complementary therapies used with survivors in Open Secret.  
 
Appendix C: References and Further Reading  
 
Appendix D: About Wellbeing Scotland and KASP 
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Chapter 1:  Childhood Sexual Abuse and Health 

 

 

Even when other adversities are controlled for in research, childhood sexual abuse 
remains a powerful predictor of health problems in adulthood. 

One of the most striking studies has been Talbot et al.’s (2009) study of older patients. It 
found CSA was associated with a higher burden of medical illness, worse physical 
function, poorer activities of daily living and greater pain. The effect of severe CSA on 
illness burden was equivalent to adding 8 years of age; but on impairment of daily living 
& pain, it emerged as a startling 20 years. Larson et al’s (2005) large study found that 
nearly 50 % of sexually abused women with substance misuse and mental health 
problems reported serious physical illnesses. There are many more examples from 
research (see references & further reading, appendix C).  

CSA survivors have a greater risk than non-abused people of medically “explained” 
conditions, including some cancers, diabetes, autoimmune diseases, endometriosis and 
ischemic heart disease. they are also at greater risk of conditions which often prove 
hard to “medically explain”: 

• Irritable bowel syndrome (IBS) & other gastrointestinal complaints; 

• Chronic pelvic pain/severe premenstrual pain; 

• Fibromyalgia and musculoskeletal pain; 

• Respiratory conditions, wheezing and throat problems; 

• Non-epileptic seizures; 

• Chronic fatigue. (see Nelson et al., 2012 and references & further reading, 
Appendix C). 

Those research findings are broadly confirmed by the experience of Open Secret and 
KASP. Overall, the most common conditions reported by clients to Open Secret over 
the years have been: IBs, gynaecological disorders often leading to hysterectomy, 
chronic pelvic pain and back pain and fibromyalgia, autoimmune disorders and 
chronic fatigue. The most common conditions reported to KASP have been as follows: 

Osteoarthritis; osteoporosis; diverticulitis; irritable bowel syndrome; coeliac disease; 
chronic back pain; fibromyalgia, joint pain and widespread body pain; emphysema; 
asthmatic conditions; CoPd (chronic obstructive pulmonary disease); diabetes; urinary 
infections; migraines; gynaecological problems, often leading to hysterectomy. 
Survivors from the two agencies experienced a wide range of health problems. Far from 
volunteering them in any “hypochondriacal” way, most revealed them slowly and 
reluctantly, after saying that their health was “OK” or “not too bad”. These conditions are 
listed below in some detail, simply to give all readers a sense of the sheer extent, range 
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and often severity of health problems with which the survivors had to contend. These 
findings were unexpectedly serious and wide-ranging. Some people had experienced 
additional physical violence along with the sexual abuse. 
Total types of condition reported from 23 female survivors from the Open Secret and 
KASP projects:  

IBS (almost universal); ulcerative colitis; 
chronic pain, fibromyalgia; nonepileptic 
seizures; hysterectomies; slipped disc; neck 
pain; migraines; repeated flu-like symptoms; 
severe back pain; arthritis; ‘dead leg’; 
nonmalignant tumours; asthma & respiratory; 
hypothyroidism; gynae. infections, pelvic 
inflammatory disease and prolapse of womb; 
breast abscesses; psoriasis; very painful 
periods; pelvic floor problems; pain in genital 
& anal areas; anal tearing; irregular periods; 
prolonged menstrual bleeding; fibroids; 
spondylitis; painful urination; urinary 
infections and severe bladder problems; 
kidney pain/infections; incontinence; 
hydradenitis; sinusitis; diverticulitis; spinal 
degeneration; inability to swallow properly; 
alopecia; chronic fatigue. The majority are 
unable to do paid work.  
 

Among eight male survivors the main conditions were IBS; chronic pain including 
spinal pain and temporomandibular dysfunction; chronic fatigue; respiratory problems 
and ear and kidney infections. One survivor has epilepsy, one sciatica, two noise-
sensitivity and other environmental sensitivity. the majority are currently unable to do 
paid work. Another survivor of multiple abusers as a child and teenager experienced 
blackouts as a child, lifelong back pain, rectal pain, IBs, 
eczema, neuralgia in face and jaw areas, osteoarthritis and 
lung disease. Powerful reflex gagging through oral abuse 
means he cannot get false teeth fitted. He has been unable 
to work for decades and depends on benefits. 

Another male survivor who faced sexual and additional 
physical violence from his abuser as a child suffers lasting 
damage to his feet and ankles from the childhood violence, 
and lifelong sleep difficulties. He currently has difficulty 
walking and additionally has migraines, fibromyalgia, 
osteoarthritis, diverticulitis and sleep difficulties. During 
fibromyalgia flareups he may be bed-bound for days or 
weeks. He has been a wheelchair user.  
 

Most of the female and male survivors had also experienced mental health problems 
following the abuse. These were largely anxiety, depression and PTSD with frequent 
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nightmares; eating disorders, agoraphobia, panic attacks or flashbacks, which had 
severely disrupted sleep. Sleep of course is a vital contributor to good health. However, 
only a very small number had experienced a psychotic episode. Several had received a 
diagnosis of borderline personality disorder which they had found very problematic in 
relationships with health professionals.  

Health professionals’ attitudes to, and interpretations of, the coexistence of 
mental and physical health problems emerged as the greatest single cause of 
survivors’ dissatisfaction with their health care experiences. 

What are some reasons why CSA survivors might have physical ill- health?  
There is not one, but a range of possible reasons (see references & further reading, 
Appendix C). These include:  

• Prolonged traumatic stress in childhood, causing changes in the autonomic nervous 
system, increasing vulnerability to pain, infections & auto-immune conditions (the 
developing field of neurobiological research). Unable to achieve either “fight or 
flight” children may experience “flooding” with the hormone cortisol, followed by 
reduced levels of cortisol; 

• Physical effects of CSA’s psychological effects: e.g. effects of eating disorders, self- 
injury or suicide attempts; of self-neglect through depression or feelings of disgust  
with their own bodies.  

• Long-term effects of (frequently untreated) childhood injury, repeated assault and 
sexually transmitted infections, often to the same areas of the body, along with 
accompanying violence. May include various gynaecological problems and some 
chronic pain.  

• The significant, known health effects of heavy/prolonged use, by some survivors, of 
alcohol or drugs, in attempts to cope with or to “blot out” their trauma.  

• Experience of the health risks faced by homeless people, if for instance as 
teenagers survivors have run away to escape abuse.  

• Periods of severe mental stress which may act to trigger, revive or exacerbate a 
physical health condition.  

• Fear and avoidance of preventive and dental checks.  

• Complex dissociative effects, sometimes described as “body memories”, e.g. bouts 
of extreme pain, or the temporary paralysis of a limb. Stressful life-events or 
reminders of the abuse can trigger such episodes.  

• Side-effects of some longer-term psychiatric medications. 
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Chapter 2:   

Baggage Survivors and Health Professionals 
bring 
 

 

“This may be a person who’s gone through something very traumatic … [who 
needs] really safe technique … Because otherwise you’re going to have a certain 
segment of patients that are going to walk away feeling as though they’ve been 
abused all over again, quietly abused, just walking away and seeking another 
health care practitioner, just going through the cycle, again and again and again, 
and maybe not understanding why, maybe not knowing how to say it, how to 
voice that…” (from Schachter et al., 2009)  

Many health professionals—like others in the caring professions—feel anxious and 
uncertain about the whole topic of childhood sexual abuse. 

For example, they may believe it’s a very difficult complex subject, about which they 
are inadequately trained. They may fear they will have to set in progress a child 
protection investigation, or become caught in the middle of a family conflict. They may 
fear talking about it will make the patient more ill, more upset and unstable, or that a 
patient will be offended by being asked about a history of abuse. Some health 
professionals will be survivors themselves - and not all survivors feel ready to address 
their own issues.  

Such fears by professionals are rarely justified in practice: ways of addressing them are 
discussed at more length and, we hope helpfully, in texts such Yes You Can (Nelson 
and Hampson, 2008) but nonetheless the anxieties are genuine and it is important to 
acknowledge them as real.  

Survivors too usually come with “baggage”, and it is equally important to understand 
and anticipate what these might be, so that health professionals can respond in a 
sensitive way. These are some examples.  

Fear and anxiety: Some routine examinations and procedures are often distressing, 
reminding them of the original trauma. Exclusive focus on the body, lack of control, 
invasion of personal boundaries, exposure, vulnerability, pain and a sense of 
powerlessness are common experiences in health care settings and can mirror aspects 
of past abuse. The experiences of waiting, being in close contact with authority figures, 
and not knowing what is to come can resonate with past abuse, causing fear. 
Understanding these aspects can lead to more sensitive responses to the needs of 
abuse survivors. 
  
Situations which may be very stressful: 
• Examinations on traumatised areas of body like breasts, mouth, genital and anal 

areas; 
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• Use of substances like gel on the stomach, which may remind of the abuse; 

• Undressing, or inadequate privacy; 

• Darkened rooms, such as for eye tests; 

• Small spaces, e.g. for MRI; 

• Restriction of mobility or vulnerability of 
positions they are asked to sit or lie in, 
which may recall powerlessness 
experienced during abuse; 

• Having objects such as catheters 
inserted; 

• They may feel unsafe with males, or less commonly with females. 

Patients’ anxieties can be heightened by:  

Unexpected triggers. Examinations or treatments, sights, sounds or smells may  
“trigger” flashbacks (an intense reliving of something that happened in the past), a 
specific memory, or overwhelming emotions.  

Professionals themselves may “trigger” fears if for instance they resemble the abuser in 
some way, or because some survivors had doctors who were also the abuser’s doctor 
or friend of family. Sadly, experience of abuse by health professionals themselves does 
happen sometimes, since abusers come from all walks of life.  

One male survivor for instance was abused by both a psychologist and a dentist as a 
child. This has much increased his fear of visiting health professionals and he can’t do 
so without a chaperone. Recognising that this happens sometimes, without becoming 
defensive, can help staff and patients discuss ways of ameliorating their anxieties.  

Low self-esteem. Some survivors don’t feel they deserve care and may lack the 
confidence to ask for what they need. At Open Secret, one recalled her feelings at 
the surgery: “You don’t want to bother people—you don’t want to be noticed—you  
feel really grateful at anything that’s offered. I don’t want to be a nuisance”… again,  
another’s feeling was: “You don’t really want to go to the doctor’s, because you never  
know how you’re going to be perceived.” 

“Why didn’t you phone for an ambulance?” asked one puzzled doctor who visited the 
house when a KASP survivor was seriously ill. “You can stand the pain because you  
have to, because you’ve had it all your life. You feel you are not sick enough to call an 
ambulance”… 

Apparent aggression: Sometimes low self-esteem, and problems with depression 
and anxiety can also create the opposite impression. For male survivors especially, a 
need to appear tough and in control can disguise feelings of fear and anxiety during 
health care encounters. That can come across as aggression, which can antagonise 
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professionals or make them feel threatened - when in reality the patient is fearful. They 
may then risk being removed from GP practice lists.  

Worries about disclosure. While many survivors wish they could be asked about 
an abuse history, not keep it a shameful secret, many also have difficulty in 
revealing it themselves to health professionals. The Open Secret (Falkirk) women’s 
group discussed some of their worries:  

“I’m afraid of the answer I might get - not being believed or looked down upon”.  

“I feel dirty to bring up the subject, in case I get judged”.  

“I’m frightened because of the fear of rejection”.  

The socialisation of men to be supposedly strong and independent can make it  
particularly hard for male survivors to share their history of abuse with doctors and other 
health professionals. “Real men” are not supposed to be victims, nor to need extra help 
if they are. one male survivor recalled: “I feared if I told of history of abuse, they would 
think I was making things up and would be dismissive. so that I would feel humiliated, 
like a small boy again… up until 3 years ago, just the idea of talking to people was a 
nightmare for me.” 
 
Mutual frustration at lack of a diagnosis: Health staff can become frustrated by the 
often baffling and wide-ranging symptoms of CSA survivors: this can lead some 
patients to experience the consultation as unsympathetic. Doctors themselves report 
this impasse as harmful to relationships. This is especially the case in primary care  
where “medically unexplained” symptoms form a high proportion of consultations.  

This experience can also increase adult survivors’ sense of stigma. Survivors have  
described being viewed by some medical staff as “heartsink patients”, troublemakers or 
unstable hypochondriacs. They may also go to multiple specialists trying desperately to 
find the source of their distressing symptoms. they may experience their childhood 
reactions again when results of unnecessary tests come back with no confirmation of 
their suffering. The relationship can feel like a re-enactment of the original trauma, 
where abuse survivors are again left alone to deal with their pain.  

Dissociation: Many survivors learned as children to “escape” from traumatic situations 
by “spacing out”. As adults, some may not be able to control this well, or may even be 
unaware of doing it. In a dissociative state, some people experience themselves as 
outside their bodies, watching from a distance. Others simply go silent, stare blankly 
into the distance, or seem unaware of their surroundings.  

“Defensive dissociation” during treatment can mean patients remember poorly the 
content of what took place, so may affect keeping appointments or taking medication.  
These can appear to be deliberate or careless acts when in fact patients have no  
memory of the information.  

Ambivalence about the body and seeking care. Many survivors feel dislike, shame, 
guilt or even disgust towards their bodies. As children, many believed something about 
their bodies invited the abuse, especially when abusers commonly blamed them. This 
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belief is reinforced if the survivor enjoyed some aspects of the abuse (e.g. special 
attention). This shame and guilt may lead some to feel disconnected from their bodies:  

“And [the amount of attention that I give to my body] it ebbs and flows too, depending on 
where I’m at and how well I’m choosing to take care of my body. Which is a very difficult 
thing for me physically to do, because when you don’t live there, it’s just sort of a vehicle 
to get around.” (from Schachter et al., 2009)  

The conflict between the need to seek health care for a physical problem and the  
ambivalence or dislike of one’s body can affect treatment. A person may ignore 
symptoms that might contribute to an accurate diagnosis, or which explain an 
individual’s response to treatment.  

Evidence of self-harm. Self-harm (e.g. scratching, cutting, or burning the skin) is a way 
that some survivors try to cope with long-term feelings of distress. Self-harm may take 
more subtle forms, such as sexual risk-taking or drinking “benders”, or failing to adhere 
to a treatment regime. 

There are many reasons why some CSA survivors harm themselves. It may distract 
them from emotional pain, focus pain to one area, or interrupt an episode of dissociation 
or numbness. It may regain a sense of control or ownership of their bodies. For others, 
it may be a punishment or effort to atone for wrongs they believe they have committed; 
or it can be a re-enactment of past trauma.  

Health professionals, among others, will often feel dismay and find self-harm difficult to 
understand, but it is very important that they respond to evidence of it with 
understanding and empathy, not with impatience, disgust or punitiveness. Although 
responses are thankfully changing, some people still have experiences like this:  

“One nurse at A&E, after I seriously self-harmed, she said disparagingly ‘oh I can’t be 
bothered with this tonight. this is bloody 
ridiculous’. Then the ambulance driver who 
had taken me there came over and said I 
should report her for this.” 

This list of problems, then, may sound  
daunting initially, but it does not mean 
abandoning necessary procedures. Rather, 
it means consulting with patients and making 
the setting and the procedures as safe and 
free from fear as possible: discussed in the 
next chapter.  

 

 

 

 



 

22 

Chapter 3:  Creating Safe, Reassuring Settings 

 

This chapter includes some suggestions made by Schachter et al. (2009) to create safe 
and reassuring health settings for people who have suffered abuse, 
integrating with comments from the survivors in our projects. Safe 
health settings, of course, also benefit a wide variety of other 
people, apart from abuse survivors, who may feel vulnerable or 
uncertain.  

On entering the health setting:  
 
Reception: It is important for all patients that receptionists are 
welcoming and helpful. For people who often feel nervous or fearful 
about entering health settings at all, first impressions and initial 
contacts are particularly important, especially if they need to use 
health services regularly. While some survivors in the project spoke of kind and 
considerate receptionists, there were unfortunately more negative than positive 
experiences. The main complaints were a judgmental attitude, sense of disbelief, and a 
lack of confidentiality such as demanding to know why they wanted to see the doctor for 
emergency appointments. These were aspects of health settings which the survivors felt 
important. 
 
Chaperones: “Make certain there’s always a chaperone available in dental surgery or 
health centre. This also protects the doctor or dentist from ever being accused of 
something they haven’t done.” (M) 

One Edinburgh GP for instance has a large-print notice beside the examination couch 
(for anyone who’s forgotten their reading glasses!) as soon as you enter her room. It sets 
a tone of safety and patient control: “If you would like a chaperone present, please don’t 
hesitate to ask”. 
 
Choice of gender where possible: Many of the survivors (female and male) in this 
project remarked on their discomfort if only a male was available for any examinations 
which they found difficult, and this was particularly the case in dentistry, where there 
were high levels of nonattendance through dental fear. 
 
“I didn’t see a dentist for years and years and years. Then I started seeing one, what a 
difference—it was a woman, which helped—I just couldn’t cope with a man’s face close 
up, his breath on me… I said straight out to this (new) dentist, I had a problem of abuse 
and I would prefer a woman. She said, ‘oh that’s fine”… 

“I just dissociate when I go. I can get stuck in it though. If you ask not to lie right down in 
the chair, they say ‘why?’” 

Other aspects of oral and facial care 
Because some childhood sexual abuse is oral, many survivors have difficulty tolerating 
oral or facial health care (e.g. the body position they must assume during treatment, 
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physical proximity, smells and textures of materials such as latex gloves or alcohol.) 
Sharing information and asking permission before performing a procedure can reduce 
feelings of anxiety and powerlessness.  

Neglect of oral health may indicate fear of treatment, and/or that patients don’t value 
themselves or their bodies. Thus, existing fears can be compounded with fear of 
being reprimanded for neglect. Because many survivors believe they are undeserving, 
they expect to be judged harshly. So, it’s very important to be non-judgmental where 
there has been dental neglect. Establish 
and use hand signals for “stop” and always 
respond promptly; share information 
continuously with patients and keep 
checking in about their comfort. 

“Dentists need to be sensitive to leaning 
over close to you… it returns me to the 
original situation… maybe if they could ask 
if people mind someone being so close.” 
(M) 

Always ask about students: The survivors felt it was very important for medical staff 
to check discreetly if they minded having a student in the room to observe. Open 
Secret’s Stirling women’s group discussed this: “My GP was very good… I knew that 
if she had a student, she knew there was absolutely no way I wanted that person to be 
present, and she had removed the student before I came in.” 
 
“Yes, because if they only ask you when the student’s already there, you don’t like to be 
rude and tell them to go away- that can be difficult”… 

Examinations 
Checking first: Asking if people have any concerns or are uncomfortable, either 
physically or emotionally, is a really good way to start.  

It is valuable to notice body language and respond to cues, such as trembling, flinching, 
tensing muscles, changing breathing patterns, flushing, crying, or dissociating 
(appearing spaced-out, distant, or blank). Asking people if they have any difficulty with 
examinations or procedures like this can be followed up with “What can I do to make it 
easier for you?”, and a “running explanation” of what is happening.  

“It’s telling you and keeping on explaining, because when you don’t know, your 
imagination just runs doesn’t it” (M) 

Clothing: If patients/clients need to undress, explain what will happen next, what level 
of undress is needed and why. Expose only the body area necessary, allow patients to 
keep covered parts of the body not being examined, and cover their bodies again as 
soon as exams are completed. 

Touch: Because touch is such a fundamental issue for survivors of CSA, it is important 
for health care staff to 
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• Recognise that, for many survivors, no touch is “routine”; 

• Tell them the reason for and nature of the touch, why it is needed and check their 
permission. 

Positioning: Explaining the need for this, gaining consent, offering any alternatives 
possible, monitoring for signs of distress, and giving a “running commentary” are all very 
helpful. Try to minimize the time a patient must remain in a subordinate position.  

Arranging a “stop” signal between you: M: “Tell them what you are going to do, and 
let them give a signal when you want them to stop…”  

Pregnancy has additional problems and triggers for female survivors so particular care 
is needed to reduce discomfort and increase privacy and control is as great as possible. 
Problems for survivors include undressing; genital exposure and repeated 
examinations; restraint or entrapment in bed by positioning or equipment (such as foetal 
monitor leads, belts, blood pressure cuffs, or oxygen masks); being drugged (pain 
medications) and the likelihood of flashbacks or panic attacks.  

Finally, the Falkirk women’s group summarised some features of doctors, nurses, 
dentists or other practitioners they most valued when they first entered health settings.  

“The best ones make you feel at ease… they come out with comforting words, 
they’re patient… you can talk about anything, you don’t feel embarrassed. They 
are down to earth, no airs and graces!” 
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Because most health care practitioners do not routinely inquire about childhood 
sexual abuse, its long-term effects are under-recognised, its related health 
problems are misdiagnosed, and it is not met with a sensitive, integrated 
treatment response.  

The survivors taking part in this project were very concerned about the response they 
would receive if they disclosed a sexual abuse history in health settings. To them, this 
was an additional part of creating either a reassuring or an anxiety-provoking health 
setting.  

Their problem was not simply that most health professionals didn’t ask. It was also  
that some made inappropriate remarks or unhelpful responses when they did find out 
about their abuse history. Other health professionals responded in thoughtful and caring 
ways, and the survivors were keen that everyone might take on board their good 
practice.  

What was unhelpful to the survivors?  
Never having the opportunity to discuss its impact on their 
health because they weren’t asked:  

Not asking may convey that an abuse history doesn’t matter, that abuse has no 
long-term effects, or is irrelevant to a patient’s health. Unsupportive responses to a 
disclosure, e.g. minimising, blaming or disbelieving, can exacerbate the negative 
effects.  

“I was never asked, for all those years, despite my behaviour being totally over the top  
- OTT. I want to be able to ask in a matter of fact way ‘look, could my serious bladder 
problems be related to the abuse I had?’ And get an informed answer, and a matter of 
fact answer”.  

“I had decades of never being asked by health professionals or psychiatrists or 
psychologists. Yet I had so many different things wrong with my body, and I had panic 
attacks, really frightening flashbacks…things that didn’t even make sense to me then.” 
(M)  
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“My new psychiatrist knows about my abuse, but in several months, he’s never raised it 
with me”. 

One male survivor felt strongly that health staff who didn’t think of asking, or didn’t 
notice any signs, should be urged to do so for the sake of vulnerable children:  

“It’s so important if health professionals are aware, and think about the possibility of 
abuse if children are showing mental health issues, blackouts, odd behaviour…I was 
chain smoking by age 12…also, if kids are bunking off school; I did that a lot.” (M)  

Feeling too uncomfortable to talk about it or to offer help  

Sometimes, this resulted in a clear failure of child protection which it is hoped could not 
happen today. 

Several recalled “The doctor looked uncomfortable when I spoke to him/her about the  
abuse.” 

“However (health professional) told me: ‘very sorry I can’t do anything about that, I’m 
not trained’ when I raised the subject of my abuse. I came out after that meeting and 
took another overdose. Now I’ve got a new support worker, and she said – ‘we can talk 
about anything else but not the abuse, I’m just a support worker!’” 

“My doctor knew I was being abused – I told him when I was 10. It was awkward for him 
because he was friendly with my family. I had a urinary infection from it—he gave me 
antibiotics but didn’t do anything else—it was the start of a history of these infections, 
with sometimes unbearable pain.” 

“I was asked by a doctor when I was 18 if I had been abused and I said yes but he 
didn’t  
refer me anywhere, just gave me medication.” 

 Saying they haven’t got time:  

“The doctor said, ‘Oh I’m sorry I haven’t got the time to talk about that!’” 

the survivors had frequently experienced GPs and other health professionals telling 
them their time was too short, apparently assuming any discussion about abuse would 
be prolonged. However, while survivors particularly valued staff who gave them time, 
this was not necessarily a great deal of time - as will be clear from their comments - but 
rather the way that staff used it.  

Dismissing the impact, or urging them not to speak of it:  

“When you’re told to keep quiet, medical professionals are saying the same thing as 
abusers do.” 

The groups had received many comments from health and psychiatric professionals 
such as “forget the past”, “your thinking is wrong”, “what matters is the here and now”,  
“You should think of good things not bad things”. They found this unhelpful because 
they would all have liked to move on, but the persisting effects of trauma made them 
unable to do so without support to address aspects of their abuse.  
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“A psychiatrist actually told me to stop 
coming to this (Open Secret) group, that it 
was bringing up stuff from my past… it was 
triggering something. I said I’d dealt with a 
lot from the past already!” 
“I was told I had postnatal depression. At 
that time, I mentioned the abuse but was 
told by the staff that it was better not to talk 
about it.” 

Had she revealed bereavement or another 
upsetting event, she would most likely 
have been encouraged to talk about it! 

Responding to disclosure in a callous or thoughtless way  

Occasionally survivors experienced upsettingly callous or thoughtless responses.  

“It’s taken you courage to say it… I was told, ‘what do you want me to do about it?’ ‘How 
old are you?’ more or less ‘Man up and deal with it’. their attitude is you should get over 
it. But I couldn’t cope with it.” (M) 

“My doctor shouted ‘Why didn’t you tell me before? Why has that only come up now?’”  

“The psychiatrist said, ‘well what do you want ME to do about it? Besides, I’m leaving 
today!’” (M)  

“I had a D&C at 15. The gynaecologist asked me, ‘are you a virgin?’ I just fell to 
pieces… I assumed she must have thought that I was on the game! It was written down 
that I was very emotional and unstable. Surely they must have had suspicions (about 
abuse)?”  

Schachter makes the point that survivors are already very prone to blaming themselves 
for the abuse. When a professional responds to a disclosure of past abuse by being 
accusatory, e.g. by asking “How did you let it happen?” This contributes to self-blame 
and strongly discourages people from sharing their experience with health staff. That 
impedes the clinician’s ability to assess their health problems.  

Suggesting they just talk to someone else  

Survivors had often experienced health professionals who were uncomfortable with 
abuse issues suggesting they talk to someone else instead - but usually with little 
knowledge of who, exactly, could help. Also, not everyone wants to be referred on: they 
might simply want their abuse history acknowledged. Open Secret confirmed that they 
have very few referrals from doctors or other health professionals, despite circulating 
their details widely. 

What was helpful to the survivors?  
Expressing genuine sympathy and sadness for the person 
when they revealed abuse:  
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“And my GP said at once, ‘I’m sorry, I’m so sorry that happened to you’. He said it as a 
human being”  

Sensitively persisting in asking the question  

“I was too embarrassed to speak to my doctor. But I had counselling for four years  
from a CPN (community psychiatric nurse) and she chipped away at me all that time… 
eventually I said it… and said a woman had been my first abuser. She said, ‘why 
couldn’t you tell?’ ‘In case people thought I was gay’”…  

“And my GP chipped away at me, came to my house, sat with me. He said, ‘there’s got 
to be a reason for this’ (amount of illness and severe mental distress at that time). I’d shut 
down on the world. My husband didn’t even know. I had managed to hide it for years”…  

Perceiving someone at crisis point, who needs support now:  

“One day when I was feeling really depressed and suicidal—I admitted it (abuse history) 
to a GP in the surgery—he sat and spoke to me for ages. I didn’t know him previously, 
he was just a locum – I didn’t have anyone (else) to speak to at that time.”  

“One time I unexpectedly experienced a serious trigger… the nurse was all dressed up 
and ready to leave (for the day), she was going off duty, then saw me and took me into 
a room and listened to me”. (M)  

Referring on knowledgeably, only when appropriate  

Survivors really valued health staff who already knew about particular support agencies 
or counsellors and what they did, but who offered them the choice of attending without 
fobbing them off in a rush.  

“And my doctor said that time when I was in a really bad way- ‘I want you to contact 
Open Secret. Here’s the number’. And he already had the number in his head! I’ll never 
forget that he didn’t have to look it up.” 

“Another thing that’s good is they don’t refer you on as soon as they find out you’ve 
been abused. They don’t say ‘are you at D (mental health clinic) – oh well that’s OK 
then’ and just leave it.” (M) 

“My GP instead of giving me tablets sat and talked to me, thought it was a great thing 
that I was coming to open secret! I wasn’t made to feel a bother”… 

Staff who offered support to take the step  

They particularly appreciated staff who realised what a big step a newly disclosing 
survivor was taking, and that they might fear to approach a support agency by 
themselves: 

“The ones who ask – ‘do you have someone to go with you – would you like someone to 
go with you the first time’, or who make the phone call… because you could be scared 
to do it yourself.” 
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A reassurance for staff: 
No major problems of acceptability appear to have been found through health staff 
asking about a history of sexual abuse. Some professionals in this country routinely 
explore for possible abuse issues. For instance, more than 80 patients within two years 
revealed an abuse history to the now-retired Scottish GP Dr Willie Angus:  

“I was never criticised by patients for asking them if they had suffered from abuse or 
were sexually abused as children. I see no reason why, in suitable circumstances, the 
question cannot be sympathetically addressed to anyone … those to whom it did not 
apply seemed undisturbed and answered in the negative. Most survivors were 
considerably relieved when the question was asked as they had, in many cases, tried to 
bring up the subject but felt unable to do so in case they were disbelieved or rejected.” 

—Angus, W. (1996) The Patient who Changed My Life, British Medical Journal, July 
313:210  

Should abuse history be included in medical records?  
The survivors discussed whether they would like their abuse history to be included in 
their medical records. The majority said they would, and that it would help to explain any 
mental health problems they had. “There’s a difference between someone writing ‘she 
suffers from depression’ with no explanation, and ‘she has had a major trauma’: it’s less 
stigmatising.” 
Recorded mention of abuse would also reduce the number of times that they had to 
repeat this potentially shaming fact to professionals. 

However, there were lots of anxieties about confidentiality: for instance, that 
receptionists might read these details, or that they might be passed to other 
professionals without survivors’ consent. Nor did people wish a lot of detail about what 
they had suffered to be on medical records. Indeed, they didn’t even want to reveal 
much detail to professionals. There was strong support for being able to collaborate with 
professionals on agreeing a short paragraph for their records which made their trauma 
clear, but did not reveal humiliating, detailed private information about it. 

Scottish Government and other national initiatives 

A number of Scottish Government initiatives in recent years are designed to improve 
both understanding and services to people facing trauma and abuse, and in particular 
to give staff confidence to ak the question and to respond in a sensitive client-centred 
way. 

Scotland-wide trauma training 

In 2017, NHS Education for Scotland published a national training framework in relation 
to working with a range of forms of trauma, including CSA: Transforming Psychological 
Trauma: a knowledge and skills framework for the Scottish workforce. They aim to 
continue rolling it out to a very wide section of staff who work with, or are likely to work 
with people who  traumas including childhood sexual abuse, to enable them both to 
react positively to disclosure, and to understand and respond to people’s needs more 
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sensitively. (http://www.nes.scot.nhs.uk/education-and-training/by-
discipline/psychology/multiprofessional-psychology/national-trauma-training-
framework.aspx)  

While we have difficulty with its four-tiered level of trauma training- because a survivor 
may choose to confide in a staff member or worker of any status or level, at any time- 
we hope the information and the direct survivor feedback in Surviving Well will prove 
helpful to people undertaking this training framework. 

Responsibilities for Routine Inquiry  
An important question arises as to whether healthcare professionals are presently 
meeting the responsibilities now placed on them, by failing to ask about a history which 
often has serious consequences for patients’ current health? The Scottish government’s 
National Gender-based Violence and Health Programme has since 2008 been 
rolling out a detailed agenda to tackle gender-based violence through health services; 
and this includes routine inquiry, in some health settings, about various abuses which 
largely (but not solely) affect women and girls. While the programme’s support materials 
and training clearly stress the value of inquiring sensitively about possible CSA history, 
initial responsibilities for routine inquiry were linked to domestic abuse (which of course 
can include sexual violence) rather than to childhood sexual abuse.  

It was established in maternity, sexual health, health visiting, substance misuse and 
mental health settings. This was due to the disproportionate number of women 
accessing these services who have experience of abuse.  However, this strategy 
continues to expand. For example, two of the six priority services undertaking routine 
enquiry of domestic abuse (of women) are also required to carry out routine inquiry of 
CSA with both new female and male patients presenting to their services. These are 
mental health and substance misuse services – both of which have a disproportionate 
number of survivors presenting to them. 

Thus health professionals should consult the National Gender-based Violence & Health 
Programme for the latest detailed advice on this point, and for information about current 
training and support for healthcare staff working with abuse issues:  

http://www.healthscotland.scot/health-topics/gender-based-violence/gender-based-
violence-overview/routine-enquiry-of-abuse 

We believe it is important that this strategy does indeed continue to develop and 
expand, since survivors of CSA, both female and male, are to be found in a very wide 
range of health services, in social work, in homelessness services and in penal settings. 

However, as we see in the next chapter, knowing about a patient/client’s sexual abuse 
history does not necessarily mean they will be treated without prejudice and with an 
open mind. It is therefore just as important as asking the question, to ensure that 
knowledge gained and recorded about an abuse history, as a result of disclosure 
or inquiry, leads to informed judgments and attitudes towards your patient or 
client. 

 

http://www.nes.scot.nhs.uk/education-and-training/by-discipline/psychology/multiprofessional-psychology/national-trauma-training-framework.aspx
http://www.nes.scot.nhs.uk/education-and-training/by-discipline/psychology/multiprofessional-psychology/national-trauma-training-framework.aspx
http://www.nes.scot.nhs.uk/education-and-training/by-discipline/psychology/multiprofessional-psychology/national-trauma-training-framework.aspx
http://www.healthscotland.scot/health-topics/gender-based-violence/gender-based-violence-overview/routine-enquiry-of-abuse
http://www.healthscotland.scot/health-topics/gender-based-violence/gender-based-violence-overview/routine-enquiry-of-abuse
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Chapter 5: “All in Our Heads”, or Openminded 
Care? 

 

This chapter considers how health professionals work with survivors as patients or 
clients after their abuse history or mental health history is already known, and in the 
medium or longer term. Some unhelpful attitudes and assumptions are described, 
followed by the characteristics of health staff which survivors recalled as most positive, 
helpful, and productive of better health.  

Doctors, dentists and other health professionals who were open-minded towards the 
patient whatever their past history, who took them seriously, who gave them time, 
genuinely listened, and were informed about some effects of childhood abuse were the 
most appreciated by survivors.  

The biggest issue by some margin to emerge for the CSA survivors was that 
prejudiced assumptions were made about the health problems they brought, 
when they were known either to have had mental health or addiction issues, or a 
history of sexual abuse (or both). In particular - and while we all accept that 
physical and mental health issues often have a connection- they felt angry and 
frustrated that assumptions were widely and quickly made without further 
investigation, that any health problem must be psychogenic.  

This illustrates that knowing a patient’s history of sexual abuse is not necessarily 
in itself positive for the healthcare encounter. It depends what assumptions are 
then (even unconsciously) made about that person. It also suggests that other 
patients with mental ill health, who have not been sexually abused, may face 
similar difficulties.  

A too sweeping and uncritical acceptance of “somatisation” theory, whereby a 
patient’s mental distress is translated into physical symptoms, has been a major 
contributor to these attitudes. However, there has been criticism of the concept for 
reasons such as poor or inadequate definition, a bias against female patients, the 
ignoring of possible organic disease and other problems (see references and further 
reading, Appendix C). 

Disbelieving level of pain, or referring only to their mental 
health:  
 

We give quite a lot of examples here, because this frequency reflected the survivors’ 
often distressing experiences.  

Patients were told, for instance “It can’t be as bad as you describe!”  

“I was given a diagnosis of hypochondriasis, which has now been changed”. (M) 
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“Why do you always have to fight to get a referral to see a specialist?”  

“When I went in for an unrelated problem I was told ‘I see you actually took drugs in  
your life, you’ve obviously got an addictive personality’”  

Several survivors diagnosed with fibromyalgia for pain in many sites of the body found 
some doctors had disbelieved the condition ever existed, and made them feel like 
timewasters:  

“One doctor had never heard of fibromyalgia and said, ‘get off your arse and go back to  
work’. I got hold of a BMJ article and had it sent to her, she did apologise to me. Even a 
doctor at the pain clinic didn’t believe in it!”  

“Fibromyalgia has been a huge up and down experience. Some doctors fully accept the 
diagnosis, but it depends entirely who you get as to whether you get decent help and 
support. There was damage done by a documentary describing ‘fake illnesses’ and 
naming fibromyalgia as an example…” (M)  

One doctor only saw a woman’s alcoholism not her serious illness: “When I was very  
ill in bed at home a doctor visited and said: ‘Why don’t you get out of bed and behave 
yourself?’ (I was drinking at the time). A second doctor confirmed I had anaphylactic  
shock and sent me straight to hospital as my blood was failing to clot. She got a police 
escort for me realising I was really ill.”  

“I went to the optometrist with eye problems, but he just kept talking to me about my 
mental health. I asked him, ‘are you a psychiatrist then?’ And I said sorry, I’m here 
about my eyes and nothing else. But he kept asking, ‘what is your main mental health 
symptom?’”  

“In gynae, they would say ‘ah I see you have a history of depression and anxiety… this  
will be exacerbating your pain’. Yet for me to admit I’m in pain at all is a big thing. even 
managing to get there, they don’t realise what an effort…”  

“One doctor said to me ‘I don’t want to hear about your musculoskeletal problems, I 
want to know why you’re really here’” (M) 

“Once I’d got a diagnosis of borderline personality disorder, they said nothing could be 
done to help me. Yet I’d been a professional nurse myself for 30 years. The whole 
demeanour of my gP changed after I got this diagnosis. You are given a label when 
they find out about the abuse.”  

“I overheard doctors in hospital saying to each other ‘she’s got mental health problems,  
I don’t know if there’s anything wrong with her or not’. They do treat you differently  
– they think you’re mentally damaged. When they find out you’ve been abused, they 
think it’s all in your head”.  

Nor, however, did the survivors want to be thought fragile and childlike: too weak and 
volatile to be trusted with therapy, which they actually wanted to try. 
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“But I don’t want to be treated as special either! My new doctor is trying so hard, she 
whispers to the receptionist and calls me in before other patients in the waiting room… 
then talks to me rather like a child.”  

A male survivor tried to get help but was told “You’re not ready for CBT”, “not suitable 
for EMDR because you’re too emotional”. 

Helpful responses 
 

How did survivors want to be treated if their history of sexual abuse and/or mental 
health problems was known?  

“It’s about leaving the patients with the impression that they really care...” 

“It’s about talking to people in a way that you want to be talked to yourself.” 

They wanted to be treated like any other patient, without prejudice or preconceptions. 
They wanted the conditions they brought investigated in a thorough, open-minded way, 
which did not automatically prejudge that the problem was psychogenic.  

But they also wanted to be able to have an informed discussion about whether 
particular problems might be linked to their abuse.  

“I want to be able to ask in a matter of fact way ‘look, could my serious bladder 
problems be related to the abuse I had?’ And get an informed answer, and a matter of 
fact answer”.  

For example, one male survivor for a spell woke up with his body stretched in painful, 
unnatural positions, aching all over, and with severe rectal pain. This occurred at a time 
when he had been triggered into further memories of multiple abusers as a child.  

“It was frightening and accompanied by sensations of taste and smell. I wanted 
someone to explain it”. Some understanding of dissociative experiences and the 
puzzling phenomenon of “body memories”, or referral to someone who could explain 
this, would have been helpful to him. 

They valued health professionals who understood that survivors of CSA often 
come with particular needs and fears:  

“What means a lot is a good listener who reduces my anxiety – then I can be myself and 
get my point across. Being believed is really important… the sense of that which comes 
across to me.” (M) 

A highly anxious male survivor had been labelled “aggressive” by a previous GP.  

“And my new woman GP, she consulted with my previous GP, and decided I was not a 
‘threat’. She trusted me, and as a result I trusted her”. 
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“The physiotherapist… she just seemed to get what was wrong with me, like she knew.  
I am not good with authority, lose my voice, but she used her voice to help me ask  

for another x-ray, she knew I would have just let it go, and in asking I got the help I 
required. I felt treated like a human being” 

One mother’s health visitor understood that victimised people can often be re-
victimised, and helped instead of blamed her: 

“I had a wonderful health visitor. She knew I was in an abusive relationship when I was 
due to have one of my children. I was covered in bruises. Instead of condemning me for 
this she got me away from this relationship, she helped me get rehoused, with every 
aspect of life, in so many ways.”  

Survivors with low self-esteem and self-belief can be especially intimidated by 
any high-handed attitude: 

“My present GP, she will tell you things about herself and wee snippets about her own 
family—not very private things, just in conversation—she doesn’t act like she’s high and 
mighty, up there and different from me”. 

Survivors didn’t mind health staff admitting they lacked knowledge of child abuse 
if they were genuinely interested in learning more:  

“I think she (GP) at first felt ‘this (child abuse) is outside my league’, but she learned 
more about it and didn’t say, ‘go away and talk to someone else instead of me.’” (M)  

The use of time to defuse anxiety and improve care  
 

“They should think, how we have been treated in our lives… we can’t help what’s 
been done to us, don’t look at us as if ‘we’ve got a right one here’ - because 
there’s a time when they will miss something, and that could cost someone their 
life… just listen for five minutes in your day, and that could be the difference 
between someone going home and committing suicide, and doing something 
really positive”. 

The survivors came out with very similar reflections to each other on what they valued  
and responded to in health professionals.  

Taking the time genuinely to listen 
While this could mean booking double appointments at times, it did not necessarily 
mean great amounts of time, as the quote above makes clear.  

“What do we want? to be listened to and not to be judged.”  
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“People who listen, listen till you finish – don’t jump in so that it muddles you up. Who 
says how you can deal with it, and moves on. Instead of ‘oh we’re not interested in 
that’”! (M) 

“Listening when I’m upset… I remember a good nurse in particular – when I was 
extremely upset, she would spend 20 minutes or so with me – she wasn’t impatient, not 
looking at her watch thinking ‘get this over with’”… 

“There was this Prof J at the alcohol unit... Him and his deputy were lovely. If he  
was walking along the corridor and you said ‘excuse me’, he’d say ‘yes’, talk to you, not  
say ‘oh I’m too busy’. You felt as if they had all the time in the world for you. they made  
you WANT to work with them.” (M)  

More means less! 
 

A striking and frequent finding in our booklet project was that when health 
professionals themselves took the initiative to see survivor patients more often, 
their anxieties dropped, their need to see the professionals decreased, and their 
opportunities for better healthcare and better health relationships improved.  

This is a significant point, because to many it will sound counter intuitive. sexual abuse 
survivors have often been seen as over-demanding, hypochondriacal or manipulative, 
and the strategy has more often been the opposite - to give them less attention or divert 
them elsewhere.  

“The fact that I can ring up (CPN) whenever I need to, just knowing that means I don’t 
do it...in fact I would feel an imposition to do it.”  

“There is this attitude you keep meeting when you get one appointment somewhere.  
‘That’s OK we don’t need to see you again’. or ‘Go to the gym and get yourself fit!’ But 
the pain management team’s attitude was, ‘you know where I am…’ I know I can go to 
the pain clinic whenever I want, and this relaxes me”. (M)  

“I’ve had three good doctors from the same surgery. the first one, when I left care at 16 
saw me every week for several months, usually made a half hour appointment – he 
realised how scared I was. Then there was a woman GP who saw me every two weeks 
for several months… then it went down to once a month, so I could deal with that – and 
when I made a suicide attempt, she was very supportive. And if the waiting room was 
full (GP) would sometimes just nod at me to go in” (M)  
 
“One doctor was superb… gave me a small course of sleeping tablets when I couldn’t 
sleep, but also wanted to see me regularly. She was open, listened to me, made sure I 
knew she was listening… asked questions… I had more appointments than normal. I 
never felt I was being hurried out the door which always makes me anxious or nervous. 
She got a nurse to phone to check if I was OK, because I always kept everything 
inside...”  
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Professionals who gave them some control  
 
A male survivor described the practice of one GP he greatly valued. This GP saw the 
value of medication but was also prepared to consider alternatives, and to encourage 
patients to take some control themselves. 
 
“At one point I was addicted to diazepam – when I couldn’t drink, I would take handfuls, 
huge amounts. My GP would say, ‘I really need you to stop taking them – I’ll cut them 
down, but that’s all.’ He gave me the power to reduce the diazepam myself which I did. I 
thanked him and he said ‘thanks for what?’ I said, ‘for saving my life’. He said, ‘No it’s 
thanks to you, you’ve worked very hard.’” 
 
Health professionals who were not afraid to stand up for their 
patients/clients with other professionals or other services  
 
Before the survivor above managed to cut down the diazepam himself, his doctor found 
out he was getting the diazepam elsewhere:  
 
“He found out I was going to a different doctor in the practice who gave them out 
regularly… Dr D threatened him to stop or he would report him.” 
 
“My health visitor was prepared to testify in court when it came to the case” 
 
“After my second suicide attempt my GP pushed for help for me. And she tried to see if 
I could get EMDR (Eye Movement Desensitisation and Reprocessing); now I have 
another woman GP who arranged a meeting with two high–up people in the NHS” 
about my records (a source of great concern to him as an in-care survivor).” (M)  
 
“A psychologist who took me on when the court stuff was going on… managed to fit me 
in as much as she could… that kept me going. then there was the pain management 
consultant, sat and could tell me what was wrong with me, yet I’d had all those unhelpful 
years with my GP… she sent me a thank-you card after I sent her a bunch of flowers.” 
(M) 
 
Understanding that progress is not linear, and sticking with 
them  
One feature of sexual abuse trauma is that people may get better, then become ill, then 
better again and so on: progress is rarely linear. The survivors really valued health staff 
who understood and stuck with them.  

“The good ones understand you can get worse before you get better at times”  

“It’s so important they understand that you can go backwards as well as forwards. But 
we want them still to stick with you through this. Not lock you up and give you pills!” 

Finally... 
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“Professionals see people every day; try to understand how it is to be a survivor… Like 
for example the way they talk to you: we value a health professional who has worked in 
the field of abuse, and therefore has a better understanding of it.” 

This illustrates that knowing a patient’s history of sexual abuse is not necessarily in itself 
positive for the healthcare encounter. It depends what assumptions are then (however 
unconsciously) made about that person. 

It is important to repeat that even following the routine inquiry processes, being 
rolled out (as we described) by the National Gender-based Violence & Health 
programme in Scotland, this will not necessarily help abuse survivors unless at 
the same time healthcare staff examine any prejudgments they make about 
those survivors. 

Incidentally other patients who suffer mental ill health, who have not been sexually 
abused, are also at risk of similar prejudgments. 

Excellent perinatal advice from Healthcare Improvement Scotland 

Guidance from the maternity improvement forum of Healthcare Improvement Scotland - 
has some sensitive guidance for midwives and obstetricians working with women who 
have suffered sexual abuse. . It would be worth pursuing to check if guidance issued in 
2011 is routinely being followed. 

We believe this is a genuinely client-centred approach. Notably it stresses listening and 
belief and asks staff to find out what women want from them- not the other way round.  
It calls for individualised care. It understands why records should only be on a “need to 
know” basis. It knows trauma work can distress staff too. Among its recommendations 
are:  

• The reality of sexual abuse affects women from all walks of life.  
• Be aware of clinical symptoms and indicative behaviours which could potentially 

occur ... e.g. non-engagement with maternity services, unease with touch or 
examination.  

• Listen, believe and accept. 
•  Respond with individualised care planning including assessment of current 

safety (for both mother and baby).  
•  Find out what the woman needs from you. 
• Give clear explanations and obtain informed and ongoing consent prior to and 

during all care provision, especially relating to physical contact.  
• Do truly endeavour to maintain privacy and dignity at all times e.g .aim to have 

the minimum number of attendants, aim to have minimal interventions.  
• Be sensitive to potential triggers e.g.  the language you use, or some smells 

such as aftershave may provoke memories.  
• With the woman’s consent, maintain accurate records that are easily accessible 

on a ‘need to know’ basis. Be aware, however, of duty of care requirements 
where there are child protection issues.  

• Know about local and national support agencies. 
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•  Know how to seek support for yourself. 
 

For further details see: 

http://www.healthcareimprovementscotland.org/our_work/reproductive,_maternal_child/
programme_resources/victims_of__sexual_abuse.aspx 
 
Clear links with the drive for person-centred care in Scotland:  
Much of the good practice by some health professionals which we have highlighted in 
the past few chapters also accord closely with the approach of person-centred care,  
which NHS Scotland actively wishes them to pursue. Much of the poor practice we have 
highlighted contradicts those principles. You can find out more about this strategy in  
https://www2.gov.scot/resource/doc/311667/0098354.pdf 

Person-centred care is user-focused, and promotes independence and autonomy rather 
than control. It sees patients as equal partners in planning, developing and assessing 
care to make sure it’s appropriate for their needs. It involves putting patients and their 
families at the heart of all decisions. 

 

  

http://www.healthcareimprovementscotland.org/our_work/reproductive,_maternal_child/programme_resources/victims_of__sexual_abuse.aspx
http://www.healthcareimprovementscotland.org/our_work/reproductive,_maternal_child/programme_resources/victims_of__sexual_abuse.aspx
https://www2.gov.scot/resource/doc/311667/0098354.pdf
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Chapter 6: Polypharmacy and Choice of 
Treatments 

 

Because they frequently have several physical and mental health issues, many CSA 
survivors are on a number, sometimes a large daily number, of medications. While 
Open Secret and KASP acknowledge that unlike medical professionals they are not 
specialists in this field, they and their clients have developed a number of worries and 
concerns about polypharmacy, about its effects, and about choice of treatments 
available to clients. This is one major issue on which they would like closer liaison, 
discussion and sharing of experience with medical professionals in future, including 
sharing of their own experience in offering other treatments and therapies to CSA 
survivors, and the evaluated results of this work.  

In Open Secret’s physical health groupwork, service users’ concern about being overly 
medicated arose again and again. The groups looked at commonalities in prescribing, 
and further issues such as side effects, multiple drug interactions, reduction and 
withdrawal, and alternatives to medication. Findings, including specific medications 
which seemed to result in the most problems, were made into a report by Open Secret 
which they are happy to share with health professionals, and which gave the agency 
much concern.  

The findings recorded medications that  
service users were taking, some as many 
as 13 daily. survivors’ main concerns  
were the amounts being prescribed; side  
effects and interactions; the addictive 
nature of analgesics used to relieve their 
high levels of chronic pain; drug 
dependency; and worries both about the 
effects of withdrawal, and whether they 
could question their doctors’ directives. 

In their experience, longer term effects included 
states similar to the very anxiety states from 
which many CSA clients already suffer, with 
unpleasant withdrawal symptoms. these could 
make people fearful and reluctant to withdraw. 
When attempts  
were made and severe withdrawal symptoms occurred, this added to the stress of 
trying to cope with pain levels and with life in general. There were also concerns that 
evidence exists that people are being prescribed concurrently medications not 
recommended as suitable for concurrent prescribing. 

With some service users, it became no longer clear if symptoms such as apparent 
colitis or digestive problems were independent conditions, or a side effect of multiple 
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medications. With tricyclic anti-depressants, weight gain was often rapid, causing 
distress and a sense of futility when diet and exercise were seen as the only way to 
counteract this: being urged on survivors yet with little effect on the outcome.  

Other concerns included the prescription of SSRIs along with anti-inflammatory 
medication, and the possible effects with long term use. 

The report concluded that it was not Open Secret’s intention to negate the need for 
medication, nor to set itself up as an expert on the subject. Rather it was to express 
certain strong concerns above, and after observing that despite multiple medications, 
the client groups nearly all reported suffering pain, depression, anxiety, digestive 
problems, insomnia, nightmares and restricted mobility. These problems persisted 
despite medications designed to alleviate them, along with side-effects of some 
medications.  

KASP state: “KASP would definitely agree with this finding in our experience of those 
who access our services”.  

The findings above were drawn from a wider group of survivors, from Open Secret and 
KASP, than those who took part in this booklet project. Our participants gave their own 
examples of their concerns. 

The first was that polypharmacy often brought confusion, uncertainty, and loss of 
ownership or control. 

“Tablets first make my heart race, then slow down… they seem to cancel each other 
out!” 

“My maximum doses of medication for fibromyalgia, were good at first but then knocked 
me out. They said to try this, try that… when they halved the dose and I didn’t know 
where I was, I felt confused, they said it was my anxiety causing this… not the reduction 
in the medicine. I was so confused.” 

“I was put on medication that sent me right off… then I was put on another one which  

made me like a cabbage instead!” 

 
Fear of challenging doctors’ verdicts 
 
“I didn’t believe what I had was postnatal depression at all – I was forced into taking 
medication I didn’t want. I tried to tell them that I felt worse after the medication… I felt 
suicidal… they eventually changed it after that.” 
“If you don’t take the medicine, they often just write you off”… 

“My anti-depressants made me feel suicidal. It took a long time to get them changed.” 
(M) 

Frustration with inability to access other treatments and therapies on the NHS  
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This was common, especially among people who had found various benefits in the  
complementary therapies which Open Secret had been able to offer during their 
physical health groupwork. (see Appendix B) 

“I want to be able to access acupuncture, massage and so on on the NHS. I’ve asked 
but this hasn’t been possible. I had some complementary therapies with KASP and they  
were helpful, but I haven’t been able to get anything like that on the NHS”. (M)  

Taking pain seriously: “A chiropractor in contrast helped with my pain… but I had to pay 
for one myself”. 

The findings of the report, and from these survivors, remain of concern to both 
Open Secret and KASP. See chapter “Working Together for the Future”.   
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Chapter 7:  Equality and Rights to Complain 

 

 

“You get a label of being ‘difficult’ if you speak up for yourself”… 

A number of issues emerged from the groupwork and the interviews which were 
concerning in terms of experiences when survivors had tried to make a complaint. For 
example they were labelled “difficult” without achieving redress, even several times 
resulting in being barred from a GP practice. 

Although anxiety can sometimes make abused people aggressive in manner, which 
often masks nervousness and fear at being in the healthcare setting (see chapter 2) 
conflict appeared more likely to be the result of cumulative frustration and mutual 
misunderstandings between this group of service users and some health professionals. 
That was fuelled by conditions like chronic pain where relief or even diagnosis had not 
been forthcoming, along with dismissive or insensitive approaches to them as 
patients.Tthere were also a significant number of complaints about the behaviour and 
lack of confidentiality of some GP practice receptionists. 
 
These survivors were not persistent complainers, and most would have lacked the self- 
confidence to be, even had they wished to be. On the contrary, they were extremely 
appreciative of the “ordinary” qualities of empathy, listening and genuine concern which 
they had experienced from the professionals they most valued. They also greatly 
appreciated when doctors, nurses or psychologists stood up for their interests and 
concerns with other professionals - not always an easy thing to do - such as continuing 
to write or telephone to try and access a service that was not being responsive, or to 
pick up on insensitive treatment: 
 

“My GP was furious about my treatment by a psychiatrist and made a complaint. got an 
apology from the psychiatrist that she had made me upset.” (M)  

It is very important that both health professionals and patients or clients feel 
confident about the fairness and equity of health settings towards more 
vulnerable clients; and the right to make a reasonable complaint without being 
penalised by possible exclusion from services. Open Secret and KASP would like 
to discuss this issue with the relevant organisations so that their clients can feel 
reassured and aware about what their rights and responsibilities are, and what 
their possible needs for advocacy in health settings are. They also ask health 
professionals to understand fully the difficult situations in which clients often find 
themselves, after many years of ill-health and conflicting diagnoses.  

The Royal College of GPs in Scotland has asked us to make professionals, survivors 
and their support agencies aware that the Patient Rights (Scotland) Act 2011 may 
help them address some of the issues above. This Act (see 
http://www.gov.scot/topics/Health/Policy/Patients-Rights)  
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gives all patients the right that the health care they receive will: consider their needs; 
consider what would most benefit their health and wellbeing; encourage them to take 
part in decisions about their health and wellbeing, and provide them with the information 
and support to do so.  

It also gives patients a right to give feedback and comments, and to raise concerns or 
complaints about the care they’ve received. It requires that health boards encourage, 
monitor and learn from this feedback. There is a Charter of Patient Rights and 
Responsibilities, and a series of “your health, your rights” factsheets, available at:  

https://www2.gov.scot/Topics/Health/Policy/Patients-Rights/Patients-Rights-Access 

The Act also provides access to the independent Patient Advice and Support Service.  
PASS can help patients to give feedback about their healthcare, and direct them to 
advocacy or communication support services. 

https://careinfoscotland.scot/topics/your-rights/patient-advice-and-support-service-pass/ 

  

https://www2.gov.scot/Topics/Health/Policy/Patients-Rights/Patients-Rights-Access
https://careinfoscotland.scot/topics/your-rights/patient-advice-and-support-service-pass/
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Chapter 8:  Working Together for the Future 

 

 

Open Secret and KASP have both contributed to this chapter what they would like to 
see, in terms of closer liaison and reciprocal learning with health professionals.  

Equitable treatment and rights to complain: Please see the preceding paragraph of 
chapter 7, above. 

Polypharmacy and alternative treatments: Their findings on polypharmacy among 
their clients have strengthened their wish that a collaborative approach with medical and 
psychological services is needed, fostering client inclusion and different understandings 
of psychological support needs. The medication budgets are a significant concern for 
Health and Social Care Partnerships. They would like health professionals to consider, 
with Open Secret and KASP, what benefits were experienced and recorded by survivors 
who undertook therapeutic support either with or as an alternative to medication. A 
holistic approach has been very beneficial to survivors. Integrative counselling that is 
person centred meeting individual needs can be very effective. Groupwork approaches 
can be very valuable for survivors. Self-management approaches promoted by the 
Alliance Scotland have been integrated into the work of Wellbeing Scotland.  

Training and learning: KASP: “We would like an adequate element of CSA awareness 
training on professional training courses for all medical staff, whether they are recently 
recruited or of longer standing. This doesn’t need to be intensive, just making 
individuals aware of the key issues and giving impetus to thinking how to adapt practice 
in small ways that can make all the difference. The training also needs to cover basic 
information on how trauma is encoded in the brain, which would prevent the very 
unhelpful but unfortunately regularly-delivered advice of ‘leave the past in the past’ or 
‘forget about it and think about the future’.”  

We are encouraged by the Trauma Training Framework produced by NHS Education 
for Scotland https://www.nes.scot.nhs.uk/education-and-training/by-
discipline/psychology/multiprofessional-psychology/national-trauma-training-
framework.aspx Intensive training on trauma is also provided by Wellbeing Scotland 
and other specialist agencies working with survivors.  

KASP: “We would like more opportunities for joint learning. In the above example for 
instance, NHS Fife offered training in how to communicate more effectively with 
learning-disabled clients, and KASP offered training in identifying signs of CSA and 
working with disclosure. All staff benefited and the only cost was that of securing staff 
time to attend the training. We both had a lot to learn from each other and both had 
anxieties about working with each other’s clients; but instead of letting the anxieties 
become a barrier we worked together in an open, enriching way to overcome them.  
“Please make contact with your local CSA service if you have one – there may be a 
local forum or network that you can be part of, and they may be able to offer free or low 
cost training to your staff. e.g. KASP undertook a joint training exchange with NHS Fife 
healthcare staff in the area of learning disability. 

https://www.nes.scot.nhs.uk/education-and-training/by-discipline/psychology/multiprofessional-psychology/national-trauma-training-framework.aspx
https://www.nes.scot.nhs.uk/education-and-training/by-discipline/psychology/multiprofessional-psychology/national-trauma-training-framework.aspx
https://www.nes.scot.nhs.uk/education-and-training/by-discipline/psychology/multiprofessional-psychology/national-trauma-training-framework.aspx
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Awareness of local services: KASP: “We would 
welcome greater awareness of what CSA services are  
available locally, so that those who would benefit from 
them are able to be signposted.”  
 
Open Secret: “We would also ask GPs and other health 
professionals if they could keep up-to-date information 
resources from survivor services, to be available to hand 
to clients.”  
 
Working Collaborations:  
 
“We would like to increase collaboration with a range of 
health professionals. Here are two current examples of partnership working. A Fife 
dentist has agreed to give talks and one- to- one information sessions to clients of 
KASP who are terrified of using dental services, and to discuss what he can do to help 
them attend dental health appointments. He also enables KASP to use his training 
room. 
 
“Another example of collaboration is the trauma Network in Fife, which consists of the 
three voluntary sector sexual abuse agencies and, largely, NHS Fife psychology staff 
from one hospital in Dunfermline which has a particular focus on trauma. Through this, it 
is possible to meet regularly to update on different pieces of work which might be of 
benefit to each other’s clients and are also able to explore joint work. It’s been hard to 
identify and gain commitment to a wider audience, though we send minutes out to those 
who are unable to attend. However, KASP would greatly welcome new participants.” 

Wellbeing Scotland work in partnership with the NHS in Clackmannanshire being part of 
the Integrated Mental Health Service. They are involved in a joint assessment process 
with NHS mental health services, receiving referrals from GPs. The partnership ensures 
the most appropriate allocation of clients to services.  

Trauma-informed services: KASP and Open Secret: “In conclusion, we believe that 
having ‘trauma-informed services’ is crucial, so that all elements of service planning 
and delivery take account of the needs of survivors given that they make up such a 
significant proportion of patients. 

“Many survivors will present to their GP with other issues, such as substance misuse, 
repeated infections, anxiety/depression and a wide range of other health issues, as 
highlighted in this booklet. Yet many survivors will have anxieties - at times, 
unfortunately, justified - about disclosing a history of abuse. Therefore, an awareness 
that there may be trauma issues, and a sensitive questioning which does not make any 
prejudiced assumptions about CSA survivors, could assist in offering the most 
appropriate care. For instance, there may be a reduced need for medication for anxiety 
or depression, if clients could access early intervention such as counselling.  

“Finally, but critically: services also need to be adapted to avoid the risk of 
retraumatising individuals.” 
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Appendix A: Principles of Sensitive 
Practice 

 

Summarised with permission from: Schachter CL., Stalker CA., Teram E., Lasiuk 
GC., Danilkewich A. (2009) Handbook on Sensitive Practice for Health Care 
Practitioners: Lessons from Adult Survivors of Childhood Sexual Abuse. Ottawa: 
Public Health Agency of Canada. 

First Principle: Respect  

“To the person who has been abused, it certainly means a great deal.”  

Second Principle: Taking time  

“It’s the health care practitioners that ... stop and give you a moment, and that’s one of 
the biggest healing things right there, that moment.”  

 Third Principle: Rapport  

“Showing some empathy, some caring, some concern ... make me feel that I’m a person 
as opposed to another client file going through.”  

Fourth Principle: Sharing Information  

“[He always gave] a reason why he was doing something, which was great… It wasn’t 
just doing things and then leaving you in the dark. Or if he was asking questions, you 
don’t have to second guess, “Why did he ask that question?” Because my favourite 
sport is jumping to conclusions, right? ... If the person took ten seconds to tell me, “This 
is why I’m going to do it,” it would stop the mind from running.” 

 Fifth Principle: Sharing control  

A central aspect of sexual victimisation is the loss of control over one’s body. Sharing 
control of what happens in the clinician-patient interaction enables individuals to be 
active participants in their own care, rather than passive recipients of treatment. In this 
way, the clinician works with, rather than on, the client: 

“[A health care practitioner should say,] ‘If you are not comfortable with doing it that 
way, maybe we can make adjustments’”… 

Sixth Principle: Respecting boundaries  

“As a survivor, I need to know that that person is not going to invade my space. Or do 
harm to me. Not necessarily physically, but emotionally.”  

(Because respect for boundaries is crucial to a sense of safety for most survivors, it 
is a principle in its own right, separate from the first principle above, ‘Respect.’) 



 

47 

Seventh Principle: Fostering Mutual Learning  

Most survivors are interested in helping clinicians who demonstrate genuine 
compassion and interest to learn about these health effects and about their particular 
needs. In the context of a caring relationship, most survivors will tolerate mis-steps and 
the inevitable discomfort that comes with addressing a difficult topic. 

 Eighth Principle: Understanding non-linear healing  

Survivor participants reminded us repeatedly that healing/recovery from childhood 
sexual abuse is not a linear process. Much more often people make progress, become 
ill and retreat a bit, then make progress again. As a result, the degree to which a 
survivor is able to tolerate or participate in treatment may vary from one health care 
encounter to the next. 

Ninth Principle: Demonstrating awareness and knowledge of 
interpersonal violence  

This doesn’t mean people have to be experts: just that they have taken the trouble to  
read and learn a bit about the issue and retain an interest in learning more.  

“The health care practitioner had a book and a pamphlet on a table nearby where I was 
sitting that talked about sexual abuse, and so immediately that said to me, number one, 
she is open to this and therefore if it comes up I know that I’m in good hands because 
[otherwise] this stuff would not be sitting here.” 
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Appendix B: Therapies Used 

 

 

References have been made in this report to complementary therapies made available 
to clients of Open Secret.  

It was the task neither of Open Secret, nor of the evaluator of their projects, to judge the 
respective effectiveness of different therapies and programmes. Nor would this have 
been possible. Such an exercise would require different, larger-scale, longer-term, 
rigorous research, with outcome indicators closely defined. In any case, the project 
was not ‘about’ discovering this, but rather about survivors having a choice of therapies, 
and about quality of service delivery. However, for the interest of, and information for, 
health professionals we describe briefly here some of these therapies, and some 
benefits (and limitations of benefits) which service users reported back. 

Complementary therapies: CSA survivors at Open Secret received complementary 
therapies in two contexts. First, as part of the Complementary Therapy service for 
survivors of CSA, funded by Long term Conditions Alliance Scotland (now The 
Alliance). The service was operated by Open Secret in partnership with two other 
agencies supporting survivors, KASP and the Moira Anderson Foundation. They 
recruited sessional therapists, offering a range of therapies including Acupuncture, 
Reiki, Yoga, Meditation and Relaxation, Indian Head Massage, Full body Massage, 
Reflexology and Thai hand and foot massage. 

Reiki, Indian Head Massage and reflexology were the most commonly requested, 
because of the less intrusive nature of these therapies, which allow clients to remain 
fully clothed. The project aimed to enable clients to learn techniques for self-
management of long-term conditions, to empower them to take more control of their 
recovery, to reduce dependence on medication and enable them to be more assertive 
about their own healthcare needs. Most service users were also taught self-relaxation 
techniques for self-management, and a number undertook Reiki 1 training for self-
administration. 

Secondly, members of the Physical Health Groupwork project were able to avail 
themselves of these therapies while the Complementary Therapies Project (CTP) was 
still running. Thereafter the groupwork project itself included taster sessions of 
therapies, including Emotional Freedom technique (EFT), EMDR and Mindfulness. 

The most highly valued aspects from client evaluation forms and further feedback 
obtained were: 

Feeling cherished, nurtured and cared for, sometimes for the first time; the calm, restful, 
gentle atmosphere; relaxation and lowered anxiety; the professionalism and skill of, and 
their trust and confidence in, the therapists; their satisfaction in the self-management 
techniques they had learned; ability to manage pain better with fewer painkillers or 



 

49 

sleeping tablets; and general sleep improvement. Also mentioned were positive feelings 
towards the future, trust, and energy.  

However, while there was often an ability to manage pain better, few people reported 
actual diminution of their physical pain. 

Reported benefits of the groupwork projects included large reductions in daily anxiety, 
quicker recovery from any anxiety they continued to experience and increased ability to 
sleep more soundly, or to return to sleep quickly. Those who learned Reiki techniques 
reported considerable growth in confidence. one survivor for instance, who took part in 
a CD recording about her experiences, had barely left her home for the previous 2 
years, yet was confident enough to go shopping and walk to the group. 
 
Specialist skills and care for survivors: It was found in the evaluation of the CTP that 
while self-management was reported as very helpful, clients were enabled to use it and 
benefit from it through the personal caring and growth of trust and self-confidence which 
crucially preceded it, via empathy and skills of the complementary therapists. This 
suggested that there cannot be simple “short-cuts” to better self-management of 
long-term conditions through mere teaching or self-education packages, as 
regrettably is increasingly the case in healthcare. People may have to experience 
and trust the therapies and their benefits before they will persevere with using or 
recommending them. Among the careful preceding work, judged by the evaluator of 
importance to CSA survivors, were: 
 
a) Prior interview to explain approaches & anticipate worries;  

b) A choice of therapies, with awareness of concerns about touch;  

c) Ability for people to uptake through home visits, who otherwise would not physically 
or psychologically be able to attend;  

d) Discreet checks made on their health if they failed to attend;  

e) Understanding that kindness, compassion and individual caring were integral, not a 
mere “placebo” effect. 

Research recommendations: The evaluation recommended that research 
collaboration with Napier university, Edinburgh’s Complementary Therapies Department 
be pursued, and funding sought. It would be valuable to include the results of any trial 
into the effectiveness of such a project for survivors of CSA into the peer-reviewed 
journals, given the dominance of “evidence based” medicine, its reliance on peer-
reviewed research to judge effectiveness, and the current dearth of such research. 
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Wellbeing Scotland is a Scottish charity (SC 024065), established in 1994 that 
operates across Scotland. We have office bases in Alloa, Stirling, Edinburgh, Glasgow 
and Larbert. We offer: 

• A free confidential service to survivors of childhood abuse and people who have 
had an impact on their wellbeing through adverse life circumstances. 

• support to partners and friends 

• support to other workers and organisations working with abuse and wellbeing 
issues 

• support for non-abusing parents of children who have been abused or who have 
experienced adverse life circumstances. 

We have specialist services for children and young people, people in prison and people 
abused in care.  

Counselling/ Support 
Offering a safe place to talk about things that may be affecting your life. It is your choice 
what you discuss, and we will go at your pace. You will have a first appointment to 
decide which service would suit you best and then you will be offered as many sessions 
as you need. We have counsellors based across Scotland and will try to ensure that you 
are seen locally. 
 
Advocacy 
If you need support with practical issues such as benefits, housing, criminal injuries 
compensation claims etc. we have workers who can help you. We can also help you to 
access records of your time in care. 
 
Befriending 
You will be linked with a befriender who will help you gain confidence in dealing with 
new experiences. A befriender can help to establish links within the local community 
and to access social, educational and recreational opportunities. 
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Groupwork 
Many people find it helps to share their experience with others to support one another. 
We offer women’s support groups, men’s support groups( Man Cave in partnership with 
the WASPS, Alloa Football Club), art therapy, self-management, trauma informed yoga. 
drama and writers groups. 
 
Library and Resources 
We have a large library in our offices with over 500 books on childhood abuse, health 
related issues, self-help books etc. 
 
Training 
We deliver training on Basic Awareness of Childhood Abuse, Working with Trauma, 
Vicarious Trauma and Self Care, Mental Wellbeing, Dissociation, Self-Awareness, 
Domestic Abuse and Coercive Control, Suicide and Self-harm and a number of other 
bespoke training programmes requested by organisations. 
 
Getting Involved 
A very important part of our service is that we will learn how to improve by the people 
who use our services. We support a number of campaigning and service user input 
groups and events.  
 
Website  www.wellbeingscotland.org 

Facebook  https://www.facebook.com/Wellbeingscotland/           
https://www.facebook.com/opensecretorg/ 

Twitter  https://twitter.com/Wellbeingscot     
                    https://twitter.com/opensecret5 
 
Wellbeing Scotland  
14 Bank Street 
Alloa 
FK10 1HP 

 

Tel: 01324 630 100  
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About Kingdom Abuse Survivors’ Project (KASP) 

 
 
 
 
 
About Kingdom Abuse Survivors Project (KASP 

Kingdom Abuse Survivors’ Project (Scottish Charity No. SC023079) 
provide a diverse range of support services to enable adult survivors of 
childhood sexual abuse throughout Fife to eliminate the debilitating 
effects that the abuse has on their lives. 

Counselling and support to anyone over the age of sixteen who has been sexually 
abused as a child, to partners, family members or anyone supporting someone  
who has been abused. this is available in the Kirkcaldy and Cupar premises and an  
outreach service is provided to ensure equity of access for all survivors across Fife. 

Electronic Counselling and Support can be arranged for those who prefer this 
medium. 

Group activities - therapeutic and social support groups are provided according to 
demand. 

Information Resource - a wide range of publications is available. 

Training - We provide training on understanding and working with adult survivors of 
CSA to voluntary and statutory agencies throughout Fife and beyond. the training we 
provide typically covers the impact of early trauma and abuse, recognising trauma 
symptoms and how to sensitively and effectively respond to disclosures of abuse. We 
are also able to provide bespoke training geared specifically to the particular needs of 
an agency. 

Domestic Abuse - a specialist service is available to survivors of CsA who are 
experiencing, or who have experienced, domestic violence. 

Learning Disability - a specialist counselling service is available to survivors of CsA 
who have mild to moderate learning disability. training in CsA and learning disability can 
also be delivered. 

Mental Health - A specialist mental health counsellor is employed to provide support to 
those who are referred through mental health services. 

Newsletter - A quarterly newsletter is produced on behalf of the three sexual abuse 
agencies in Fife which has a distribution of 3,500 copies via email. 

Website – www.kasp.org.uk 

38-40 High street, Kirkcaldy, Fife KY1 1Lu tel: 

01592 644 217 . email: info@kasp.org.uk 
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“We have found this document to be very informative and worthwhile in 
understanding the concerns of survivors of childhood sexual abuse.  We 
would  
recommend this document for other GPs to read.”  

—the Royal College of General Practitioners in Scotland  
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