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Disclaimer on the scope and use of the training programme 

This training material has been produced based on the work and findings of the 

Comparing Sexual Assault Interventions (COSAI) project. The scope of the COSAI project 

was limited to study interventions for women aged over 16. There are particular issues 

involved in criminal cases, medical treatment and other services for young women and 

girls aged under 16. The project also recognises that sexual assault affects men and boys; 

however, their needs for services are in some respects different from those of women. 

Therefore, the project and this training material is limited to sexual assault services and 

management for women aged over 16.  

The following training should be instructed by professionals with background and 

knowledge in sexual assault and sexual violence against women. It is not recommended 

for those who, albeit having experience in training, do not have an understanding around 

the sensitive nature of sexual assault management and response. 

This resource is based on a Training of Trainers model so as to build the capacity of those 

conducting the training on how to impart this material on sexual assault specifically. The 

training material provides instructions about how to present each of the sessions, the 

material needed and information about successful learning outcomes. This material is not 

intended to make the person using it a qualified trainer, it only has guidelines to convey the 

learning from this training. 

This training can be used with a multi-disciplinary audience from health, social and justice 

sectors. It may be delivered to stakeholders within one sector or service, or bringing 

together different sectors dealing with sexual assault service design and provision.  

The training includes seven core modules, which last for a total of five and half-hours (not 

including lunch and refreshment breaks). In addition there are three sector-specific training 

modules, each of which last for between one and a half and two half hours.  It is suggested 

that trainers take two days per day of training delivery to get acquainted with the material 

and prepare the training. 

Further reading to support the trainer can be found on the project website, including the 

Media Centre tab which has links to national and regional protocols and plans, as well as 

other sources of information on sexual assault and violence against women in European 

countries: www.cosai.eu  

COSAI was funded by the European Union Directorate-General Justice DAPHNE III 

Programme 2007-2013: Combating violence towards children, adolescents and women 

(Just/2010/DAP3/AG/1395). The contents of this training do not necessarily reflect the 

position or opinion of the European Commission. Responsibility for this publication lies 

with the author. The European Commission and the COSAI project are not accountable for 

any inappropriate use that may be made of the information contained herein. 

  

http://www.cosai.eu/
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1. Background 
 

This training manual is part of the Comparing Sexual Assault Interventions (COSAI) 

project, which has been funded by the European Union (EU) through the DAPHNE III 

Programme 2007-2013.   

 

1.1 About the Comparing Sexual Assault Interventions project 
 
The goal of the COSAI project is to improve the effectiveness, appropriateness and 
humanity of sexual assault services by reviewing current practice and taking on board 
victims’/survivors’ views of interventions following sexual assault, and thereby decrease 
the social, physical and mental health harm caused to women who experience sexual 
violence. The project’s scope is limited to interventions for women aged over 16. The 
project objectives are to: 
 

 Define the evidence base of policies and programmes for dealing with sexual 

assault by reviewing the international literature.  

 Explore what models of intervention for victims of sexual assault exist in EU 

Member States and EFTA/EEA countries.  

 Examine the positive and negative impacts of these models of intervention on the 

health, social and criminal justice outcomes of victims of sexual assault, from the 

point of view of the victims.  

 Compare the acceptability, transferability, effectiveness and efficacy in achieving 

their outcomes, including by seeking women’s views of services provided.  

 Develop recommendations on good practice, and tools and training materials to 

build capacity and promote excellence. 

The project is coordinated by the National Heart Forum / Health Action Partnership 

International (HAPI) and is supported by a steering group of project partners including 

Liverpool John Moores University (UK), Victim Support (Malta), the Latvian Association of 

Gynaecologists and Obstetricians (Latvia), the East European Institute for Reproductive 

Health (Romania) and the Educational Institute for Child Protection (Czech Republic). The 

Department of Health (England) and the European Regional Office of the World Health 

Organization are associate project partners.  

 

1.2. Rationale for the training 
 

Sexual violence does not exist in isolation, but within a larger societal problem of violence 

against women. Such violence is defined as gender-based because it is directed against a 
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woman because she is a woman, or because it affects women disproportionately.1 

Violence against women is a manifestation of unequal power relations between men and 

women and a cause and consequence of gender inequality. Discriminatory social, 

traditional and cultural norms contribute to violence against women and help to maintain 

attitudes of indifference and complacency towards it.2 

 

There are commonalities and connections between all forms of violence against women 

including myths and stereotypes used to minimise, excuse or justify the abuse; the gender 

dynamics of power and control; high levels of under-reporting and extremely low conviction 

rates; the extent of repeat victimisation; the long-term social, psychological and economic 

consequences for victims and the failure of many governments to address gender 

violence.3 

 

World Health Organization (WHO) data show that in some countries nearly one in four 

women may experience sexual violence by an intimate partner, and up to one-third of 

adolescent girls report their first sexual experience as being forced. The literature review 

undertaken as part of the COSAI project shows that the extent and scale of the problem is 

likely to be underestimated because sexual assault is one of the most unreported crimes.  

 

Sexual violence has a profound impact on physical, mental and reproductive health. 

Physical injuries are associated with an increased risk of a range of sexual and 

reproductive health problems with both immediate and long-term consequences. The 

impact of sexual assault on victims’ mental health is immense, with long lasting trauma 

effects. Death following sexual violence may be result of suicide, HIV infection or murder – 

the latter occurring either during a sexual assault or subsequently, as a murder of 

“honour”.  

 

Sexual assault interventions from medical, legal and socio-political perspectives are 

unequal and some countries have committed more time and resources to appropriately 

deal with the issue. This training is intended to increase capacity and promote best 

practice in responses and provision, as a key part of the COSAI project’s objectives.  

 

1.3 About the training manual 
 

1.3.1 Content and aim 
 
The training material draws on the format of well tested curricula (e.g. the WHO TEACH 

Violence and Injury Prevention curriculum and training material for reproductive health 

specialists about domestic violence against women) developed by leading WHO and 

European professionals.  

 

                                                
1
 Convention on the Elimination of all forms of Discrimination Against Women (CEDAW) General 

Recommendation no 9, 1992, UN Doc. A/47/38, para.6. 
2
 Council of the European Union Council Conclusions  on Combating Violence Against Women, and the 

Provision of Support Services for Victims of Domestic Violence. 6
th
 December 2012.  

3
 Coy. M. et.al. (2008) Realising Rights, Fulfilling Obligations 
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The contents of the training have been developed from the findings of the COSAI project, 

which identified a number of features of good/appropriate practices recommended for 

policy makers and service providers to build into service design and provision. These 

include the following4: 

 

 a literature review on models of intervention for sexual assault and existing 
evidence of service effectiveness;  

 a mapping survey gathering information on current policy and programming of 
services for sexual assault in European countries;  

 telephone interviews with service providers on sexual assault service availability, 
effectiveness and appropriateness in different countries; 

 a Benchmarking & Evaluation Tool with standards of good practice against which 
to assess sexual assault services, either individually or within a national or local 
context. 

 

The training is aimed at promoting best and appropriate practice by increasing knowledge 

about sexual violence and improving service design and provision based on the 

multisectoral approach needed to ensure the best possible outcomes for victims.  

The training modules cover the following topics: the definition of sexual violence, root 

causes of violence against women, underreporting of this crime, the impact and 

consequences of sexual assault, and best practice methods based on the multi-

disciplinary response by health, social and justice sectors. 

 

1.3.2 Audience 
 
This training can be used with a multi-disciplinary audience from health, social and justice 

sectors. It may be delivered to stakeholders within one sector or service, or bringing 

together different sectors dealing with sexual assault service design and provision.  

The training is intended to develop the capacity of health (including mental health) 

professionals, social workers, those who work in criminal justice and other specialists who 

in the course of their work may have to provide help, advice and support to victims of 

sexual assault. The training is also aimed at representatives of public bodies and other 

institutions with responsibility for policy making and service commissioning in relation to 

sexual violence.    

 

The training includes specific modules for practitioners and for policy makers. In the case 

that the audience is only policy makers, the training would not include as part of the 

curriculum the modules for practitioners. 

1.3.3 Format 
 
The training manual is based on a Training of Trainers model so as to build the capacity of 

those conducting the training on how to impart this material specifically. The manual 

provides instructions to trainers about how to present each of the sessions, the material 

needed and information about successful learning outcomes.  

                                                
4 The documents are available at: http://www.cosai.eu/products.html 

http://www.cosai.eu/products.html
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Each of the modules can be adapted and integrated into other training curricula according 

to national needs and requirements. This also allows flexibility in applying the material to a 

wide variety of different situations and to a range of audiences, depending on trainees’ 

prior knowledge, training needs and priorities.  

 
1.3.4 Purpose, objectives and learning outcomes for participants 

The following objectives and learning outcomes provide a clear indication of the purpose of 

the training. Trainers can use these to focus the training and to assess the performance 

and success of participants. Participants can use them to evaluate the training from their 

own perspectives. 

Purpose 

To provide participants with the knowledge and tools to deliver multisectoral sexual assault 

interventions for women training 

Objectives of the training 

 To define what is sexual violence, its prevalence, causes and consequences 

 To challenge the myths and stereotypes underpinning sexual violence  

 To examine the factors that inhibit women disclosing and reporting  

 To establish what is best practice for services in responding to victims of sexual 
violence 

 To identify the policies that should be in place to enable best practice 

 To examine the benefits and implementation of the COSAI Benchmarking and 
Evaluation Tool  

Intended learning outcomes: 

 An understanding of what is sexual violence, its prevalence, causes and impacts 

 An awareness of myths and stereotypes underpinning sexual violence  

 An understanding of the factors that inhibit women disclosing and reporting and 
what helps women feel supported and safe 

 A commitment to best practice in the provision of front line sexual violence services  

 A commitment to promote and implement the COSAI Benchmarking and 
Evaluation Tool 

 An understanding of intersectoral and collaborative working to support and enable 
best practice 

Terminology 

The term ‘victim’ is most often used in this Training Manual to describe someone who has 

experienced sexual violence. Other terms such as ‘survivor’ or ‘complainant’ are likely to 

be used differently by individuals from different sectors in different countries. 
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2. Using the training manual 
 
The training manual includes guidance on how to effectively deliver all the training 

modules, intended learning outcomes, instructions on activities and exercises, and the 

supporting materials needed for each module.  

This material is not intended to make the person using it a qualified trainer, it only has 

guidelines to convey the learning from this training. Trainers using this material should 

have prior knowledge and understanding of issues relating to sexual violence against 

women. 

 

2.1. The training modules 
 
The training manual consists of seven core modules. In addition there are three sector-
specific modules: two for front line service providers and one for policy makers and 
commissioners.  
 
Each module focuses on a particular issue, or aspect of good practice, relating to sexual 
violence.  The modules are set out to allow the trainer to proceed through the session 
following a step-by-step process. 
 
The modules begin with a box including an overview of the tasks within the session, the 
tools that are needed to undertake the session, the materials that participants will need 
and how long the session will take.  
 
The training methods used throughout the manual include short presentations from the 
trainer, including PowerPoint slides; interactive tasks; and follow-up discussions, reflection 
and feedback. See section 3.3.3.  
 
Each module in this training manual includes:  
 

 Information for the trainer and learning outcomes. 
 

 Outline of the training module with the content, resources and timing needed for each 
section. 

 

 Background and contextual information to support the exercises, discussion and 
learning outcomes. 

   

 A description of the aims and objective of the activities, exercises and how to facilitate 
these.  

 
 
 

2.3. Supporting documentation 
 
The material needed to support each training module includes the following document 
types:  
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 Written information / fact sheets 

 Hand-outs relating to the exercises, e.g. questionnaires, quizzes 

 Written scenarios for group discussion / case studies / role play 
 

The Appendices in this resource includes the above material for each module. The 
material is also available in a separate PDF, which can easily be reproduced and 
distributed to participants. 
 
It is recommended that the materials for each module are made available to the 
participants at the time the activity takes place. This will allow the trainer to introduce the 
topic and to address any questions that may arise from the supporting material at the 
appropriate time in the session. 
 
Some sessions are accompanied by PowerPoint slides (PPT). Where PPT slides are to be 
used, this is indicated by the symbol “▲” and the accompanying text is given or included 
as notes to be read/used by the trainer when presenting a particular slide to the audience.   

It is suggested that if printed PPT hand outs are used, these should be in a 3 slides per 
page with lines for notes format.  
 
 

Additional documents 

 

Within this training manual there is mention of additional documents: 

 

Pre-training questionnaire 

Training application forms 

Follow-up evaluation questionnaire sometime after the event 

Certificates for participants 

Whilst these are not provided within this pack, the institution or persons running the 

training may wish to produce their own sets of the above material to complement their 

training programme. 
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3. Effective use of the training manual 
 
The trainer’s role is key to ensuring the training achieves its objectives and that 
participants achieve their learning outcomes. The guidance in this section will help and 
support the trainer to effectively teach and raise awareness of sexual violence and to 
provide opportunities for participatory learning.  
 

3.1. Number of participants  
 
The optimum number of participants will help to encourage whole group discussions and 
active participation. The training will at times require the whole group to be split into 
smaller groups of at least two people. To enable effective whole group interaction and 
smaller group working, it is advised that the number of participants is not less than 5-6 and 
not more than 25-30.    
 

3.2. Equipment and material 
 
It will be necessary to have a self-contained room with tables and chairs. It is 
recommended that tables are arranged in a U shape to ensure that participants are able to 
see each other and to communicate effectively.  If separate sessions for practitioners and 
policy makers and commissioners are to be delivered at the same time, two training rooms 
will be needed at this stage. 
 
Necessary tools for the trainer: 
 

 Training material in electronic and / or printed format.  

 Pens and paper for notes. 

 White board, flipcharts and markers. 

 Computer, projector and screen. 

 PowerPoint presentation. 
 
Necessary tools for participants: 
 

 Printed hand-outs. 

 Pens and paper for notes. 

 Flip chart paper and markers. 
 

Regular breaks should be built into the training timetable to allow both participants and the 
trainer to rest and have refreshments and / or lunch as appropriate.  
 

3.3. Adding local context 
 
The training programme is based on best practice, and includes information and materials 
about sexual violence that will allow training and education in best practice models for 
audiences in different countries.  However, if all participants come from the same country it 
may be appropriate to frame some of the content in terms of national issues and local 
context.  Piloting of this training programme found that having knowledge of local statistical 
data and discussion of local issues are very important, as it allows participants to apply 
their newly obtained knowledge to local problems.  
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There are several ways and situations when it is possible to add local context during the 
training programme:  
 

 
When informing participants about statistical data relating to sexual violence 
 
At several points during the training programme, statistical data are used to 
demonstrate the extent and prevalence of sexual violence. If reliable local data are 
available, they could either be added to the places referred to in session 
programme, or used in different places at discretion of the trainer. It is important to 
remember that statistics are likely to greatly under-represent the actual  incidence of 
sexual violence.  
 

When informing and discussing the definition of sexual violence with the 
participants 
 
The training material is based on the definition and understanding of sexual violence 
that is adopted by the World Health Organization (WHO). It is essential that this 
unified understanding is integral to the whole training programme. However, 
different countries may have definitions and understandings that differ to this, which 
may be reflected in particular jurisdictions. If the trainer informs participants not only 
about the definition approved by the WHO, but also explains what definition is 
applied in local legislations, participants will have an opportunity to compare and 
contrast these.  
 

 

When using local examples to illustrate the problem of sexual violence.  
These are best used in general terms; for instance, the barriers that are 
known to prevent women from reporting an assault 
 
It is advisable to avoid referring to specific cases unless the details of a case are 
well known and have been reported in the media. You should always use fictional 
case studies, rather than real ones, to prevent any breach of victims’ confidentiality. 
In some jurisdictions, such as the UK, it is a criminal offense to name or otherwise 
identify rape victims, or alleged rape victims, who have lifelong anonymity under the 
law. 
 

When looking at the practices and collaborative working of different sectors 
 
For example, it would be helpful to share information about national or local 
initiatives to deal with sexual violence, and how these operate, as examples of 
intersectoral working. 
 

 
  
Information and resources on sexual violence    
 
There are various reliable sources of information, including national data, which can be 
used to support this training. These include among others: 
 

 COSAI project www.cosai.eu In the Media Centre tab, there is a section with 
‘Helpful links’ to  national and regional plans, as well as other sources of 
information or help around sexual assault and violence against women in European 
countries.   

http://www.cosai.eu/
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 The World Health Organization: 
http://www.who.int/mediacentre/factsheets/fs239/en/ 

 WHO-EURO Violence Prevention: http://www.euro.who.int/en/what-we-do/health-
topics/disease-prevention/violence-and-injuries/areas-of-work/violence-
prevention/violence-against-women  

 European Institute for Gender Equality: http://www.eige.europa.eu/ 

 Amnesty International: http://www.amnesty.org.uk/content.asp?CategoryID=10254 

 End Violence Against Women: http://www.endviolenceagainstwomen.org.uk/ 
 

3.4. Training methods and interactive approaches 
 
This training has been developed to allow participants to learn about issues relating to 
sexual violence in a factual, evidence-based way. This will enable participants to actively 
engage with the training content in order to make informed observations and reflect on 
how they can most effectively apply the learning to their working practices.  
 
 

3.4.1. Tips for being a good trainer 
 
Having knowledge of the subject matter is crucial in being able to effectively engage with 
and motivate participants. This can help participants remember what they have learned 
and to feel confident in applying their knowledge to their practice. 
 
Training: good practice guide 

 Arrive early and set up immediately. Say hello when people arrive but only start to 
talk about the training when you have set up. 

 Be familiar with the session plan, understand the content, use evidence based 
material, and be committed to the issues. 

 First establish ground rules for participants and housekeeping, e.g. inform people 
where the toilets are, what to do if there is a fire, and when the coffee / lunch 
breaks will be. 

 When you start, inform the group what are the objectives of the training and what 
are the learning outcomes. A slide setting out the course objectives is useful - you 
can refer to this at the end of the training to assess how trainees feel they have 
progressed in their knowledge and understanding. 

 Use icebreakers and begin with an activity that relaxes the participants and 
encourages them to talk and become involved. 

 Share your knowledge and learning with the trainees, rather than dictating to them. 

 Supplement your talk with different visuals to make your presentations more 
interesting and to keep the group engaged. 

 Ask simple, concise questions and give enough time for participants to answer. 

 Before the training, put yourself in the participants’ place and write out key 
questions they might ask. Formulate your answers to those questions. 

http://www.who.int/mediacentre/factsheets/fs239/en/
http://www.euro.who.int/en/what-we-do/health-topics/disease-prevention/violence-and-injuries/areas-of-work/violence-prevention/violence-against-women
http://www.euro.who.int/en/what-we-do/health-topics/disease-prevention/violence-and-injuries/areas-of-work/violence-prevention/violence-against-women
http://www.euro.who.int/en/what-we-do/health-topics/disease-prevention/violence-and-injuries/areas-of-work/violence-prevention/violence-against-women
http://www.eige.europa.eu/
http://www.amnesty.org.uk/content.asp?CategoryID=10254
http://www.endviolenceagainstwomen.org.uk/
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 Paraphrase participants’ questions to ensure everyone has heard the question and 
understands it. 

 Practice, practice, practice. Practice the material so you know where you should 
be at 15-minute intervals. Make sure there’s a clock in the training room, or put 
your watch in a place where you can easily see it. 

 

Approaches and issues relevant to this training:  

Discussions of sexual violence can be difficult and upsetting for the participants. And as a 

consequence of the extent of sexual violence, they can also be affected by personal 

experience. It is possible that participants may have experienced sexual violence or are 

close to someone who has. It is important that these issues are acknowledged at the start 

of the session when the ground rules are established. It is recommended that these issues 

be also acknowledged in the pre-course joining instructions that are sent to the 

participants and throughout the course at appropriate times. See Module 1 for more 

information about ground rules. 

 A key part of the trainers’ role is to provide a safe space for discussion and 
learning. The trainer should be aware of all the participants’ reactions to this 
sensitive topic. 

 If someone becomes upset, or perhaps angry, you the trainer should have a plan 
for dealing with this: for example, allow the person to take a break away from the 
session.  

 It is important to be prepared for disclosures of abuse. If this happens, the trainer 
may have to stop the session to allow time to talk privately with someone in this 
situation. The trainer should make sure they have appropriate information to give 
the participant information about where they can go for support. If two people are 
conducting the training, support and advice can be given by co-trainer to allow the 
session to continue. 

 The subject matter may also result in some participants being defensive or 
argumentative. The best way for dealing with this is to be confident in your 
knowledge and to calmly present facts, figures and evidence to support the issue 
being discussed, while reinforcing a sense of respect for all the participants 
present. If a participant continues to be disruptive or is causing distress to other 
members of the group, the trainer should consider asking the participant to leave, 
with reference to the ground rules.  

 Some participants may already have some professional experience of sexual 
violence, but there may be different levels of understanding and attitudes within the 
group. It is important that the trainer feels confident in their knowledge and 
awareness of sexual violence, so as to approach the subject matter in a 
professional way, to listen, observe, and be able to relate their knowledge to that of 
the participants.  

 Ensure information about local and national sexual violence support organisations 
is available for anyone who wants it. 
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 It is important to be aware of different cultural beliefs relating to sexual violence, 
and whilst these should be discussed with respect, ensure the key messages of the 
training are not overlooked.  

 

3.4.2. Being prepared for the training 
 
The target groups for the training programme are professionals from a wide range of 
sectors; this includes those who work directly with clients and patients and those who deal 
with policy development and implementation (for instance, government equalities officers, 
health service commissioners).  
 
The former (for instance, general practitioners, gynaecologists, social workers) are likely in 
their daily work to be in contact with women who have experienced sexual violence, while 
the latter might find the training useful when drawing up policies that aim at better 
outcomes for victims / survivors5, in terms of safety, well-being, empowerment and access 
to support. It is essential that all participants learn what sexual violence is, its prevalence, 
the barriers that prevent women reporting, myths and stereotypes, the long-term social, 
psychological and economic consequences for victims and how agencies and 
governments should address and prevent violence. It is also important that participants are 
able to recognise that integrated agency responses require sexual violence to be seen as 
a gender equality issue and a violation of women’s human rights.6  
 
The specific learning needs and outcomes for front line service staff and those for policy 
makers and commissioners are addressed in separate modules. 
 
It is likely that the participants will have different professional backgrounds and 
experiences, and also different levels of knowledge about issues relating to sexual 
violence. It will therefore be useful to try to establish pre-existing levels of knowledge 
amongst the training audience. One way of doing this is by administering a pre-training 
questionnaire with the agency and/or participants concerned. If this is not possible or 
feasible, having a question about job role on the training application form should allow a 
fairly good idea of the professional background of the trainees, who can then be split into 
separate working groups for the service provider / policy maker exercises. 
 
It is important for the trainer to carefully plan the timing of the training in advance, and to 
adhere to this timetable. This training manual gives an approximate time for each module, 
which will help the trainer plan the overall session. Whilst wanting to encourage interaction 
and discussion, sometimes discussions can exceed the time allowed for the particular 
activity within a module; if this happens, the trainer should stop the discussion by 
explaining they are running out of time, and that in order to have time for all the training to 
be covered, the particular discussion could perhaps be continued in a coffee break.  

                                                
5
 The terms 'victim' and 'survivor' are both used in this document, depending on the context. 'Survivor' is often 

preferred by women who have experienced sexual violence, as it suggests an active response to the abuse, in 
contrast to 'victim'. However, it is important to emphasise that women are victimised by perpetrators of sexual 
violence. 
6
 See for example, Coy, M. Lovett, J. And Kelly, L. (2008) Realising Rights, Fulfilling Obligations: A Template 

for an Integrated Strategy on Violence Against Women for the UK.  EVAW 
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3.4.3.  Methods used for this training 

This training manual utilises various training methods, including presentations, case 
studies, discussions, written exercises and role-play. The following guidance is intended to 
help the trainer conduct the training using these various teaching techniques:  

 
Trainer’s presentation 
 

The tips on being a good trainer (Section 3.3.1.) all apply to giving a credible, evidence-

based presentation. Your role is to impart knowledge and to facilitate understanding of a 

range of issues relating to sexual violence.  Having knowledge, expertise and experience 

in sexual violence work with women is very important in being able to confidently 

undertake this role, so as to help trainees gain an understanding of sexual violence which 

fosters their commitment to designing and providing services that appropriately support 

victims. 

  

Case studies 

 
Case studies are useful tools for exploring real life situations in particular contexts. They 

often call upon participants to link issues / events with their existing knowledge or with 

issues that they may face in their work. Case studies are best used after some input from 

the trainer. This gives time and space for trainees to reflect on the issues and make 

observations with reference to the information they have been given during the training. 

 

Usually a case study is followed by several questions, or an exercise. In this way, case 

studies can be used to suggest alternative ways of dealing with an issue; analyse the root 

causes of an issue; and explore different approaches to an issue.  

 
Participants are presented with a case study – either as a printed handout or displayed on 
a PowerPoint slide. Be clear about the purpose of the exercise. 
 

 Divide participants into small groups (no more than 6 people) and give them copies 
of the case study along with instructions as to how to use it (e.g. answer questions 
at the end).  

 Try to ensure there are a good mix of women and men in each group. 

 Ask the group to select one person to report back their group’s answers and key 
points. 

 Let participants know how much time they have to read and discuss the scenario. 
 

 

Group discussion 

 

Discussion helps trainees learn through the exchange of information and ideas in a group 

situation. The method involves the group in active thinking processes, which ideally 

stimulates critical thinking amongst the members of the group. Group discussion is best 

used after some input from the trainer. This is because it gives time and space for trainees 

to reflect on the issues and make observations with reference to the learning objectives of 

the training. 
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For effective group discussion, the trainer should: 

 

 Ensure there are enough tables and chairs to facilitate small groups of not more 
than 6 people, which include diversity of members in terms of age, gender, 
professional background, etc. 

 Clearly explain the purpose of the group discussion. 

 Introduce the subject of the topic by writing it on a flip chart, together with the key 
points to be discussed 

 Let participants know how much time they have for the discussion. 

 The trainer should not take part in the discussion groups but should ensure each 
group is focussed on the discussion topic. 

 Look out for group dynamics; for instance, one or two people dominating the 
discussion, or people not participating. If this happens, the trainer may intervene by 
asking quieter members of the group what do they think about the issue 
concerned? However, it is important not to place pressure on someone to speak 
who doesn’t want to. 

 When discussion time is over, ask each group to summarise their conclusions on 
flip sheet paper 

 Ask the person selected to feedback in each group to summarise the group’s 
discussion to the whole group.7  

 Invite the other groups to comment on each other’s conclusions and ask questions 
of each other.  

 Sum up the exercise by considering how and if the discussion reflected and applied 
the knowledge gained in the training so far.  

 

3.5. Evaluation and follow-up 

 
It is good practice to evaluate training with the aim of improving future sessions.  This 
applies not only to the training material, but to the trainer’s performance. A good evaluation 
can help answer the following questions: 
 

 Did the training achieve its objectives?  

 Did the activities run as planned? If not, why not?  

                                                
7
 If time allows, feedback can be used to allow groups to report back on their discussion. The group is free to 

choose its presenter, but as before, be aware of gender dynamics and do not allow men to dominate the 

discussion and encourage women to present the group’s findings. The aim is for the presenter to inform the 

main group about the main points discussed and the key conclusions. They should also briefly discuss any 

contradictions that arose and if the group resolved these.  
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 What worked well and what not so well? 

 Did you reach a multi-sectoral audience or a particular target group? 

 What else have you learnt from the evaluation? What else has it told you, for 
example, about the way the session is structured, the resources used, your 
management support? 

 
3.5.1 Methods used to evaluate the training 
 
1. A brief group discussion about training at the end of the day 
 
At the end of the training session, the trainer should ask participants the following 
questions:  
 

 Are there any issues that are unclear or is there something we have not discussed 
that you think should have been included?  

 Do you think that what you have learned will be useful in your practical work?  

 Can each person give one example of how they will apply what they have learned 
to their work? 

 
It is best to keep this discussion brief, as participants (and the trainer!) are likely to be tired 

at the end of the training session.  The main objective of this exercise is to find out if 

participants have met their learning outcomes, what remains unclear, and how they will 

apply what they have learned to their respected fields. 

 

2. An evaluation questionnaire to be completed by participants 
 

The second evaluation method is a feedback questionnaire. The questionnaire template 

can be found as attachment one or Appendix 1 of this document. The questionnaires can 

be distributed during or at the end of the training, but it if time allows, it is advisable to 

leave this to the end so participants can complete them with reference to the whole 

training session. If a participant has to leave before the end of the training, please ask 

them to complete the feedback questionnaire first.  

The questionnaire allows participants to give views and answers that they may not want to 

voice in the group. It will answer questions about the learning outcomes, what particular 

aspects were helpful and those that were not helpful, and if topics that were not covered 

might need to be included in future. If the trainer decides, she may add additional 

questions to address particular aspects of the training, for example, to see if the training 

was appropriate for a particular target group or audience. 

 

3. A follow up questionnaire some time after the training has been completed 
 

A follow up questionnaire can be administered two to three months after training, to find 

out if and how the training has given participants skills and confidence to carry out their 

work more effectively. It is important therefore that each participant gives their name and 

contact information (email is easier) to allow a follow up. 
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Training programme schedules 
 

Main modules 
 
 
Topic 
 

 
Time  

 
Module I: Introduction 
 

 
30 minutes 

 
Module II: Defining sexual violence 

 

 
60 minutes 

 
Module III: Causes of sexual violence 

 
30 minutes 

 

 
Module IV: Why women find it difficult to report sexual violence 

 

 
30 minutes 

 
Module V: The impact of sexual violence 
 

 
60 minutes 

 
Module VI: Models of intervention for sexual violence  
 

 
60 minutes 

 
Module VII: COSAI benchmarking and  evaluation 
 

 
60 minutes 

 

 
Summary and feedback 
 

 
15 minutes 

 

Sector-specific modules 
 
 
Topic 
 

 
Time  

 
Module for practitioners I: Asking appropriate questions  
 

 
60 minutes 

 
Module for practitioners II: Responding to disclosure  
 

 
60 minutes 

 
Module for policy makers: principles of collaborative working 

 
90 minutes 
 

 
In addition to the above timings trainers should include as part of the training schedule 
sufficient time for refreshment breaks and lunch. During a one-day programme we suggest 
two coffee breaks (15 minutes minimum each) with a longer lunch break in between.
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Module I: Introduction 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Information for the trainer 
 

This session should be used to build rapport within the group whilst also setting out 

ground rules for the training. A key part of the trainers’ role is to provide a safe space 

for discussion and learning.  

 

Outline of the module and the PowerPoint slides 

 

Step Content Resources Timings 

1. Welcome Introduce yourself 
 

PPT slides 1-2 2 mins 
 

2. Introducing the 
training programme 

Go over the purpose, objecives 
and outcomes 

PPT slides 3-5  6 mins 

3. Housekeeping Inform about duration, breaks, 
toilets, etc.  

 2 mins 
 

4. Who’s here today? Ice 
breaking exercise 

One on one and then group 

discussion on experiences and 

expectations 

PPT slide 6 10 mins 

5. Setting ground rules Ground ules for the course 
  

PPT slide 7 10 mins 

Tasks: 

 Welcome  
 Overview of training: purpose, objectives and intended learning outcomes 
 Housekeeping  
 Participants introduce themselves – ice break exercise 
 Set ground rules 

 

Tools required: 

 Computer and screen for PPT presentation 
 Training material  
 PowerPoint presentation (Slides 1 - 7) 
 Pens and paper for notes.  
 White board and markers 

 

Materials for participants: 

 Printed training programme 
 Pens and paper for notes 

 

Time: Approximately 30 minutes 
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Step-by-step guide 
 
Step 1: Welcome ▲Use PowerPoint slides 1-2. 
Introduce with yourself as the person delivering the training.  
 
 
Step 2: Introducing the training programme ▲Use PowerPoint slides 3-5  
Briefly explain the purpose, objectives and intended outcomes of the training: 
 
Purpose 

 To provide participants with the knowledge and tools to deliver multisectoral sexual 
assault interventions for women training 

Objectives of the training 

 To define what is sexual violence, its prevalence, causes and consequences 

 To challenge the myths and stereotypes underpinning sexual violence  

 To examine the factors that inhibit women disclosing and reporting  

 To establish what is best practice for services in responding to victims of sexual 
violence 

 To identify the policies that should be in place to enable best practice 

 To examine the benefits and implementation of the COSAI Benchmarking and 
Evaluation Tool  

Intended learning outcomes: 

 An understanding of what is sexual violence, its prevalence, causes and impacts 

 An awareness of myths and stereotypes underpinning sexual violence  

 An understanding of the factors that inhibit women disclosing and reporting and 
what helps women feel supported and safe 

 A commitment to best practice in the provision of front line sexual violence services  

 A commitment to promote and implement the COSAI Benchmarking and 
Evaluation Tool 

 An understanding of intersectoral and collaborative working to support and enable 
best practice 

 

Inform the group: 

You are here to undertake training in issues relating to sexual violence and sharing good 

practice in supporting women who have been sexually assaulted. We will be talking about 

rape and sexual assault, trafficking, forced prostitution and other forms of sexual violence. 

        

We recognise that men and children also experience sexual violence; however, in this 

training we will be focussing specifically on women’s experiences of sexual violence, which 

is the focus of the COSAI project.  

In this training, we will be looking at what sexual violence is, why it happens, and what 

women’s experiences of it are. We will then go on to look at services – barriers to 
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accessing services for women and good practice when responding to women who are 

experiencing, or who have experienced, sexual violence.  

 
Step 3: Housekeeping:  Let participants know what time the training session will start and 
finish; where the toilets are; that there will be regular breaks and where are the fire exits. 
 
 
Step 4: Who’s here today? Ice breaking exercise. ▲Use PowerPoint slide 6  
 
Ask participants to sit next to someone they have not met before. Ask them to share 
information on: 
 

 Their expectations of this training day 

 What experience they have in working with women who have experienced sexual 
violence 

 
After a few minutes ask everyone in turn to share what they want from this event and list 
this on the flipchart. Ask for brief details about their experience of working with women who 
have been sexually assaulted. After everyone’s expectations have been explained, you 
can say which ones are likely to be fulfilled by the training programme. Explain that 
participants will have the opportunity to feedback how their expectations have been met at 
the end of the training event.  
 
 
Step 5: Set ground rules ▲Use PowerPoint slide 7   
 

Discussions of sexual violence can be difficult and upsetting for the participants. And as 

a consequence of the extent of sexual violence, they can also be affected by personal 

experience. It is possible that participants may have experienced sexual violence or are 

close to someone who has. It is important that these issues are acknowledged when 

the ground rules are established. It is also recommended that these issues are also 

acknowledged in the pre-course joining instructions that are sent to the participants and 

throughout the course at appropriate times.  

1. Explain to the participants the need for having a set of rules for behaviour.  
2. Ask the group for suggestions for rules that should be adhered to, and make it clear 

that the entire group should agree the rules.  
3. Write the agreed rules on the flip chart and keep them in full view throughout the 

workshop. 
4. Some important ground rules are listed on PPT slide 7. These are: 

 

 Do not interrupt while others are speaking 

 Everyone should listen to what others are saying as well as speak 

 Maintain confidentiality of what is shared 

 Show respect for others, and others’ experiences 

 Do not speak aggressively or make personal attacks 

 Do not express views or use language that is racist, sexist, homophobic or 
which discriminates in terms of disability, age or class 

 Do not judge other trainees 

 Be open to learning new ideas  
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Time out clause: Due to the nature of the issues covered in this training, some 

participants may feel distressed or upset by the exercises and may need to take a 

break from the session.  

It is important to be prepared for disclosures of abuse. If this happens, you may have 

to stop the session to allow time to talk privately with someone in this situation, and 

make sure you have appropriate information to give them about where they can go for 

support.  

It is important that participants who disclose information about their own experiences 

do not become the focus of questions from either the trainer or other participants.  

Participants should not be pressured or feel pressured to answer a question from 

either the trainer or participant.  
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Module II: Defining sexual violence 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

Information for the trainer 
 
The main learning outcomes of this session are an understanding of the definition and 
different forms of sexual violence and how common sexual violence is.  
 
Inform participants that it is very important to have a common understanding of what is 
sexual violence and what kinds of violence are considered as sexual violence. Legal 
definitions of sexual violence are different in different countries.  
 
To ensure a common understanding this training programme is based on the definition of 
sexual violence adopted by the WHO. 
 

 

Outline of the module and the PowerPoint slides 

 

Step Content Resources Timings 

1. Introduction Outline the objectives of the 
session 
 

PPT slide 8 2 mins 

2. Discussion on the 
definition of sexual 
violence and its 
nature 

Read aloud definition of sexual 
violence by WHO to stimulate 
group discussion. 
 
 

PPT slide 9  
 
 
 
 
 

10 mins 

Tasks: 

 To discuss and clarify what is sexual violence  
 To discuss and clarify the prevalence of sexual violence 

 

Tools required: 

 White board and markers 
 PowerPoint presentation (Slides 8 - 13) 
 Paper and pen for notes 
 

Materials for participants: 

 Printed hand outs: quiz and answers (Appendices 2 and 3) 
 Paper and pens for notes 
 Flip chart paper and markers 

 

Time: Approximately one hour 
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3. Identifying forms of 
sexual violence 
against women 
exercise 

The exercise consists of listing 
forms of sexual violence  

Flip chart or 
Whiteboard 
 
PPT slides 10-
11 

25 mins 

4. The extent of 
sexual violence quiz 

Participants respond to short 
quiz on the prevalence of sexual 
violence  
 
Convene in plenary to discuss 
the answers to the quiz 
 

PPT slide 12 
 
Quiz questions 
and answers 
(Appendices 2 
& 3) 
 

15 mins 

5. Questions and 
summary 

Final questions and comments 
 
Show sexual violence in England 
slide 

PPT slide 13 3 mins 

    

 

Background for the session 
 
Definition of sexual violence 

The COSAI project uses the WHO’s definition of sexual violence as: 

„any sexual act, attempt to obtain a sexual act, unwanted sexual comments or advances, 
or acts to traffic, or otherwise directed, against a person’s sexuality using coercion, by any 
person regardless of their relationship to the victim, in any setting, including but not limited 
to home and work” 
 
The main reason for using this definition is that it covers not only non-consensual 

penetration (vaginal, oral, anal), but also includes other forms of sexual violence, for 

instance sexual violence within relationships that is a part of domestic violence.8  

 

Sexual violence may also take place when someone is unable to give consent – for 
instance, while drunk, drugged, asleep or mentally unwell.9  
 

Different countries have different legal definitions of sexual violence, and that criminal 

justice proceedings will follow each country’s laws. However, in order to provide the best 

and most appropriate support to victims, it is important to understand wider definitions and 

understandings so as to inform policy making and practice.  

 
 
Prevalence of sexual violence10 
 
Sexual assault and other forms of violence against women are prevalent in European 
societies. However, the true extent of this phenomenon is unknown and reported levels 
across and within countries depend not only on how they define sexual assault, but also 

                                                
8
 Perrtu Sirkka, Verena Kaselitz 2005/2006. Addressing Intimate Partner Violence-Guidelines for Health 

Professionals in Maternity and Child Health Care, University of Helsinki 
9
 WHO (2012) Understanding and Addressing Violence Against Women: Sexual Violence.  Factsheet 

WHO/RHR/12.37 
10 COSAI (2012) “Models of intervention for women who have been sexually assaulted in Europe: A review of 

the literature” Available at: www.cosai.eu 

http://www.cosai.eu/
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on the methodology that is used to report prevalence levels. In all cases, the rates are 
likely to underestimate the real numbers as many assaults are unreported and some forms 
of sexual violence, especially those that include non-physical force or verbal sexual 
degradation, have higher incidence rates, but may not be perceived by victims or 
perpetrators as an offence.  
 
Prevalence refers to the percentage of persons who have been sexually assaulted and 
incidence refers to the number of sexual assaults occurring during a given period of time.  
At the national level, these are generally assessed through population-based surveys 
based on self-reporting. Official crime statistics are also used but these only record crimes 
actually reported to the police.  
 
In addition, when considering the extent of sexual assault, evidence supports certain 
population groups as more vulnerable. These include adolescents, young women, those 
with disabilities, homeless people, sex workers, women on low incomes, women who were 
previously victims of sexual abuse or assaults, and lesbian, gay, bisexual, transgender and 
intersex people.  
 

 
Step-by-step guide 
 
Step 1: Introduction ▲Use PowerPoint slide 8  
 
Outline the objectives of the session 
 
 
Step 2: Defining sexual violence ▲Use PowerPoint slide 9 
 
Open PPT slide 9 - Definition of sexual violence. This definition is developed by WHO and 
covers a wide spectrum of sexual violence. 
 
The trainer should read the definition out loud: 
 
“Any sexual act, attempt to obtain a sexual act, unwanted sexual comments or advances, 
or acts to traffic a person’s sexuality, using coercion, threats of harm or physical force, by 
any person regardless of relationship to the victim, in any setting, including but not limited 
to home and work”. 
 
 
Step 3: Identifying forms of sexual violence against women exercise ▲Use 
PowerPoint slide 10 
 
During this session participants are asked to name all forms of sexual violence that they 

know, have heard or read about.  Since there will be practitioners from different disciplines 

in the group it is likely that people will name different forms of sexual violence based on 

their own practice. This exercise and discussion will help the whole group understand the 

many different forms of sexual violence and that these cover a wide range of sexually 

abusive behaviours. It is important to consider how individuals may define things 

differently. For instance, there is not a universal definition of rape that applies in law across 

Europe. Women who have experienced sexual violence may also be unsure what legally 

constitutes rape in their country.  
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Use a flip chart or white board to write ‘Forms of sexual violence’, ask participants to call 

out examples and the trainer should write these on the flip sheet.   

If the group is hesitant, the trainer can start the list as in the following example:  

 
 
 
▲Show the PPT slide 11 ‘Forms of sexual violence’ (WHO). Inform participants that these 
are forms of sexual violence identified by WHO in the Report on Violence and Health, 
Chapter 6 It is important to emphasize that the list is not a definitive one. 
 
Creating talking points 
 
The flip chart list created by the participants and the Forms of sexual violence (WHO) PPT 
slide can be used to creating discussion. For example: 
 
The forms of sexual violence against women can be considered in various ways. Sexual 
violence can be recognised in terms of a threat of violence, an intention of violence and 
actual violence. Sexual violence is prevalent throughout the life course, which affects 
babies, children, young people, adults and the elderly. Sexual violence takes place in 
different settings including the home, workplace, institutions such as schools and care 
homes, and public places and spaces. 
 

Note to the trainer:  

 

It is important to remind participants about the ground rules throughout the course and 

ensure that a safe learning environment is maintained. Before starting this part of the 

module participants should be informed that the list will include terms, which may cause 

distress. Acknowledging this is important. The trainer could ask, ‘What will make this less 

difficult and more comfortable to talk about?’  

 

You can also tell the group that it can be hard for professionals to hear and say some of 

these words. Remind them how difficult, or impossible it is for many women to voice 

what has happened to them.  

 

This part of the module might produce a situation in which participants realise for the first 

time that they have been victims or perpetrators of sexual violence. Trainers need to be 

prepared for this possibility. 

Example: Forms of sexual violence against women 

- Forced vaginal penetration with a penis or an object 
- Oral sex without consent 
- Fellow workers making sexual remarks 
- Forced to watch or make pornography or to repeat sexual actions that are seen 

in porn films 
- Pinching breasts/buttocks 
- Trafficking 
- Forced sex by a partner when the woman is tired or ill or disinclined  
- Sex when the woman is drunk or asleep 
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The participants can consider which forms of sexual violence are women more likely to 
report or seek help for, and which types are often unacknowledged and/or are not 
considered as sexual assault by the victim and / or perpetrator. The discussion might also 
include thinking about the different sectors that could be involved in identifying and 
addressing the problem.  This lays the groundwork for the training ahead. 
 
 
Step 4: The extent of sexual violence quiz ▲Use PowerPoint slide 12 

Objectives 

While the previous exercise is intended to raise the participants’ awareness of the broader 

definitions and contexts of sexual violence, this exercise is intended to highlight the extent 

of sexual violence, and which groups are more vulnerable.  It is important to emphasise 

that official statistics and figures are likely to be a significant under-representation of the 

problem, because of low reporting and conviction rates in all countries. 

At the beginning of this exercise participants undertake a short quiz “The prevalence of 

sexual violence” [Appendix 2]. The questions cover the prevalence of sexual violence 

worldwide.  If you are able to find reliable sources, you may add statistics relating your 

own country to the quiz.  

The quiz can be done individually, in pairs, or small groups, depending on the number in 

the whole group, the gender ratio and the group dynamics.  

 

The trainer should give the participants about 5 minutes to complete the questions before 

going through the answers with the whole group. This should stimulate discussionswith 

emphasis not on whether people are wrong or right, but on what they have been able to 

learn from the task. The printed answers [Appendix 3] can then be distributed amongst 

the participants. 

 

 
Step 5: Questions and summary ▲Use PowerPoint slide 13 
 
End the module by asking if the participants have any final questions and comments. This 
process might be helped by asking the participants to consider the module in terms of the 
following aspects: 
 

- What have you leant? 
- Has anything surprised you? 
- Has anything concerned you? 

 
Slide 13 may also be used to help summarise the module.  
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Module III: Causes of sexual violence 
  

 

 

 

 

 

 

 

 

 

 

Information for the trainer 

The learning outcomes of this session are to understand the nature of sexual violence in a 

social context of inequality. It also explores the myths and public perceptions around 

sexual assault. 

 

Outline of the session 

Step Content Resources Timings 

1. Introduction Outline the objectives of the 
session 
 

PPT slide 14 2 mins 
 

2.Sexual violence and 
gender inequality - 
causes of sexual 
violence exercise 
 

Exercise and discussion on why 
sexual violence happens, myths 
and public perceptions. 
 

PPT slides 15 - 
16 
 
Flip chart 

23 mins 

3. Summary and 
questions 
 

Provide an opportunity for final 
questions and comments 
 

 5 mins 

 

 

  

Tasks: 

 To understand sexual violence as part of wider structure of gender inequality  
 To identify myths, public perceptions and victim-blaming attitudes around sexual 

assault 
 

Tools required: 

 Whiteboard/ flip chart and marker 
 PowerPoint presentation (Slides 14 – 15) 

 
Materials for participants: 

 Paper and pens for notes  
 
 

Time: Approximately 30 minutes  
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Background for the session 

Rape myths and their effects 

There are many myths about sexual violence that seek to place blame for the violence with 

the victim. Women who have experienced sexual violence are affected by wider social 

attitudes about this kind of violence and may hold beliefs that reflect widely held myths.  

If the conception of rape is in terms of strangers in dark alleys, and a friend or partner 

rapes a woman in her own home, it may be hard for her to recognise that what happened 

was rape. 

Often women will have recurring thoughts such as, 'I accepted a drink from him....', 'I 

accepted a lift home from him....', 'I invited him in for coffee...' and find a way of blaming 

themselves; but since when was having a drink or a lift home an invitation to rape? 

Rape and sexual violence myths are used to minimise, justify or deny the occurrence of 

sexual violence. They achieve this by blaming the victim and making excuses for the 

perpetrator. In effect these myths perpetuate sexual violence because they play a powerful 

part in defining individual, social and institutional responses, and create an excuse not to 

address the realities of sexual violence. 

These myths and victim-blaming attitudes are often prevalent among service providers and 

result in additional trauma for rape survivors. This is known as “secondary 

victimisitation”11. As a principle of care and safety to victims, medical, legal and therapeutic 

professionals should avoid secondary victimisation either in their behaviour or by 

neglecting to care for victims. 

Social conditioning / power and control 
 
Social conditioning is a factor in contributing to social structures in which men’s power over 
women is largely condoned and in many ways promoted. 
 
However, sexual violence is always the responsibility of the individual man. Many attempts 
to understand or to explain what has led up to or caused sexual violence do not 
acknowledge a man’s responsibility for his actions.  
 
Men who use sexual violence usually do so to achieve control and dominate the woman. 
This could be within a relationship (from asserting his ‘right to sex’ with his partner to 
punishing her for ‘asserting herself’); it could be used as a means of controlling and 
subduing a woman in the context of prostitution and trafficking; it could be to make himself 
feel powerful by shouting sexual remarks out of his car window at a woman in the street; it 
could be because he sees women as fair game to be used and abused.   
 
The violence often occurs in a context where mainstream culture promotes ideas of male 
dominance and sexual entitlement and bombards us with images and ideas of female 
submission / sexual availability. At the same time, communities and the media can collude 

                                                
11

 COSAI (2012) “Models of intervention for women who have been sexually assaulted in Europe: A review of 

the literature” Available at: www.cosai.eu  

http://www.cosai.eu/
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by looking for reasons to excuse the perpetrator and to blame the victim. In most societies, 
there are few sanctions to male violence and inadequate support and protection for 
women. 
 

Step-by-step guide 
 
Step 1: Introduction ▲Use PowerPoint slide 14  
 
Outline the objectives of the session. 
 

Step 2: Sexual violence and gender inequality - the causes of sexual violence 

exercise12▲ Use PowerPoint slides 15 - 16  

Due to the potential emotive and upsetting nature of this module it is important to maintain 
a safe place for learning. Again, the trainer could ask, ‘What will make this less difficult and 
more comfortable to talk about? 
 
There are two ways of running this exercise.  
 
Option A 

Prepare a flip chart as follows. Ensure there is space underneath each heading. 

Why does sexual violence against women happen? 

What excuses might men make? 

 

 

 

 

Why might a woman blame herself? 

Social conditioning 

 

 

 

 

Power and control 

All violence against women is unacceptable and is a crime 

 
Ask participants to call out common reasons given to explain sexual violence. 
 

                                                
12

 Exercise 1 is adapted from: ‘Understanding Gender Inequality and Violence against Women Training Pack’. 
Argyll and Bute Community Planning Partnership / Women’s Support Project 2010 
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Encourage the group to call out both the reasons they believe are true, and ones that are 
commonly held by other people. The trainer should write up each reason under the 
appropriate heading (use guidance below) and encourage discussion if there is any 
disagreement or lack of understanding. 
 
Once the examples are listed, the trainer should go through them starting with male 
excusing and women blaming examples. Make clear that while some people may use 
these as excuses to justify sexual violence, these play no part in providing adequate or 
reasonable explanations for why it occurs. The social conditioning and power and control 
examples should then be discussed with reference to the background information.  
 
Some of the points likely to be raised under each category are included in the table 
overleaf and on PPT slide 15. 
 

Why does sexual violence against women happen? 
 
Excuses men might make 
Alcohol or drug dependency 
Stress/poverty/oppression 
He can’t control himself 
Mental illness 
Testosterone 
Sexual frustration 
He misread the signals 
She came to my house, she must have wanted sex 
Women say ‘no’ when they mean ‘yes’ 
 
Reasons why women might blame themselves 
She led him on 
She was making him jealous 
She was drunk 
She was wearing provocative clothing 
She shouldn’t have been walking home alone in the dark 
 
Social conditioning  
Macho expectations of what it is to be a ‘real’ man 
Society allows men to think women are sexually available 
He has no respect for women / thinks all women are slags / tarts (misogyny) 
Society endorses sexual violence through pornography, sexualisation of women 
 
Power and control 
Because he thought he could get away with it 
To teach her a lesson 
‘She’s my girlfriend / wife, I can do what I like’ 
He likes to control women 
Oppression of women through group behaviour (from shouting at women in the street to gang 
rape and murder) 
Ineffective use of law 
Lack of sanctions / law (in both civil society and in war situations)  

 
All violence against women is not acceptable  
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Option B 

Prepare four sheets of flip chart paper. Write one of reasons/ excuses categories on a 

separate sheet of paper as follows: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Place the paper around the room either on the walls or upon separate tables. Invite the 

participants to write their viewpoints on the paper. This approach has the advantage of 

getting the participants moving around the room. Alternatively, the participants could divide 

into four groups. Each group would then be tasked to consider one of the reason/ excuse 

category. 

The feedback and discussion part of this way of running the session needs to then follow 

the same path as described in Option A above. 

 

Step 3: Questions and summary  

End the module by asking if the participants have any final questions and comments. This 
process might be helped by asking the participants to consider which issues, if any, 
caused the most division in the group? If so, were there opposing opinions reconciled?  
 
It is very important that no myth or excuse is perpetuated and that participants understand 
that all violence against women is not acceptable.  
 
 

 Why might a woman blame 

herself? 
What excuses might men 

make? 

 

 

 

 

 

Social conditioning Power and control 
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Module IV: Why women find it difficult to report sexual 
violence 
 

 

 

 

 

 

 

 

 

 

 

Information for the trainer 

The learning outcome of this session is for participants to have a greater understanding of 

the barriers that prevent women from reporting sexual violence. 

 

 

Outline of the session  

 

Step Content Resources Timings 

1. Introduction Outline the objectives of the session 
 

PPT slide 17 2 mins 

2.Why many women 
do not disclose or 
report sexual 
violence 
 

Small group work to discuss which 
factors prevent and encourage 
disclosing and reporting 
 

PPT slide 18 
 
Flipchart 
 

23 mins 

3. Summary and 
questions 
 

Provide an opportunity for final 
questions and comments 
 

 5 mins 

 

 

 

 

 

 

Tasks: 

 To understand why many women do not report sexual violence 
 

Tools required: 

 White board / flip chart and markers 
 Hand out: Appendix 4 

 
Materials for participants: 

 Paper and pens for notes 
 Flip chart paper and marker pens 

 
Time: Approximately 30 minutes 

 



 This project was funded by the Daphne III Programme of the European Union (Just/2010/DAP3/AG/1395)          34 
 

Background for the session 

Underreporting of sexual assault 

There are many reasons why women are discouraged from reporting, not least the fear 

that the perpetrator will retaliate in some way, and  anxiety that they themselves will be 

blamed for what happened by their family and friends. Many of the reasons why women do 

not report relate to the stigma and shame of sexual violence. As we have learned, the 

myths and misconceptions about sexual violence contribute to feelings of shame, stigma, 

fear and confusion.  

Many women are left in a position of being on their own dealing not only with the physical 

impact, but also feeling isolated, frightened, angry, guilty, and full of shame, while being 

surrounded by myths and prejudices that deny the reality of what has happened to them. 

The decision to report is therefore very difficult and complex. Women weigh up factors 

such as stigma and dishonour, if they will be believed, and how they can expect to be 

treated by state agencies such as the police, courts and healthcare professionals.13 

Often a trusted friend or family member is the first to be told, and how they respond may 

encourage or discourage a formal report. Reporting increases access to healthcare – 

research shows that over half of those who report go on to receive medical treatment 

compared to under a fifth of those who did not.14  

There is a broad consensus that police stations are not the best place to address sexual 

violence, and certainly not to collect forensic evidence.15 Different European countries 

have developed centres which offer specialist medical and forensic services for anyone 

who has been raped or sexually assaulted. These centres often also act as a gateway to 

other services and advice to assist victims in their recovery. Although the evidence is not 

conclusive about whether the existence of these specialised services increases reporting 

of sexual assaults, the evidence does support specialisation in sexual assault, either in the 

form of specialised service provision or by specialised professionals, are more likely to 

offer victims thorough care. These models of service provision are explored in detail in 

Module VIII. 

  

                                                
13

 Kelly, L (2005) Promising Practices addressing sexual violence. Expert Paper delivered by Professor Kelly, 
Child and Woman Abuse Studies Unit, London Metropolitan University, at: "Violence against women: Good 
practices in combating and eliminating violence against women" Expert Group Meeting Organized by: UN 
Division for the Advancement of Women in collaboration with UN Office on Drugs and Crime 
14

 Rennison, C, 2002, ’Rape and sexual assault: reporting to the police and medical attention, 1992-2000’ 
Bureau of Justice Statistics: Selected Findings, August, Washington DC, US Department of Justice. 
15

 Kelly, L (2005) Promising Practices addressing sexual violence.  
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Step-by-step guide 
 

Step 1: Introduction ▲ Use PowerPoint slide 17 

 

Outline the objectives of the session. 
 

 

Step 2: Why many women do not disclose or report sexual violence  

▲ Use PowerPoint slide 18 

 
Ask the participants to divide into smaller groups of about 5 - 6 people. Inform the whole 

group that statistics show that most women never report sexual violence to the police.16 

Prepare two pieces of flipchart paper for each group as follows: 

 

 

 

 

 

 

 

 

Each group should then discuss and write down which factors they think prevent women 

from reporting sexual violence to the police, or disclosing to others, and which factors they 

think encourage reporting and disclosing. Give the groups about 10 minutes to do this.   

Then ask the person who is to feedback to the whole group to go through their answers.  

You should then discuss these with the group with reference to the information in 

Appendix 4, which you should give to each participant, and also by using the background 

information in this module. Important issues to highlight include: 

 

 

 

 It is important to acknowledge and make the distinction between disclosure to a 
friend or family member and reporting to the police.  

                                                
16

 It is well established that many women do not report sexual violence to the police at all (WHO 2012). Studies 

show that while few women formally report, most (72%) confided in friends and many turned to family (41%) and 

other informal sources of support (Brennan& Taylor-Butts 2008). Data for the United Kingdom show a similar 

trend (Smith et al., 2011 in Chaplin et al. 2011). This kind of data can vary from country to country and within 

countries, depending on cultural beliefs, gender roles and levels of confidence in the police.  

 

Factors that discourage women 

from disclosing or reporting 

sexual violence 

 

 

 

 

 

Factors that encourage women 

to disclose or report sexual 

violence 
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 A number of factors are likely to appear on both lists. For example the involvement 
of the police may be perceived as a barrier to disclosure for some whilst it may be 
perceived as a positive factor for others 

 Some factors that discourage women from disclosing or reporting sexual violence 
are closely linked to the excuses that men might make to justify sexual violence 
and/or that women might use to blame themselves. These issues need to be 
clearly recognised as factors that are associated with perpetuating myths and 
misconceptions about sexual violence against women. 

 
 
Step 3: Questions and summary 
 

Conduct a brief discussion on the factors identified by the group and in relation to the hand 
out (Appendix 4).  
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Module V: The impact of sexual violence  
 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 

Information for the trainer 

The learning outcome of this session is to gain a greater understanding of the different 

impacts that sexual violence has on an individual, their family and the community.  

Such knowledge is important as it helps plan necessary health resources for appropriate 

help and support.  This knowledge can help practitioners recognise a possible victim of 

sexual violence and to provide appropriate and timely help. It can also assist policy makers 

and commissioners to plan necessary support services. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

Tasks: 

To explore the impact of sexual violence on women who have experienced sexual 

violence; their family and friends; the wider community and society 

Tools required: 

 PowerPoint presentation (Slides 19-28) 
 Appendix 5 The Impact of sexual violence 
 Appendix 6: Case study on the impact of sexual violence 

 
Materials for participants: 

 Paper and pens for notes 
 Flip chart paper and marker pens 

 
Time: Approximately one hour 
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Outline of the session 
 

 

Background for the session 

Impact and indicators of sexual violence 
 
There are no ‘typical’ reactions to sexual violence, but there are a range of impacts victims 
may experience both in the short- and long-term.  
 
In the aftermath of a rape or sexual assault, women can have a series of physical health 
consequences, these include injuries, gynaecological complications (e.g. chronic pelvic 
pain, vaginal bleeding, urinary tract infections), sexually transmitted infections (STIs), 
HIV/AIDS and unwanted pregnancies. Physical injuries can be severe, sometimes even 
life-threatening, but this is rare and most physical injuries resolve within several days. 
 
Sexual assault survivors can suffer from a number of mental and physical health problems. 
The most reported psychological consequences on victims are Post Traumatic Stress 
Disorder  (PTSD) and an array of related symptoms, including sleeping difficulties, poor 
appetite, flashbacks, anger, shame, avoidance behaviour, and relationship and sexual 
difficulties. In the most severe cases, depression has been reported to lead in some 
instances to suicidal ideation and suicide.  
 
Detecting indicators of violence against women, including sexual violence, in a health care 
facility is one important means to intervene in this public health problem. Health care 
professionals are uniquely positioned to screen for victimisation not only because evidence 
suggest that sexual assault victims use health services more frequently, but also because 
they are a first point of entry for women who do not report being victims of violence. 
Survivors are more likely to visit their General Practitioner or another health service (e.g. 
gynaecology) than specialised facilities in sexual or other forms of violence, especially if 
they don’t sustain injuries.  
 
Indicators of sexual violence are generally included in protocols to screen for all forms of 
gender-based violence and include inflicted injuries, health-related problems (e.g. chronic 

Steps Content Resources Timings 

1. Introduction Outline the objectives of the 
session 

PPT slide 19-20 2 mins 

2. Impact of sexual 
violence on  women 
who have experiences 
sexual violence 
 

Presentation listing possible 
acute, medium and long term 
physical and mental health 
symptoms  
 
Case study exercise 
 

PPT slides 21-26 
 
 
 
 
PPT slide 27 
Appendix ? 

10 mins 
 
 
 
 
30 mins 

3.  Wider impacts of 
sexual violence on 
family and friends, the 
wider community and 
society 

Whole group discussion on 
the wider impacts 

Flipchart 
 
  
PPT slide 28 
 

10 mins 

4. Questions and 
summary 
 

Provide an opportunity for 
final questions and comments 
 

Handout  
Appendix 5/6 

8 mins 
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cervical, pelvic and lumbar pain, digestive-related complications and irritable bowel 
syndrome) and psychological problems (e.g. depression, anxiety, and PTSD). Women 
may be current victims of sexual assault or may have experienced it in the past, in which 
case they may still be experiencing long-term effects. The general protocol is to perform 
clinical interviews to either confirm or rule out present or past victimisation and take 
measures to deal with effects both immediate and long-term17. 
 

Victims of sexual assault require comprehensive, gender-sensitive health services in order 

to cope with the physical and mental health consequences of their experience and to aid 

their recovery from an extremely distressing and traumatic event. The types of services 

that are needed include pregnancy testing, pregnancy prevention (i.e. emergency 

contraception), abortion services (where legal), STI testing and/or prophylaxis, treatment 

of injuries and psychosocial counselling. 

 

It is important that healthcare workers work in partnership with other sectors. In addition to 

providing immediate health care, the health sector can act as an important referral point for 

other services that the victim may later need, for example, social welfare and legal aid. 

Health workers are also well placed to collect and document the evidence necessary for 

corroborating the circumstances of the assault, and for identifying the perpetrator and the 

health consequences of the event. Such evidence is often crucial to the prosecution of 

cases of sexual violence, where the woman chooses to report.18  Information about 

organisations and services who offer help must be made accessible in healthcare settings, 

particularly in women’s toilets, as this may be the only place where women can obtain 

information without someone else (who may be the perpetrator) being present. 

 

It is vital for healthcare and other professionals working with women who they suspect may 

have experienced sexual violence, or who have disclosed sexual violence, to respect the 

women’s wishes and right to choose about whether or not to report to the police, and to 

have appropriate information about where women can access further support. Creating the 

right environment to support women to talk, and appropriate responses will be explored in 

Module VIII. 

 

Furthermore, the effects of sexual assault do not stop with the survivors’ health and well-

being. The consequences of sexual assaults can also span beyond the individual to also 

have substantial negative impacts on the victim’s partners or family. Research indicates 

that coping with the aftermath of rape can cause significant stress for the family, friends, 

and significant others of sexual assault survivors. Understanding these impacts can help 

professionals to plan for support and understand which sectors have to be involved in 

addressing responses to victims, and also the wider issues related to sexual violence.  

  

                                                
17 COSAI (2012) “Models of intervention for women who have been sexually assaulted in Europe: A review of 

the literature” Available at: www.cosai.eu 
18

  WHO (2003) Guidelines for medico-legal care for victims of sexual violence 

 

http://www.cosai.eu/
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Step-by-step guide 
 

Step 1: Introduction ▲ Use PowerPoint slide 19-20 

 

Outline the objectives of the session. 
 

 

Step 2: Impact of sexual violence on women who have experienced sexual violence 

▲ Use PowerPoint slide 21-27 

▲ Slide 21: Impact of sexual violence on women who have experienced sexual violence 

Studies show that less than half of sexual assault victims have any injury and only 22.8% 

have anogenital injury (injuries relating to the anus and genitals). Women are three times 

more likely to sustain a genital injury from an assault than consensual intercourse.19,20 Anal 

rape may cause fissures or deeper lacerations in the perianal skin but may also occur 

without persisting injury. 2, 21 

▲ Slide 22: Acute injury  

Accurate forensic description of injuries may indicate the possible cause and therefore 

relate to the account of the assault and the subsequent legal process. It is important 

toconsider the sites and the severity of injury. Punches, kicks, throttling and firm grip may 

all cause distinctive types of injury. 

▲ Slide 23: Medium term consequences  

▲ Slide 24: Longer term consequences  

▲ Slide 25: Mental health consequences 

Acute trauma reactions are shock reactions, which can last from a few hours to a few 

days. They may also be delayed for one to three days and last from some days to four to 

six weeks. Acute trauma reactions are normal reactions to a traumatic event. 

▲ Slide 26: Longer term mental health consequences  

 

  

                                                
19

 McLean I, Roberts S, White C, Paul S "Female genital injuries resulting from consensual and non-
consensual vaginal injuries" 2011 Forensic Science International 204 (2011)  

20
 Slaughter L, Brown RV, Crowley S & Peck R "Patterns of genital injury in female sexual assault victims" 
1997 Am J Obstet Gynecol March  

21
 McLean I, Balding V,White C "Forensic Medical Aspects of Male-on-Male Rape and Sexual Assault in 
Greater Manchester" 2004 Med Sci Law Vol 44, No 2  
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Case study exercise ▲ Slide 27: 

The purpose of this exercise is to consolidate and discuss the information provided by the 

PowerPoint presentation. 

Ask the group to divide into smaller groups of about 5-6 and distribute the Case study: 

Sarah handout. Ask each group to read the case study and consider the following 

questions: 

1. What might Sarah’s immediate concerns be? 

2. What injuries might she have? 

3. What are the issues to be addressed in the short and medium term? 

4. What are possible long term consequences for Sarah? 

After 15-20 minutes ask each group to summarise their responses to each question and 

list the main findings on a flipchart sheet of paper.  

Step 3: Wider impacts of sexual violence on family and friends, the wider 

community and society ▲ Use PowerPoint slide 28 

 

Ask the participants to call out examples of the wider impacts of sexual violence on family 
and friends, the wider community and society on a flipchart sheet of paper. The purpose of 
this exercise is to quickly identify a wide range of factors. 
 
 
 
Step 4: Questions and summary 
 

Conduct a brief discussion about the isues identified during this module. You could ask the 

following questions: 

 Are there any issues that are unclear or is there something we have not discussed 
that you think should have been included?  

 Do you think that what you have learned will be useful in your practical work? Does 
anyone want to provide an example?  

 
Handout the information in Appendix 6 
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Module VI: Models of intervention for sexual assault 
 

 

 

 

 

 

 

 

 

 

Information for the trainer 

The purpose of this module is to introduce participants to coordinated approaches of 

sexual assault service provision, how they work and what the client’s journey is like under 

such a model.  

A case study will raise awareness of the range of sectors and agencies involved in 

supporting victims of sexual violence, what they can offer, and what gaps/obstacles exist 

in sectoral and national approaches to ensuring comprehensive care to victims. 

  

 

Outline of the session  

Step Content Resources  Timings 

1. Introduction 
 
 
 
 

Outline the objectives of the 
session. 

PPT slide 29 
 

2 mins 

2.  Presentation on the 
models of intervention 
for sexual assault 
 
 
 
 
 
 

The presentation focuses on the 
services needed and the move 
towards coordination and a 
description of the SARC and 
client journey example in the UK. 
 
Other service models from 
Australia and Scandinavia are 
summarised. 
 
 

PPT slides 
30-41 
 
 
 
 
 
PPT slides 
42-45 

 

25 mins 

3.  Identifying sexual A case study will help identify the Case study 10 mins 

Tasks: 

 Introduce ideas surrounding coordinated models of service provision 
 Explore the client’s journey using the UK SARC Model 
 Briefly compare and contrast the SARC Model with models from Australia and 

Scandinavia 
 

Tools required: 

 PowerPoint presentation (Slides 29-48) 
 Case study (Appendix 7) 

 

Time: Approximately one hour 
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assault services 
 

range and type of agencies 
involved in supporting women 
who have experienced sexual 
violence.  
 
Feedback and discussion on 
services needed; the client 
pathway; gaps and barriers and 
areas of improvement. 
 

hand out - 
Appendix 7 
 
PPT slides 
46-48 

 
 

 
 
 
 
 
18 mins 

4. Questions and 
summary 
 
 
 

Consider how the learning from 
this module can inform local 
and/or national practice in the 
participants’ country. 

 
 
 
 

5 mins 
 
 
 
 
 
 

 

Background for the session 

Victims of sexual assault can be affected by emotional distress when they report their 

experience and how service providers respond can have very profound consequences for 

receiving appropriate care and later adjustment and recovery.  

In order to reduce the impact of accessing different services in different locations, a 

paradigm shift began in the US in the 1970s towards centralised models of management, 

where professionals from different fields offered collaborative treatment in a single 

location. Their objective was not only to coordinate care under one roof, but also to create 

a common understanding about the multi-dimensional context of care among the 

professionals involved in providing, designing and funding sexual assault interventions and 

programmes. This coordinated model of care has since been reproduced internationally.  

The coordinated models which will be presented in the session are based on either 

structural interventions, where the government supports and provides guidelines for the 

implementation of sexual assault interventions, or others which are community-level 

responses.  

Further notes are provided throughout this module. 
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Step-by-step guide 
 
Step 1: Introduction ▲Use PowerPoint slide 29  
 
Outline the objectives of the session. 
 

Step 2: Presentation on the models of intervention for sexual assault           

▲Use PowerPoint slides 30-45 

Go through the slides in the PowerPoint presentation. Notes are provided for each slide 
below. 
 
▲ Slide 30: Begin the session by identifying those services that may be needed/used by a 

woman who has been the victim of sexual assault 

 Forensic services – gather forensic DNA evidence and document injuries 

 Medical services – treat injuries, provide emergency contraception, prophylaxis and 
follow-up STI screening 

 Psychosocial services – Rape Crisis Centre: counselling, support and guidance; 
referral to other organizations/social services 

 Police and legal services - enforce the law, i.e. by identifying perpetrators; protect 
victims’ rights and ensure their safety and referral to appropriate services 

 

▲Slide 31: Introduce the idea of service coordination. 
 
Coordinated care is the system of providing services (forensic, medical, psychosocial and 
police/legal) for victims of sexual assault in a coordinated manner, often from a single 
location. This model of care first developed in the USA in the 1970s and is now used in 
numerous countries, including several in Europe. 

 
▲ Slides 32-33: UK Sexual Assault Referral Centre (SARC) Model 

The first Sexual Assault Referral Centre opened in the UK in 1986. It was established to 

improve the experience of reporting for victims of sexual violence.  

SARCs can be thought of as victim-centred medical units that aim to co-ordinate and 

simplify the pathway for victims of sexual assault, improve immediate care, aid recovery 

and boost conviction rates by supporting victims through the prosecution process. In 2012, 

there were 40 SARCs across England and Wales. The structure and delivery of SARCs 

varies, although services are typically delivered by a range of public, independent and third 

sector providers at premises owned by the police or the NHS in urban locations with high 

population densities. Leadership of SARCs at the regional level is provided by localised 

steering groups, which feed into a national steering group. 

Slide 33 shows the location of Liverpool in the united Kingdom and the areas that the 

SafePlace serves 

 

 



 This project was funded by the Daphne III Programme of the European Union (Just/2010/DAP3/AG/1395)          45 
 

▲ Slide 34: Case study- SafePlace Merseyside 

Liverpool is home to one of the UK’s 40 SARCs, named SafePlace Merseyside. Situated in 

the city centre, SafePlace Merseyside was established in 2008 and serves a core 

population of around 1.3 million Merseyside residents. 

SafePlace Merseyside forms part of a co-ordinated model of sexual assault service 

provision, which provides forensic and medical services and ‘contracts out’ psychosocial 

services to local Independent Sexual Violence Advisors (ISVAs). 

▲ Slides 35 - 37: Client’s journey 

Talk the participants through the client’s journey using the slides provided. This pathway is 

based on the UK SARC model and uses the SARC in Merseyside as an example.  

 

If an individual reports a sexual assault to police, health services or other social services in 

the county of Merseyside, they will be referred to SafePlace Merseyside – a Sexual 

Assault Referral Centre in Liverpool. Clients may also self-refer. A manager or 

administrator is present at the service to answer the phone during office hours and outside 

of these times callers will be connected to an operator service that will then have a crisis 

worker (CW) call them back as soon as possible. CWs must adhere to a strict procedure 

when taking self-referral calls and do so using a Crisis Worker Toolkit (a folder containing 

important information on safeguarding, mental capacity assessment, additional support 

services, client transport, lone working, conflict resolution and self referrals) and a 

telephone call log sheet. The CW will ask the client how they can help, but ensure that 

they explain the limits of confidentiality, particularly in relation to safeguarding issues. 

 

If an individual reports a sexual assault to police, they will be taken to SafePlace 

Merseyside by a specially trained police officer known as a Sexual Offences Liaison 

Officer (SOLO). The SOLO will take a brief account of the incident (including details such 

as who, what, where and when), and will brief the doctor at SafePlace Merseyside prior to 

the victim’s medical examination. A videoed police interview needed to cover the incident 

in fine detail will take place two to three days later at a police-owned house in a location 

away from the individual’s place of residence, for the purposes of confidentiality. 

Individuals who are referred to SafePlace Merseyside by other agencies, or who self-refer, 

can choose whether or not to report the incident to the police.  

On arrival at SafePlace Merseyside, the client is met by a Crisis Worker (CW) who 

provides specialist confidential, emotional and practical support and acts as the woman’s 

advocate during her time at the service. The CW must ensure that the client can 

understand and speak English well enough to give informed consent to the examination; 

otherwise an interpreter should be called. The CW will also complete a safeguarding 

checklist for the client and may be required to contact the Safeguarding Adults Team 

within Liverpool Community Health (NHS). 

In a designated pre-exam room, the CW will introduce the client to the doctor who will be 

conducting the forensic medical examination. Examinations take place in a dedicated 

examination room and are conducted by specialist doctors (Forensic Medical Examiners; 

FMEs) who can also provide emergency contraception, vaccinations, post-exposure 
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prophylaxis (PEPSE)22 and referral to sexual health clinics. Once the FME has given 

details of the forensic process to the client, the CW will take the client’s medical history 

and obtain written consent for the examination. The client will then enter the examination 

suite with the FME, the CW and other support as required. If the client has been referred 

to the SARC by the police, the SOLO will be present in the examination suite to ensure the 

chain of evidence and forensic integrity, but will remain behind a closed curtain at all times. 

During the examination, the FME will examine all parts of the client’s body and may take 

specimens such as swabs or blood and urine samples. The client will be asked to give 

more precise details of her experience to the FME who will conduct a risk assessment for 

self-harm.  

Upon completion of the examination, the client leaves the suite and is given the option of a 

shower and a change of clothes. In the post-exam room, the FME, the CW and the client 

are then able to sit down and discuss contraception options and other medical treatment 

such as PEPSE and vaccination for Hepatitis B. The CW will ask the client for their signed 

consent for referral to an Independent Sexual Violence Advisor for continued advice and 

support. An ISVA is required to contact the client within 24 hours of their attendance at the 

SARC (excluding bank holidays). For screening and treatment for sexually transmitted 

infections, clients are referred to a local Genitourinary Medicine (GUM) clinic for follow up, 

as infections may not be identifiable until up to 14 days after exposure. Suitable transport 

will be provided for clients to leave the SARC and travel home. 

▲ Slides 38-40: Photographs of SafePlace, Liverpool 

▲ Slide 41:  Introduce participants to the role of ISVAs 
 

Once the client has completed their forensic examination and left the centre, psychosocial 

and practical services are provided by an Independent Sexual Violence Advisor (ISVA), 

communication with whom is set up by the SARC. ISVAs are victim-focused advocates 

who are funded to work with victims of recent or historic sexual crimes and enable them to 

access the services they need, depending on the client’s individual circumstances and 

requirements. ISVAs are often employed in Rape Crisis Centres. Using a standard 

reporting form, ISVAs conduct an assessment of the client’s risk of self-harm, symptoms of 

Post-Traumatic Stress Disorder (PTSD), symptoms of depression, anxiety and low self-

esteem, need for a refuge or safe house, and need for childcare or the involvement of 

Social Services. This information is used to develop a bespoke care plan for the client. 

A client’s relationship with their ISVA may continue for weeks or months after an assault, 

with individuals often receiving support for up to 18 months, particularly when criminal 

justice proceedings are taking place. The role of an ISVA is multifaceted and includes 

providing information about the criminal justice system, support and advocacy through the 

criminal justice process, information and advice about health needs and options, emotional 

support and/or support to attend related appointments, and referral to other services or 

agencies. 

▲Slides 42-45 : Sexual Assault Services, Australia and the Centres of Excellence, 

Scandinavia 

                                                
22

 PEPSE is a treatment that can stop a person becoming infected with HIV after it has entered the body. 
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Use the above slides to summarise other coordinated models of service delivery, 

comparing and contrasting with the UK SARC model where appropriate. It is important to 

provide an opportunity for participants to reflect on different approaches to collaborative 

care. Possible points for discussion include: 

 

 What is similar and what is different? 

 What are the implications for service users? 

 Is it important to provide support to family and close friends 

 What are the potential benefits and concerns of having a hospital based service? 
 

Step 3: Identifying sexual assault services ▲Use PowerPoint slides 46-47  

A case study will help participants to identify the range and type of agencies involved in 
supporting women who have experienced sexual violence.   
 
Ask the participants to divide into groups of 5 or 6, give out and ask each group to read a 
case study and to consider the questions at the end see Appendix 7. The case study and 
questions are also shown on PPT slides 47-48.  
 
Ask each group to feedback to the main group. The group discussion should address the 
sectors that could be involved, what the client pathway could look like in terms of the 
services available in the local area or country, gaps and obstacles to service provision, 
and what can change to improve services and outcomes for victims.  

 
Step 4: Questions and summary  

Participants should be encouraged to consider how the learning from this module can 
inform policy and practice in the participants’ country. For instance: the trainer could ask 
participants what have you learnt that will be useful in your situation? What is missing and 
what might need to be done differently? 
 
Data collection and monitoring, research and evaluation should be considered at the 
beginning of the process when developing systems and services. 
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Module VII: COSAI Benchmarking & Evaluation Tool  
 

 

 

 

 

 

 

 

 

 

Information for trainer 
 
The purpose of this module is to prepare trainers by providing them with the information 
and content material on the Benchmark & Evaluation Tool, and ensuring that they are 
confident in their ability to lead the training session and convey to trainees what they need 
to know to implement and/or promote use of the Tool. 
 
As a result of participating in this module trainees should: 
 
Have: 

 Sufficient information about the Tool to use and/or promote its use in the trainees’ 

work context or inter-sectoral environment. 

 
Know: 

 What the benefits and results of using the Tool will be 

   How using the Tool will contribute to meeting the overall COSAI objectives.  

   How they can use the Tool in their work situation 

   When and where the Tool can be used 

   Who can and should use the Tool 

 Any limitations to its use. 

 
Be able to: 

 Complete the Tool elements 

 Explain the purpose of the Tool to colleagues in their own work situation and 
intersectorally 

 Describe how the Tool will help identify development actions. 

 
 

 

 

Tasks: 

 Introduce purpose of the Benchmarking & Evaluation Tool and its place within the 
overall programme 

 Explore the structure, content and methodology of the Benchmarking Tool  
 Review and identify how the Benchmarking Tool could be implemented in a variety of 

scenarios and by different professional groups  
 

Tools required: 

 PowerPoint presentation (Slides 49-61) 
 Flipchart and pens  
 Copies of the Benchmarking & evaluation tool (provided in a separate PDF) 

 
Time: Approximately one hour 
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Outline of the session  
 

Steps Content Resources  Timings 

1. Introduction 
 
 
 
 

Outline of session aims. PPT slide 49 
 
 

3 mins 

2.  Why 
benchmark? 

Brief explanation of the principles, 
roles and uses of benchmarking 
techniques. 
 
 

Flip chart 
PPT slides 50-51 
 

5 mins 

3.  Introducing the 
COSAI 
Benchmarking & 
Evaluation Tool 
 
 
 
 
 
 

Presentation to provide 

information about the research 

and evidence that has informed 

the tool; the purpose, structure 

and content of the Tool; and 

guidance on who should use it, 

when to use it and how to use it. 

PPT slides 52 - 
53 
 
 
 

15 mins 

4.  Exploring the 
Tool 
 
 
 

Small group activity  Copies of the 
Tool  
 
Flipchart paper.  
 
PPT slide 60 
 

25 mins 

5.  Promoting the 
Tool’s use 
 
 
 
 

Group discussion to consider how 
the Tool can be promoted 
stakeholders.  

Flipchart 
 
PPT slide 61 
 

10 mins 

6. Questions and 
summary 

Provide an opportunity for final 
questions and comments 
 

 
 

2 mins 

 
 
Background for the session 

 
Benchmarking 

A useful definition of benchmarking is the one adopted by the NHS (England) 

Benchmarking programme: ‘ Benchmarking is the use of structured comparisons to help 

define and implement best practice’ (www.nhsbenchmarking.nhs.uk). 

Benchmarking processes have been used for many years as a means of improving quality 

and organizational practices in general. Benchmarking tools/systems will typically explore 

the following: 
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 Performance:  here the focus is likely to be on detailed metrics (cost, time, 
productivity, etc) that give an indication of how an organization performs against 
established best-in-class standards or leaders in a field 

 Best practice: here the focus is more likely to be on strategies, policies and 
processes that are acknowledged to be consistent with the practices of more 
effective organisations. 

 

In all cases benchmarking involves the measurement, whether by hard data or subjective 

opinion (albeit with justification), of the quality of an aspect of an organization’s or system’s 

services, products, or underlying operating procedures.  The output from a benchmarking 

process should include: 

 Identification of an area for improvement 

 Analysis of how performance can be improved 

 Some form of change plan. 
 

  

The COSAI Benchmarking & Evaluation Tool 

 

Development of the Benchmarking & Evaluation tool  (the Tool) has been based on the 

findings from research in the first phase of the Comparing Sexual Assault Interventions 

project: namely, a literature review23 on models of intervention for sexual assault and 

existing evidence of service effectiveness; a mapping survey24 gathering information on 

current policy and programming of services for sexual assault in European countries; and 

telephone interviews25 with service providers on sexual assault service availability, 

effectiveness and appropriateness in different countries. This work found that the existing 

evidence does not provide commonly agreed indicators to measure effectiveness and 

accessibility to services. However, from the findings it was possible to identify a number of 

features of good/appropriate practices, which are recommended for policy makers and 

service providers to build into service design and provision. The tool has been designed in 

order to assess current practice against recommended aspects of service provision, to 

ensure comprehensive care and support, and more positive experiences for women who 

access sexual assault services. 

The tool is not intended to be an international comparator. Instead, it is an instrument of 

self-reflection that seeks to assist services, or those commissioning them, to assess the 

way they work and plan changes according to the standards recommended. 

The aim of the tool is to identify those mechanisms that exist in each service, and within 

the local setting, to address sexual assault. Each table provides a set of benchmarks or 

standards against which to assess what is in place in terms of service planning and 

provision. The analysis will identify strengths and gaps in current service provision, which 

will assist services to complement and improve their practice and also plan and provide 

appropriate services for women who have experienced sexual assault.  

The tool can be implemented for assessments at various levels: an individual service, all 

the services provided locally or the national situation in terms of sexual assault service 

                                                
23 www.cosai.eu  
24

 Ibid 
25

 Ibid 

http://www.cosai.eu/fileadmin/user_upload/Pdf/COSAI_Literature_review_FINAL.pdf
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provision and their standards and practices. Therefore, the tool can be used both by 

individual service providers and by national or local policy makers and commissioners who 

wish to review or design sexual assault service provision in their area. 

The assessment questions are based on the multi-sectoral approach required to support 

and deal with the different short-, medium- and long-term care needs of women who have 

been sexually assaulted. These include:  

 Forensic services to collect evidence, if the woman wishes to pursue legal 
prosecution  

 Medical services to treat injuries, potential pregnancy and STIs 

 Psychosocial and practical services for mental health and well-being support (e.g. 
counselling, support groups, housing, child care) 

 Criminal justice services to enforce the law and protect women’s rights 
 

The Tool is underpinned by a number of factors.  

First, evidence suggests that there continue to be various myths and stigmas that 

influence perceptions of sexual assault by service providers, the general public and victims 

themselves, and that these can have negative effects on victims’ reporting and experience 

accessing services.  The underlying principle of the COSAI project is to support the 

provision of services and interventions that recognise the rights and needs of women as 

the most important, in terms of access to respectful and sensitive services, guarantees of 

confidentiality and safety, and the ability to understand and determine a course of action 

for addressing all their care and support needs.  In this regard, the findings from the 

evidence suggests that a specialized service for sexual assault, either in the form of a 

dedicated service or professional, will be better able to ensure care and reduce negative 

impact on victims.  

Secondly, because of the multi-dimensional context that sexual assault support and care 

requires, coordination between sectors and services is also recommended.    

Thirdly, the research also found that many countries have adopted national strategies and 

designed protocols to address sexual assault.  While this may demonstrate political 

recognition of the problem, the mere existence of a strategy is not enough.  It is imperative 

that they be implemented through specific actions, including those conferred to service 

providers from each sector.  
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Step-by-step guide 

Step 1: Introduction ▲ Use PowerPoint slide 49 

 

Outline the objectives of the session. 
 

 

Step 2: Why benchmark? ▲ Use PowerPoint slides 50-51 

Conduct a short discussion to establish the participants’ knowledge and experience of 

benchmark tools. Encourage participants to indicate if they already use benchmarking and 

in what context. 

Step 3: Introducing the COSAI Benchmarking & Evaluation Tool ▲ Use PowerPoint 

slides 52 - 59 

▲ Slides 52-53:  Background Research and Evidence 

 The Benchmarking & Evaluation tool  (the Tool) has been based on the findings 

from research in the first phase of the Comparing Sexual Assault Interventions: 

Literature Review, Telephone interviews and Mapping survey on current policy and 

practice in European countries and internationally (available at www.cosai.eu). 

 Existing evidence does not provide commonly agreed indicators to measure 

effectiveness and accessibility to services. However, from the findings it was 

possible to identify a number of features of good/appropriate practices, which are 

recommended for policy makers and service providers to build into service design 

and provision.  

 Sexual assault requires multi-sectoral response: Forensic, Medical, Psycho-social 

& Practical support and Criminal justice. 

 The underlying principle of the COSAI project is to support the provision of services 

and interventions which place women and their rights at the core, which means: 

 Providing specialised sexual assault services, in the form of a dedicated 

service or professional; and 

 Ensuring coordination between sectors and services to ensure the multi-

dimensional context of care and support for victims. 

▲ Slide 54:  Purpose of the Tool 

 Assess current practices in sexual assault service provision against those 

recommended to ensure comprehensive care and support, and more positive 

experiences for women who access sexual assault services. 

 The Tool helps identify mechanisms that should be in place in each service, and 

within the local setting, to address sexual assault. 

http://www.cosai.eu/
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 The Tool is an instrument of self-reflection, which seeks to assist services, or those 

commissioning them, to assess the way they work and plan changes according to 

the standards recommended. 

 The tool can be implemented for assessments at various levels: an individual 

service, all the services provided locally or the national situation in terms of sexual 

assault service provision and their standards and practices. 

▲ Slide 55:  Structure and Content of the Tool 

 The Tool is divided into tables, which list the responsibilities and activities of each 
of the sectors involved in providing sexual assault services, including those 
involved for coordination by the multiple sectors. 

 Within each sector, responsibilities are categorised according to the service’s 
administrative and response provisions. Administrative provisions are those that 
are more organisational than activity-specific.  

 There is a section with questions on staff perceptions of how services are delivered 
and what should be improved.   

 A grid for assessment and next steps is included at the end of each section to 
assist those using the tool to begin to plan action areas for development and what 
resources it entails (e.g. staff costs, purchasing material, organising training or 
meetings, etc.). 

▲ Slides 56-59:  Guidance on the use of the Tool  

 Who should use: All those involved in providing sexual assault services or 

commissioning these services. 

 When to use: The Tool can be administered at any time when a service would like 

to evaluate its performance and how they meet standards of good practice. 

 

It is suggested that the benchmarking exercise be done once to explore the current 

situation and then at least once a year to assess developments, improvements or 

challenges.  

 How to use: The tool can be administered in writing or in the form of an oral 

interview with service providers. 

All the services need to complete Section 1, which refers to coordination efforts, as 

well as the section/s relating to the type of service they provide. 

Respondents should tick the appropriate box indicating if the feature listed is in 

place or not. 

 There is a in development/partially in place option, which refers to aspects of 

service provision that could be in place, but have limitations (e.g. a protocol exists 

but it is not used in practice) or are in the process of being implemented.  

 

The comments section is provided to give more detail about certain aspects of 
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service provision, including strengths and weaknesses; or to explain any features 

of the service different to what is proposed. 

The results should be analysed as to whether the service complies with the 

standards of good practice proposed to address sexual assault. The features that 

are in place would reflect strengths, while those missing could be any potential 

gaps in service delivery. 

Negative replies to whether standards are in place should be perceived as 

incentives to change certain aspects of service provision to promote better care for 

sexual assault victims. 

The standards proposed in the Tool are not exhaustive. Within the context of the 

setting using the tool, the appraisal and recommendations should analyse any gaps 

or distinctive service delivery features in terms of some of the following questions: 

- What is essential and what is not in your particular setting? 

- What are the priorities and should be done first, and what should follow? 

- What can be achieved in the short term and what can only be achieved 

over the longer term? 

- What is feasible and what is not given the capacity and resources 

available? 

 

Step 4: Exploring the Tool ▲ Use PowerPoint slide 60 

Split the whole group up into a number of sub-groups of about 2 – 4 people each. 

 

It is important to emphasise that the session is not about completing the Tool but about 

learning of its structure and content. Therefore, working quickly rather than thoroughly is 

important at this stage. 

 

Distribute copies of the Tool to each group.  Refer them to the sections of the Tool that 

you wish them to try out.  It is recommended that they look briefly at introductory sections 

A, B, C.  

 

Thereafter, groups should quickly go through Section 1 and/or a specific service section, 

depending on the make-up of the course. Groups should be encouraged to reach the 

section on identifying development plans focusing primarily on the first 2 columns. 

 

Bring the group back together and request feedback and comments. The focus here 

should be on how they found the experience, what worked well/easily/not so well, rather 

than on the detail of how they rated themselves. 

 

Summarise comments on the flipchart. 
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Step 5: Promoting the Tool’s use ▲ Use PowerPoint slide 61 

 

Group discussion to consider how the Tool can be promoted to stakeholders. 

Compile a list on the flipchart of good reasons for using the Tool, and their relevance to 

promoting the Tool’s use with different sectors and policy makers or practitioners.  What 

would convince colleagues of the benefits of using the Tool? 

 

Step 6: Questions and summary 

Provide an opportunity for final questions and comments. 
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Sector-specific modules 
 

 

 
Topic 
 

 
Time  

 
Module for practitioners I: Asking appropriate questions  
 

 
60 minutes 

 
Module for practitioners II: Responding to disclosure  
 

 
70 minutes 

 
Module for policy makers: principles of collaborative working 

 
90 minutes 

 

 
 

 
Note to the trainer:  
 
The next modules are targeted specifically for practitioners and policy makers, 
commissioners and service leads. If the audience in the training has both, participants 
should be divided into two groups according to their professional roles.  
 
There are two modules for practitioners who in the course of their work are likely to be 
supporting or treating women who have been subjected to sexual violence (e.g. 
gynaecologists, social workers, health care professionals, representatives of NGOs).  
These modules aim to develop skills to appropriately address victims and their needs. 
 
The module for policy makers, commissioners and service leads is for those responsible to 
design and commission sexual assault services. The module will present the 
characteristics of effective collaborative (inter-sectoral) working and tools which can be 
used to review collaborative arrangements and plan for their development. 
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Module for practitioners I: asking appropriate questions  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Information for the trainer  

The objective of this module is to look at situations where workers from a range of different 

agencies may have to ask service users or patients about sexual violence, and to practice 

asking questions. 

 
The session deals with direct communication between service providers and victims of 
sexual assault.  During the session we shall look at the factors that are necessary to 
create a safe place for women to talk, and the skills required to ask questions about sexual 
violence. The participants will have the opportunity to apply their knowledge in practical 
role-play scenarios.  
 
 

Outline of the session  

 

Step Content Resources Timings 

1. Introduction Outline the objectives of the 
session 
 

PPT slide 63 2 mins 

2. Possible signs 
of sexual 
violence 

Large group discussion on 
indicators that a woman has been 
sexually assaulted  
 

Flipchart 
PPT slide 64 

10 mins 

3. Asking 
appropriate 
questions 
 

Present the principles when asking 
questions about sexual violence 
 
Provide examples of start and 
follow-up questions 

PPT slides 65-66 
 
 
PPT slides 67-71 
 

10 mins 
 
 
10 mins 

Tasks: 

 To enable participants to feel confident to ask questions about sexual violence 
 

Tools required: 

 White board / flip chart and markers 
 PowerPoint Presentation (slides 63-74) 
 Role play exercises (Appendix 8) 

 

Materials for participants 

 Paper and pens for notes 
 Flip chart paper and markers 

 

Time: Approximately 70 minutes 
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4. Role-playing 
exercise: asking 
appropraite 
questions 

Participants to work in groups of 
three 
 
Role play feedback - questions for 
discussion  
 

Case scenarios 
(Appendix 8) 
 
PPT 72-74 

10 mins 
 
20 mins 

4. Summary and 
questions 
 

Review the principles again and 
allow for any questions and 
feedback 
 

 10 mins 

 
 

Background for the session 
 
Victims of sexual assault can be affected by emotional distress when they report their 
experience and the literature suggests that how service providers respond can have very 
profound consequences for receiving appropriate care and later adjustment and recovery 
 
It is important to let women know of her options and procedures early in the discussion, in 

order to give her choices about how to proceed. This includes telling her about the limits to 

confidentiality, for instance, if she tells you that a child is being abused.  

 

Some people may worry that women might become angry as a result of being asked 

personal questions. In most instances however, women will appreciate why you are asking 

these questions and won’t take offence.  

 

The risk of offending someone is far outweighed by the risk of adding to a woman’s 

sense of isolation by not asking. If a woman is offended or angry you could say: “We 

know that many women have experienced gender based violence – as many as 1 in 3 

women will have experienced problems such as domestic violence, rape or child sexual 

abuse. If any of these are an issue for you it might make a difference to the help and 

support I can offer you.” 

 

Not all women will disclose what is happening. The timing might not be right or the barriers 

too great. It may therefore not be appropriate to keep pushing the issue, but it is important 

to leave the way open for her to get back to you. If appropriate, offer her some information 

to look at and/or take away. 

 

 

Step-by-step guide 
 
 
Step 1: Step 1: Introduction ▲ Use PowerPoint slide 63 

 

Outline the objectives of the session. 
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Step 2: Possible signs of sexual violence ▲ Use PowerPoint slide 64 
 
Ask the whole group to call out signs or indications they may come across in their work 
that might suggest a woman has experienced sexual violence. List these on a flip chart as 
they are called out.  
 
▲Slide 64. Ensure the participants have identified the points shown on the PPT slide. 26 
 

 Frequent appointments for unclear issues 

 Repeated presentation to A&E or other healthcare settings with non-specific 
symptoms or abdominal / pelvic pain 

 Missed appointments 

 Injuries 

 Repeated history of miscarriages, terminations or multiple pregnancies  

 Appearing frightened, anxious, depressed or distressed 

 Afraid of partner, or silent in his presence 

 Partner appears aggressive, controlling and speaks for the woman 

 No or little access to money 

 Alcohol or substance misuse 
 
It is important that participants understand that the above list contains indications of 
sexual violence and not evidence of sexual violence. 
 
 
Step 3: Asking appropriate questions ▲ Use PowerPoint slides 65-71 
 
 ▲ Slide 65-66: Principles when asking questions about sexual violence 
 
Explain that as a service provider, participants will come across victims of sexual assault 
from a whole range of backgrounds, who have suffered different types of trauma. In all 
instances, there are important principles that must be adhered to when asking questions 
about sexual violence. These are: 
 

 Behave professionally and remain calm. 

 Listen. 

 Don't ask questions that blame the victim (i.e. “why did you do that?”), or force her 
to agree with you.  

 Ask general questions only (e.g. "Can you tell me a little bit more about that?") 

 Do not pressure her to continue or ask for more details than she is ready to give. 

 Don't question the victim in a way that will distress her further, or expect her to 
admit to words, opinions or concepts that are your own. 

 Let the woman know of options and procedures early in the conversation, to give 
her choices about how to proceed. 

 

 

 

                                                
26

 Some of the above has been obtained from: South Thames Foundation School and the Havens (March 
2012) Sexual and Domestic Violence Teaching Resource Pack   http://www.stfs.org.uk/faculty/training-about-
sexual-and-domestic-violence 
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▲Slide 67: Starting questions 
 
During a discussion with a woman who you suspect is a victim of sexual violence, it is 
important that the woman feels safe to talk. Never introduce the topic where others are 
present; instead, invite her to come and chat in a private room.   
 
You should start with open, non-threatening questions: 
 

 “How are you feeling, generally?” 

 “Is there anything else you would like to talk about today?” 
 
It is important to reiterate that not all women will disclose what is happening. The timing 
might not be right or the barriers too great. It may therefore not be appropriate to keep 
pushing the issue, but it is important to leave the way open for her to get back to you. 
 
▲Slide 68: Questions if there are visible indications that the woman has experienced 
sexual violence  
 
Possible questions could be: 
 

 “I notice you have a number of bruises/scratches, how did they happen?” 

 “Did someone do this to you?” 
 
▲Slide 69: Possible follow-up questions if the explanation is vague or seems improbable  
  
If the explanation is vague or seems improbable, it is important not to pressurise the 
woman to continue or to ask for more details than she is ready to give. If further questions 
are to be asked, they should be done so appropriately and sensitively. Examples are 
provided below. 
 

 “Are you afraid of your partner, ex-partner, or anyone close to you?” 

 “Many women who use our service have been abused or hurt in some way. Is this 
something that has happened to you?” 

 “Have you been forced or pressured to have any kind of sexual activity by your 
partner, ex-partner, or anyone else?” 
 

▲Slide70: Follow-up question in situations where there is substance misuse 

 Many women who use drugs or alcohol do so to cope with things that have 
happened to them in their life. Many of these things can be difficult to talk to 
anyone about, like sexual assault or domestic abuse. Has anything like this 
happened to you? 

 
▲Slide 71: Follow-up question relating to health including mental health 
 

 There are lots of things that affect people’s health. One thing that has a big impact 
on many women’s lives is if they have ever been abused or experienced violence. 
We ask all women who come to our service if this has ever happened to them. Can 
you tell me about your experiences? 
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Step 4: Role-playing exercise: asking appropriate questions  
▲ Use PowerPoint slides 72-74 
 
▲Slide 72:  

 

The role play exercise should take place as follows: 

1. The participants should be divided into groups of three with one participant taking 
the role of the woman who has experienced sexual violence, one taking the role of 
the practitioner and, one as the observer. The observer role is to take notes as they 
watch the other members of the group go through the role-play and to then provide 
comments back at the end of the process. The observer role is also there for 
participants who are uncomfortable with the acting part of the role play scenario. 

2. Give each group one of the scenarios in Appendix 8.  

3. Remind the groups that the aim of the role play is for the practitioner to ask 
appropriate questions if they suspect the woman may have experienced sexual 
violence. Allow 10 minutes for the role play. 

 

 

 

 

 

 

 

 

It is important to remind participants about the ground rules throughout the 

course and ensure that a safe learning environment is maintained. Before 

starting this part of the module participants should be informed that the role-play 

may cause distress. Acknowledging this is important. The trainer could ask, 

‘What will make this less difficult and more comfortable to talk about these 

issues?” It is also important to recognise that the emphasis is not on whether 

people are expert in asking questions but on what they have been able to learn 

from the task. 

Role-play  

Role-play provides an active learning experience where important issues can be 
explored in a safe setting. The intention is that participants will recall what they have 
learned through taking part in the role-play scenario and be able to apply what they 
learned to the challenges they may encounter in their day-to-day work. Role-play is 
best used after some input and awareness raising from the trainer. The objectives of 
role play in this module are: 

* To develop a better understanding of women’s experiences of sexual violence.  

* To develop practitioners’ skills in responding to women who have experienced sexual  
violence. 

* To develop better decision making capacities of front line staff and best possible 
outcomes for victims of sexual violence. 

Some participants may be uncomfortable taking part in a role-play. If this is the case on 
an individual level, participants could take-on an observer role in the role-play. See 
paragraph 1 below. Alternatively, if as trainer you feel that the majority of the group is 
uncomfortable wih role-play, the session below could be conducted as a case study 
exercise. See page 15 of this Training Manual.   
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4. Invite all the participants to form one large group to take part in a plenary 
discussion (20 minutes). Questions for discussion are shown on slides 73-74 and 
overleaf. 

 

Participants representing the victim of sexual assault: 
 

 What did you expect of the service provider? 
 Were your expectations met? 
 Were you able to trust the service provider? Why or why not? 
 Did you identify any barriers to talking / shortcomings /cause for concern? 

 
Participants undertaking their professional role and the observers: 

 
 How did you suspect the woman was a victim of sexual violence? 
 How did you approach asking her questions about this? 
 What difficulties did you face discussing this with her?  
 Do you feel you could benefit from additional training or skills development 

to be a more effective service provider?  
 
 
Step 5: Questions and summary 

Provide an opportunity for final questions and comments. You could ask the following 

questions: 

 Are there any issues that are unclear or is there something we have not discussed 
that you think should have been included?  

 Do you think that what you have learned will be useful in your practical work? Does 
anyone want to provide an example?  
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Module for practitioners II: responding to disclosure  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Information for the trainer  

The objective for this module is to enable participants to feel confident they know how to 

respond appropriately to women who disclose sexual violence and also to deal with those 

who face additional barriers to accessing services. 

 

 

Outline of the session  
 

Step Content Resources Timings 

1. Introduction Outline the objectives of the 
session 
 

PPT slide 75 5 mins 

2. Escalation of a 
crisis and providing 
comprehensive 
support 
 

Factors that would escalate a 
crisis, and those that would 
provide comprehensive support 
when a woman discloses she 
has been a victim of sexual 
violence. 

Handout -   
Appendix 9 
 
 

20 mins 

3. Responding to 
disclosure 
 
 
 

Background information on 
responding to disclosure. 
 
 

Handout - 
Appendix 10 
 
PPT slides 78-79 

10 mins 

Tasks: 

 To enable participants to feel confident they know how to respond appropriately 
to women who disclose sexual violence 
 

Tools required: 

 White board / flip chart and markers 
 PowerPoint Presentation (slides 75-82) 
 Role play exercises 

 

Materials for participants 

 Paper and pens for notes 
 Flip chart paper and markers 
 Handout: Appendix 9  
 Information sheet: Responding to disclosures Appendix10 
 Case scenarios: Appendix 11 

 

Time: Approximately 80 minutes 
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4. Role-playing: 
responding to 
disclosure 
 

Role-play exercise 
 
 
Convene in plenary to go over 
the questions for discussion 
 
Go over the procedures for 
each case scenario 
 

PPT slide 80 
Case scenarios- 
Appendix 11 
 
 

10 mins 
 
 
15 mins 
 
 
15 mins 

5. Summary and 
questions 

Allow for final remarks and 
questions  
 

 5 mins 

 
 

Step-by-step guide 
 
 
Step 1: Introduction ▲ Use PowerPoint slide 75 

 

Outline the objectives of the session. 
 
 
Step 2: Escalation of crisis and providing support ▲ Use PowerPoint slides 76-77 

 

Divide the participants into groups of 6-8 participants. 

 

Explain that we are going to identify the factors that can escalate a crisis and the factors 
associated with providing comprehensive support. Show slides 76 and 77 

 
Produce flipchart sheets of paper for each group similar to the ones below and overleaf. 
Ask each group to provide examples for each heading and write them in the appropriate 
box. 
 

Factors that can escalate a crisis 
 

 
ACCEPTANCE OF 
VICTIMISATION 

 
 

 
 VIOLATING 

CONFIDENTIALITY  
 
 
 
 

 
TRIVIALIZING AND 

UNDERESTIMATING  
TRAUMAS  

 

 
IGNORING A NEED 

FOR SAFETY  
 
 

 
NOT RESPECTING HER  

 
 
 
 
 

 
BLAMING THE VICTIM 
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Factors associated with providing comprehensive support 
 

 
PROMOTE ACCESS TO 
COMMUNITY SERVICES 

 
CONFIDENTIALITY 

 
 
 
 
 

 
BELIEVE & VALIDATE 
HER EXPERIENCES 

 
RESPECT HER NEED 
FOR FUTURE SAFETY 

 
RESPECT HER 

 
 
 
 

 

 
ACKNOWLEDGE THE 

INJUSTICE 

 

 

Give the group 10 minutes to complete them, then hand out the sheets containing the 

printed answers (Appendix 9). Take about 10 minutes to discuss the answers with the 

group.  

 
Step 3: Responding to disclosure ▲ Use PowerPoint slides 78-79 

Handout and discuss the information sheet ‘Responding to disclosure’ (Appendix 10).  

▲ Slide 78: Responding to disclosure 
 

▲ Slide 79: Questions to ask on disclosure 
 
 
Step 4: Role-playing: responding to disclosure ▲ Use PowerPoint slides 81-82 

 
 
The exercise should take place as follows: 

1. The participants should be divided into groups of three with one participant taking 
the role of the woman who has experienced sexual violence, one taking the role of 
the practitioner and, one as the observer. The observer role is to take notes as they 
watch the other members of the group go through the role-play and to then provide 
comments back at the end of the process. The observer role is also there for 
participants who are uncomfortable with the acting part of the role-play scenario. 

2. Give each group one of the scenarios in Appendix 11. 

3. Remind the groups that the aim of the role-play is for the practitioner to ask 
appropriate questions if they suspect the woman may have experienced sexual 
violence. Allow 10 minutes for the role-play. 

Please see information about role playing exercises – page 63 
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4. Invite all the participants to form one large group to take part in a plenary 
discussion (20 minutes). Questions for discussion are shown on slides 81-82 and 
below. 
 
Participants representing victim of sexual assault: 

 

 What did you expect of the service provider? 

 Were your expectations met? 

 After you disclosed, were you able to trust the service provider? Why or why 
not? 

 Did you identify any barriers to talking / shortcomings /cause for concern? 
 
 Participants performing their professional roles and the observers: 
 

 How did you suspect the woman was a victim of sexual violence? 

 How did you approach asking her questions about this? 

 What did you do/say when she disclosed sexual violence?  

 Do you feel you could benefit from additional training or skills development to 
be a more effective service provider?  

 
5. Summarise the outcomes of the exercise, and if necessary, emphasise the 

principles highlighted earlier about responding to disclosure. Then go over the 
following information about how to proceed: 
 

 
Scenario One Interventions 
 
Reassure Margaret that she is not to blame for telling you what her brother has 
been doing. 
 
Tell Margaret that you will have to talk to a trusted manager (another member of 
staff who she knows and likes), because what her brother has been doing is wrong. 

  

Note to the trainer 

It is important to remind participants about the ground rules throughout the 

course and ensure that a safe learning environment is maintained. Before 

starting this part of the module participants should be informed that the role-play 

may cause distress. Acknowledging this is important. The trainer could ask, 

‘What will make this less difficult and more comfortable to talk about these 

issues?’ It is also important to recognise that the emphasis is not on whether 

people are expert in asking questions but on what they have been able to learn 

from the task. 
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Scenario Two Interventions  
 

 Emergency contraception  

 Discussion with senior colleagues / safeguarding staff as regards child  

 Does she want to report to police / local sexual assault referral centre 
(SARC)?  

 Sexual health follow-up  

 Local domestic violence services  

 Documentation  
 
Note for the trainer: marital rape has been illegal in the UK for over 20 years, is 
illegal in many other countries, but remains legal or tolerated in some. 
 
Scenario three Interventions  
 

 See Susanna without her husband or other relative.  

 Attempt to employ a professional interpreter if Fatima is not able to fully 
express herself in English (or language of country concerned) 

 Ask senior colleague.  

 Confirm pregnancy and document any injuries.  

 Find out what she would like to do – but consider breaking confidentiality 
(following advice) for her safety so that police informed.  

 Arrange counselling appointment to consider termination of pregnancy if this 
is what she wants to do  

 If she wishes to keep baby, involve antenatal team and safeguarding midwife.  

 Involve safeguarding children team (as under 18 plus unborn child)  
 
Note for the trainer: further information on www.forcedmarriage.net 

 
 
Step 5: Questions and summary 

Provide an opportunity for final questions and comments. You could ask the following 

questions: 

 Are there any issues that are unclear or is there something we have not discussed 
that you think should have been included?  

 Do you think that what you have learned will be useful in your practical work? Does 
anyone want to provide an example?  
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Module for policy makers: principles of collaborative 

working 
  

 

 

 

 

 

 

 

 

 

 

Information for the trainer 
 
The purpose of this module is to prepare trainers by providing them with the information 
and content material on effective collaborative (intersectoral) working, and ensuring that 
they are confident in their ability to lead the training session and convey to trainees what 
they need to know about the characteristics of effective collaboration.  The content of this 
module is designed for use with policy makers and service leaders. 
 
As a result of participating in this module trainees should: 
 
Know: 

 What the criteria for effective collaborative or partnership working are 

   How to use and introduce the assessment and development tools.  

   How they can use these tools in their work situation 
 

Be able to: 

 Describe the characteristics of effective collaborative working 

 Explain the purpose of the diagnostic tools to colleagues in their own work situation 
and intersectorally 

 Describe how the tools will help identify development actions. 

 

 

  

Tasks: 

 Introduce and present characteristics of effective collaborative (inter-sectoral) 
working  

 Introduce tools that can be used to review collaborative arrangements and plan for 
their development 
 

Tools required: 

 PowerPoint presentation (Slides 83-85) 
 Flipchart and pens  
 Collaboration tools (Appendices 12-15) 

 

Time: Approximately 90 minutes  
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Outline of training session  

Step Content Resources  Timings 

1. Introduction 
 
 

Outline of session aims. Flip chart 
PPT slide 83 
 
 

3 - 4 mins 

2.  What makes 
collaboration 
successful? 
 
 
 
 
 
 

Participants to identify what they 
consider to be the requirements of 
successful collaborative working.  
 
Outline the concept of collaborative 
working as a developmental process. 
 

Flip chart and  
 
PPT slide 84 
 
PPT Slide 85 
 
Appendix 12 

20 mins 
 
 
 
5 mins 

3.  Planning for 
development 
 
 
 
 
 
 

Participants to explore their current 
collaboration arrangements through a 
set of tools.  
 
 
 
To discuss the strengths and 
opportunities that the tools would 
provide for improving their collaborative 
arrangements.  
 

Copies of 
collaboration-
related tools 
(Appendices 
13, 14, 15) 
 
 

30 mins  
(5-10 mins 
per tool) 
 
 
 
20 mins 

4. Questions and 
summary 
 
 
 
 

Provide an opportunity for final 
questions/comments. 

 10 mins 

 

Background for the session 

 
Collaborative / partnership working 

The COSAI initiative is based on recognition that tackling and responding to sexual assault 

involves multiple agencies and services. These include: 

 Forensic services to collect evidence, if the woman wishes to pursue legal 

prosecution  

 Medical services to treat injuries, potential pregnancy and STIs 

 Psychosocial and practical services for mental health and well-being support (e.g. 

counselling, support groups, housing, child care) 

 Criminal justice services to enforce the law and protect women’s rights  

The findings from the evidence suggest that a specialised service for sexual assault, either 

in the form of a dedicated service or professional, will be better able to ensure care and 

reduce negative impact on victims. In addition, because of the multi-dimensional context 
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that sexual assault support and care requires, coordination between sectors and services 

is also recommended.   

The COSAI project’s Benchmarking & Evaluation Tool explores how well these services 

are coordinated in a technical sense.  But coordination of efforts also depends on the 

effectiveness of approaches to partnership working: successful partnership working and 

collaboration do not happen by chance.  This session is aimed at policy makers and 

service planners/coordinators to help them identify the extent to which the building blocks 

for working together are in place or can be improved.  

Whilst an underpinning assumption is the value of working in partnership, it is also 

important to underline the principle of collaborative gain.  Working in a multi-sectoral way 

involves costs in terms of time and effort.  It is therefore essential to ensure that genuine 

benefits result from that investment.  Such benefits to the clients, or service providers, 

need to be understood and articulated.  

The session involves inputs on and discussion of what are believed to be the 
characteristics of effective collaboration. The characteristics and building blocks of 
effective collaborative working are shown in the table overleaf.  
 
The session also introduces a number of tools that can be used by participants in the work 

situation to help assess the strengths of their partnership working arrangements and 

opportunities for strengthening them.  As a result they should be in a position to: 

 Identify the scope for improvement 

 Analyse how collaboration can be improved 

 Create a change plan 

 

Step-by-step guide 
 
Step 1: Introduction ▲ Use PowerPoint slide 83 

 

Outline the objectives of the session. Explain links and relationship between the 
Benchmarking Tool session and this one with its focus on the requirements for effective 
joint working.  
 
 

Step 2: What makes collaboration successful?  ▲ Use PowerPoint slides 84-85 

Group discussion: either as one group or in smaller groups of 3-5, depending on size of 

whole group. Ask participants to identify what they consider to be the requirements of 

successful collaborative working. Note the suggestions on the flipchart. Allow 10 minutes 

for this exercise. 

 
Show ▲Slide 84: Characteristics of collaborative working, which is also shown below. 
Check off the characteristics the participants identified and refer to additional ones shown 
on the slide. 
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Characteristics and building blocks of effective collaborative working 
 

Shared goals and strategic 
objectives 

Governance mechanisms for 
joint planning and review 
 

Clear accountability 

Effective leadership and 
commitment 

Communication 
arrangements 

Information sharing 
 
 

Mutual respect 
 

High levels of trust Stakeholder engagement 

Creating a culture of shared learning 
 

 

Show ▲Slide 85 ‘Collaborative working as a developmental process’ diagram [Appendix 
12] 
 
 

The diagram (also shown overleaf) highlights the developmental nature of collaborative 

and intersectoral working.  There may be situations where it is sufficient for agencies to 

operate independently but exchange information. However, to achieve a more integrated 

approach to service delivery will require a different way of planning, sharing of information 

and a shift in culture. 

Stakeholders wishing to engage in collaboration should always keep in mind the principle 

of collaborative gain: there should be clear client or service benefits that arise from the 

efforts of agencies/departments to work together. 
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Collaborative working as a developmental process 
  
 

1 2 3 4 

   Integrated working for 
collaborative gain: 
jointly planned with 
client and 
organisational 
benefits 

  Some joint 
working: 
opportunistic, but 
not systematic 

 

 Information exchange 
between departments 
or organisations 

  

‘Department’ only; 
separate ‘silo’ 
working 

   

 

Step 3: Planning for development 

Explain to participants that the next part of the session will encourage them to explore their 

current arrangements through some tools. These tools are designed to help in analysing 

the nature of current collaborative working as well as identifying areas for development in 

the work context, within one agency or in a multi-sectoral group. 

Divide the group into smaller groups of 3 – 4. Distribute to each group a set of the tools 

(Appendix 13-15). Groups should be encouraged to consider the questions raised by 

each of the tools – 5-10 minutes per tool (30 minutes in total). A way of helping the 

participants to do this, is to ask them to consider the tools in terms of the following factors: 

 Are the tools relevant to improving collaborative arrangements? 

 Are the tools useful to improving collaborative arrangements? 

 Is it feasible to use the tools to improve collaborative arrangements? If not, what 
conditions or changes will ensure that the tools can be used?  

 
As a large group, discuss the strengths and opportunities that the tools would provide for 
improving their collaborative arrangements.  
 
 
Step 4: Questions and summary 

Participants should be encouraged to summarise how the learning from this module can 

develop and improve collaborative working. You could ask, ‘do you think that what you 

have learned will be useful in your work? Does anyone want to provide an example?’  
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Evaluation and concluding the training  
 
 

▲ Use PowerPoint slides 86-87  
 
Ask the group the following questions:  
 

 Are there any issues that are unclear or is there something we have not discussed 
that you think should have been included?  

 Do you think that what you have learned will be useful in your practical work?  

 Can each person give one example of how they will apply what they have learned 
to their work? 

 
It is best to keep this discussion brief, as participants (and the trainer!) are likely to be tired 

at the end of the training session. The main objective of this exercise is to find out if the 

participants have met their learning outcomes, what remains unclear, and how they will 

apply what they have learned to their respected fields. 

 

Hand out the evaluation forms [Appendix 1] and ask participants to please complete them 

before they leave. 

 

If you will conduct a follow-up questionnaire, make sure you have the participants email 

addresses (please see section 3.4 for more information on evaluation methods). 

 

Finally, thank the participants for attending the course, and ensure they have a contact 

email address for any follow up actions/ questions they may have about the training. 
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Hand outs for participants 

Appendix 1: Training evaluation and feedback form 
 
 

About You 
 
1.  Are you:             Male             Female 
 
2.  In which country do you currently work?_______________________________ 
 
3. What type of organisation do you work for? 
 
            Governmental                       Private                      Non-governmental   
               organisation (NGO) 
 
4.  What is your professional background? 
 
            Medical     Policing / Law enforcement                             
            Legal service    Social work / Psychosocial support 
 
            Other (please specify) ___________________________ 
 
 
5.  How would you describe your primary type of professional activity? 
 
            Clinical work                                      Management                            
            Research                                           Education / training 
            Health policy making                         Other (please specify) ____________ 
 
 
The training programme 
 
Please indicate on a scale from 1 to 4 where 1=strongly disagree, 2=disagree, 3=agree 
and 4=strongly agree, how much you agree with the following statements: 
 
  
6. The training programme was interesting 
 
7. The training programme was delivered appropriately 
 
8. Exercises and interactive discussions in the programme were 
    appropriate and engaging 
 
9. Suitable materials were provided 
 
10. The training programme increased my knowledge and skills 
 

 

 

1          2          3         4       
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11. How useful do you think the knowledge and skills acquired through this training will be in 

practice? 

 

Not useful at all Not very useful Somewhat useful Very useful 

    
 
 
12. Are there any aspects of the training programme that you feel should have been dealt 
with differently or could be improved? 
 
 
 
 
 
 
 
 
 
13. Are there any aspects of the training programme that are missing? 
 
 
 
 
 
 
 
 
 
 
14. Do you have any further comments on the training programme (delivery or content)? 
 
 
 
 
 
 
 
 
 
 
 

Thank you very much for your feedback.  
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Appendix 2a: Prevalence of sexual violence quiz 
 

Questions 
 
1 What percentage of women has experienced sexual violence by a partner in 
 Europe?  
 
(a) Below 10% 
(b) 10-40% 
(c) Above 40% 
 
2 What percentage of sexual assault perpetrators are known to the victim in Europe?  
 
(a) Below 25% 
(b) 25-50% 
(c) 51-75% 
(d) Above 75% 
 
3  From which age group are women usually found to be at more risk of sexual 
 assault in Europe?  
 
(a) 15-24 years of age 
(b) 25-30 
(c) 30-40 
(d) 40 and older 
 
4 What is the proportion of adult victims of serious sexual assault that  report 
the incident to the police In Europe? 
 
(a)  Below 15% 
(b)  15-30% 
(c)  Above 30% 
 
5 What percentage of females are trafficked for the purpose of sexual 
 exploitation in Europe  
 
a) Below 25% 
b) 25-50% 
c) 51-75% 
d) Above 75% 
 
6 What percentage of women asylum seekers in the UK have experienced  sexual 
violence? 
 
(a) Below 25% 
(b) 25-50% 
(c) 51-75% 
(d) Above 75% 
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Appendix 2b: Prevalence of sexual violence quiz answers 
 

Answers 

Important: reliable data on sexual violence is scarce and not easily comparable between 

the EU Member States. However, the available sources quoted below provide an 

approximate overview of the extent of this problem in the European Union. 

 
1 (b)  For example, lifetime prevalence of intimate partner and/or non-partner  sexual 
violence in the Czech Republic, was estimated at 35%, in Denmark at  28%, in 
Germany at 13% and in Poland at 17%.27 In France the figure for  sexual violence against 
adult women is reported to be 11%.28 Survey data  shows that almost 24% of Italian 
women had been victims of sexual violence29  while the figure for Sweden is 34%.30 
A study in Ireland found that over 40% of  women had experienced sexual abuse or 
sexual assault in their lifetime.31 In  England and Wales it is estimated that almost 20% of 
women has suffered a  sexual assault since the age of 16.32 
 
2 (c)  The perpetrators of sexual assault are most often known to victims. A  study of 
reported rape cases in 11 EU countries that shows that two-thirds of  the victims knew 
their abuser.33 In England and Wales over half of female  victims were assaulted by 
partners or ex-partners. Fourteen percent were  assaulted by strangers.34 
 
3 (a)  In England and Wales young women were at greatest risk of sexual assault 
 with prevalence of past year victimisation rising to 7.9% in the 16-19 year old 
 females.35 A survey of the Baltic region countries identified a high percentage of 
 young women who had been sexually abused by the age of 18 years: 42.5% in 
 Estonia and 56.2% in Sweden reported having been touched in an indecent 
 way. In the same study 10% of all young women aged 18 and under reported 
 abusive sexual intercourse in all countries. 36 
 

                                                
27

 UN Women, Violence against Women Prevalence Data: Surveys by Country, compiled by UN Women as of 

March 2011: www.endvawnow.org/uploads/browser/files/vaw_prevalence_matrix_15april_2011.pdf 
28

 Crepaldi c et al., Violence against women and the role of gender equality, social inclusion and health 

strategies, Synthesis Report, for the European Commission, 2010, p. 75,: 

http://ec.europa.eu/social/main.jsp?catId=750&langId=en&pubId=600&type=2&furtherPubs=yes 

29
 Italian National Statistics Institute (ISTAT), Survey on Violence against Women, 2006 

30
 Lundgren E et al., Captured Queen, Men’s violence against women in ‘equal’ Sweden- a prevalence study, 

University of Uppsala, 2001: 
http://www.brottsoffermyndigheten.se/Sidor/EPT/Bestallningar/PDF/Captured%20Queen%20.pdf 
31

 McGee H et al, The SAVI Report, Sexual Abuse and Violence in Ireland, The Liffey Press and Dublin Rape 

Crisis Centre, 2002: http://www.drcc.ie/about/savi.pdf  
32

 Office for National Statistics. Crime in England and Wales, quarterly first release to March 2012. London: 

Office for National Statistics, 2012 

33
 Kelly L, Lowett J, Different systems, similar outcomes? Tracking attrition in reported rape cases in eleven 

countries, Child and Woman Abuse Studies Unit, 2009: 
www.cwasu.org/publication_display.asp?pageid=PAPERS&type=1&pagekey=44 
34

 Smith K, Coleman K, Eder S, et al. Homicides, firearm offences and intimate violence 2009/10: 

Supplementary volume 2 to Crime in England and Wales 2009/10. London: Home Office, 2011. 

35
 Office for National Statistics. Crime in England and Wales, quarterly first release to March 2012. London: 

Office for National Statistics, 2012 
36

 Mossige S et al. (eds.), The Baltic Sea Regional Study on Adolescents’ Sexuality, NOVA, 2007: 

http://www.nova.no/asset/2812/1/2812_1.pdf 
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4 (a) Sexual violence is known to be widely under reported to the police. Reported 
 estimations on cases of rape range between 1-12% in Europe.37 The lowest 
 reporting rates of rape are found in Eastern and Southern Europe, while  Sweden 
registers one of the highest reporting rates. In England and Wales  it is estimated that 10% 
of adult victims of serious sexual assault report the  incident to the police. 
 
5 (d)   Victims of human trafficking subject to sexual exploitation are predominantly 
 female (96 %) whereas the majority of victims of human trafficking subject to 
 labour exploitation are male (77 %).38 Trafficking in human beings is very much  a 
gendered phenomenon. 
6 (b)  Forty eight percent of a sample of women seeking asylum in the UK surveyed 
 for a report by Women For Refugee Women had been raped.39  Rape, forced 
 prostitution and other forms of sexual violence are one of the biggest risks 
 women and girls face in conflict situations.40 
 

 

 
 
 
 
 
  

                                                
37

 Crepaldi c et al., Violence against women and the role of gender equality, social inclusion and health 
strategies, Synthesis Report, for the European Commission, 2010, p. 75,: 
http://ec.europa.eu/social/main.jsp?catId=750&langId=en&pubId=600&type=2&furtherPubs=yes 
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 Eurostat Trafficking in human beings 2013: http://ec.europa.eu/dgs/home-affairs/what-is-

new/news/news/2013/docs/20130415_thb_stats_report_en.pdf 
39

  Dorling, K. Girma, M. And Walter, N (2012) Refused: the experiences of women denied asylum in the UK 

Women For Refugee Women 

40
   United Nations, Human Rights. Rape: Weapon of War 

www.ohchr.org/en/newsevents/pages/rapeweaponwar.aspx 
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Module 3: Causes of sexual violence 

 

Why does sexual violence against women happen? 
 

 
Excuses men might make 
 
Alcohol or drug dependency 
Stress/poverty/oppression 
He can’t control himself 
Mental illness 
Testosterone 
Sexual frustration 
He misread the signals 
She came to my house, she must have wanted sex 
Women say ‘no’ when they mean ‘yes’ 
 
 
Reasons why women might blame themselves 
 
She led him on 
She was making him jealous 
She was drunk 
She was wearing provocative clothing 
She shouldn’t have been walking home alone in the dark 
 
Social conditioning  
 
Macho expectations of what it is to be a ‘real’ man 
Society allows men to think women are sexually available 
He has no respect for women / thinks all women are slags / tarts (misogyny) 
Society endorses sexual violence through pornography, sexualisation of women 
 
Power and control 
 
Because he thought he could get away with it 
To teach her a lesson 
‘She’s my girlfriend / wife, I can do what I like’ 
He likes to control women 
Oppression of women through group behaviour (from shouting at women in the street to 
gang rape and murder) 
Ineffective use of law 
Lack of sanctions / law (in both civil society and in war situations)  
 

All violence against women is not acceptable  
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Appendix 4: Factors that discourage and encourage reporting 
 

 

Some factors that discourage and encourage reporting 

 

Factors that discourage / prevent 

reporting 

Factors that encourage / support 

reporting 

 

 inadequate support systems 

 lack of faith in the police / courts 

 

 shame  

 fear or risk of retaliation by the 

perpetrator or the perpetrator’s 

friends and family 

 fear or risk of being blamed 

 fear or risk of not being believed 

 fear or risk of being mistreated 

and/or socially ostracized 

 

 not naming rape as rape 

 

 not realizing that the assault is a 

crime 

 

 being drunk at the time of the 

attack 

 

 not wanting the perpetrator to be 

punished (for example, if it was a 

family member) 

 

 Being trapped within an abusive 

situation (for example, trafficking, 

forced prostitution) 

 

 

 for personal protection  

 

 access to justice 

 

 encouraged by friends/ family 

 

 a drive to prevent the man from 

attacking again (self or another 

woman) 

 

 availability of adequate services to 

help prevent sexually transmitted 

diseases and pregnancies. 

 

 availability of safe and confidential 

mechanisms or environments to 

report the assault. 

 

 

 

This list is not intended to be an exhaustive list 
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Appendix 5: The Impact of sexual violence 
 

The impact on women who have experienced sexual violence 

 

Physical health symptoms  
 
Studies show that less than half of sexual assault victims have any injury and only 22.8% 
have anogenital injury (injuries relating to the anus and genitals). Women are three times 
more likely to sustain a genital injury from an assault than consensual intercourse 41,42  
 

For post-pubertal girls who have not had intercourse before, penile vaginal penetration 
may occur without tearing the hymen. A hymenal laceration will heal within 2 weeks, 
without scarring, leaving a full thickness transection or deep notch (some hymen remains 
at base); after that time it is not possible to date the injury43, 44 
 
Anal rape may cause fissures or deeper lacerations in the perianal skin but may also occur 
without persisting injury. 2, 45 

 
There may be physical signs that indicate possible sexual violence:46, 47 It is helpful to 
categorise the physical health consequences of sexual assault in three ways: acute, 
medium term and long term. 
 
 
Acute injury 
 
Accurate forensic description of injuries may indicate the possible cause and therefore 
relate to the account of the assault and the subsequent legal process. It is important 
toconsider the sites and the severity of injury. Punches, kicks, throttling and firm grip may 
all cause distinctive types of injury. Stained and torn clothing should be sent for forensic 
analysis. 
 
 
 
 
 
 
Physical findings following sexual assault may include:  
 

                                                
41

 McLean I, Roberts S, White C, Paul S "Female genital injuries resulting from consensual and non-
consensual vaginal injuries" 2011 Forensic Science International 204 (2011)  

42
 Slaughter L, Brown RV, Crowley S & Peck R "Patterns of genital injury in female sexual assault victims" 
1997 Am J Obstet Gynecol March  

43
 Opinion on the significance of the genital and anal findings is referenced in ‘The Physical Signs of Child 
Sexual Abuse’ March 2008, Royal College of Paediatrics and Child Health  

44
 ‘Best evidence and clinical practice in obstetrics and gynaecology: clinical aspects of sexual violence.’ 2013 
Publisher: Elsevier 

45
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Med. 2008 Oct-Dec; 54(4):306-12. Physical and sexual violence during pregnancy and after delivery: a 
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 Koenig LJ, Whitaker DJ, Royce RA, Wilson TE, Ethier K, Fernandez MI. Am J Public Health. 2006 
Jun;96(6):1052-9. Epub 2006 May 2. 
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 Bruises: petechial (consisting of pinpoint haemorrhages), fingergrip pattern on 
arms and inner thighs; a yellow bruise is at least 18 hours old but, otherwise, it is 
not possible to date a bruise by its colour 

 Abrasions and scratches (linear abrasions) 

 Lacerations (tear of skin caused by blunt trauma), incisions (wound caused by 
sharp edge or blade) 

 Bites, burns, fractures 

 Bleeding from the vagina, (either from acute injury or menstrual) anus or an acute 
wound 

 
If further medical or surgical treatment is needed (e.g. transfusion, suturing of vaginal/anal 
lacerations) forensic samples may need to be taken in theatre or accident and emergency 
department. 
 
Medium term 
 

 Unintended pregnancy - consider termination of pregnancy if lawful 

 Care in continuing pregnancy 

 Sexually transmitted infection including HIV/AIDS, hepatitis B as well as chlamydia, 
gonococcus, trichomonas vaginalis and syphilis.  

 
Long term 

 

 Problems in pregnancy - recurrent miscarriage, premature rupture of membranes 

 Sexual difficulties including dyspareunia (painful intercourse), vaginismus (spasm 
of vaginal entrance muscles), disorders of desire, arousal and orgasm, aversion to 
sex 

 HIV 

 Pelvic Inflammatory Disease 

 Chronic pelvic pain 

 Infertility 

 Irritable Bowel Syndrome, asthma, heart attack,  
 Eating disorders 

 Self harm 
 

 

Mental health consequences 
 
Acute trauma reactions  
 
Acute trauma reactions are shock reactions, which can last from a few hours to a few 
days. They may also be delayed for one to three days and last from some days to four to 
six weeks. Acute trauma reactions are normal reactions to a traumatic event. The following 
behaviour/symptoms can occur simultaneously. 
 

 Anxiety, panic, confusion 

 Numbness 

 Shock 

 Memory gaps 

 Impaired ability to think/function 

 Distorted perception of time 

 Depression, feelings of worthlessness 

 Guilt, shame 
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 Dissociation 

 Depersonalisation, disorientation, out-of-body-experiences, hallucinatory 
experiences 

 Amnesia 
 
Long term symptoms (Post-traumatic Stress Disorder)  
 
A person with PTSD will often relive the traumatic event through nightmares and 
flashbacks, and have feelings of isolation, irritability and guilt. 
 
They may also have problems sleeping, such as insomnia, and may find concentrating 
difficult. The symptoms are often severe and persistent enough to have a significant 
impact on the person's day-to-day life. 
 
The symptoms of PTSD usually develop during the first month after a person experiences 
a traumatic event. However, in a minority of cases (less than 15%), there may be a delay 
of months or even years before symptoms start to appear. 
 
Some people with PTSD experience long periods when their symptoms are less 
noticeable. This is known as symptom remission. These periods are often followed by an 
increase in symptoms. Other people with PTSD have severe symptoms that are constant. 
 
Re-experiencing is the most typical symptom of PTSD 
 
A person will involuntarily and vividly relive the traumatic event in the form of flashbacks, 
nightmares or repetitive and distressing images or sensations. Being reminded of the 
traumatic event can evoke distressing memories and cause considerable anguish. 
 
Avoidance 
 
Trying to avoid being reminded of the traumatic event is another key symptom of PTSD. 
 
Reminders can take the form of people, situations or circumstances that resemble or are 
associated with the event. 
 
Many people with PTSD will try to push memories of the event out of their mind. They do 
not like thinking or talking about the event in detail. 
 
Some people repeatedly ask themselves questions that prevent them from coming to 
terms with the event. For example, they may wonder why the event happened to them and 
whether it could have been prevented. 
 
Hyperarousal (feeling 'on edge') 
 
Someone with PTSD may be very anxious and find it difficult to relax. They may be 
constantly aware of threats and easily startled. This state of mind is known as 
hyperarousal. 
 
Irritability, angry outbursts, sleeping problems and difficulty concentrating are also 
common.  
 
 
Emotional numbing 
 

http://www.nhs.uk/conditions/Insomnia/Pages/Introduction.aspx
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Some people with PTSD deal with their feelings by trying not to feel anything at all. This is 
known as emotional numbing. They may feel detached or isolated from others, or guilty. 
 
Someone with PTSD can often seem deep in thought and withdrawn. They may also give 
up pursuing the activities that they used to enjoy. 
 
Other possible symptoms of PTSD include48: 
 

 Depression, anxiety and phobias  

 Drug misuse or alcohol misuse  

 Sweating, shaking, headaches, dizziness, chest pains and stomach upsets  

 PTSD sometimes leads to the breakdown of relationships and causes work-related 
problems. 

 

Providing care and support 

Victims of sexual assault require comprehensive, gender-sensitive health services in order 

to cope with the physical and mental health consequences of their experience and to aid 

their recovery from an extremely distressing and traumatic event. The types of services 

that are needed include pregnancy testing, pregnancy prevention (i.e. emergency 

contraception), abortion services (where legal), STI testing and/or prophylaxis, treatment 

of injuries and psychosocial counselling. 

It is important that healthcare workers work in partnership with other sectors. In addition to 

providing immediate health care, the health sector can act as an important referral point for 

other services that the victim may later need, for example, social welfare and legal aid. 

Health workers are also well placed to collect and document the evidence necessary for 

corroborating the circumstances of the assault, and for identifying the perpetrator and the 

health consequences of the event. Such evidence is often crucial to the prosecution of 

cases of sexual violence, where the woman chooses to report.49  Information about Rape 

Crisis Centres, SARCs and similar organisations where available in other countries, must 

be made available in healthcare settings, particularly in women’s toilets, as this may be the 

only place where women can access information without someone else (who may be the 

perpetrator) being present. 

For further information, please consult the WHO Guidance to medico-legal care for victims 

of sexual violence. 

  

                                                
48

 (Taken NHS Choices: Post-traumatic stress disorder – symptoms. http://www.nhs.uk/Conditions/Post-

traumatic-stress-disorder/Pages/Symptoms.aspx) 

49
   WHO (2003) Guidelines for medico-legal care for victims of sexual violence 
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Wider impacts of sexual violence on family and friends, the wider 
community and society 
 
 

Family and friends 
 
Sexual violence and rape can devastate the families of victims.  Family member’s 
responses can be crucial in supporting the victim. Families may want to help the victim, or 
if the sexual violence was perpetrated by a member of the family, there may be reluctance 
to discuss it, and the victim may feel she has brought ‘shame’ or ‘disruption’ on the family 
by disclosing.  It can also be difficult for victims to carry on their normal routines for a time, 
such as working, housekeeping, caring for children so they may rely heavily on family 
members for that support. Male partners in particular may experience guilt at not being 
able to ‘protect’ their wife/partner from this assault and that somehow they have failed in 
their role. They may also need counselling and support. 
 
Family and friends may not know how to handle the situation and avoid the victim. They 
may find the victim difficult to approach if she is exhibiting trauma symptoms as they are 
unprepared to understand or deal with this. They may have unrealistic ideas about how 
long it will take her to ‘get over it’ as most people have no idea of the complex issues that 
underpin this kind of trauma.  They may ask the victim why she didn’t fight back or report 
the attack to the police whilst not being aware that these are the most common things 
during assault-people shut down to try and mentally distance themselves from the trauma 
(disassociate) or to avoid violence. It may not always be possible to report, or the woman 
may not want to report to the police. The family members may also need some support 
themselves to be able to cope with their own feelings and reactions. Please see Rape 
Crisis advice on giving support: http://www.rapecrisis.org.uk/givingsupport2.php 
 
Some useful tips are: 
 

 give people a safe space to talk & then listen 

 dont rush them, allow them time 

 not to judge them or their choices (such as staying with the perpetrator in domestic 
cases) 

 going with them to medical/legal appointments 
 
 

Community 
 
Although we know that most rape and sexual assault happens in the home, if it occurs in a 
public place it can create an environment of fear for all women in the area. There needs to 
be enough information provided by the authorities in the area to protect people but not 
enough to identify the offender or create a panic. The crime of sexual violence is not 
restricted to particular socio-economic groups or specific communities. Ultimately, the 
primary risk indicator is simply being female.50 
 
 
 
 
 
 
 

                                                
50

  UK Government (2011) Call to End Violence Against Women and Girls: Action Plan 

http://www.rapecrisis.org.uk/givingsupport2.php
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Society 
 
It is difficult to put a cost on the impacts of sexual violence, particularly as it will affect each 
woman in a different way. However, the array of services needed to deal with sexual 
assault, both in terms of victims and perpetrators, means there are implications and costs 
for a society as a whole. In Finland a study on physical and sexual violence or threats 
against women found the economic costs to society mounted to 48 million Euro (direct 
annual costs in the health sector 6,7 million Euro, in the social sector 14,8 million Euro and 
in law enforcement and criminal justice sector 26,6 million Euro). The Department of 
Health of England reported that each adult rape was to cost over £76 000 (close to 91 000 
Euro) in its emotional and physical impact on the victim, lost economic output due to 
convalescence, early treatment costs to the health services and costs incurred in the 
criminal justice system. The overall cost to society of sexual offences in 2003-04 was 
estimated at £8.5 billion (around €9.5 billion)51.  

 
  

                                                
51

 COSAI (2012) “Models of intervention for women who have been sexually assaulted in Europe: A review of 
the literature” Available at: www.cosai.eu 
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Appendix 6: Case study on the impact of sexual violence 

 

Case study: Sarah 

 

Sarah is a 20-year-old trainee teacher.  

Her mood has been very low since she split up with her boyfriend 3 months earlier; 

as a teenager, Sarah had been in various children’s homes because of domestic 

violence within her family and she had learned to cope with anxiety by cutting her 

arms. This self-harm had restarted and she was not coping well with her college 

work.  

Sarah was persuaded to go out with her college friends, who wanted to cheer her up, 

and they had visited various bars and clubs. Sarah was now very intoxicated and 

when they met up with three young men who bought them drinks and suggested that 

they all went to a party, Sarah and three other girls went to a nearby flat. Sarah’s 

next memory is of waking in a bed, naked, with pain in her genital and anal area and 

she noticed blood on the sheet. The flat now appeared to be empty, so she found her 

clothing on the floor, dressed and asked a taxi driver to take her to the nearest police 

station. 

 

Discuss in small groups: 

1. What might Sarah’s immediate concerns be? 

5. What injuries might she have? 

6. What forensic samples should be taken? 

7. What are the issues to be addressed in the short and medium term? 

8. What are possible long term consequences for Sarah? 
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Appendix 7: Case study - Mary’s story 
 

Case Study: Mary’s story 
 
One afternoon Mary was home getting ready to go pick up the children from school when 
her husband, David, came back unexpectedly. He came into the kitchen, smiled and told 
his wife he wanted to have sex. Mary refused because she had to go, but David threw her 
down on the floor and raped her. 
 
Afterwards, Mary felt traumatised and betrayed and wondered if she should have seen it 
coming. In the early days of their relationship, when they met at university, David had 
seemed so charming. After a few months, Mary was in love with him. Only once, before 
they got engaged, had he threatened to slap her. When she started crying, he softened 
and said that he was sorry, he loved her and did not want to lose her. 
 
Not long after that, they got married, despite the fact that Mary’s mother thought that her 
outgoing daughter had become quiet and withdrawn. After Mary and David got married, all 
her friends gradually disappeared. 
 
 

 
Questions for discussion: 
 

 Which agencies might provide the help Mary needs? 

 What would Mary’s pathway to seek help look like in your local area/country? 

 Can you identify any gaps or barriers for Mary accessing support? 

 What can be improved to assist Mary in getting the help she needs? 
 
 
Case study adapted from New Philanthropy Capital: A Hard Knock on Life 
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Appendix 8: Case scenarios 
 

Scenario One 
 
Health visitor: Jennie is 25 years old and has a six week old baby. This is a routine visit. 
Her partner is in the house when you call round. 
 
Scenario one:  
Jennie:  You have been living with your partner for 2 years. When you first met he was 
very attentive and loving but in the past 18 months he has become very controlling and 
has been hitting you when you don’t do as he says. He has also been forcing you to have 
sex when you don’t want to. He doesn’t like you going out on your own with the baby, even 
to see your Mum. He comes with you when you go to the shops and the baby clinic. Two 
nights ago he forced you to have sex with him even though you didn’t want to and had told 
him you didn’t feel ready after the baby was born. 
 
Scenario Two 
 
Mental health worker: Amanda has been referred to you by her GP (doctor). She has 
been diagnosed with depression and is self-harming by cutting her arms. 
 
Scenario two:  
Amanda: Six months ago you went for a drink with a colleague after work. Afterwards, you 
invited him in for a coffee, but once you were in your flat he tried to have sex with you. 
When you asked him to stop he said “I know you want it, otherwise why did you let me 
come in here?”  Things got violent and he hit you in the face, and pushed you on the sofa 
and raped you. Since then, you have unable to go back to work. You went to your GP to 
get signed off work for a while, but he is a busy man, and you don’t feel able to talk to him 
about what happened; you can only tell him you feel very low. He has given you anti-
depressants, and as you have now been signed off work for some time, he has referred 
you to a mental health service. 
 
Scenario Three 
 
Housing advice service: Jean is a single parent with two small children. She has come to 
you to ask about being re-housed to a new area. 
 
Scenario three: 
Jean: You are separated from your husband, who had been violent to you during the 
relationship.  He found a new girlfriend, and for some months he has not been in contact to 
see the children.  Two weeks ago, he came around to the house in the evening, saying he 
and his girlfriend had split up, and he wanted to see the children. The children were in bed 
and you asked him to come back the next afternoon when they were home from school.  
He became very aggressive and said they were his children and that he could do as he 
liked. He said you were still his wife and he could still have sex with you when he wanted 
to. He then raped you on the living room floor. One of the children was crying and you are 
worried she may have heard what had happened. You are frightened of your husband, and 
are worried he will use contact with the children as a way of gaining access to your house 
and that he will rape you again. 
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Appendix 9: Responses to escalation and comprehensive support 

 

Factors that can escalate the crisis 
 

 
ACCEPTANCE OF 

VICTIMISATION 
 

Failure to ask about 
suspicious injuries and 

emotional and/or 
behavioural indicators of 

sexual violence. Failure to 
react to her disclosure of 

sexual assault. Acceptance 
of intimidation as normal in 

relationships. Belief that 
abuse is a private matter in 

which we shouldn’t 
interfere. 

 

 
 VIOLATING 

CONFIDENTIALITY  
 

Interviewing in front of 
family, colleagues. Telling 

colleagues (journalists, 
friends, neighbours, 
relatives, etc.) issues 

discussed in confidence 
without her consent.   

 
 
 

 
TRIVIALIZING AND 

UNDERESTIMATING  
TRAUMAS  

 
Tolerance/ excusing 
perpetrator due to his 
drinking, stress, bad 

temper, inability to control 
men’s sexual urges, etc. 

Not taking woman’s 
feelings of danger. 

Superficial interviewing and 
medical check-up of victim.   

 
 

 
INGORING A NEED FOR 

SAFETY  
 

Failing recognize her sense 
of danger and fears for her 
future. Being unwilling to 
ask: “Do you have safe 

place to go? Do you have 
somebody to help you?”  

 

 
NOT RESPECTING HER  

 
Trying to persuade her that 
it was not sexual assault. 

Not believing her.  

 
BLAMING THE VICTIM 

 
 

Asking her what she did to 
provoke the perpetrator (for 

instance, dressing 
‘provocatively’, going home 

very late alone, etc.). 
Asking her questions 

starting with ‘why?’. For 
instance, “Why did you not 
report to the police? Why 

did it happen?”. Taking the 
position that ‘There are 

people who beat and who 
are beaten. There is 

nothing to do about it.’.  
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Factors associated with providing comprehensive support 
 

 
PROMOTE ACCESS TO 
COMMUNITY SERVICES 

(NGOs, public 
institutions) 

 
Knowing the resources in 

local community. Are there 
people/centres/telephone 

helpline she can talk to and 
where can she get advice, 
information, counselling or 

refuge?  
 
 

 
CONFIDENTIALITY 

 
All discussions, interviews 

must occur in private, 
without other family 

members/friends/colleagues 
present. This is essential to 
building trust and ensuring 

her safety. 

 
BELIEVE & VALIDATE 
HER EXPERIENCES 

 
Listen to her and believe 

her. Acknowledge her 
feelings and let her know 
she is not alone. Tell her 
that many women have 

similar experiences. 

 
RESPECT HER NEED 
FOR FUTURE SAFETY 

 
Asking her what you can 

help to do to keep her safe. 
Does she have a safe place 

to go, can she talk to 
someone she trusts?  

 
 
 
 

 
RESPECT HER 

 
Believing her that it was 

sexual assault. Telling her 
that her feelings about the 

incident are a normal 
reaction to traumatic 

experience.  
 
 
 
 

 
ACKNOWLEDGE THE 

INJUSTICE 
 

The violence perpetrated 
against her is not her fault. 

No one deserves to be 
abused, it is always the 

responsibility of the 
perpetrator. 
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Appendix 10: Responding to disclosure 
 

Responding to disclosure 

You do not 'have' to get a disclosure and never insist. Just asking gives permission for 
someone to talk when they are ready, and research shows that this is welcomed. Let her 
know that help is available if needed. 

Make time for the victim to talk about what has happened at their own pace. An initial 
disclosure to you may be tentative because the victim fears your response and doesn't yet 
know whether it is safe to tell. 
 
It may have taken a woman months or years to reach the point of disclosing her abuse, so 
how you respond is likely to make a difference about whether she is able to tell more and 
find help. Fear of being blamed or not being believed can stop her talking about her 
experiences. 
 
Ask yourself if your intervention will leave the woman and any children she has in greater 
safety or greater danger. This requires the following good practice: 
 
Good practice 
 

 Ensuring the safety of the woman (and children) is of paramount concern. A woman is 
deemed to be ‘safe’ only when she feels she is. 

 Respond empathically – women who have experienced sexual violence are often 
trying to make sense of a very disempowering and frightening situation. How you 
respond can, crucially, affect her choices to seek support and justice 

 Acknowledge her courage in telling you about it. Asking for help is never easy, 
especially if you are feeling vulnerable and powerless, so an appropriate response is 
crucial on every occasion she makes contact, whether it is by phone or face to face. 

 Reassure the victim that what happened was not okay, that you believe her and that 
she is not to blame. 

 Don't blame or judge (i.e. "Why didn't you say anything sooner?" or "Why did you let 
him do it?") 

 Don't question or criticise the information she gives you at the time of disclosure - 
even if the information seems implausible or if there are obvious errors. Remember 
that victims of trauma are sometimes unable to refer to accurate time frames or dates 
and should not be blamed or pressured when this does happen.  

 Aim to empower the woman to make informed decisions and choices; give her time to 
consider the options that you present to her and try not to put pressure on her to do 
anything that she isn’t ready to do. 

 Respect confidentiality and privacy and recognise the real dangers that may be 
created if this is breached. Experience shows that perpetrators who are trying to track 
down women, or who discover a woman has disclosed abuse, are often very 
vindictive. Let her know in advance the limits to the level of confidentiality you can 
offer her (i.e. Safeguarding policies). 

 To avoid endangering women who do not speak English (or the language of the 
service provider), only use professional interpreters - never ask partners, 'friends' or 
relatives to translate. The use of professional interpreters is imperative.  
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Talking to others 
 

 Inform the woman that she does not have to report to the police if she does not want 
to. Keeping records will be helpful if she does choose to report, either now or at a 
future date –see below. 

 

 It is important to respect the woman’s right to confidentiality while balancing this with 
the need to discuss their disclosure with relevant services (for example, 
safeguarding). Try to minimise re-telling by the victim - and consequently minimise 
her re-victimisation. Don't expect her to retell unnecessarily or demand it of her.  

 

 If retelling is strictly necessary, gently explain to the victim that what she has said 
needs to be shared with another trusted professional. Explain that this is part of the 
process and it is one way in which you can help keep her safe. 

 

 Explain to her that she has done the right thing in disclosing the assault. Tell her of 
other services that can help and support her, and that with her permission you can 
refer her to these. If she agrees, you can contact the police, and, if available, a 
SARC or Rape Crisis Centre or an ISVA (Independent Sexual Violence Adviser) who 
is best placed to support her throughout the process of gathering evidence, 
testimony, and providing medical treatment - as indicated by her wishes. Inform her 
of upcoming actions, her future options and other support resources you and your 
agency can provide. 

 
Keeping written records 
 
Accurately write down all that you will be expected to account for, particularly in relation to 
what the victim has told you, what you said, and time frames. This may be used as part of 
your statement, for reference, or as evidence in court. It also reassures the victim that you 
have heard her, that what she has said is important, and that you are taking the incident 
seriously. 
 
Get professional feedback from a supervisor or manager.  
 
You must not break the law (e.g. through dereliction of duty, negligent conduct, abuse, 
malpractice, assault on the victim - or by attacking the perpetrator). Not only would this 
make you liable for prosecution, but it can also work against any investigation that is 
conducted to help the victim. 
 
Questions to ask on disclosure: 
 
“Are you able to tell me a little bit more about what happened?”  
 
“Was anyone else around?”  
 
 “Do you feel safe now?”  
 
“Do you have a safe place to go?”  
 
Do you want to report what happened to the police? 
 
Do you want me to help you access a specialist support service for women who have 
experienced sexual violence? 
 



 This project was funded by the Daphne III Programme of the European Union (Just/2010/DAP3/AG/1395)          97 
 

Victim blaming questions, which you should avoid: 
 
Any question starting with “Why” (!!!) For instance: 
 
“Why did you stay with him?”  
 
“Why did you allow this to happen?”  
 
“Did you provoke him?”  
 
“Did you have a quarrel before he assaulted you?” 
 
“Why didn’t you tell anyone before now?” 
 
 
 
Further resources are available at: 
 
Sexual Offences Act 2003 on http://www.legislation.gov.uk/ukpga/2003/42/schedules 
  
Care and Evidence DVD – available from www.careandevidence.org  
 
The DVD provides two 10-15 minute videos on medical care and evidence collection 
following sexual assault, to support a further teaching session. Additional information and 
resources are available on the site.  
 
http://www.thehavens.org.uk  
www.rapecrisis.org.uk  
http://www.stmaryscentre.org/  
http://www.nhs.uk/livewell/abuse/pages/violence-and-sexual-assault.aspx52 
 

  

                                                
52

 Some of this information has been adapted from: South Thames Foundation School and the Havens (March 
2012) Sexual and Domestic Violence Teaching Resource Pack   http://www.stfs.org.uk/faculty/training-about-
sexual-and-domestic-violence) 

 

http://www.legislation.gov.uk/ukpga/2003/42/schedules
http://www.careandevidence.org/
http://www.thehavens.org.uk/
http://www.rapecrisis.org.uk/
http://www.stmaryscentre.org/
http://www.nhs.uk/livewell/abuse/pages/violence-and-sexual-assault.aspx
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Appendix 11: Case scenarios 
 
Scenario one 
 
Care worker: Margaret is 46 and has learning disabilities. She lives in supported 
accommodation. Margaret seems to like most of the staff and appears to be able to talk to 
them. When Margaret’s brother comes to visit you notice she becomes very quiet and 
withdrawn. You want to talk with Margaret about this. 
 
Scenario one 
 
Margaret:  You live in supported accommodation. You like most of the staff and feel able 
to talk to them. When your brother comes to visit he makes you masturbate him. This has 
been happening since you were a child.  One of the staff members has noticed that you 
are quiet when your brother comes over and wants to ask you about it. Your brother has 
said that if you ever tell anyone he will be taken away by the police and it will be your fault. 

You don’t want to get the blame for something like that. 

 
 
Scenario two53 
 
Doctor You are a junior doctor in A&E. Amy presents to A&E asking for emergency 
contraception. She is tearful and has brought a young child with her. Ask questions to find 
out why Amy is upset.  
 
Scenario two 
 
Amy: Last night your husband raped you while your 3 year old daughter was in the same 
room asleep. You recently came off the Pill and had been using condoms for 
contraception, but last night your husband didn’t use one and you would like emergency 
contraception.  
 
 
Scenario three 
 
Doctor : You are a general practitioner. Susanna, aged 17, comes to see you with her 
husband, who looks at least 40. Susanna moved to the UK last year, but can speak little 
English. Her husband, who does all the talking, tells you that she is pregnant. Susanna 
makes no eye contact and looks thin and withdrawn.  
 
Scenario three  
 
Susanna: Your marriage was arranged for you against your wishes. Your husband does 
not let you out alone, or let you have any contact with your family. You have no friends in 
the UK. Your husband has sex with you against your wishes several times a week, and 
hits you if you refuse. You are pregnant but are frightened of having the baby. You are 
only allowed food if you have done all the housework for your mother-in-law, who also 
lives with you.  
 

                                                
53

 Scenarios 2 and 3 taken from: South Thames Foundation School and the Havens (March 2012) Sexual and 
Domestic Violence Teaching Resource Pack   http://www.stfs.org.uk/faculty/training-about-sexual-and-
domestic-violence) 
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Appendix 12: Stage/level of collaboration 
 
Collaborative and integrated working 

The diagram highlights the developmental nature of collaborative and inter-sectoral 

working.  There may be situations where it is sufficient for agencies to operate 

independently but exchange information. However, to achieve a more integrated approach 

to service delivery will require a different way of planning, sharing of information and a shift 

in culture. 

Stekholders wishing to engage in a collaboration should always keep in mind the principle 

of collaborative gain: there should be clear client or service benefits that arise from the 

efforts of agencies/departments to work together. 

 

Stage/level of collaboration 
 
 

1 2 3 4 

   Integrated working for 
collaborative gain: 
jointly planned with 
client and 
organisational 
benefits. 
 

  Some joint 
working: 
opportunistic, but 
not systematic. 
 

 

 Information exchange 
between departments 
or organisations. 
 

  

‘Department’ only; 
separate ‘silo’ 
working. 
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Appendix 13: Collaboration assessment questionnaire 
 
On a scale of 0 – 10, identify individually how well you think your collaboration 

arrangements are against these characteristics.  Discuss in groups your assessments and 

the reasons behind them. Based on your assessments identify those areas that need to be 

developed further. 

 
 

Not at all Always works well  

Characteristic 
 

0 1 2 3 4 5 6 7 8 9 10 

1 Leadership: senior 
managers expect and 
encourage commitment 
to collaborative working. 
 

           

2 There are clear goals for 
improving collaborative 
working, involving all 
stakeholders. 
 

           

3 There are clear 
governance 
arrangements in place 
for planning and 
reviewing collaborative 
performance. 
 

           

4 Each partner agency 
knows what its 
contribution to achieving 
service improvement is. 
 

           

5 Partner agencies 
communicate with one 
another effectively. 
  

           

6 Mechanisms are in place 
for the appropriate 
sharing of information. 
 

           

7 Partnership 
arrangements work at 
strategic and operational 
levels. 
 

           

8 Mutual respect between 
all partners is evident in 
all service processes. 
 

           

9 Partner agencies trust 
one another. 
 

           

10 There is a culture of 
shared learning in place. 
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Appendix 14: 4 Square Matrix Analysis Charts 

 

4 Square Matrix Analysis Charts- Collaborative working: where are you now? 

These matrix charts are helpful in identifying the strengths and weaknesses of current 

relationships between agencies.  They can be quite challenging to use as they require a 

high degree of honesty.   For this reason they can also be used within an agency as an 

initial starting point for identifying where efforts need to be made to improve partnership 

working.  In all cases the desired position is for relationships to be located in the top right 

quadrant. 

Trust 
 

High 
 
 
 
 
 
 

 
 
 

 

 
 
 

 

 
 
 
 
 
 

Low 

 
 
 

 

 
 
 

 

  
Low 

 
High 

  
Goal agreement 

 

Challenge 
 

High 
 
 
 
 
 
 

 
 
 

 

 
 
 

 

 
 
 
 
 
 

Low 

 
 

 
 

 
 

 
 

  
Low 

 
High 

  
Support 

Opponents Allies 

Adversaries Bedfellows 

Defensiveness Learning 

Static Cosy 
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Commitment 
 

High 
 
 
 
 
 
 

 
 

 
 

 
 

 
 

 
 
 
 
 
 

Low 

 
 

 
 

 
 

 
 

  
Low 

 
High 

  
Energy 

 

Assertive 
 

High 
 
 
 
 
 
 

  

 
 
 
 
 
 

Low 

  

  
Low 

 
High 

  
Cooperative 

 

 

  

Spectator Winners 

‘Zombies’ Terminal 
cynics 

Selfish, 

chaotic 

Productive 

Unproductive 

zombies 

Stagnant 

bedfellows 
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Appendix 15: Strategy map 
 

Strategy map 

Strategy mapping is a performance system for translating strategic intent into the critical 

few actions that are required to achieve high-level goals.  The important point is to 

demonstrate the cause and effect linkages between the actions at different levels.  There 

are likely to be more action points at the lower levels.  Each action point should be subject 

also to a performance measure.  The technique can be used for a multi-sectoral service or 

for an agency’s contribution to a shared key result and goal, with some shared actions.   

Key result 
 

A decrease in the social, mental and health harm 
to women victims of sexual assault. 

 

Organisational goal 
 

Improved effectiveness, appropriateness 
and humanity of sexual assault-related services. 

 

 

Client service wants 
(How do key results 
and organizational 
goals translate into 
what clients are looking 
for: public service 
users; service 
commissioners, partner 
agencies) 
 
 

 
 

  
   

 

Organisational 
processes 
(Systems and 
procedures needed to 
achieve service wants)  

 
 

 

 

Learning and growth 
(Skills & knowledge 
that staff need to have 
to implement systems 
and procedures well) 
 

 

 
 

 

Resources 
(Levels and changes to 
investments and 
budget allocations 
required) 
 

 

 

1.  

 

2.  3.  


