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An Exploration of Patient satisfaction with and experience of a Sexual Abuse Survivors Clinic 
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Abstract  

Background: The scale and extent of sexual violence perpetrated in the UK is being increasingly 
acknowledged. Support after the initial disclosure, is often sought in NHS Sexual Health clinics. The 
purpose of this service evaluation was to explore patient satisfaction and experience amongst sexual 
health clinic attendees who disclosed sexual violence and were subsequently managed in a specialist 
sexual abuse survivors clinic.  

Methods: Semi-structured interviews were conducted with ten service users and interview 
transcripts were analysed using interpretative phenomenological analysis (IPA) to assess users’ 
experiences within the clinic.  

Results: Participants were all female (aged 18-54 years) and had experienced sexual violence 
between 2 weeks and 15 years prior to interview, and the majority self-identified as White British 
(6/10). IPA analysis revealed three distinct overarching themes which were important to this group 
of patients when evaluating their care: delivery of care in the context of judgement and stigma, 
aspects of care identified as healing or harmful to recovery, and the importance of the processes of 
providing care.  

Conclusions: Understanding the experiences of sexual violence survivors in healthcare settings can 
optimise the provision of patient-oriented care and support. This includes ensuring the service user 
is in control of the consultation, the risks of re-traumatisation are minimised, and individuals receive 
relevant and accurate information but in a manageable volume and format. 

 

Suggestions for service delivery 

• Address service level barriers that survivors face when accessing care after sexual violence, 
for example ensure patients do not have to repeat their reason for attendance to multiple 
healthcare staff. 

• Healthcare staff require dedicated training to respond to the needs of survivors of sexual 
violence.  

• An integrated approach incorporating both medical and specialised third sector support can 
provide a range of relevant services, but should be optimised to ensure clarity for those 
accessing services.  

 

 

Introduction 

The scale of sexual violence perpetrated in the United Kingdom is being increasingly recognised.1  First 

disclosures are commonly made in NHS sexual health clinics where up to 17% of female attendees 

report having experienced sexual violence.2 Although many survivors find their encounters with health 
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care professionals to be beneficial, for some the experience is suboptimal due to lack of staff, 

inadequate experience or training, delays in accessing care, or a poor physical environment.3 4 Enabling 

service user empowerment and greater control during the consultation process can also improve  well-

being.5 Qualitative studies have highlighted the convenience of  attending a sexual health clinic to be 

important in addition to positive staff attitudes in this setting,6 however, data exploring the specific 

experiences of sexual violence  survivors attending sexual health services are limited.  

‘Umbrella’ delivers sexual health services to a population of 1.1 million in Birmingham and Solihull in 

the United Kingdom. Attendees are asked routinely about a history of sexual violence which has led 

to an increased number seeking support, equating to more than one child per week and more than 

one adult per day (local audit data).  In response, a specialised Abuse Survivors Clinic (ASC) was 

established which is provided in partnership with a third sector organisation, the Rape and Sexual 

Violence Project (RSVP). The ASC team comprises an experienced doctor, Health Advisor and RSVP 

Independent Sexual Violence Advocate (ISVA). The ISVAs’ role includes making clients aware of 

their legal rights, explaining reporting options, accompanying the individual to medical appointments, 

explaining the criminal justice process/system and attending court with them, and assistance in 

completing criminal injuries compensation forms.  

The aim of this service evaluation was to assess service users’ experiences following attendance at the 

Abuse Survivors Clinic to inform and improve the future delivery of the service. 

Methods 

Participants and recruitment 

A convenience sample of sexual violence survivors were identified between September 2017 and April 

2018 from sexual health clinic attendees. The service evaluation was advertised on posters in the 

Umbrella sexual health clinic and participants who responded to the advertisements or expressed 

interest to their health care professional were invited to participate. Participant information sheets 

were provided prior to the day of interviewing by healthcare staff at Umbrella. All participants 

provided informed written consent. Participant confidentiality and anonymity were maintained 

throughout the study. Participants received a £25 shopping voucher in compensation for their time. 

The protocol was reviewed by University Hospitals Birmingham NHS Foundation Trust and assigned to 

be a service evaluation (approval ID- CARMS-13384).  

Interviews and analysis 

In-depth, semi-structured interviews were conducted with service users by a female researcher (GB) 

who was experienced in qualitative interview techniques. A single interview was conducted – one to 
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one with each participant in a private room at the clinic, and audio was recorded. An interview guide 

was developed from qualitative research conducted on similar participant groups and findings from 

related quantitative studies7-9. Open-ended questions facilitated discussion on the lived experience of 

being seen in the ASC including feelings about attendance, patient satisfaction, referral pathways and 

suggested improvements to the service. The interview style was non-directive and consisted of a 

dynamic reflection, with talk flowing from general accounts of the individual’s experience to detailed 

accounts of specific thoughts and feelings. Therefore, although the content of each interview varied, 

the interview style remained consistent. Interviews lasted between 45 and 90 minutes. Audio 

transcripts were not returned to participants for review.  

Interpretive phenomenological analysis (IPA) was employed to explore participants’ accounts of their 

experiences and the meanings they may attach to them. IPA is a method used to explore the 

informants’ views of the world and to adopt as far as possible an “insider perspective”10 recognising 

that the research exercise is a dynamic process.11 The data were analysed and coded initially by one 

data coder. NVivo 11 Software was used to manage and store the data and themes were derived 

directly from the data. 

Results  

Ten female participants who agreed to participate in the study were recruited (Table 1).  Three 

overarching themes were identified and summarised the experiences and satisfaction of the ASC 

service users, including: delivery of care in the context of judgement and stigma; aspects of care 

identified as healing or harmful to recovery; and importance of the processes of providing care.   

 

Table 1. Participant characteristics 

Participant Ethnicity Age 
Time since abuse 

occurred 

Pathway to Abuse 

Survivors Clinic 

ASC01 White British 18-24 6 weeks 
Through another sexual 

health clinic appointment 

ASC02 White British 18-24 15 years Online via website 

ASC03 Indian British 25-44 2 weeks 
Through another sexual 

health clinic appointment 
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Participant Ethnicity Age 
Time since abuse 

occurred 

Pathway to Abuse 

Survivors Clinic 

ASC04 Pakistani British 45-54 <3 months 
Through another sexual 

health clinic appointment 

ASC05 Black British 45-54 10 years RSVP & ISVA 

ASC06 Black British 25-34 10 years RSVP 

ASC07 White British 18-24 7 years 
Through another sexual 

health clinic appointment 

ASC08 White British 25-44 10 years RSVP 

ASC09 White British 45-54 15 years 
Through another sexual 

health clinic appointment 

ASC10 White British 18-24 <3 months RSVP 

RSVP = Rape and Sexual Violence Project; ISVA = Independent Sexual Violence Advocate 

 

Delivery of care in the context of judgement and stigma  

This encompassed anticipated and actual reactions that participants had experienced from friends and 

family, medical staff, the police, and society.  The attitudes expressed were predominantly negative. 

‘Others just don’t get what it [abuse] does’ [ASC08].  

Some participants also felt specific stigma was associated with attending a ‘sexual health’ clinic,  

‘it’s clearly a clinic for people with like sexually transmitted diseases and stuff, so I don’t really 

feel comfortable bringing anyone with me or anyone seeing me go in’. [ASC10] 

However, many women felt a sense of relief at being able to verbalise their experiences even though 

they had feelings of discomfort in doing so. Some described feeling afraid of the perpetrator, with one 

woman explaining that the perpetrator was ‘well-known’ in the community which would never let her 

‘live it down’. There was also a fear that describing events to the clinic staff would recall feelings of 

shame and judgement.  

One woman was abused by a family member and had been very concerned about anyone finding out 

about her abuse. She had not verbalised her experiences prior to the ASC, but after visiting the clinic 
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she slowly started to ‘open up’ about it.  The fear of others becoming aware of the abuse raised 

concerns around confidentiality. One survivor stated that reinforcing anonymity and confidentiality at 

the ASC would have been beneficial.  

When I wasn't told anything that it would stay anonymous.  ….If I had been reassured on that 

I could just be like a code instead of my name then that would've encouraged me ...  But I need 

to see it in writing that my name will never, ever be revealed. [ASC03] 

In contrast, another participant felt she had been encouraged by the ISVA to remain anonymous when 

considering formal reporting of the sexual violence:  

Why would I want to do it anonymous?  I said, “you’re going to put his face on there with none 

of my details” [ASC04].  

Aspects of care identified as healing or harmful to recovery  

Many felt that a trusting therapeutic relationship was central to recovery and were appreciative that 

the doctor displayed interest and concern. This enabled them to feel more confident within the 

consultation and become an active participant in the interaction. Central to this experience was being 

‘treated like a human being’.  

You feel heard not just listened to [ASC09] 

They were very sensitive and what I liked about it was that the human side of it was nice 

[ASC05] 

And feeling listened to, understood, supported and cared for. 

They’re very understanding like caring. It, sort of, reminded me of, like, a motherly figure or 

like a big sister figure [ASC01].  

Another factor in this therapeutic relationship was a sense of control.  Being treated with ‘the human 

touch’ meant being involved in treatment decisions.  One woman said that being an abuse victim 

results in having choice taken away, but another felt reassured by being able to leave the service at 

any point or come back to the clinic for follow-up appointments if required, which was in contrast to 

previous care when she had little or no say.  

I liked that the point that at any point along the examination or even if I was in the waiting 

room and it was too much, I could say and I didn’t feel as if I would be wasting anyone’s time” 

[ASC05]  



7 | P a g e  
 

One woman had felt coerced into taking emergency contraception after the rape, highlighting the 

importance of service provision that ensures patients feel empowered in a consultation. She was 

initially assessed in a general sexual health clinic immediately prior to being seen in the ASC. 

My first concern was to get HIV or AIDS from it.  That was my main concern.  Pregnancy, I can 

deal with.  But HIV, I can't. So that was more important for me that day [ASC03]  

Comparisons were made on how experiences at the ASC differed from other health care encounters. 

All those who mentioned past experiences with doctors agreed that the ASC, being a ‘specialised 

service’, was better equipped to meet their needs.  Visiting a regular GP meant having to ‘squeeze in 

to 10 minutes’. For several of these women, ASC was described as the first formal support provider 

that they felt had treated them like “real” people. At ASC, they felt respected, safe, and able to begin 

the healing process. 

The thing that I liked the most is that it was unrushed and I felt like a person [OK] not a case 

study for a doctor. And that helped me a great deal because, like I said before, in the past I 

have been examined and I have felt nothing more than a slab of meat [ASC05]  

Another also compared the care given at ASC with previous health care encounters and discussed how 

other health professionals made her feel ‘ashamed’ and ‘uncomfortable’, as opposed to the doctor at 

the ASC who made her feel like they ‘were family’.  

Importance of the processes of providing care  

Booking of and the process leading up to and after an appointment 

There was a sense of uncertainty and apprehensiveness associated with attendance and this may have 

made the booking process more challenging. For example, one woman conveyed being apprehensive 

about the process of accessing the ASC, describing ‘putting the phone down’ multiple times before 

successfully booking an appointment. This anxiety and fear associated with making an appointment 

was also described by others, although preconceptions were not borne out when contact was made.  

‘She was actually offering ideas and things that I felt like were good at that moment.  And she 

was like...yes, I felt like she was actually there listening’ [ASC02] 

Having an RSVP advisor contact the clinic on behalf of the survivor was one way of facilitating this 

initial step.  

Apprehension prior to the clinic attendance was commonplace. 
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The only thing I had to arrange was in my mind to prepare myself, let's *face it, it was going 

to be an internal examination it was going to be taking blood and it was going to be, you know, 

for me to bare flesh in public with people I don’t know.  So, for all of that I had the time to 

prepare [ASC05] 

The name of the clinic holds significance too, one participant felt that the clinic was focused on 

survivors such as her, and thus felt more confident attending:  

I don’t want to use the word victim because I’m not victim, I’m a survivor. But it was survivor-

centred and that was nice [ASC05] 

Although many participants left the ASC appointment feeling composed, a few felt additional follow-

up would have been beneficial, or being given more opportunity to compose themselves after the 

consultation but before leaving the ASC.   

I wouldn’t have want to just go and say “Goodbye *RSVP advisor*” and then go home on the 

bus. I wouldn’t have felt safe. I was all a wreck, you know, I couldn’t think straight. [ASC09] 

 

Types of support offered 

Some women attended with the erroneous expectation that the ASC would be a counselling session. 

One woman felt that more information should have been provided to clarify the role of the clinic.  

I was under the impression...  I think you need to be told what's happening prior to it happening 

if that makes sense.  I was thinking I was going to counselling.    I definitely wasn't, at all [ASC06] 

Another felt confused and overwhelmed by the transfer within the ASC from the doctor to the ISVA. 

It made her wonder if there was ‘something more serious’ wrong with her although she later 

understood that the ISVA was part of the ASC service.  

The provision of appropriate information was key for many. A source of pride for participants was 

being able to make sense of new, and often complicated, information by drawing on prior knowledge 

and beliefs. However, one participant was hesitant to use any of the information provided because of 

concerns about having to verbalise her abuse to more people. 

They gave me leaflets.  Obviously, there was numbers on some, like I can even call this at any 

point but it's a big deal to just do that and then you are going to have to do it from the 

beginning and, if you are to call, then it's probably going to be someone totally different every 

time [ASC06]  
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The time interval following sexual violence was an important factor in information assimilation and 

those with recent experiences were more able to take on-board new information. According to some, 

the ISVA was also more useful if the abuse was recent. 

The gist I seemed to get was that they tend to work more with people who, like, the abuse has 

been really recent. So, I think… the police case and stuff for me wasn’t something I wanted to 

re-open after a long time [ASC07]  

Physical environment 

Few women raised issues about the physical surroundings at the ASC. We did not directly ask about 

the physical environment, and only a few spontaneously offered their views towards it, including one 

who felt the room in which she saw the doctor was ‘too clinical’, and another who described the size 

of the room: 

She was like in a cupboard.  I thought I was going into a separate room but it was literally 

like a little cupboard [ASC06]  

Discussion 

This qualitative study has provided rich insight into the experiences of attendees at a specialist sexual 

abuse survivors’ clinic. Health professionals have the unique opportunity to prevent and/or alleviate 

“secondary victimization” – a phenomenon which describes when rape survivors are exposed to 

victim-blaming behaviours or attitudes, where the experience may feel like a “second assault” or a 

“second rape”.12-15 Although we did not assess post-assault psychological outcomes (e.g., depression, 

post-traumatic stress disorder), we found that through the ASC many of the sexual assault survivors 

felt reassured and developed a level of trust with healthcare professionals suggesting that positive 

experiences with the ASC promote recovery and emotional well-being.  

Overall, three themed insights were identified. First, the challenge of providing care in the context of 

judgement and stigma associated with sexual violence, which can create barriers for those who want 

to access help. Judgement comes not only from society, communities and families but also from 

survivors themselves. Within specialist sexual health services such as the ASC there needs to be an 

appreciation of these barriers when promoting and delivering the service, and during staff training. 

Evidence from studies of healthcare after domestic abuse affirm the importance of staff contributing 

to developing trusting and respectful relationships.16 Operating an ASC within a sexual health service 

setting may in itself create a barrier to access but also provides advantages in permitting self-referral, 

access to specialist staff, and testing for sexually transmitted infections which attendees value. 
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Survivors tend to seek healthcare more frequently than women who have not experienced abuse, 

including the use of sexual health services,17 such that the fostering of trust and assurance of 

confidentiality when delivering sexual health care could encourage survivors to disclose sexual 

violence.   

Next, the evaluation identified specific aspects of care that facilitated ‘healing to recovery’ following 

sexual violence, including the perception of genuine empathy during consultation, a sense of being in 

control and the provision of service that is fit for purpose. Some participants contrasted health care 

professionals at the ASC to previous health encounters, and described the ASC staff as better 

‘equipped’ and more ‘understanding and sensitive’, as well as ‘non-judgemental’ in comparison. 

Whilst establishing an emotional connection has been noted as important when responding to 

survivors of intimate partner abuse ,16 here we also see it in relation to healthcare after sexual 

violence. Although often unintentional, in some instances victim blaming behaviours are overt as 

professionals may explicitly hold survivors responsible for the assault, doubt the veracity of survivors’ 

stories, or minimize the seriousness of the crime.13  Participants felt they were given control at the 

ASC, which bolstered their confidence in taking further steps to recovery. The importance of 

(re)gaining control in healthcare experiences after sexual violence is consistent with other work.18 

Also, some felt better equipped to consider reporting the assault to the police when support from an 

ISVA was available.  

Finally, we found that the mechanics of care provision mattered to attendees including the logistics 

around booking an appointment, clarity on the types of support on offer, and the physical 

environment where consultations took place.  Many participants expressed anxiety prior to booking 

an appointment or their first attendance, and it is possible that the option for automated bookings 

following referral to the ASC may ameliorate such anxieties.  For some individuals part of the reason 

for their attendance at the ASC was their continued search for relevant support and it is important 

that those offering specialist services should be transparent about what services are being offered at 

the time of booking.   The provision of appropriate mental health care following sexual violence is also 

of importance to this group, particularly when access to community-based mental health care is often 

limited.3 19 A few service users also expressed a preference for a more open or relaxed (informal) 

physical environment. 

Conclusions 

Survivors of sexual violence perceived the emotional care provided to be particularly important, and 

additional training for clinic staff may be required for optimal service delivery. Care for survivors is 

made more challenging because of the societal judgment and stigma that is still associated with being 
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a victim of sexual violence, training needs to equip staff with an understanding of the systematic 

nature of the trauma and how to avoid secondary victimization.  An integrated approach of both 

medical and specialised third sector support can provide a range of relevant services but should be 

managed effectively to prevent overwhelming service users. 
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