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Abstract
Cognitive behavioural therapists and practitioners often feel uncertain about how to treat post-traumatic
stress disorder (PTSD) following rape and sexual assault. There are many myths and rumours about what you
should and should not do. All too frequently, this uncertainty results in therapists avoiding doing trauma-
focused work with these clients. Whilst understandable, this means that the survivor continues to re-experience
the rape as flashbacks and/or nightmares. This article outlines an evidence-based cognitive behavioural therapy
(CBT) approach to treating PTSD following a rape in adulthood. It aims to be a practical, ‘how to’ guide for
therapists, drawing on the authors’ decades of experience in this area. We have included film links to
demonstrate how to undertake each step of the treatment pathway. Our aim is for CBT practitioners to feel
more confident in delivering effective trauma-focused therapy to this client group. We consider how to assess
and formulate PTSD following a rape in adulthood, then how to deliver cognitive therapy for PTSD (CT-PTSD;
Ehlers and Clark, 2000).We will cover both client and therapist factors when working withmemories of rape, as
well as legal, social, cultural and interpersonal considerations.

Key learning aims

(1) To understand the importance of providing effective, trauma-focused therapy for survivors of rape
in adulthood who are experiencing symptoms of PTSD.

(2) To be able to assess, formulate and treat PTSD following a rape in adulthood.
(3) How to manage the dissociation common in this client group.
(4) To be able to select and choose appropriate cognitive, behavioural and imagery techniques to help

with feelings of shame, responsibility, anger, disgust, contamination and mistrust.
(5) For therapists to learn how best to support their own ability to cope with working in a trauma-

focused way with survivors of rape and sexual violence.
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Introduction

‘Rape, like genocide, will not be deterred unless and until the stories are heard. People must
hear the horrifying, think the unthinkable and speak the unspeakable.’

(Tompkins, 1995; p. 852)

Is there a need for this article?
In preparation for writing this article, we consulted a group of high-intensity therapists (n= 29)
using an informal survey to gain an understanding of what they would like to know about treating
post-traumatic stress disorder (PTSD) following a rape in adulthood. Fifty-nine per cent of the
respondents said that they did not feel confident about working with PTSD after rape and
highlighted particular gaps in their knowledge. This article will address those gaps.

Given that the aim of this article is to increase therapist confidence in working with PTSD
following rape, we will focus on how to treat more ‘straightforward’ presentations. At times, we
will discuss how this might be different with multiple incidents and/or a history of prior trauma.
However, we believe that therapists need to really understand how to treat PTSD following one
rape or sexual assault before they can flex the model for complicated histories. For further
guidance on working with complexity in CT-PTSD, please see Murray and El-Leithy (2022).

This work can all be conducted remotely assuming it is via videocall, not telephone. Please refer
to https://oxcadatresources.com/covid-19-resources/ and Wild et al. (2020) for guidance
regarding remote working. This can also all be done through an interpreter: please see
d’Ardenne et al. (2007) and the following film link (https://vimeo.com/792166984/19f2122a2f) for
further guidance.

Background information about rape and sexual assault
The prevalence of rape and sexual offences in the UK is reviewed regularly by the Office for
National Statistics Crime Survey for England and Wales. Sexual offences in England and Wales
were reported to be at their highest ever level in the year ending June 2022 (Office for National
Statistics, 2022; 196,889 offences), with similar levels recorded in the most recent report (Office for
National Statistics, 2023; 191,052 offences). Of the offences reported to police, 36% were rape
offences (Office for National Statistics, 2023); however, it is important to remember that this does
not reflect the number of sexual offences perpetrated overall. Estimates from the Crime Survey for
England and Wales reveal that fewer than one in six survivors of sexual offences report these
crimes to the police (Office for National Statistics, 2023). However, the significant increase in
reported sexual offences in recent years, may represent a closing of the gap between the number of
rapes committed and the number reported.

Rapes against female survivors are reportedly far more likely perpetrated by someone known to
the victim (Office for National Statistics, 2021): the perpetrator was most frequently reported to be
their partner or ex-partner (45%), followed by someone known to them (37%, including dates/
friends/acquaintances but not family or partners). ‘Stranger rape’ was reported by 15% of female
survivors, compared with 43% of male survivors.

Rape is also used as a form of torture and psychological warfare. In addition, forced migrants
arriving into the UK are also vulnerable to sexual violence on their journey and after arrival
(Pertek et al., 2021).

Sexual assault and rape are associated with a greater prevalence of a range of psychological
difficulties (Dworkin, 2020), with rape having the strongest risk of PTSD compared with any other
types of trauma (Dworkin, 2020; Kessler et al., 2014). Indeed, the UK’s Office for National
Statistics (2021) also reported that 62.7% of rape survivors experienced consequent ‘mental or
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emotional problems’, and 10.1% attempted suicide after being raped. Dissociation during a
trauma, which often occurs during rape, has also been significantly linked to more severe PTSD
symptoms (DeMello et al., DeMello et al., 2023) and is a predictor of poor recovery from PTSD
(Hagenaars and Hagenaars, 2020). Indeed, a recent meta-analysis of prospective studies reported
that 74.58% of sexual assault survivors met diagnostic criteria for PTSD 1 month after the assault,
and 41.5% after 1 year (Dworkin et al., 2023).

Trauma-focused cognitive behavioural therapies, such as cognitive processing therapy (CPT),
prolonged exposure (PE), and eye-movement desensitisation reprocessing (EMDR) have been
found to reduce PTSD symptomology in rape survivors (O’Doherty et al., 2023; Regehr et al.,
2013; Resick et al., 2012).

Therapist fears/myths about working with sexual violence
The scale of sexual and interpersonal violence in the UK is a public health issue and, as a result, it
is important that we have a workforce trained to be able to respond to people’s experiences of rape.

To work effectively with survivors of sexual violence, therapists also need to occupy a non-
neutral human rights stance, which can sometimes feel uncomfortable. Therapists need to be clear
that rape is a crime, and that it is recognised as such all around the world. It is always a crime, there
are no mitigating factors (such as being drunk or withdrawing consent after some contact) that
make it less of a crime. It is not ‘a difficult experience’ or ‘a misunderstanding’; it is a serious crime.
We want to encourage therapists to embrace this stance as it could foster the kind of culture
changes needed to ensure that rape survivors do not have to suffer further re-traumatisation when
asking for care.

Discussing sexual violence is upsetting at the very least. Even experienced trauma therapists
worry about and/or dread discussing rape with their clients. It is entirely understandable; peering
into one of the darkest corners of human behaviour challenges so many dearly-held beliefs, such as
those about safety and the benevolence of others. We know that we may leave our clinic with this
information (and these images) swirling around our mind. However, this is often mitigated by the
client’s relief of having shared their story and been heard and validated. In our clinical experience,
the benefits greatly outweigh the costs. Survivors feel relief and gratitude when they are finally able
to discuss the rape with someone who listens and validates their experience, while reminding them
that they are now on the road to stopping flashing back to the memory.

Here we provide some suggestions about how to address common fears amongst therapists
(Becker et al., 2004; Purnell et al., 2024), and some encouragement about the positive benefits for
clients of discussing rape and sexual violence.

• It will make the client’s symptoms worse

Less experienced therapists also often fear that the discussion of sexual violence might
retraumatise the client, or make their symptoms worse, or that it might be too shame-inducing for
them to bear. It is true that beginning to discuss trauma can sometimes lead to a brief increase in
the client’s intrusive symptoms of PTSD (Larsen et al., 2016), whatever the nature of the trauma.
This is because the client is no longer engaging in avoidance strategies. Yet, we know from decades
of research that discussing trauma memories in detail is one of the most effective elements of
treatment. Qualitative research found that rape survivors who received therapy considered trauma
processing to be essential to their recovery, by helping them to form a coherent narrative of their
experiences (Moor et al., 2022). Indeed, patients interviewed after reliving often report that it is
‘worth the pain’ (Shearing et al., 2011; p. 466). Conversely, those with negative experiences of
therapy after sexual assault noted therapists’ avoidance of discussing rape as a key factor
(Starzynski et al., 2017). More participants in randomised controlled trials for PTSD experience a
deterioration in symptoms in waitlist conditions than in trauma-focused treatments (e.g. Ehlers
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et al., 2014; Jayawickreme et al., 2014). Similarly, rates of deterioration in patients over a course of
CT-PTSD are very low and/or absent (e.g. 1.2% in Ehlers et al., 2013; 0% in Gillespie et al., 2002;
for further review, see O’Doherty et al., 2023).

Clients need detailed psychoeducation about the aims and process of therapy, so that they have
a clear rationale for why talking in detail about the rape will be helpful. This will then allow them
to make an informed choice about engaging in the treatment and to actively ‘sign up’. This avoids
any possibility of the client feeling coerced into proceeding and allows for open conversations
about how to overcome challenges (e.g. how you will manage in sessions if the client is feeling
avoidant of talking about their traumatic experiences). It is important to remember that the client
is already experiencing flashbacks regularly. Addressing the trauma in therapy, in a structured and
supportive environment, is unlikely to be any worse than what they already cope with. Discussing
the trauma memories in detail also helps the client to realise that they can cope with having these
memories and to not feel so controlled by them.

• It will be too shame-inducing for the client

Strong feelings of shame are common following sexual violence and are linked to self-blame,
fear of being judged by others, and feelings of humiliation. This may make it difficult for a survivor
to disclose their experience (Bögner et al., 2007). It may particularly be the case if the survivor is
influenced by cultural ideas regarding gender and sexuality that contribute to a view of surviving
rape as shameful (Bhuptani and Messman, 2023; Weiss, 2010). It is therefore important that you
provide a compassionate, overtly non-judgemental and normalising space when the experience is
disclosed. You may be the first person that the survivor has spoken to about their experience, and
your reaction of warmth and acceptance could be an important first step in overcoming feelings of
shame and fear linked to the rape.

Clients typically report that talking about their experiences of rape helps to reduce their feelings
of shame and self-blame, rather than increasing them (Bhuptani and Messman, 2022). They learn
that even though the therapist now knows exactly what happened to them, s/he still cares and is
not disgusted or judgemental.

• The therapist will not be able to cope

Talking about sexual violence is inherently challenging, not only for the client, but also for the
therapist. It is important to talk to your supervisor about any concerns you have about how to
manage in the session (or after it) and to create a plan for your own wellbeing if needed. Talking
about sexual violence is rarely as difficult as the therapist (or client) anticipates. Make sure you talk
with a supervisor about any areas you feel uncomfortable discussing. After the session, seek
support or supervision as required; proactively making plans with a supervisor or colleague to
check-in after a challenging session can help reduce feelings of isolation or helplessness. Most
importantly, remind yourself that helping someone to stop re-experiencing a rape every day (in
nightmares and flashbacks) is a great and worthwhile activity and that it was worth listening to
some upsetting details in order to get there.

• They might not want to work with me because of my gender

Occasionally, therapists are concerned about the impact of the gender of the therapist in
working with sexual violence. In the authors’ experience, there are no clear rules about this.
Sometimes a female rape survivor will only work with another woman, at other times, they have
found it restorative to spend time with a compassionate male therapist. The same applies for male
survivors. All we can suggest is that the therapist makes no assumptions about their clients’
preferences and asks them. Please see the following video of two male therapists who were
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interviewed about their experiences doing CT-PTSD for rape with female clients: https://vimeo.
com/1037241866/9fdcfe4279?share= copy.

In addition to fears and myths about working with sexual violence, therapists may hold
concerns or misconceptions about treating PTSD more generally using CBT. We encourage
therapists to consult Murray et al. (2022a) which helpfully discusses common misconceptions
about CT-PTSD. For further discussion of myths about rape, please see the section below entitled
‘Rape myths and common gaslighting gambits’.

Service user perspective: a message to therapists from a survivor
We asked for feedback from a service user about their experience receiving CBT for rape. Below is
the feedback we received:

‘I knew it was going to be unpleasant and it was. However, it was never as bad as I anticipated
and I genuinely felt able to control the sessions and had a sense of agency with them. It felt
empowering to have someone listen and work with me, we worked together on the problem.
I didn’t have to try and solve it on my own anymore.

While discussing and practising the grounding techniques beforehand at times felt a little
awkward, having my therapist do them with me was really helpful. The psycho-ed about
dissociation was game-changing, it helped me to feel less freaked out by it and less to blame for
not fighting back.

When it all came down to it though, it was the memory and imagery sessions that really made
the difference. For some things the techniques worked the first time, and for others it didn’t.
One of the moments that really shifted things was working on self-blame and the thought that
I had “let it happen”. I could see on a cognitive level that this wasn’t accurate and that
I wouldn’t say these things to someone else. However, just updating the memory with these
words didn’t seem to help – I didn’t really feel any different. We decided to use some imagery to
add a bit more power to the update and it was really effective. I feel so much better now I have
had the treatment – I am able to engage properly with life for the first time since it happened.
Please do this memory-focused work with people so they can lead a normal life again.’

Assessment
In this section we provide an overview of how to assess for PTSD. For more information about
assessment and formulation, please see Murray and El-Leithy (2022). We continue to discuss
assessment of individual components (e.g. dissociation, guilt, shame) in their relevant sections in
this paper.

Things to consider

Survivors of rape can often feel conflicted about accessing mental health treatment. In particular,
they tell us that they fear their therapist may blame them. This fear can be intensified if the
survivor was drunk or had taken drugs when they were raped. The survivor may have had the
experience of overt or covert blaming from friends, family, police or health services. It is therefore
very important that in early sessions, therapists do not ask the survivor whether or not they were
drunk or had taken drugs during the trauma. We suggest you wait until it comes up naturally: e.g.
this information may come to light during reliving (e.g. gaps in the memory), or when assessing/
formulating guilt or shame.
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Is it PTSD?

Given that PTSD has a very particular treatment, it is important to be completely sure that a
client’s difficulties are best characterised as PTSD. Trauma underlies many different mental health
conditions, so we need to be sure that the trauma of rape really has resulted in PTSD and not some
other condition.

The best way for a therapist to proceed is to check their client’s presentation against the
diagnostic criteria for PTSD. We find the ICD-11 (World Health Organization, 2019/2021) the
most helpful in this regard. ICD-11 stipulates that a diagnosis of PTSD is met following ‘exposure
to an extremely threatening or horrific event or series of events’, where the patient also presents
with three core symptom characteristics:

(1) Re-experiencing the traumatic event(s) in the present in the form of vivid intrusive
memories, flashbacks (feeling that the event is happening again in the here and now, in any
sensory modality) or nightmares. Re-experiencing symptoms are usually accompanied by
strong or overwhelming emotions and strong physical sensations that replicate those
experienced at the time of the trauma.

(2) Avoidance of thoughts and memories of the event; avoidance of activities, situations, or
people reminiscent of the event.

(3) Persistent perceptions of heightened current threat, e.g. hypervigilance, exaggerated startle
response. To meet a diagnosis of PTSD, symptoms should persist for several weeks and
cause ‘significant impairment : : : in important areas of functioning’ (ibid).

Self-report scales can be useful as part of an assessment for PTSD, for example the PTSD
Checklist for DSM-5 (PCL-5; Weathers et al., 2013) or the International Trauma Questionnaire
(ITQ; Cloitre et al., 2018) which maps onto the ICD-11 diagnostic criteria. However, clinicians
should never rely solely on self-report measures, but conduct a thorough clinical assessment to
assess for PTSD.

Sometimes it helps to think about the idea of a multisensory film being ‘recorded’ by the brain
during the trauma. When any part of this ‘recording’ intrudes into the person’s mind, either
during the day or at night, then it is a re-experiencing symptom. Most frequently, these intrusions
are in the form of visual mental images but can also occur in other sensory modalities (e.g. the
sound of screaming, the physical impact of an assault, the smell of an assailant, the taste of blood)
(Hackmann et al., 2004). Particular attention should be paid to whether there is a match between
what we know of the patient’s re-experiencing symptoms and what happened during the
traumatic event, as these unprocessed memories are the key feature of a PTSD diagnosis.

Special attention should also be paid to distinguishing re-experiencing symptoms from
rumination. Although rumination is also common following traumatic experiences, it is not part
of a PTSD diagnosis. Rumination can feel distressing and intrusive to patients, but there is a more
voluntary aspect to this remembering; the client is asking themselves questions about the trauma
(e.g. ‘Why did it happen to me?’, ‘What could I have done to stop it?’, ‘If only I had done x or y?’,
‘How can people behave like that?’) rather than re-experiencing the trauma as if it happening
again. In PTSD, unprocessed trauma memories will intrude with more vividness and sense of
‘now-ness’ than normal memories; true re-experiencing symptoms will also bring about greater
distress and physiological reactivity. Rumination, on the other hand, may provoke a more
depressed or angry state of mind. Please see the following link for further resources and
information about working with rumination, either alongside or separately from PTSD: https://
oxcadatresources.com/rumination/

Even where there are re-experiencing symptoms, therapists should be mindful that these
symptoms alone do not constitute PTSD and that the other components of the symptom profile
(avoidance and hyperarousal) are present. It can be helpful to think of the re-experiencing
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symptoms in PTSD as being like boiling oil being poured into the survivor’s head against their
will. As soon as they come to mind, the person will do everything in their power to push them out
as soon as possible, because they ‘burn’. In addition, if the survivor knows that certain people,
places or activities are likely to make the memories come into their head, they will avoid them as a
matter of self-preservation. This graphic metaphor is based on how clients with PTSD have
described to us how they react when they re-experience their trauma memories. If, on assessment,
clients seem to be choosing to think about the trauma and not doing everything in their power to
avoid the memories, then PTSD is not a likely diagnosis. For further discussion about assessing
PTSD, see Young and Grey (2016), and the training resources available for free at www.oxcadatre
sources.com.

So, assuming the rape survivor is suffering with PTSD, how should you go about treating them?

Ehlers and Clark model: summary and evidence
One of the evidence-based trauma-focused cognitive behaviour therapies recommended as a first
line treatment for PTSD is cognitive therapy for PTSD (CT-PTSD; National Institute for Health
and Care Excellence (NICE), 2018). This treatment derives from Ehlers and Clark’s (2000) model
of PTSD (Fig. 1). This proposes that PTSD becomes persistent when traumatic information is
processed in a way that leads to a sense of serious current threat. This can be a physical/external
threat (e.g. ‘the world is a dangerous place’) and/or a psychological/internal threat to one’s view of
oneself (e.g. ‘I’m weak’). Due to high levels of arousal at the time of the trauma, the trauma
memory is poorly elaborated, fragmented and poorly integrated with other autobiographical
memories and can be unintentionally triggered by a wide range of low-level cues. In particular,
there is no ‘time-code’ on the memory that tells the individual that the event occurred in the past.
Thus, when the memory intrudes, it feels as if the event is actually happening again to some
degree.

The persistence of the sense of current threat, and hence PTSD, arises from not only the nature
of the trauma memory but also the negative interpretations of the symptoms experienced (e.g. ‘I’m
going mad’), the event itself (e.g. ‘It’s my fault’) and sequelae (e.g. ‘I should have got over it by
now’; ‘Others don’t care about me’). Change in these meanings and the nature of the trauma
memory is prevented by a variety of cognitive and behavioural strategies, such as avoiding
thoughts, feelings, places or other reminders of the event, suppression of intrusive memories,
rumination about certain aspects of the event or sequelae and other avoidant/numbing strategies
such as alcohol and drug use.

The aims of CT-PTSD treatment are threefold:

(1) To reduce re-experiencing by elaboration of the trauma memory and discrimination of
triggers, and integration of the memory within existing autobiographical memory.

(2) To address the negative appraisals/meanings associated with the event and its sequelae.
(3) To change the avoidant/numbing strategies that prevent processing of the memory and

reassessment of meanings.

A wide range of both general and PTSD-specific cognitive behavioural interventions can be
used to achieve such changes. There is significant evidence for the effectiveness of CT-PTSD from
randomised controlled trials (Duffy et al., 2007; Ehlers et al., 2005; Ehlers et al., 2014; Ehlers et al.,
2023), studies in routine services (Ehlers et al., 2013; Gillespie et al., 2002), for children and young
people (Smith et al., 2007), and outside the UK (Bækkelund et al., 2022).

Generally, there is no need to share the whole formulation model with the client: given that the
rate of PTSD is so high after rape, there is not such a big question as to why this person has PTSD
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in terms of their pre-morbid personality. It may be more appropriate to share microformulations
or idiosyncratic formulations focusing on the parts most relevant to their symptoms.

It is also important to recognise that for the client the trauma might not be limited to the rape
but might also concern the aftermath, e.g. responses from others, treatment by medical
professionals, physical examinations, reporting to the police, legal trials, etc.

Treatment
To help bring our guidance to life, we will follow a case example throughout this article (Box 1).
We will also provide links to some films demonstrating the techniques. These were made by the
authors, in one take. Thus, they are not flawless but represent a ‘good enough’ attempt to show the
reader how to approach each technique.

The treatment for ‘Sue’ is shown in the following sequence and is typical of the kinds of
interventions needed for CT-PTSD to an adult rape. Figure 2 offers a rough outline for the order in
which the key components/interventions may be used during CT-PTSD. If all things are equal,
you can follow this rough order, but please deviate on the basis of your formulation if you think
you should do something else first (e.g. doing now vs then thinking in order to attend sessions
and/or as part of hotspot updates; site visits are often done at the end of therapy but may be
needed earlier; rebuilding/reclaiming life tasks are conducted throughout the course of treatment).
The trauma-focused work is the most important: do what you need to of the earlier phases but
these are to make it possible to get to the work that is most going to help.

Psychoeducation and generating a shared formulation of how PTSD has developed
CT-PTSD begins with psychoeducation to normalise symptoms (see a downloadable leaflet at
www.oxcadatresources.com as well as a video of how to undertake an individualised case
formulation in the first treatment session). The crux of the explanation of PTSD needs to address
how the symptoms are understandable and that there is something that can be done to help. With
PTSD following rape, it is also helpful to highlight that about 50% of all rape survivors develop

Figure 1. Ehlers and Clark’s (2000) cognitive model of PTSD. Reprinted from Ehlers, A., & Clark, D. M. (2000). A cognitive
model of posttraumatic stress disorder. Behaviour Research and Therapy, 38, 319–345. Copyright with permission from
Elsevier.
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Box 1. Fictional case example, ‘Sue’ including how to understand her presentation within the Ehlers and
Clark’s (2000) model of PTSD
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these symptoms. Moreover, once the symptoms become established, they are unlikely to go away
without a trauma-focused therapy.

Given that CT-PTSD will involve discussing the rape in some detail, providing a good rationale
for trauma-focused treatment is crucial – you need your client to understand why it would ever be
a good idea to talk about this terrible event in some detail. It is a paradoxical idea for many, so we
recommend that you do not proceed to the rest of the treatment protocol until you are sure that
the client has understood and ‘signed up’ to the rationale. This will also avoid therapists finding
themselves in the deeply uncomfortable position of feeling that they are pushing a client to discuss
the details of rape.

When discussing PTSD symptoms with survivors of rape, we have found that even
psychoeducation may trigger flashbacks and intrusive memories of the traumatic event. This will
greatly disrupt the client’s concentration and ability to take in the information. Using attention-
grabbing visual aids can help in this regard and so enable retention. For example, one often-used
explanation relates to memory being like a cupboard (Ehlers and Clark, 2000). The therapist might
say, ‘Imagine that memory is a little bit like a linen cupboard. There are towels on one shelf, sheets
on another and blankets and duvet covers down at the bottom. It is all organised. When you are
involved in a trauma, it is as if someone runs at you with a huge duvet in their arms, screaming
“PUT THAT IN THE CUPBOARD RIGHT NOW!”. You take the duvet, stuff it in, push the door
shut and walk away. As you do so, the cupboard door opens and the duvet comes out. The person
screams again: “PUT IT AWAY NOW!”. Every time you try to put it back in it comes back out

Figure 2. Flow chart summarising rough order of interventions within CT-PTSD. Purple boxes denote essential components
of CT-PTSD; grey boxes denote additional techniques therapists may wish to employ.
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again. This is what happens when you are involved in a traumatic event. The traumatic event is
like the duvet, it is too big to fit into how you normally remember things (the cupboard). So you
might put it out of your mind because it is upsetting (stuff the duvet in). However, this does not
work. The memory keeps coming back, in nightmares or during the day in the form of intrusions
or flashbacks.’

As the therapist explains this, it will help to use a real cupboard and a large duvet – the client
will not forget your explanation. If this is not possible, a large piece of flip chart paper and a small
cardboard box will suffice. Having pictures of this metaphor for clients to take home will also be
very helpful. See https://vimeo.com/915199586/12c906f0a7?share= copy for a film running
through this explanation that you can show to clients.

It can also help to invite the client to solve the problem of the overfull cupboard for you:
‘What would you do if you had this problem – how can we get the duvet to fit into the
cupboard?’. The client will suggest re-organizing the cupboard a little and smoothing out the
duvet on the floor, so that it can be folded up nicely. The therapist can then ask the client to try
their solution, again, making the whole explanation more memorable. ‘Brilliant, yes, that is
also what we will need to do in out sessions together, talk through what happened in a special
way and work out together how to “smooth it out” with what we now know, and find ways of
making it a little less distressing so that we can put it away, so that it stops coming into your
mind when you don’t want it to.’

Given that PTSD following rape is so common (which is not the case after many other types of
traumatic event), explanations can hint at the idea that PTSD following rape is almost inevitable.
We have found that a simple brain and memory-based metaphor can work well and has the
advantage of helping the client to feel that having PTSD following rape is simply a consequence of
the enormity of the horror of their experience.

Please note that this explanation is a simplified version of a theory about what might be going
on in the brain during traumatic events and should not be presented as biological or neurological
‘fact’. It is loosely based on ideas outlined in Brewin, Dalgleish & Joseph’s (1996) dual
representation theory of PTSD (see also Brewin, 2001).

Using Fig. 3 below, the therapist might say: ‘This is a simplification of something very
complex. We think that memory is stored in two places in the brain. The first place is called the
hippocampus. [Point to this area in the picture.] The hippocampus is where all our normal
memories for events from our lives are stored. For example, things like your first day at school,
birthday parties, weddings, winning a prize, first job. It is a bit like a filing cabinet. We can
usually control whether we think about these memories or not, they have a “time stamp” that
tells us they happened in the past and when they happened, and we can update these memories
with new information.

The second place in the brain where memories are stored is called the amygdala. [Point to this
area in the picture]. The amygdala is a very different type of memory store to the hippocampus. This
is our brain’s alarm system and, when faced with something we think is dangerous, the alarm goes
off. It tells us we are in danger and need to do something or we will get hurt. It is a simple type of
memory about whether we are in danger.

We know that during a traumatic event, the hippocampus stops working and so traumatic
memories are stored mainly in the amygdala. The memories stored here are the opposite to
memories in the hippocampus. We cannot control whether or not we think about them, they just
automatically come into our minds without warning. They do not have a “time stamp” that tells us
when they happened, so it can feel like the event is happening again right now; we don’t know it
happened in the past. We cannot update these memories with new information, so we feel and think
the same things we did during the traumatic event. It is like the memories are frozen in time.

After a traumatic event, the brain tries to manage what has happened and move the memories
from the alarm system (the amygdala) to file them away neatly in the filing cabinet (the
hippocampus). If that is not possible, the memories do not get stored away in the hippocampus,

The Cognitive Behaviour Therapist 11

https://www.cambridge.org/core/terms. https://doi.org/10.1017/S1754470X25000078
Downloaded from https://www.cambridge.org/core. IP address: 18.116.50.130, on 17 Apr 2025 at 06:42:28, subject to the Cambridge Core terms of use, available at

https://vimeo.com/915199586/12c906f0a7?share=copy
https://vimeo.com/915199586/12c906f0a7?share=copy
https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X25000078
https://www.cambridge.org/core


instead they remain stuck in the amygdala. This results in someone experiencing PTSD symptoms
because their alarm system keeps going off and making them feel that they are in danger and the
event is happening again, right now.

So, to help with PTSD symptoms we need to help you move the traumatic memories from the
amygdala to the hippocampus, to give you more control over these memories. Now I am going to
explain how to do that.’

Using the diagrams below, the therapist might then explain: ‘We see the memory of the rape as a
bit like an electrical pulse, with a number of peaks, which represent the worst parts of the terrible
experience – the most upsetting/frightening parts. As you can see in this picture [Fig. 4], the peaks
are so high that the pulse (trauma memory) won’t “fit” into the hippocampus, the memory store
where you can control whether or not you think about the memory’.

‘What we need to do in therapy is carefully to talk through the rape to identify the peaks of
emotion, the worst parts, so that we can work together, to “shrink” them down enough so that they
now “fit into” the correct memory store’ (Fig. 5). ‘Once there, you will be able to control whether or
not you think about the event.’

Reclaiming and rebuilding life
Reclaiming and rebuilding life is a core part of CT-PTSD. The aim is to help the client, right from
the early sessions, to start to take back control of some parts of their life, however small. We
suggest looking at a comprehensive role play demonstration at www.oxcadatresources.com for
more information.

Figure 3. Simplified illustration of relevant brain regions to accompany psychoeducation.
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Stabilisation
Some clients may require some psychoeducation about emotions and strategies to help regulate
their emotions prior to engaging in the trauma-focused work. This can be integrated into
CT-PTSD treatment, for example helping clients understand maintenance cycles between anxiety
and avoidance. Some of the strategies we discuss below (e.g. grounding) can be used to help
regulate emotions. However, some clients with more complex histories (e.g. childhood abuse or
neglect) may require further work to develop emotion regulation skills, which may be needed
prior to engaging in CT-PTSD, and can be implemented as part of a phased treatment model. It

Figure 4. Diagram illustrating “peaks” of emotion (‘hotspots’ or worst moments) within the trauma memory.

Figure 5. Illustration of the aim to reduce the strength with which emotions during hotspots are experienced when the
memory is activated.

The Cognitive Behaviour Therapist 13

https://www.cambridge.org/core/terms. https://doi.org/10.1017/S1754470X25000078
Downloaded from https://www.cambridge.org/core. IP address: 18.116.50.130, on 17 Apr 2025 at 06:42:28, subject to the Cambridge Core terms of use, available at

https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X25000078
https://www.cambridge.org/core


should be noted that not everyone with a complex history requires this type of intervention (de
Jongh et al., 2016; Murray et al., 2022a) and this should be assessed on an individual basis.

For examples of such interventions and further information, please see:

• Skills Training in Affective and Interpersonal Regulation (STAIR; see Cloitre et al., 2020)
• Compassion focused therapy to reduce shame/self-blame (see Lee and James, 2012)
• NHS self-help guide (https://www.nhsinform.scot/illnesses-and-conditions/mental-health/
mental-health-self-help-guides/ptsd-and-cptsd-self-help-guide/)

Managing dissociation
Dissociation is a discontinuity in the way behaviour, memory, identity, consciousness, emotion,
perception, body representation, or motor control are usually integrated (DSM-5-TR; American
Psychiatric Association, 2022). Peri-traumatic dissociation (i.e. dissociation at the time of the
trauma) disrupts memory encoding (Brewin, 2001; Ehlers and Clark, 2000) and, as mentioned
earlier, has been identified as a strong predictive factor for the development of PTSD (Birmes
et al., 2003; Breh and Seidler, 2007; Ozer et al., 2003). In the authors’ experience, almost all clients
with PTSD to rape automatically dissociate during the event. As such, it is essential to discuss and
prepare for dissociation in trauma-focused therapy for rape survivors (see Chessell et al., 2019).

Providing psychoeducation and normalising dissociation is hugely important. We have found
Schauer and Elbert’s (2010) ‘defence cascade’ evolutionary model of dissociation useful when
discussing dissociation with clients. Please see Chessell et al. (2019) for guidance on how to explain
the model to clients, and this film for a role play demonstration of explaining it to Sue: https://vi
meo.com/874562902/b2e9f2ecb3?share= copy.

This model, often referred to as the 6Fs, suggests that dissociation is an evolutionarily adaptive
response to inescapable threat. Schauer and Elbert (2010) suggest extending the more commonly
known ‘fight or flight’ response with the addition of ‘fright, flag, faint’ stages, which occur
if the trauma is prolonged and/or inescapable (Fig. 6). They argue that if the client cannot escape
the threatening situation, it is adaptive to stop struggling and to become still. Thus, outside
of the client’s conscious control, if they cannot escape, they will automatically dissociate.

First, in the ‘fright’ stage, the client finds themselves unable to move or speak/scream, their
anger is suppressed but they remain very frightened. This ‘shut-down’ response promotes preservation
of life when a person faces an extreme threat, particularly when their body is penetrated, such as during
rape. Not being able to struggle during rape may minimise further physical injury (both internally and
externally), while not shouting at the rapist may mean they do not beat you unconscious or strangle
you to keep you quiet. As dissociation progresses further, through the ‘flag and faint’ phases, the
person’s blood pressure drops, they start not to feel pain, they lose contact with their body, their vision
and hearing narrows, they can begin to feel cold and, sometimes, they faint. While fainting is unusual
during most traumatic events, it is frequently seen during rape (Kalaf et al., 2017).

Knowing that this response is automatic, present cross-culturally and happens to men and
women, big and small, strong and weak can help address damaging peri- or post-traumatic appraisals,
such as, ‘the rape was my fault because I did not move/shout/run away/fight back’. These appraisals
can often lead to high levels of guilt and shame. For some clients, it may also be helpful to discuss that
there is evidence to suggest that dissociative ‘shut-down’ might become a conditioned response in
individuals who experience repeated traumatic events within a similar context (Adenauer et al., 2010;
Bolles and Fanselow, 1980). Therefore, individuals who have experiencedmultiple traumatic events are
more likely to rapidly dissociate during any additional traumas that they experience.

It is also important to explain that when someone is experiencing PTSD, they may re-experience
flashbacks to the uproar phase of their trauma; memories filled with adrenaline, fear and bodily
arousal. Alternatively, they may re-experience the phase where they could not move/talk, or the phase
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where they fainted. If someone re-experiences the dissociative phases of their trauma memory during
therapy, they will stop talking, feel faint and even faint, just as they did at the time.

Clearly, dissociating at home will present the client with many problems, but if this happens in
the street, it is also a threat to their safety. Similarly, talking to a therapist about their rape will
make it very likely that the client will dissociate. Given that this invariably involves them stopping
talking, therapists need to work with the client to manage this early on. Careful assessment of the
pattern of each client’s personal experience of dissociation will lead on to developing the most
effective strategies to manage this. The presence and severity of dissociation can also be assessed
with the use of relevant measures, such as the Shutdown Dissociation Scale (Shut-D) (Schalinski
et al., 2015) and the Dissociative Experiences Scale (DES) (Carlson and Putnam, 1993). However,
a shared formulation, based on the Schauer and Elbert’s (2010) model, tends to be most useful.
This should include psychological theory but importantly also the client’s personal experiences,
cultural beliefs, and spiritual beliefs that may influence their understanding of dissociation.

It is important to find a way of doing the trauma-focused work with clients, even if they
dissociate severely, for two reasons: first, because trauma-focused therapies have been shown to
decrease dissociation through processing the memory (e.g. Atchley and Bedford, 2021; Kaur et al.,
2016; Vancappel et al., 2022); and second, because research has shown therapy to be just as
effective even when a client experiences dissociation (for a meta-analysis of multiple treatment
approaches, see Hoeboer et al., 2020). Techniques such as narrative writing can also be considered
as an alternative to reliving when there is significant dissociation to identify the hotspots. Here, the
client or therapist produces a written account of the trauma, from where they can then focus in on
the worst moments. See the helpful films about this technique and when to use it at www.oxcada
tresources.com.

Grounding
Therapist and client can then start to experiment with strategies to manage dissociation. A good
starting point is to gather information about the client’s common triggers for dissociation, which
can be identified by discussing a recent example, using a diary and/or observing a flashback in

Figure 6. Adapted illustration of Schauer and Elbert’s (2010) ‘6Fs’ defence cascade model.
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session. If possible, early warning signs that the client is going to dissociate are then identified,
although these are often not clear. Following this, you can try out various grounding strategies to
try to bring the client’s attention back to the present as strongly as possible when they dissociate. It may
help to practise these with the client before starting reliving. This process can be explained using the
metaphor of an arm wrestle between the past and the present (see Chessell et al., 2019 for the
explanation), whereby the present needs to win the arm wrestle with the past to prevent dissociation.
We can use all five senses (sight, sound, touch, taste, smell), as well as body movements/positions: see
Table 1 for grounding strategies most often used during treatment for PTSD to rape. In essence, most
strategies reinforce the present, drawing the survivor’s attention to the ‘now’ and how it is different
from ‘then’. Please see this film link of how such strategies were used to update a hotspot featuring
forced oral sex for Sue: https://vimeo.com/874002913/b2f8ffa85d?share= copy

If the survivor stops talking during sessions because they have flashed back to the ‘shutdown’
phase of dissociation, your grounding strategies might need to be more energetic. Alongside the
multisensory suggestions in the table above, we find that raising blood pressure through vigorous
movement works well. The shutdown phase of dissociation features a drop in blood pressure, so
working against this from the start of the session can sometimes ‘head off’ the dissociation. The
following work well to raise blood pressure while still allowing the client to engage in the session:
applied tension; running/jumping on the spot; hand strengtheners; squeezing hand therapy putty;
peddling on an exercise bike/hand cycle; or using a stepper machine/walking on and off a step.
Obviously, you may be limited by the equipment you have in your clinic, but we recommend
investing in a few small pieces of exercise equipment. You may not be able to get this equipment,
in which case use what you can (e.g. you can ask people to stand up and move their legs). As
dehydration can impair psychological and physiological function (Lieberman, 2007; Pross, 2017),
people who are dehydrated may be more likely to dissociate so encouraging patients to drink
before and during the session may help.

If you are doing this work remotely by video, make sure you ask about grounding tools and get
them to show you. Suggest the survivor makes use of what’s around them: anything in their
environment with strong sensory components will do (e.g. hot water bottle, air fresheners). It is
also worth checking that they are sitting somewhere soft (e.g. sofa or bed) so that they don’t injure
themselves if they experience shutdown dissociation. For further guidance on working safely
remotely, see Wild et al. (2020).

A plan of grounding strategies should also be developed if a client commonly dissociates when
waking following nightmares of the traumatic event(s). These should be tailored to their sleeping
environment.

More focused stimulus discrimination (‘now vs then’) strategies can also be discussed to
manage particular activities (e.g. new sexual relationships) or particular kinds of flashbacks
(e.g. pain flashbacks). For further guidance on now vs then discrimination, please see the training
video resources on the OxCADAT website (www.oxcadatresources.com).

Getting started and ‘talking about talking’
Before starting a reliving session where the details of a rape will be discussed, it is helpful to have
an open conversation with the client about any concerns they have about discussing this issue. For
example, talking about sex, sexuality, genitalia or rape may be particularly taboo in their country
of origin or culture. At this point, it can also be helpful to agree the terminology you will use for
various body parts (particularly so if you are working through an interpreter). Clients may
understandably be reluctant to specify which parts of the body were touched or assaulted and may
use euphemisms or otherwise be vague. Agree terms that both the client and therapist feel
comfortable using when describing different body parts, maybe using a drawn outline of the body
for reference. Remind the client why it is important to be as detailed and specific as possible
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Table 1. Examples of grounding strategies useful after rape, utilising each of the senses

Sense Grounding strategy

Smell
For flashbacks to the smell of sweat,
semen, urine, faeces, aftershave,
alcohol and cigarettes

• Peppermint, eucalyptus, clove, chili, garlic, ginger oils*
• Smelling salts
• Decongestant sprays
• Air fresheners
• Citrus fruits
• Nice perfume

Taste
For flashbacks to the taste of semen,
urine, blood, alcohol and cigarettes

• Peppermints, ginger, wasabi paste/peas, horseradish, chili gum*
• Strong cough or breath sweets
• Strong fruity sweets
• ‘Popping candy’
• Sour sweets

Sight
For flashbacks to visual images of the
rape

Have clearly present in the environment and/or direct the client’s
attention to:
• Pictures/notices that emphasise the current year/location (only if
different from the time of the rape)

• Decoration/lighting that distinguishes between now and where the
rape happened, e.g. bright lights now if happened in dark, new bed
linen, moving furniture, repainting walls, etc. (if rape happened in
survivor’s room)

• Pictures of self now, or direction to look in the mirror now (if older)
• Nightlights in bedrooms so clients can see other visual grounding
materials

NB. Clients tend automatically to close their eyes when they have a
flashback, because they are frightened, you must first encourage them to
open their eyes and look at the materials

Sound
For flashbacks to the sounds of the
rape, e.g. swearing, screaming, heavy
breathing, ambient music

Have present in the environment and/or direct the client’s attention
to:
• Music/noises that distinguish the current situation from rape,
e.g. wave sounds, bird song, forest sounds, current or favourite
music

• Therapist tells the client, ‘You are safe here with me, it is [date], you
are in the clinic with me, can you repeat that back to me?’

• Encourage the client to say, ‘I am safe, it is [date] and I am in : : : ’ or
to name things they can see around them, e.g. blue things, brown
things**

NB. The therapist needs to keep their voice quite loud but soothing and
calm, to avoid sounding like an assailant. If the survivor has a family
nickname (that was not used in the rape) and they are happy for you to
use it, this often works well

Somatic sensations
1. Generally

2. For flashbacks to the sensation or
pain of penetration and physical
assault

• Generally being in a posture different from that of the rape –
standing if survivor was pinned down, arms moving if
restrained – help to send very strong somatic ‘now’ messages

• Taking actions that mimic walking and movement are alternatives
if moving around is not possible, e.g. flexing and pointing feet

• Asking the client to copy hand and finger gestures that the
therapist is modelling (e.g. touching the thumb to each finger in
turn)**

• Direct the survivor’s attention to vibrating back massagers or
vibrating cushions held over the area where the pain/sensation is
felt. Those with variable intensity dials are best, as you will need to
experiment with the strength of the sensation. Say for example,
‘There is vibration there now, focus on that, the pain/sensation is in
the past, nothing is harming you now, look down, nothing is there
now : : : ’. Holding soft fabric, blankets, feathers, hot or cold
compresses over the site of the pain/sensation. Say for example,
‘There is a lovely soft cloth/cold/hot there now, focus on that, the
pain/sensation is in the past, nothing is harming you now, look
down, nothing is there now : : : ’

(Continued)
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(referencing the psychoeducation) and reiterate that they have nothing to be ashamed about in
speaking about the reality of their experiences.

It can be useful to use a ‘lock and key’metaphor to explain why so much detail is needed: ‘As we
have discussed, we are going to try and update this terrible memory, to make it less upsetting and
allow you to “process” it, so that it stops coming into your mind when you don’t want it to. In a way,
the traumatic memory is like a lock and the updates we will use are like a key. Now, if you are
making a key for a lock, the first thing you do is make a detailed mould of the lock. Only when you
understand each nook and cranny of the lock, will you make a key that works well. If we want
updates that work for your memory, we need to understand all of the details in that memory. So, we
do need to go into lots of detail, but be aware that every little detail we find in the “mould” helps us to
make a better key – we are not doing this for the sake of it, we are doing this to help you get this
memory out of your mind. This is step number one in having control over this memory.’

Whilst naming the discomfort is helpful, it is important for the therapist to be proactive and
manage their own avoidance in these discussions to ensure the client feels confident in your ability
to tolerate and manage this potentially difficult conversation. Proactively demonstrate compassion
for the client and encourage them to make eye contact with you, to remind them that you are
present, and reinforce the message that they have nothing to feel ashamed about when recounting
their experiences. As a therapist, there is a difficult balance you need to strike between being
sensitive to how hard these conversations will be for the client without somehow communicating
that they may be too much for them or too embarrassing, which would not be helpful. Please see
the beginning of this film for a demonstration of both how to discuss the need for details (lock and
key metaphor) and the terms that the client would like to use to describe what happened: https://vi
meo.com/873645203/1e235037e0?share= copy

Reliving and identifying hotspots
In CT-PTSD, reliving the traumatic event is the first stage in identifying the ‘hotspots’, or worst
moments, so that these can be targeted for updating. Hotspots are the moments that typically map
on to the patient’s re-experiencing symptoms and are the most distressing or aversive parts of the
event; the moments that the brain has not been able to ‘digest’ properly. For a more detailed
discussion of reliving and identifying and updating a hotspot, see the excellent films and resources
on the OxCADAT website (www.oxcadatresources.com).

During reliving, in order to accurately identify hotspots, we ask the client to narrate the entire
event in the first person, present tense, starting a few minutes before the event began. Ideally, the

Table 1. (Continued )

Sense Grounding strategy

3. For flashbacks to forced oral sex Here, you want to direct the survivor’s attention to the absence of a penis
in their mouth.
You can do this by saying so and encouraging them to do things they could
not do at the time, because there was a penis in their mouth. You will need
to experiment to find a combination of actions/directions that work best for
each client, ask them what they think will help, try and be creative.
What you say might sound something like this, ‘Look, there is nothing in
your mouth now, you can: wiggle your jaw/shout out loud/blow a
raspberry/close your mouth/bite down hard/sing/sip iced lemony water/
pop in a lovely sweet, there’s nothing there now, focus on the feeling of the
sweet, there’s nothing there now, that’s in the past’

*These tastes and smells work particularly well as they stimulate the trigeminal nerve in the face, whose role is to alert us quickly to
poisonous food, so stimulating this nerve works very fast to bring back the person to the present.
**During dissociation, blood flow decreases to the speech production area of the brain (Broca’s area). Encouraging clients to speak out
loud reverses this, as does copying hand gestures.
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client will close their eyes and bring to mind the memory of the event and essentially, walk you
through it, like an audio description of a film. Before you start, establish with the client a safe end-
point; the first time they felt a sense of safety and relief after the rape. This may be immediately
after the event, or hours later, for example at home or in hospital. If it was later on, agree what the
end-point will be and ask the patient to ‘fast forward’ to this safe moment after reliving the rape.

It is best to allow at least 90 minutes for this session, because running out of time is not ideal.
When occasionally you do run out of time, the therapist can ask the client to ‘fast forward’ to the
agreed end. It is worth reassuring the client that they can pause the reliving if they want to; in our
experience, few clients take up this offer, but knowing that it is there is important for their sense of
control over the reliving process.

The therapist will guide the client through the event to ensure the reliving account is slow and
thorough, asking about information in all sensory modalities including cognitions and images:
‘What do you see now? What do you feel in your body? What sounds can you hear? What can you
smell/taste? What is going through your mind – thoughts, images?’. If the therapist feels that the
patient is avoiding parts of the memory, or skipping over parts, they can gently ask the patient to
rewind the narrative to ensure all information is captured. If necessary, remind the client of why
we need all the details (for the mould of our lock). A good rule of thumb for a therapist is that if
you get an overwhelming urge not to ask a question, e.g. ‘What did it feel like when he penetrated
you?’ or ‘What did the semen taste like?’, it is your cue that you should ask these questions. It may
be fruitful to ask the client if there is anything they are avoiding saying or struggling to say,
normalising and empathising with this and encouraging them to go towards it if possible.

It will be clear if the client is truly connecting with the traumatic memory as they will become
physiologically aroused and distressed in the reliving. At the end of the account, arrive at the
agreed safe point; allow the client to stay there for a moment, focusing on the feeling of safety and
relief in their body, before asking them to open their eyes. It is important to show them that you
understand how brave they have been to take you through this event; remember talking about this
event ‘burns’ their mind. Say something like, ‘I am so impressed that you were able to make
yourself do that –wow – well done for being so brave. I am glad that you were able to do it, because
reliving is step number one in being in control of this memory’. If the client does not connect with
the memory/emotion at this stage, you may want to do more preparation to enable connection
with the emotions during hotspot elaboration and updating.

Before the session ends, with the reliving fresh in their mind, ask the client to list the worst
moments (‘hotspots’) of the event (e.g. ‘when he grabbed my hair; smell of his breath, the image
I had of myself being killed’). Again, these will likely map onto the patient’s re-experiencing
symptoms – the therapist may also take clues of the worst moments by how visibly the patient
reacted during reliving, and they can reflect with the patient on what they noticed if they are
struggling to identify hotspots. Sometimes clients who have survived a rape will struggle to identify
any particularly bad moments in what was a uniformly horrendous event. It might help to say
something like, ‘I know the whole thing was absolutely horrendous, but it would be useful for us to
try and identify those moments that were even more horrendous than others, because it is those
we will target in our therapy.’

Simply make a list of all hotspots identified; like putting pins on a map. Don’t go into any more
detail at this point, you will elaborate/explore the hotspots in the next sessions. Please note that it
is very important that you leave time to generate this list of hotspots at the end of the reliving. The
main purpose of reliving is to identify the hotspots while they are ‘fresh’ in someone’s mind. The
purpose of reliving is not habituation. With this in mind, there is no need routinely to record
reliving to a rape for the client to listen to at home. With some other types of trauma, listening to a
recording between sessions might be helpful for the client to notice any additions or any changes
in meaning/perspective. However, where there is likely to be dissociation (as is the case with rape
and sexual abuse) we would not recommend doing this unless the client wants to.
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Please see the following film for a demonstration of how to do reliving and identifying hotspots
to a rape memory: https://vimeo.com/873645203/1e235037e0?share= copy

How to elaborate and update hotspots from a rape
Having made your list of hotspots, you and the client can now set about elaborating and updating
hotspots.

Understanding hotspots

As mentioned previously, ‘hotspots’ are peaks of emotion in trauma memories which are generally
also re-experienced as flashbacks, intrusive memories or nightmares. Because of memory storage
problems in clients with PTSD, these hotspots have not been updated with information gained
subsequently, e.g. ‘I survived’. Thus, hotspots are effectively the worst moments of the trauma,
‘frozen in time’. The client will therefore feel the same force and intensity of emotion when they
re-experience the rape as they did when the rape actually occurred.

Consequently, without treatment, the client will continue to re-experience the most traumatic
parts of rape repeatedly and with the same level of emotion and physical response as they did at
the time. If, for example, they experienced extreme pain anally during a rape, they will continue to
re-experience that again when the memory is triggered; if they thought they would suffer
permanent damage to the vaginal area at the time, they will have that thought, and the emotion
which accompanies it, whenever they re-experience the rape.

In order to effectively ‘process’ these trauma memories so that the client ceases to experience
flashbacks, nightmares and intrusive memories, the therapist must target hotspots and the peaks
of emotions therein. We can do this by gaining a thorough understanding of the emotions,
thoughts, images and sensory information which sit inside those hotspots and then updating the
meaning contained in them. This idea is best described in the ‘lock and key’ metaphor already
discussed.

Elaborating and exploring rape hotspots

In order to understand the ‘lock’ thoroughly, we need to know what exactly is in the hotspot by
exploring it. As we have mentioned above, rape hotspots can contain a number of different
emotions, thoughts, images and physical sensations; our aim is to then update these hotspots and
reduce the emotions or physical reactions associated with them.

To elaborate a rape hotspot, you ask the client to do a ‘mini’ reliving of it. Thus far we will have
done one ‘major’ reliving of the whole rape and listed the hotspots at the end. However, we do not
yet know the exact detail of each of these hotspots, which we must discover if we are to then go on
to update them effectively.

As before, we ask the client to elaborate the hotspot by bringing it back to mind, and to describe
in the first-person, present tense what is happening. The therapist will help the client to discover
what sits within that hotspot. If, for example, the first hotspot is when the assailant grabbed the
client by the throat and pushed her down onto the floor, we would guide the client slowly and
thoroughly through this moment (not the whole rape) asking the same sorts of questions as we do
during the initial reliving: ‘What do you see? What is running through your mind? Any images?
What emotions do you feel? What’s making you feel that way? What do you feel in your body? What
do you smell/taste? Do you feel pain? Is there anything else that you are noticing?’. In our
experience, many people have fleeting mental images of what they fear will happen next during
rape – thus it is important to ask about these too.

The therapist will continue to explore the client’s cognitions and emotions as they do the
reliving of the hotspot, paying attention to non-verbal information as well as what the client is
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saying. For example, the client might wince or stop talking at certain particularly bad moments or
speed up over crucial parts of the hotspot. The therapist must slow the client down at these
moments in order to fully explore the hotspot and ultimately to uncover meanings. It is rare for a
hotspot to contain only one emotion and one thought. Rather, it is helpful to consider them as ‘hot
corridors’, wherein you discover more and more content as you elaborate and explore. Once you
have uncovered one emotion in the hotspot, its associated meanings/images and any physical
elements, it is then worth asking, ‘What other emotions are you feeling?’. You should keep going,
identifying further emotions, meanings, etc., until no other emotions are identified in that hotspot.

At the end of this ‘mini’ reliving, the therapist can direct the client to open their eyes and show
praise and understanding for how hard that was for the client. This is particularly important in
rape because clients feel very high levels of shame about disclosing what happened to them.

It is useful at the end of the reliving of the hotspot to rate distress and/or ‘nowness’ (how much
it feels like it has happening again). The scores can be taken again when updates or rescripts have
been inserted, to see if they reduce.

Once this mini-reliving is completed, the client and therapist can write information gained into
a hotspot chart. If possible, ask the client to do the writing themselves, as it will ensure it is in their
own words and will also act as quite a ‘grounding’ exercise. For example, Sue identified the second
hotspot in her trauma as the point of forced penetration. Her therapist worked with Sue to
elaborate it and the chart for the second hotspot looked like this (Fig. 7):

Updating a hotspot

Now the therapist and client have a full understanding of what sits inside the hotspot, they can set
about reducing the peaks of emotion by changing the meaning associated with these peaks. This
can be done in three ways:

• Updating ‘what they know now’ and any sensory/physical information.
• Changing the meaning itself, e.g. helping the client to see the assault was not their fault, or to
reduce shame.

• Using mental imagery techniques to enhance verbal updates or to change emotions more
directly.

What they know now
As noted above, re-experiencing symptoms are essentially ‘frozen in time’ and have not been
updated with information or facts that the client knows now in the present day. It can be helpful to
ask the client, ‘What would have made you feel less sad/scared/angry/ashamed [depending on the
emotion in the hotspot] in that moment? What, if I travelled back in time and appeared with you,
could I have said that would help you to feel less sad/scared/angry/ashamed?’. If useful, therapists
can use the pulse diagram to explain how we are trying to ‘shrink down’ the emotion in hotspots. If
the client thought that they were going to die/never see their loved ones again, they might choose
to update it verbally (‘I did not die, I am alive’) and with imagery (picturing themselves alive in the
present day with their loved ones). This new information can then be added into the hotspot chart.

For Sue’s second hotspot, after discussion with her therapist, she chose the following update:
‘I know that I did not die, and my body has not been permanently damaged’. It is important for the
client to generate the update as much as possible; only they really know what would have made
them feel better. Therapists should try and resist the urge to suggest updates, unless the client is
really struggling. If this is the case, then make sure you suggest a range of alternatives tentatively
and then the client can choose the one that most resonates.
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New sensory information
As with emotions, sensory information remains frozen in time. Reliving hotspots will allow client
and therapist to find out what sensory elements are being re-experienced and can therefore be
updated. Again, this information is put into a hotspot chart and can be updated in the following
ways. As you can see, sensory updating uses the same multisensory strategies used to control
dissociation:

• Smell: e.g. the client smells semen and sweat. This can be updated by drawing attention to the
fact the smell is no longer there or introducing a strong competing smell such as peppermint,
ginger, eucalyptus or clove.

• Taste: e.g. the client can taste blood in their mouth. This can be updated by drawing attention
to the fact the taste is no longer there or introducing a strong competing taste such as strong
mints or cough sweets.

• Sound: e.g. the client can hear the abuser laughing or mocking her/him. This can be updated
by drawing attention to the fact that the sound is no longer there or introducing a different
sound such as birdsong or music.

• Pain: e.g. the client feels the pain of penetration. This can be updated by the client looking
down and seeing there is nothing there now or by introducing a different sensation such as a
soft fabric held around the pelvic or genital area, or by using a vibrating cushion to provide a
strong competing sensation for the pain.

• Physical restraint: e.g. the client feels unable to move. This can be updated by drawing
attention to the fact that the attacker is not here or by getting the client to engage in postures
that were not possible during the trauma, such as moving arms and legs or standing up and
walking around.

Please see the following film link and corresponding figure below (Fig. 8) showing how we
elaborated and then updated a hotspot featuring forced oral sex with Sue: https://vimeo.com/
874002913/b2f8ffa85d?share= copy

Changing the meaning itself
Survivors of rape and sexual assault are often made to feel that the assault was their fault or that
they encouraged it. Indeed, rapists often tell this to their victims during the assault. This results in
strong feelings of responsibility and/or shame. Once identified through reliving, these emotions
and their meanings can be discussed using cognitive techniques to develop updates which reduce
these emotions. Please see sections below for more information on how to work with self-blame
and shame following rape. This information can form the basis of updates to help reduce peaks of
shame/responsibility within the hotspot.

Figure 7. Example hotspot chart after elaboration/exploration.
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Following this exploration, Sue’s chart for the second hotspot looked like this (Fig. 9). Please see
this film link, demonstrating how to elaborate and update this hotspot: https://vimeo.com/
874556205/a6738f0f5d?share= copy

Figure 8. Hotspot chart with examples of sensory updates.

Figure 9. Hotspot chart with examples of fear and shame updates.
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Imagery
Thus far, we have shown you how to update hotspots mainly with words, but there are times when
that is not sufficient and imagery updates of hotspots are necessary. If a verbal update is enough to
reduce emotion in the hotspot, then there is no need to do anything more. However, sometimes
when the feared outcome did happen (e.g. the client feared that they would be hurt, and that did in
fact happen) a verbal update is not sufficient. If this is the case, it can be helpful to refer to the pulse
diagram (Figs 4 and 5) again when explaining the use of imagery to update hotspots. Therapists
can explain how we can ‘shrink down’ peaks of emotions with words but that sometimes mental
imagery is the only way to reduce the emotion.

There are two ways to use imagery. One is to simply ‘supercharge’ the verbal update with
imagery. A client who feared they would die can have a verbal update, ‘I don’t die’ supercharged
with vividly picturing themselves alive and well in the present day with their family.

The other way is to update a hotspot by using imagery rescripting. There is a growing body of
evidence indicating that imagery rescripting can be an effective way of treating PTSD (Morina
et al., 2017; Steel et al., 2023). Imagery rescripting involves changing the ending of the hotspot so
that the client can imagine getting their needs met, or having happen what they wish could have
happened. For example, they could imagine that the rape was avoided and that they escaped (even
though in reality the rape did happen), or perhaps exacting revenge on the rapist. In imagery, it is
possible to do whatever the client wishes: they could vividly imagine becoming hugely powerful
with superhuman strength, allowing them to crush the attacker and tell him how disgusting he is.
This would reduce that peak of emotion, allowing the memory to be processed. The key idea in
imagery rescripting is that the client comes up with their idiosyncratic new ending. It is not
important whether the rescript is real or believable (in fact, often the more ‘unreal’ rescripts, seem
to work more effectively). Rather, it is much more important that the rescripted memory is vivid,
i.e. that the client can imagine not just what they see in the rescript, but what they hear, smell,
taste, touch and do (Brown et al., 2023).

It is important to allow the rescript to be generated by the patient and to let them try out
anything they would like. Sometimes clients do get stuck, and, in these instances, it is helpful to
give a list of examples of endings other patients have tried whilst encouraging them to develop
their own idiosyncratic rescript. See Box 2 for a selection that our clients have used to
rescript rapes.

Imagining something is not the same as doing it. Although research has yet to answer the
empirical question of whether violent rescripts lead clients to behave violently in real life, a study
by Seebauer et al. (2014) found that violent imagery rescripts led to a decrease in negative
emotions, including anger and aggressive feelings, not an increase. However, this was a non-
clinical sample of students who had watched a trauma video, so these findings need replication
with a clinical sample. Nevertheless, in our clinical experience, violent or aggressive rescripts lead
to a reduction in anger.

Before embarking on imagery rescripting, you must help the client understand the rationale
and scientific basis for using imagery rescripting, so that the process does not appear invalidating.
We are clear that we are not seeking to ‘pretend’ that this horrible event did not happen; we are
trying instead to reduce the peaks of emotion in the hotspot in whatever way possible, so that the
client can stop re-experiencing the trauma every day. Here is how you can explain the scientific
basis of imagery, which you can then use in conjunction with the pulse diagrams. (For further
reading on the scientific basis of imagery, see Pearson et al., 2015 and Holmes et al., 2008.)

‘People often say that imagery has a more powerful effect on your emotions than just thinking
in words. Scientists have found that imagining things has a much greater effect on how you feel
than thinking about them verbally. Why might this be? Recent research from neuroscience
helps us to explain.
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Brain scientists have used neuroimaging to investigate what is happening when someone
imagines something rather than seeing, hearing, or doing it “for real”. Participants are put in a
brain scanner and are either instructed to imagine something (so, for example, an angry facial
expression) or are presented with the actual thing (for example, a photograph of an angry face).
They have done this with imagining/seeing pictures, imagining/hearing music, imagining
rotating/actually rotating an object. When they compare the brain scans, they find there is little
difference; the scan of someone imagining a tune is almost the same as the scan of someone
actually hearing the tune. It is as if the brain can’t quite tell the difference between you doing
something and you imagining doing something.

In a recent study, researchers asked people to imagine increasingly bright lights. When we look
at bright lights for real, our pupils tend to contract and get smaller, to protect our eyes. In this
study, they wanted to see what would happen when people were only imagining the lights. They
found that even though the people knew they were imagining the lights, their pupils were
behaving as if they were actually seeing the lights; their pupils got smaller exactly in proportion
to the brightness of the light they were imagining.

What is important about this study is that it shows us that knowing something is imagined and
not real does not change how the brain and the body reacts to it. So, we can imagine something
that has not happened and, as long as we imagine it clearly, our brain, emotions and body will
react as if it is actually happening. Many of us will be familiar with this from having sexual
fantasies – we know we have not secured a liaison with our favourite movie star, but while
vividly imagining being with them, our heart rate increases, our body heats up and we become
sexually aroused.

This research opens up a whole new avenue of things we could do to help with trauma
memories. We can experiment with changing what happens in the worst moments of the
trauma – imagining what you wish could have happened, that would have made you feel
better. It doesn’t matter if something you imagine is real or possible, as long as you imagine it
vividly, your brain will react to it as if it is real/actually happening and your mood will change
accordingly.’

Box 2. Example rescripts for imagery rescripting a rape.
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Updating a hotspot using imagery
The fifth hotspot Sue identified was when Jake finished raping her and said ‘Wow, that was
hot!’. On exploration of the hotspot, she felt both confused and angry; why was he behaving as
if the encounter had been consensual when he had clearly, violently raped her? Sue and her
therapist discussed using imagery to change what happened in this moment and update the
hotspot. They thought about what she could imagine that would allow her to feel less confused
and to discharge her anger. After some thought, Sue said that she would like to imagine having
some witnesses appear, people whose opinion could not be questioned. She chose Michelle
Obama and her therapist and tried imagining them standing with her, telling him that he had
violently raped her and that he was a sex offender and would be locked up. Sue and her
therapist found that this reduced her confusion and helped her to discharge most of her anger.
On further discussion, she decided that she would also like to see him realise that he had raped
her, look horrified and beg her forgiveness. When she added this into the update, she felt
satisfied.

The most important thing to remember is to take a curious, collaborative and
experimental stance with your client and to try out a rescript, take some feedback and re-
do it if necessary. Rescripting, and indeed updating, are not one-off opportunities. We can
keep going back to see what works best for the client to help them reduce those peaks of
emotion.

Please see the film link and corresponding hotspot chart (Fig. 10) below to see how we updated
this hotspot with Sue using imagery rescripting: https://vimeo.com/874566712/e97b68d324?share
= copy

Guilt and self-blame
We know from research and clinical experience that interpersonal violence such as rape can cause
deep feelings of shame and self-blame in our clients. Inherently, rape is demeaning, violent and
debasing, it violates trust, safeness and intimacy. Sadly, many people who are raped feel ashamed
and blame themselves for what happened to them, and this makes them very reluctant to talk

Figure 10. Hotspot charts with examples of updates using imagery rescripting.
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about their experience, even in the context of therapy. Survivors of rape and sexual assault are
often made to feel that the assault was their fault or that they encouraged it in some way. Indeed,
rapists often say this to their victims, or it is implied by friends, family, the police or the legal
system subsequently. Strong feelings of guilt and self-blame will maintain the rape survivor’s
PTSD and therefore need to be targeted in treatment. In our experience, there is almost always
some element of self-blame after rape, so it is really important that you look out for it and work
hard to reduce/eliminate it; to be raped is horrendous, but to hold yourself responsible too is
unbearable.

Therapists need to be able to reflect on their own beliefs about rape and responsibility. Have we
inadvertently absorbed some of the prevalent attitudes in which women (in particular) are held
responsible for behaving in a way that does not encourage rape? As mentioned earlier, therapists
need to occupy a non-neutral human rights stance. Rape is a crime, there are no mitigating factors;
a drunk, naked person, half-way through an evening of foreplay has the right to change their mind
and not be raped. We find this metaphor about drinking tea and giving consent to be useful for
helping therapists think through the issues: https://www.youtube.com/watch?v= pZwvrxVavnQ.

Once self-blame has been identified, it can be discussed using cognitive techniques. If guilt was
felt during the trauma (peri-traumatically), then the survivor and therapist will need to develop
updates to help reduce the peaks of self-blame within the trauma memory. If the self-blame
developed after the event, then cognitive techniques alone may suffice, perhaps in conjunction
with some imagery if needed (see below).

A rape survivor experiencing symptoms of PTSD may not be able to consider and weigh up
their experience objectively due to distress and avoidance when these aspects come to mind. Part
of your role as a therapist is to help them look at these aspects clearly.

Here are some of the common ways in which guilt and self-blame typically come up after rape
and below we suggest ways to approach them:

• ‘I didn’t say no/I wasn’t clear enough/I led them on’
• ‘I didn’t stop them/fight back’
• ‘I shouldn’t have dressed like that/drank so much’
• ‘I should have known I could not trust him/he wasn’t nice’

Rape myths and common gaslighting gambits
Before, during and after a sexual assault, a perpetrator may say or do things that deny, justify,
minimise or normalise the sexual offence and contribute to confusion and self-blame for the
survivor. For example, the perpetrator (or someone else) may tell the survivor that they were
‘asking for it’ via their actions or clothing. They may say that the victim had ‘led them on’ and
therefore the perpetrator is ‘entitled’ to sexual contact. This may lead the survivor to question
whether they are to blame for the rape. After the assault, the perpetrator might indicate that the
survivor having not fought back or having become sexually aroused is evidence that they ‘wanted’
the rape. As in Sue’s case, the perpetrator may also communicate in a way that implies that the
rape was a consensual experience when it was not – for example by acting kindly afterwards or
thanking the survivor. This may lead the survivor to question whether they did in fact experience
the rape they endured or may be wondering if they ‘over-reacted’. Indeed, many people who report
having experienced rape do not label their experience as rape, or are uncertain as to how to label it
(Lipinski et al., 2021; Reed et al., 2020; Walfield, 2021; Wilson and Miller, 2016).

We need to help the survivor to see that the rapist’s sole aim is to stay out of prison. The
perpetrator will use a variety of devices, or ‘gambits’, to make the survivor doubt that a rape
occurred. For more examples of rape myths and perpetrator gambits, see https://herstory.global/ –

The Cognitive Behaviour Therapist 27

https://www.cambridge.org/core/terms. https://doi.org/10.1017/S1754470X25000078
Downloaded from https://www.cambridge.org/core. IP address: 18.116.50.130, on 17 Apr 2025 at 06:42:28, subject to the Cambridge Core terms of use, available at

https://www.youtube.com/watch?v=pZwvrxVavnQ
https://www.youtube.com/watch?v=pZwvrxVavnQ
https://herstory.global/
https://www.cambridge.org/core/terms
https://doi.org/10.1017/S1754470X25000078
https://www.cambridge.org/core


this website can be a useful tool for psychoeducation. It is helpful to discuss these known and
common attitudes and strategies used by perpetrators to minimise or deny rape. Going through
these examples will help the survivor to see that the perpetrator was trying to manipulate them, as
thousands of rapists have done before. Please see the beginning of this film for how these ‘gambits’
were discussed with Sue: https://vimeo.com/874566712/e97b68d324?share= copy

Unfortunately, survivors of rape may also experience these minimising/blaming narratives
being expressed by those to whom they disclose. In this way post-traumatic guilt or self-blame can
become paired with the trauma memory, even if the survivor did not feel guilt at the time.

Re-evaluating the interpretation about blame may require disentangling narratives the survivor
has internalised about sex and about consent. You may find it helpful first to have an intellectual
discussion about relevant topics, such as the notion of consent and the limitations of ability to
consent. Playing the survivor the tea metaphor video described earlier (https://www.youtube.com/
watch?v= pZwvrxVavnQ) will help with such issues, e.g. the fact that consent can be given before
being withdrawn, and that there are a range of situations in which consent cannot be given at all
due to an altered state of mind. This should help with responsibility appraisals such as ‘I shouldn’t
have dressed like that/drank so much’ and ‘I didn’t say no/I wasn’t clear enough/I led them on’.

We have gathered together some of the most frequent rapist ‘gambits’ and rape myths in a
useful leaflet that therapists can use as a basis for discussion with survivors (see Supplementary
material).

Other techniques for challenging responsibility appraisals
We recently published a practical guide for how to work with guilt after traumatic events (Young
et al., 2021). The paper also includes films demonstrating each technique, many of which may be
applicable here: the films refer to a case involving rape so are particularly pertinent, however
please note they do not relate to the same case (Sue) that has been referred to throughout the
present paper.

For example, you can use a line of dominoes to visually illustrate that there are many factors
responsible for an event (Norman et al., 2019): we find this a particularly useful exercise that helps
the client identify other individuals or situational factors that contributed to the traumatic event.
The client can then distribute the degree of responsibility attributed to each factor using a
responsibility pie chart, to help them re-evaluate the share of responsibility they actually hold. We
encourage therapists to use something physical where possible to portion out responsibility (e.g. a
pile of playdough, cereal, dried beans), because when the client is assigning their own
responsibility at the end, they will need to physically take responsibility away from other factors
(e.g. the rapist) to assign it to themselves. For a demonstration of this technique, please see: https://
bit.ly/CTPTSDGuilt2

Other helpful cognitive techniques covered in the paper include how to have discussions about
hindsight bias. The latter will help to address appraisals such as ‘I should have known I could not
trust him/he wasn’t nice’. The paper also covers how to discuss common reactions to rape, such as
dissociation, for which the survivor may blame themselves, e.g. ‘I didn’t stop them/fight back’. It is
important to explain dissociation and to help the survivor see that they had no control over their
dissociation; it was mediated by their brain automatically.

We also often use surveys to great effect to work with self-blame after rape. Please see Murray
et al. (2022b) for guidance on the use of surveys in CBT.

Another common misunderstanding is that getting an erection, having an orgasm or vaginal
lubrication during rape means that the survivor was enjoying themselves. Many survivors of rape
experience confusion and self-blame related to this (Shin and Salter, 2022), and it can lead both a
perpetrator and a survivor to label the rape a consensual experience. There is evidence that those who
experienced sexual arousal during the assault on average tell fewer people about their experience of
sexual assault than those who did not experience sexual arousal (Bunderson, 2020). It is therefore
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important to normalise and reduce shame in relation to this. It is also important to ensure that the
survivor has an opportunity to see that involuntary sexual arousal does not make a difference to
consent or responsibility for the rape.

It can help to discuss some of the information below:

• Involuntary erection is very common in men during rape or forced sexual activity.
○ 88% reported erection during forced sexual activity (Struckman-Johnson and

Struckman-Johnson, 1994)
• Involuntary orgasm is common in men and women during rape.

○ 5–20% rates in literature (Levin and van Berlo, 2004)
• Involuntary lubrication/engorgement in women during rape.

○ It is automatic and is the brain’s attempt to protect the vagina from friction damage
(Kime, 1992)

Moving feelings of not being responsible from ‘the head to the heart’
The aim of the above techniques is to help the client to intellectually/logically accept they are less
responsible than they initially thought. Once this has been logically accepted, this new knowledge
can be inserted into the trauma memory, e.g. as a hotspot update. For example, updates may be, ‘I
did not consent. It was rape’; ‘It was not my fault’; ‘I am not responsible’. Often survivors will still
report feeling to blame until the update has been inserted into the hotspot. Don’t panic if the
survivor reports accepting the words of the update logically, while still feeling to blame: while there
is more to be done, there has already been significant progress made. Try inserting the update into
the trauma memory and seeing if it reduces feelings of responsibility. If the responsibility lingers,
as with all hotspot updating, the therapist should ask, ‘What else can we remind you of/think about
to help you feel less responsible [or insert relevant emotion you are trying to reduce]?’. Give the
survivor time to think about what else they need to remind themselves of to reduce the
responsibility and then try it out.

Imagery work can be very helpful if updates are not reducing the feeling of responsibility
enough (Murray and El-Leithy, 2022; Young et al., 2021). The third hotspot Sue reported involved
her dissociating and feeling responsible for not fighting back. As set out in the hotspot chart below
(Fig. 11), her therapist and she went through some psychoeducation about dissociation.

Sue suggested an update for the feeling of responsibility (‘I am not choosing this, it is automatic.
Everyone dissociates during rape. It protected me from further harm’) which she and her therapist
tried out in the update. When still she felt responsible, she and her therapist discussed using an
image to strengthen the update and move what she knows from ‘her head to her heart’. Generating
this image involves repeating the verbal update information out loud (preferably with closed eyes)
and noticing what images spring to mind. One image is chosen and embellished, then that is tried
out as an update. Sue chose an image of her therapist and her looking at the 6Fs diagram. This
combination of verbal and imagery update seemed to reduce the responsibility enough. Please see
Young et al. (2021) for more detailed instructions on how to generate an image to enhance a guilt
update, and this film link: https://vimeo.com/554007557/d8281ff31e (please note this is a film
using the example from another trauma (childhood sexual abuse) but the process of generating the
image is the same).

Shame
When we work with shame in survivors of rape, it is important to understand that it is a response
to social threat, with the focus of the threat being on other people’s evaluation of you (external
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threat) and your own self-evaluation (internal threat) (Gilbert, 2005). Shame makes you feel
exposed and somehow lacking, less than, and lower down the ‘social status ladder’when compared
with others. Shame also makes you feel that others look down on you and will reject you if they
‘find out’ what happened to you. Survivors who have been raped often fear that others will see
them as ‘damaged goods’ and this may stop them reaching out for help. It is useful to discuss how
it is often in the interest of a rapist to make their victim feel ashamed so that they are less likely to
talk about or report what has happened.

We know that shame is associated with strong primary threat-based emotions such as fear,
sadness, disgust and anger, as well as critical self-evaluation (Gilbert, 2000). Shame and self-blame
often tend to go ‘hand in hand’ in those suffering from PTSD (Bhuptani and Messman, 2023;
Harman and Lee, 2010).

Often, targeting the cognitive element of shame is enough. Sue’s second hotspot featured a
feeling of shame when she thought, ‘I will be damaged forever by this experience, I am nothing to
him, a thing’. She developed an update, which included defying the rapist’s intent to silence her:
‘he is the one who should feel shame, not me; he rapes women. I will not let him destroy me, I am
taking back control and making myself feel well again’. When we tried out this update, her shame
diminished. We might also have tried generating an image of the update, if the verbal information
was not enough. Please see this film link, demonstrating how we updated this hotspot: https://vi
meo.com/874556205/a6738f0f5d?share= copy

Unfortunately, some survivors of rape struggle to access emotional states such as self-
compassion. This is generally because their upbringing has not featured enough compassionate
caregiving from their parents or carers. If this is the case, de-shaming cognitive reappraisal may
not be enough to reduce shame in hotspots. For these clients, we can enhance CT-PTSD by using
compassionate reappraisal or reframing. Compassion is the antidote to shame, it moves clients
from feeling disconnected and isolated (from the perceived social group) to feeling safe, warm and
connected. Clinicians help the client to manage the fear of negative evaluation of self/others by
developing a supportive compassionate way of being with themself. This self-soothing stimulates
positive affect, which appears to inhibit the threat arousal, thus reducing feelings of shame.

Figure 11. Hotspot chart with examples of psychoeducational updates about dissociation.
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The steps to compassionate reappraisal/reframing are outlined below. Please note that this is
only necessary if cognitive reappraisal alone does not reduce shame in a hotspot.

A compassionate reframe is not about dismantling the evidence that supports the shame/self-
blame and building up a body of new evidence to support an alternative belief. Rather, it is about
helping the client to generate an accepting, warm, caring, understanding and supportive way of
being with themselves. This will then reduce the shame.

Compassionate reframes can be broken down into four steps:

• Developing compassionate motivation
• Fostering a compassionate mindset
• Developing a compassionate reframe
• Updating shame-based hotspots with a compassionate reframe

Developing compassionate motivation
Inviting clients to engage in soothing rhythm breathing at the start of a session can help to access a
soothed physiological state. Compassionate care giving imagery can also be very effective (Gilbert,
2007; Lee, 2005). For instance, imagining a ‘perfect nurturer’ (Lee, 2005) can create a sense of
being cared for with compassion in our own minds. Please see an excellent self-help book (Lee and
James, 2012) for more information on how to generate such an image.

Fostering a compassionate mindset
Once the client is in touch with feelings of compassion for themselves, invite them to consider how
their compassionate mindset can help them think about the rape differently. It can be helpful to
ask them to consider the following questions:

• What would help you to feel supported?
• What would you say/do to someone you care for if they had been raped?
• What would you like someone who cared for you to say/do?
• What would be a compassionate way to think about this?
• What would be a compassionate way to behave?
• How could you bring warmth, understanding and acceptance into your experience?

Developing a compassionate reframe
Once the client has considered these questions, it should be possible to generate a compassionate
reframe. For example, for the appraisal ‘I am dirty and disgusting,’ a compassionate reframe might
involve some (or all) of the following:

‘I understand what makes you feel like this. Your body is trying to protect you and repel this
with a disgust response. It’s not you who is dirty but your body trying to rid itself of something
that was done to you. It’s not your body’s fault, it’s not your fault this happened, you didn’t
deserve this, and you don’t deserve to punish yourself. It’s sad that this happened because it
hurts, and you feel very let down. It was somebody else who did this to you and not you; it
wasn’t something you wanted. You have a right to be angry at this person. You need to be
angry at this person and not at yourself. When you are angry with yourself, you are blaming
yourself and taking away the responsibility from them. That’s not right, you don’t deserve to
suffer like this. Let’s see if we can focus on the care and the understanding you have for yourself;
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how you would treat someone you loved. Just let yourself be sad and angry. I know that these
feelings will lessen overtime if we treat them gently and let them be and let them help you heal.’

Before rehearsing a compassionate reframe, use soothing rhythm breathing/compassionate
imagery to engender a compassionate frame of mind. Then ask the client to repeat their
compassionate reframe out loud, as if they were saying it to themselves. It can also be helpful to
suggest saying it to an empty chair. Then ask the client to record themselves saying their
compassionate reframe to listen back to. This can help to reduce the heart–head lag between what
they know and what they feel.

Updating shame-based hotspots with a compassionate reframe
Finally, once the reframe is well rehearsed and generating feelings of self-compassion, follow the
procedure for updating hotspots outlined above. Use soothing rhythm breathing/compassionate
imagery and then ask, ‘What would you like to say to yourself at this moment to help you, what do
you know now?’. Once the client has introduced the reframe it is important to check that it is
having the desired effect. Therapists should ask, ‘What does this make you feel like, as you say this
to yourself or knowing this?’. It may help to guide clients to focus on bodily feelings of warmth,
care and safeness and to notice sadness and anger emerging. Therapists can encourage them to
tolerate and stay with these feelings with compassion and acceptance.

For more details on compassion focused approaches to work with shame-based trauma please
see Lee and James (2012), Lee (2009) and Gilbert et al. (2024).

Understanding and treating disgust and contamination
It is easy to understand how exposure to contaminants such as semen, blood, sweat and urine
during rape might feel dirty and disgusting. This dirty feeling, a feeling of being contaminated
(FBC), can remain for years after the rape. We think that FBC is elicited by disgust, a powerful core
emotion which, like fear or shame, inhibits memory processing during and after trauma. This FBC
essentially becomes ‘frozen in time’ as part of the trauma memory and, over time, can become a
more permanent feeling experienced outside of flashbacks.

It has been reported that 60% of rape survivors experience FBC on or in their bodies after
sexual assault (Fairbrother and Rachman, 2004). For example, they will feel sticky wetness on their
thighs or chest, believe that semen is still inside their stomach or vagina, taste or smell semen, and
say e.g. ‘I can still feel it on me, it’s disgusting’. To cope with feeling dirty, survivors may report
extreme washing, wearing perfume, forced vomiting, self-harming, and/or avoidance of looking in
mirrors or being near others. There is certainly some overlap here with those suffering from
obsessive-compulsive disorder (OCD). However, the FBC we are talking about is a direct
re-experiencing of what was felt during or shortly after the rape and rarely goes away after
washing.

We can combat FBC in PTSD after rape with a three-stage imagery intervention known as
Cognitive Restructuring and Imagery Modification (CRIM; Jung and Steil, 2012; Jung and Steil,
2013; Steil et al., 2011). In brief, the therapist normalises disgust, explains FBC, and helps develop
an ‘antidote’mental image to the ‘toxic’ feeling of contamination. This antidote image can then be
used to update a hotspot (if the FBC occurred peri-traumatically) or to combat FBC experienced
only post-traumatically.

Please see this film for a comprehensive presentation explaining how to use the CRIM
technique: https://vimeo.com/814947339. We will walk you through the intervention below.
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Cognitive restructuring and imagery modification (CRIM)
(1) First ask the survivor to describe the FBC to you in detail. Using outlines of bodies and

drawing in the location of the contamination can be very helpful.
(2) Next, we explain that while FBC can be understood as part of the trauma memory

essentially being held in the body, but that it feels permanent because they’ve lived with the
dirty feeling for so long. We want the survivor to understand that the FBC they are
currently experiencing is from the past, even though it feels very real now.
(a) To help with this, we discuss how often the cells in contact with the contamination

during the rape have ‘turned over’ since then. We often start with skin renewal,
because people are familiar with dead skin cells flaking off their feet. Clients are then
asked to search how often the cells in the contaminated parts of their body renew, then
calculate how many times each area has ‘cleaned itself’ since the rape. Most of this
information is available online but we also use Table 2 below.

(b) For example, vaginal cells renew every 28 days and mouth cells every 10 days. So, given
that Sue was raped 3 years ago, she could calculate that, ‘Every cell in my vagina that
was touched by his semen has been shed 39 times since I was raped; they left my body
through vaginal discharge and menstrual flow. The cells in my mouth that were in
contact with him have been renewed 110 times; they left my body as faeces, they are in
the sewage system’.

(c) Next, we ask the survivor to summarise what this information means to them, e.g. ‘I
know there is nothing on or in me even though I feel dirty’.

(d) Generally, the survivor will say that they accept that they are clean logically but still feel
contaminated. We can use imagery to help with this head–heart lag. We ask the
survivor to close their eyes while the therapist or they repeat back the information they
have found out about cell turnover. We ask them to notice what images spring to
mind. Some people have an immediate strong single image, which can then be
strengthened. Others may have a few images pop up and can choose the one that feels
the most vivid. Once one is chosen to start to work with, the therapist guides them to
make this image as multi-sensory and vivid as possible. It may take a few tries.

(3) In the final phase of the CRIM protocol, we need to swap in this ‘clean’ image to ‘drive out’
the FBC. If the FBC occurred during the rape, then use the clean image to update that
hotspot. If, as is often the case, the FBC occurred shortly after the rape, then ask the
survivor to close their eyes and bring on the FBC and, when they can feel it, ask them to

Table 2. Cell regeneration information

Type of cells Duration Regeneration process
Number of times my

cells renewed

Small intestine 4 days Dead cells leave body as faeces
Cervix 6 days Dead cells leave body in menstrual or vaginal

discharge
Sperm (inside another

body)
7 days Dead cells leave body in menstrual or vaginal

discharge or as faeces
Stomach 9 days Dead cells leave body as faeces
Mouth 10 days Dead cells leave body as faeces
Skin 30 days Dead cells fall off body
Hair 30 days Dead cells fall off when brushing/washing/

moving around
Vagina and vulva 30 days Dead cells leave body in menstrual or vaginal

discharge
Blood 4 months Dead cells leave body as faeces
Nose 10 days Dead cells leave the body in snot and as faeces
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swap in the clean image and check that it makes them feel clean. If it doesn’t work
immediately, the therapist should take their time, encourage the survivor to try imagining
different ideas until something works. They might say, ‘What else do you need to think
about/remember to feel clean?’. We might then encourage the survivor to do this swap
whenever the FBC returns (if it does). Note that the clean image can change over time, it
doesn’t matter as long as it helps the survivor to feel clean.

Further information and resources on how to address a sense of contamination and disgust in
CT-PTSD can be found on the OxCADAT website (https://oxcadatresources.com/addressing-a-se
nse-of-contamination-or-disgust-in-ct-ptsd/).

Site visits
Site visits are often seen as a final part of trauma-focused therapy for PTSD. However, they can be
helpful at many points in the treatment pathway or at none at all. When working with survivors of
rape, the purpose of the visit needs to be clear and jointly agreed with the survivor – why would it
be helpful to revisit the site? They can serve four key purposes (see Murray et al., 2015 for a
comprehensive paper on the topic):

(1) Reconstructing the trauma. This occurs when the site visit is needed to reconstruct,
elaborate and fill in any gaps in the trauma memory. ‘Walking through’ the traumatic event
at the site can help fill any memory gaps, and potentially reveal new information to update
the memory. Clearly, this is not needed for all survivors with PTSD but can be very useful
for people who have significant gaps in memory, such as from a drug/drink facilitated rape.

(2) Finding new information. On site visits, survivors may find new information about the
traumatic event that they had not previously accessed. This information can help them to
re-appraise decisions they and others made at the time of the trauma, which may seem
more understandable when viewed with a new perspective. For example, a rape survivor
who felt angry that passers-by had not intervened on hearing her screams, might realise on
revisiting the site, that others would not have been able to hear through a thick door.

(3) Then versus now’ processing or ‘stimulus discrimination’. On site visits, noticing
differences between the scene of the trauma now compared with when the trauma occurred
facilitates discrimination between ‘now’ and ‘then’, helping the event feel more in the past.
A good example might be a rape survivor who has been unable to visit the street on which
she was raped but would like to stop taking a lengthy detour on her way to work. Revisiting
the street while noticing how different it looks now, how different she feels now and how
differently she can move now, would all help to place the event in the past and render the
street less threatening.

(4) Behavioural experiments. Sometimes a site visit can be a behavioural experiment in itself,
testing out whether something bad will happen on returning to the site. For example, a
survivor whose drink was spiked in his local pub and fears he will not be able to cope with
going back there and having a drink.

Site visits can also have more than one purpose, as outlined in the case below (Box 3).
It is often not possible for therapists to visit the site of the traumatic event, due to distance and/

or time. If so, encourage the client to visit by themselves or with a supporter, while the therapist
can join on the phone. If the client cannot visit the site, then virtual visits via Google Street View
especially are an effective alternative, or as a first step before an in-person visit.
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Other work that may be helpful for rape survivors with PTSD
Pain flashbacks

Clients may experience pain flashbacks related to the rape. In these, pain experienced at the time
of a trauma is re-experienced when triggered later: the same pain is felt despite the absence of injury in
the here-and-now. Pain flashbacks were found to be present in 49% of a sample of clients with
complex trauma (Macdonald et al., 2018) and links have been made between certain subtypes of pelvic
pain and a trauma history involving rape (Leserman et al., 2006; Meltzer-Brody et al., 2007). Because of
this, it is probably worth routinely asking rape survivors about pain flashbacks at assessment.

Often, the pain flashbacks improve after the trauma memory has been updated. This is more
likely if the therapist and survivor have been meticulous in uncovering pain felt during the
hotspots and have updated it accordingly. Various examples of this were given earlier (see Table 1
and ‘New sensory information’ section).

If pain flashbacks persist after the memory work has been completed, the survivor may want to
work further on them. There are three main phases to helping:

(1) First, you need to identify the triggers to the pain flashbacks. If the survivor struggles to
identify them, it may help to ask them to pay attention to any similarities between what
they are experiencing now (in the present moment during a flashback) and what they had
experienced in the past (at the time of the rape).

(2) Then use stimulus discrimination, to help the survivor distinguish between ‘then’ versus
‘now’ in relation to the pain experienced. For example, a survivor who experiences pain
flashbacks whenever she lies down (the position in which she was raped), might focus on
the differences between the lying-down she is doing now and the lying-down then, e.g. ‘I
am lying on my sofa, not that bed; I am in Cardiff now, that pain happened in Leeds;
nobody is on top of me, they were then; I can move around freely, I could not then; my
friend Sophie is here, we were alone then; it is daytime now, it was night time then; the
room smells of jasmine now, it smelled of sweat then’.

(3) Finally, if necessary, the pain flashbacks can be intentionally triggered in the therapy room,
so that survivor can practise the ‘then’ versus ‘now’ discrimination in relation to the pain
felt. As pain flashbacks are somatosensory, helping the survivor to feel physical sensations

Box 3. Fictional case description (‘Ruth’) to illustrate the impact and purposes of site visits.
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that they could not feel at the time of the trauma can be particularly helpful. We suggest
you develop a structured plan with the client on the type of sensation they would be
comfortable feeling and how they would like it to be used. For example, the client could use
ice, hand warmers, a soft cloth, vibrating massagers or cushions. It might also help to do
movements that were not possible during the rape.

It can sometimes be helpful to understand the meaning of the pain, e.g. ‘I am dying’, ‘I am being
damaged’, ‘I will never recover’. We can normalise and validate these thoughts, then provide
psychoeducation about how strong the vagina is, for example during and after childbirth, and how it
repairs itself. Note: this should be done sensitively, after checking whether there was any permanent
damage.

Imagery could also be used to help transform the pain, particularly if pain flashbacks persist.
Mental imagery techniques can be used to obtain an image of the pain and transform it into a
more tolerable image, to help reduce the emotional response associated with the thought of the
pain. The client can be asked to bring to mind the pain and transform it, for example by imagining
that it is treated in some way or altering the characteristics of the pain itself, including changing
the size, location and/or colour (Pincus et al., 2003).

Sex after rape
Sexual relationships after rape

Re-engaging with sexual relationships can form an important part of a survivor’s recovery
following rape. It may be seen as a reclaiming life task. First, you will need to explore the survivor’s
thoughts and feelings about this, as well as whether they are currently engaging in any sexual activity
(including solo sex). Also find out if they are avoiding any aspects of sexual activity on account of
distress caused by reminders of their assault. Once this information is known, a plan can be made
jointly with survivors to help work towards experiencing sexual pleasure when they are ready. It may
help survivors to be aware of what they can do to prepare themselves when they are next in a sexual
relationship, even if they are not ready to engage with physical intimacy right now.

Helpful aspects to consider within this phase of work include: exploring affirmative consent
and communication, helping to enhance a client’s sense of control; psychoeducation on
boundaries within relationships; recognising safety in partner’s behaviour (particularly for clients
who have experienced rape within a relationship). Resources such as the Bish ‘how is my
relationship’ graph (www.bishuk.com) can help clients explore this.

Survivors are likely to experience physical and emotional triggers during sexual activity. It is
important to map out with the survivor any known triggers, to help inform their boundaries on
what would not make sex pleasurable. Triggers during sexual activity can also be worked on using
stimulus discrimination, emphasising here and now differences. These may relate to a range of
sensory experiences during sex (e.g. penetration, breathlessness), as well as being emotional with a
partner. It may be appropriate to work on some triggers during sessions (if appropriate), as
discussed in the last section. Clients may also find it helpful to consider a graded hierarchy of
sexual activity to increase their confidence and sense of control during sex. Another technique
may be to pay mindful attention to one’s partner, e.g. looking at them and mentally repeating their
name as a mantra during sex, to keep the attention on the here and now. Various strategies used
with Sue are outlined below (Box 4). Please see Kubany et al. (2004) for further ideas on
supporting clients around healthy boundaries in relationships and interpersonal rights.

Sexual health and childbirth

It may be difficult for women who have been raped to have reproductive health checks such as
smears and examinations when pregnant. Depending on the person’s age and relevance for the
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Box 4. Strategies used with ‘Sue’ to help with sexual relationships following a rape.
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client, it may be worth making a proactive plan about managing this in the future as part of their
therapeutic blueprint. This can also be reframed as reclaiming your life and can be empowering.
The proactive plan may be reminding them about using now versus then thinking, and telling the
health practitioners if necessary.

Other factors worth considering
Psychotic symptoms after rape

Although unusual beliefs and experiences are typically associated with a diagnosis of psychotic
disorder, they are in fact prevalent within a wide range of other mental health problems
(Bebbington et al., 2013; Volpato et al., 2022). Survivors of rape are particularly prone to both
hearing voices and holding beliefs that may be judged as irrational by others (O’Neill et al., 2021).
Assuming that they developed after the rape, it is important that clinicians normalise these
reactions, and formulate them within a trauma-model, rather than viewing them as part of
psychosis and referring the survivors elsewhere.

We can formulate both ‘paranoid/delusional’ beliefs and ‘hallucinatory’ experiences within a
generic cognitive model. We are all familiar with hypervigilance being part of PTSD, with people
being alert to threat linked to their past experiences. However, if we consider hypervigilance to
occur within a continuum, then extremely hypervigilant individuals, who have generalised their
source of threat, could be described as paranoid. For example, someone who was raped by a man
with a beard, might be vigilant for such men in the future. They may look out for and react to men
with beards on every outing, and also while watching television – they will see threatening men
with beards everywhere, a great deal of the time. Experiencing such a sustained period of
heightened threat may lead the survivor to conclude (or at least worry) that there is an organised
approach to victimising them. Such a belief, out of context, might be considered paranoid. Our
role as a therapist in such a situation is to help the survivor see that the threat belief is
understandable (if not accurate) within the context of their trauma history.

In a similar vein, rape survivors can experience distressing ‘hallucinatory’ experiences. Several
clinical researchers have suggested that fragmented or ‘de-contextualised’ trauma memories form
the basis of a hallucination (Hardy, 2017; McCarthy-Jones and Longden, 2015; Steel et al., 2005).
Rape survivors disproportionately have fragmented memories of the trauma, because of high
levels of peri-traumatic dissociation. Intrusive trauma-related memories are a core feature of
PTSD. However, this relies on the survivor and therapist agreeing that the intrusive phenomenon
being described is a memory of a past event. If a trauma memory is not recognised as such, the
survivor might explain the highly vivid emotional image that goes through their mind in another
way, such as a premonition of a future assault. In addition, given that trauma flashbacks can occur
in all modalities, it could be argued that non-visual flashbacks in particular may lend themselves to
not being recognised as such. For example, a survivor may report hearing a voice telling them they
deserve to die. The survivor thinks that it is the voice of an evil spirit/the devil and is terrified by it.
However, on closer questioning, the therapist realises that this is exactly what the rapist said to
them and could be considered a flashback. Similarly, a survivor reported being visited in the night
by a demon who raped them. Further questioning revealed that at night, the survivor experiences a
pressure on their chest, which they do not connect to the same pressure they felt during the rape;
they do realise that they are having a somatic flashback. We can raise such connections in the
session with the survivor as possible hypotheses to consider when trying to understand their
unusual experiences. The survivor’s pre-existing belief system may affect how they appraise their
experiences after rape. Those who believe in the paranormal, or those with strong spiritual beliefs,
may be more prone to understanding re-experiencing symptoms in a way that others would
consider ‘psychotic’.
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In summary, try and understand ‘delusional’ or ‘hallucinatory’ experiences in a survivor with
PTSD within a standard cognitive approach. Hold in mind that unusual beliefs may be a product
of a survivor trying to explain new, unusual and frightening phenomena which are not clearly
linked to the traumatic event (either by themselves or mental health services to date). Finally,
therapists should be prepared to formulate some voice hearing experiences as seemingly related to
the trauma, even if not a direct repetition of the actual events (e.g. you hear the voice of the rapist
but they are not saying what was said at the time). We can allow that link to be held in mind whilst
getting on with the trauma-focused therapy and see if the voice activity and associated distress
reduce with the PTSD symptoms. As with other PTSD symptoms, it is worth telling the survivor
that we should anticipate some exacerbation during the early stages of treatment.

Drug-facilitated rape
Therapists are often unsure about how to work with survivors who were drugged when they were
raped. Drug-facilitated rape occurs when a rape is carried out on an individual after they have
become unknowingly intoxicated by a mind-altering substance, usually by having drugs slipped
into their drink or food. The victim becomes incapacitated and is no longer able to consent to
sexual activity (Gauntlett-Gilbert et al., 2004). They can lose consciousness while intoxicated.
Fields and colleagues (2022) found that survivors who were involuntarily intoxicated when they
were raped had the largest percentage of memory impairment compared with survivors of other
types of rape. This impaired memory results in survivors’ stories being met with scepticism,
resulting in increased self-blame and victim blame (Littleton et al., 2009).

Despite the gaps in their memory, survivors of drug rape with PTSD can still benefit from
CT-PTSD. We suggest you work with whatever the survivor can remember and/or what they
re-experience. If a survivor can recall parts of the memory, then you should go through reliving
and updating of these parts. Some adaptations can also be made to try to help the client fill these
gaps before starting the reliving. One suggestion is to start by mapping out a timeline with the
client. If possible, the next step could be finding information to explain the gaps, such as getting
accounts from others, reading reports or medical records. As discussed earlier, site visits may also
be useful. We don’t recommend spending too much time on trying to reconstruct what happened
if the survivor does not recall some parts; it is better to concentrate on reliving and updating what
they do remember.

If the survivor remembers very little, then pay close attention to their re-experiencing
symptoms; these are the parts of the memory that have not been processed. Treat the
re-experiencing symptoms as if they are the hotspots, bring them to mind, then explore and
update them one by one. Studies report a near one-to-one relationship between the moments
re-experienced and those identified by survivors as the hotspots (Grey et al., 2002), so this is a
reasonable course of action to take. For some, there is a moment when they realise they were
raped: this might be when they become aware of the physical evidence of the assault (e.g. scratches
and bruises). At this point, they might develop a mental image of what might have happened to
them as they try to make sense of the memory loss and physical evidence. This mental image may
then become part of what is re-experienced. Obviously, there will be some themes associated with
drug rape in particular, most commonly about trust and safety in public places, that may need
addressing using the usual cognitive behavioural techniques.

Cultural considerations about the meaning and definition of rape
Sexual violence occurs in all cultures across the world (World Health Organization, 2002).
However, unsurprisingly, the definition and perception of rape and sexual violence differs across
countries, languages, generations, and communities (Kalra and Bhugra, 2013). Irrespective of legal
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definitions, the definitions and meanings of rape experiences are constructed differently within
the context of one’s culture (Patel and Mahtani, 2004; Van der Veer, 1998). For example, in Japan,
the most common Japanese word used to describe rape is ‘itazura’, which translates to ‘cheekiness’
or ‘mischievous’ (Bourke, 2022). Although some beliefs are consistently reported, such as the rape
myths previously discussed, each rape survivor’s experience is idiosyncratic. Recent research on
rape and sexual violence highlights the multiple levels and intersectional nature of rape stigma
(Murray et al., 2021; Stangl et al., 2019; Turan et al., 2019). It recognises the convergence of
multiple identities within a person, including race, class, gender, and sexual orientation. Therefore,
we encourage therapists to be curious about how aspects of clients’ identity and background may
shape appraisals or narratives held about the rape. For further reading, please see Bourke (2022).

Therapists often worry about how to navigate discussions around culture and cultural beliefs
with their clients, particularly if they and their clients are from different cultural backgrounds.
This may result in therapists, understandably, giving the whole area a wide berth. The problem
with this is that it may leave survivors with PTSD, maintained by unhelpful cultural beliefs about
rape, with no one willing to discuss it and help them move forward. It may inadvertently collude
with the global silence and stigmatisation attached to rape.

We suggest therapists explore their client’s beliefs (and those of their wider context) about rape
in an open and curious way, holding cultural humility in mind. Where this is relevant, therapists
are encouraged to use an intersectional lens in thinking alongside the client about how some of the
beliefs held about the rape were constructed. For example, are there spoken or unspoken beliefs
about rape or masculinity/femininity (i.e. how a woman or man should behave) in their culture,
and how may these societal or cultural beliefs have shaped how they appraise their own experience
of rape? If these beliefs are likely to be contributing to the maintenance of their PTSD, then the
therapist should explain this in a neutral and informative way. Then, the therapist can offer to
discuss alternative views, backed by international Human Rights Law, if the survivor would like
them to. The therapist can then invite the survivor’s response to this information and take the
discussion from there. As mentioned earlier in this article, rape is a crime all around the world,
and there is no mitigation, cultural or otherwise. We are not suggesting that you agree with
cultural attitudes blaming survivors of rape, simply that you explore them, inform the survivor
about how they may be contributing to their PTSD and then ask them how they would like to
proceed.

More guidance on developing cultural competence can be found in the Cognitive Behaviour
Therapist Special Issue ‘Cultural Adaptations of CBT’ (2019, volume 12), IAPT BAME Service User
Positive Practice Guide (Beck et al., 2019), and UCL cultural competence framework.

Marginalised groups
Meaningful work in the area of sexual violence should bear in mind imbalances of power and how
discrimination can render marginalised groups at greater risk of harms. Indeed, marginalised
groups such as LGBTQ+ people (e.g. De Schrijver et al., 2022; De Jong et al., 2016), women with
disabilities (Hughes et al., 2012), Black and minoritised women (e.g. Thiara and Roy, 2020),
gender non-conforming people (e.g. Ard and Makadon, 2011) and neurodiverse individuals (e.g.
Brown et al., 2017; Cazalis et al., 2022) may be more vulnerable to rape. We should think about the
needs of people who are sexually assaulted in same sex relationships or of males who have been
assaulted by women. There is also a growing awareness of the particular treatment needs of people
with autism or other forms of neurodiversity (e.g. Jobe and Williams, 2020; Olsen et al., 2017).
Services need to ensure that therapeutic interventions are based beyond assumptions and
stereotypes and we should co-design services with a diverse range of survivors of rape.

Considerations of cultural, social and personal identity are important in understanding the
context in which rape and its sequelae and treatment may occur (e.g. Jacques-Tiura et al., 2010;
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Mosley et al., 2021). Therapists are urged to consult the literature offering further discussion of
intersectionality in PTSD treatment, including the importance of cultural considerations and how
trauma responses are structured by context and systems (e.g. Bryant-Davis, 2019; Livingston et al.,
2020; Muldoon et al., 2021; Sawrikar and Katz, 2017). Please also see below for resources for
working with sexual violence in adults from marginalised groups:

LGBTQ resources

• https://forge-forward.org/resource/lets-talk-about-it-a-transgender-survivors-guide-to-acce
ssing-therapy/

• https://www.hrc.org/resources/sexual-assault-and-the-lgbt-community
• https://www.cps.gov.uk/legal-guidance/same-sex-sexual-violence-and-sexual-violence-involving-
trans-complainant-or

Learning disabilities

• https://rctn.org.uk/wp-content/uploads/2020/09/Full-Report-Evaluation-of-the-experiences-
of-people-with-learning-disabilities-who-report-rape-or-sexual-assault.pdf

Legal knowledge and signposting
CPS and criminal cases

Therapists are often confused about offering therapy to those involved in criminal cases. In 2022,
the Crown Prosecution Service (CPS) updated its guidance for pre-trial therapy (Law
Commission, 2023). The new guidance presented a shift which centres on the well-being of
survivors. The guidance says that the well-being of the claimant (in this case, the survivor of rape)
is considered to be the priority, and that survivors should be offered whichever therapy would be
most effective at alleviating their distress. This would include trauma-focused therapy for clients
experiencing PTSD.

The guidance advises not to delay offering therapy until after a case is heard in court, and that it is
the decision of the therapist and client to proceed with therapy, not the police. The guidance
acknowledges the impact trauma-focused therapy can have at enabling survivors to remain calm
enough to present evidence in court. It is now in line with the NICE guidelines for PTSD which states,
‘Do not delay or withhold treatment for PTSD solely because of court proceedings or applications for
compensation’ (National Institute for Health and Care Excellence, 2018; section 1.3.2).

Nevertheless, when working with a survivor of rape, it is important to be aware that your
clinical notes may be subject to recall by the police or the CPS. The CPS guidance (2022) maintains
that these can only be requested if it presents a ‘reasonable line of inquiry’ and requires for client
consent to be given, unless mandated by the Crown Court. With this in mind, clinicians working with
survivors awaiting a criminal trial are advised to only document essential information within clinical
notes and to discuss the possibility of notes being requested with your client at the start of therapy.

For further clarification on what counts as part of a clinical record and how to proceed with
additional disclosures during therapy, please see: Bluestar_Pre-trial-Therapy-Protocol.pdf (blue
starproject.co.uk)

Sexual assault referral centres

Sexual assault referral centres (SARCs) are set up across the United Kingdom to provide access to
forensic, medical and advocacy support for people who have recently experienced a sexual assault.
Most commonly, people will attend a SARC for a forensic medical examination (FME). This
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provides a top-to-toe medical examination to help capture and preserve any biological evidence
that can be used as part of a criminal investigation. This may include DNA evidence and, in some
instances, any physical injuries sustained during the assault.

There is a limited timeframe within which this evidence can be collected from a person’s body,
typically up to 7 days following the event. On account of this, access to a SARC can be arranged
within a very short time frame. Clients are able to receive a FME even if they are not sure if they
wish to report to the police, as samples collected within an FME can be stored for a time until a
client has made a decision, with length of storage time differing across SARCs.

SARCs also serve as a point of contact for consultation with the police and advocacy services for
clients who haven’t decided whether or not to report their experience to the police. They can offer
the chance to consult with a specially trained police officer or independent sexual violence advisor
who can provide information on this process. Additional information on the criminal justice
process for survivors of sexual assault in the United Kingdom can be found here: Gateway-CJS-Re
source.pdf (survivorsgateway.london).

SARCs may also provide some emotional support for survivors. The provision of this varies
across the country. Your local SARC can also offer advice and consultation if you are unsure of the
next steps to best support your client.

Staff wellbeing
How to prevent vicarious traumatisation and occupational trauma in staff

Discussion of trauma and violence is never easy, and we are all drawn to this work for different
reasons. Therapists may have their own experiences of trauma and abuse, and a supportive
supervisory relationship through which to explore any issues that arise for you is essential. Take
the time to acknowledge your emotional, cognitive and physiological responses during and after
sessions, and discuss these in supervision (particularly those that feel uncomfortable or ‘taboo’). If
helpful supervision is hard to come by, then we suggest setting up some peer support networks
with other therapists doing this work in your service.

When working with survivors of violence and injustice, it is essential that therapists attend to
their own wellbeing and self-care. Vikki Reynolds suggests that ‘we have an ethical responsibility to
engage with enough self-care to be able to be fully present with clients, keep their suffering at the
centre, and bring hope to the work’ (Reynolds, 2011; p. 29). This will look different for everyone,
but should be considered an essential part of undertaking work with trauma survivors, not an
optional add-on. The work can require intense ‘emotional labour’. NHS employers have
responsibilities under Health and Safety Law to ensure that their workforce has enough time to
have breaks, access to regular formal and informal supervision, time to write up notes, etc.
Helpfully, there are management standards provided by the Health and Safety Executive (see:
https://www.hse.gov.uk/stress/risk-assessment.htm#:∼:text= 4.-,Stress%20risk%20assessment,for
%20example%20if%20something%20changes).

All therapists should be alert to the risks of vicarious traumatisation. Hearing stories of violence
and suffering on a daily basis can lead to re-experiencing details of clients’ stories or feeling guilty,
helpless, angry, depressed or overwhelmed. Over time, this can develop into compassion fatigue
and burnout. As mentioned earlier, therapists working with survivors of rape should expect to be
upset by some aspects of the work – that is part of being human and compassionate and does not
mean therapists ‘can’t handle it’. The key to preventing vicarious traumatisation is twofold. First,
to say out loud anything that has really upset you from a session. This could be to a supervisor or
to a peer. As you speak the details of what has upset you, you enable yourself to start to ‘process’
the memory of the session. In this way, therapists are practising what they preach to their clients. It
may also be useful to use other techniques from therapy to help yourself as a therapist, e.g. imagery
rescripting, then vs now discrimination, pie charts, etc. Second, having to listen to upsetting stories
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is only tolerable if you know it is going to be helpful. Therapists are much less likely to feel burnout
if they know that they are being effective. Good supervision and keeping up to date with specialist
training will all help with this.

For more information and resources, please see the resources for practitioners that have been
compiled by the British Association for Behavioural and Cognitive Psychotherapies (BABCP) and
British Association for Counselling and Psychotherapy (BACP):

• https://babcp.com/Therapists/Compassion-Fatigue/Website-Links
• https://www.bacp.co.uk/events-and-resources/selection-of-self-care-resources/

Conclusion
Therapists often feel uncertain about how to treat PTSD following rape and sexual assault. We
hope that this paper has provided a sensible framework to work through with these clients and
helped therapists to feel more confident. Helping a survivor of rape to stop re-experiencing it every
day is an entirely achievable and laudable outcome.

Key practice points

(1) When people have PTSD following rape, evidence-based therapies for PTSD are very effective.
(2) Being memory-focused is just as important following rape as with any other trauma: clinicians need to ensure

they get to identifying and updating hotspots as soon as possible.
(3) It is important for therapists working with rape survivors to know about dissociation and how to manage it.
(4) Helping someone to stop reliving being raped is a worthy way to spend your time as a therapist.
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