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ABSTRACT
Objectives  To establish a James Lind Alliance (JLA) 
Priority Setting Partnership (PSP) to identify research 
priorities relevant to the health and social care needs of 
adults with lived experience of recent and/or historical 
sexual violence/abuse.
Participants  Adults (aged 18+ years) with lived 
experience of sexual violence/abuse (ie, ‘survivors’) were 
consulted for this PSP, alongside healthcare and social 
care professionals who support survivors across the 
public, voluntary, community, independent practice and 
social enterprise sectors.
Methods  In line with standard JLA PSP methodology, 
participants completed an initial online survey to propose 
research questions relevant to the health and social care 
needs of survivors. Research questions unanswered by 
current evidence were identified, and a second online 
survey was deployed to identify respondents’ priorities 
from this list. Questions prioritised through the second 
survey were presented at a consensus meeting with key 
stakeholders to agree the top 10 research priorities using 
a modified nominal group technique approach.
Results  223 participants (54% survivors) provided 484 
suggested questions. Seventy-five unique questions 
unanswered by research were identified and subsequently 
ranked by 343 participants (60% survivors). A consensus 
meeting with 31 stakeholders (42% survivors) examined 
the top-ranking priorities from the second survey and 
agreed the top 10 research priorities. These included 
research into forms of support and recovery outcomes 
valued by survivors, how to best support people of colour/
black, Asian and minority ethnic and lesbian, gay, bisexual, 
transgender, and queer (LGBTQ+) survivors, improving 
access to high-quality psychological therapies, reducing 
public misconceptions/stigma, the impact of involvement 
in the criminal justice system on well-being, and how 
physical and mental health services can become more 
‘trauma informed’.
Conclusions  These research priorities identify crucial 
gaps in the existing evidence to better support adult 
survivors of sexual violence and abuse. Researchers and 

funders should prioritise further work in these priority 
areas identified by survivors and the professionals who 
support them.

INTRODUCTION
The prevalence and impacts of sexual violence 
and abuse (terms used interchangeably here 
to indicate any form of unwanted sexual 
activity or experience that is not consented 
to or is imposed, coerced or forced onto a 
person1) are widespread problems world-
wide. International surveys suggest that expo-
sure to sexual violence and abuse is endemic 
within both high and low/middle-income 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This is the first Priority Setting Partnership (PSP) to 
co-produce research priorities involving both indi-
viduals with lived experience of sexual violence and 
the health and social care professionals who sup-
port them.

	⇒ The project followed a well-established method-
ology for identifying evidential uncertainties and 
research priorities in applied health research (the 
James Lind Alliance approach).

	⇒ The PSP specifically took steps to increase involve-
ment of groups that are often overlooked in this 
research area, such as LGBTQ+, people of colour/
black, Asian and minority ethnic groups, and male 
survivors.

	⇒ Due to the COVID-19 pandemic, the project only em-
ployed online methods to gather uncertainties and 
involve stakeholders.

	⇒ Participation in this PSP was predominantly from 
stakeholders based in England, with less represen-
tation from other UK regions (and none internation-
ally), overall reflecting the relative population size of 
different UK regions.
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countries, with approximately 1 in 10 women reporting 
lifetime exposure to sexual assaults.2 Risk of exposure 
is considerably and consistently higher among women. 
However, anyone can be exposed to sexual abuse, and a 
sizeable minority of males are affected. In the UK, it has 
been estimated that approximately 20% of women and 
4% of men experienced some form of sexual violence 
from the age of 16 years.3 Estimates of the prevalence of 
childhood sexual abuse are similarly high. An English 
national household survey revealed that approximately 
7.5% of females and 4.5% males had been exposed to 
various forms of sexual abuse before the age of 18 years,4 
and more recent national crime surveys suggesting that 
up to 7.5% of English and Welsh adults may have a history 
of childhood sexual abuse.5 The above figures, however, 
might underestimate the magnitude of the problem, 
given the known barriers to sexual abuse disclosure. These 
include among others, shame, guilt, embarrassment, 
concerns surrounding confidentiality, fear of stigma, 
desire to protect friends and family and the concern of 
not being believed.6–8 Factors relevant to specific groups 
of individuals with lived experience of sexual violence (ie, 
‘survivors’) such as their gender identity, sexual orienta-
tion, ethnic and cultural background, disability and older 
age status may also exacerbate under-reporting.9–12

Extensive research has linked sexual abuse to poten-
tially debilitating physical and mental health sequelae. 
Sexual abuse can induce a range of adverse physical 
health impacts in the immediate aftermath of an assault 
(including, among others, sexually transmitted infec-
tions, pregnancy and abortions, abrasions, lacerations 
and bruising13–15) and also increase the risk of longer-
term, aggregated health complaints (including, for 
example, gynaecological and gastrointestinal problems, 
obesity, disruptions in sleeping patterns, chronic pain 
and fatigue14–18). Both short-term and long-term mental 
health impacts are well documented, with evidence 
confirming that people with lived experience of sexual 
abuse (here referred as ‘survivors’ for brevity, while 
acknowledging that the term may not capture the prefer-
ences and experiences of all individuals affected by sexual 
violence or abuse) are at increased risk of a wide range of 
mental health difficulties. These mental health difficul-
ties can include, among others, depression, anxiety, post-
traumatic stress disorder (PTSD), suicidality, self-harm, 
eating disorders, alcohol and drug misuse, impulsive 
behaviours, difficulties developing and maintaining close 
relationships, personality disorders, psychotic symptoms 
and medically unexplained symptoms.19–22

Despite the above findings, sexual violence remains an 
under-researched area.23 This is especially true in rela-
tion to applied research that could address the multi-
faceted needs of survivors. Evidence suggests that there 
are considerable uncertainties (ie, questions that have 
not been fully answered by past high-quality research) 
around the management of the medical sequelae of 
sexual violence, including the reduction of barriers to the 
access to, and successful completion of, certain medical 

treatments addressing its physical health impacts as well 
as other health complaints.24 25 Similarly, while there is 
convincing evidence for the efficacy of psychological 
interventions for PTSD in survivors of sexual violence,26 
there is a paucity of research on the efficacy of psycho-
social interventions addressing the broader spectrum of 
mental health and well-being needs of survivors. Recent 
reviews have highlighted that there are still many unan-
swered questions around interventions for the physical 
and psychological consequences of sexual violence, and 
that people with lived experience should be the prime 
focus to develop novel, effective interventions.22 The iden-
tification of research priorities around the support and 
recovery needs of survivors is therefore urgently needed 
to drive future investigations, service improvements and 
bespoke clinical guidelines.

With the growing recognition of the importance of 
meaningful Patient and Public Involvement and Engage-
ment across all stages of health research, it is pivotal that 
future research is driven by the expertise, views, values, 
and priorities of people with lived experience of sexual 
violence and other ‘key stakeholders’ involved in the 
provision of services and support for survivors. Survivors, 
however, are rarely involved in shaping, conducting and 
disseminating research relevant to their needs.27 The 
James Lind Alliance (JLA) is a UK non-profit initiative 
that has pioneered a transparent and well-established 
approach to bring individuals with lived experience, clini-
cians and other stakeholders together in ‘Priority Setting 
Partnerships’ (PSPs) designed to identify evidential 
uncertainties across a wide range of health topics. In the 
current project, we conducted the first JLA PSP specif-
ically focused on the needs of adult survivors of sexual 
violence and abuse. The Sexual Violence Priority Setting 
Partnership (SVPSP) aimed to consult and involve survi-
vors and the professionals who support them across a 
range of settings, services and sectors. More specifically, 
the project aimed to identify uncertainties about the best 
way to support people with lived experience of sexual 
violence and to prioritise, by consensus, a list of the top 
10 uncertainties that can promote future research by 
addressing the questions that key stakeholders consider 
to be most important.

METHOD
The JLA approach
The SVPSP followed the standard priority setting meth-
odology used by the JLA, as outlined in the JLA Guide-
book.28 In brief, the JLA approach involves five key 
stages: (1) a ‘project set-up’ stage, involving convening 
a Steering Group of stakeholder representatives to ratify 
the scope and protocol of the PSP and to guide all subse-
quent project activities; (2) a ‘gathering uncertainties’ 
phase, involving an initial survey to harvest evidential 
uncertainties from in-scope stakeholders (in this case, 
adults with lived experience of sexual violence/abuse and 
the healthcare, social care and third sector professionals 
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who support survivors in a professional capacity); (3) a 
‘data processing and uncertainties verification’ phase, 
involving the systematic analysis of initial survey responses 
to identify questions unanswered by recent, high-quality 
research; (4) an ‘interim prioritisation’ phase, involving a 
second survey to rank unanswered uncertainties; and (5) 
a final consensus meeting with key stakeholder represen-
tatives to agree the top 10 unanswered research questions 
using a modified nominal group methodology. Figure 1 
displays the JLA processes followed by the SVPSP.

Patient and Public Involvement and Engagement
In line with the JLA approach, the SVPSP involved 
extensive engagement with ‘experts-by-experience’ 
and ‘experts-by-profession’ in each step of the process, 
including via their active participation in the Steering 
Group, contribution to the development and ratification 
of the PSP protocol, the design of the initial and interim 
surveys, the analysis and interpretation of survey data, and 
participation in the final priority setting consensus work-
shop. Various organisations across the UK representing 
and advocating for key stakeholders relevant to this PSP 
(charities, support groups or professional organisations 
involved in supporting survivors) were approached at 
the onset of the project to establish a Steering Group 
to represent a diverse range of perspectives and groups, 

including ‘seldom heard’ stakeholders such as individ-
uals who identify as male, those belonging to sexual or 
ethnic minorities, and survivors from particularly vulner-
able groups (eg, those with intellectual disabilities). Over 
the course of the project, 18 individuals contributed to 
the SVPSP Steering Group, including 9 individuals with 
lived experience of sexual violence/abuse (of which 7 
had a professional background that involved at least some 
contact with survivors in health, social care or third sector 
settings) and 9 professionals. Representatives from the 
Steering Group are involved in all dissemination activi-
ties linked to this PSP, and several are coauthors of the 
present report.

Protocol and scope of the PSP
The protocol29 and scope of the PSP were decided upon 
at the first Steering Group meeting in March 2020.28 The 
PSP scope was defined as the health and social care needs 
of adults (aged 18 years and over) currently living in the 
UK who have experienced any form of sexual violence 
or abuse, including penetrative and/or non-penetrative 
abuse at any point of their lives (including childhood). 
Questions related to the primary prevention of sexual 
violence or the criminal justice proceedings in response 
to sexual violence incidents (not including the impacts 
of involvement with the criminal justice system on the 

Figure 1  A flow chart to display the JLA priority setting partnership process.
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well-being and needs of person) were regarded as out-of-
scope for this PSP. In-scope stakeholders were (1) survi-
vors and (2) health and social care professionals with 
current or previous experience of directly supporting 
UK survivors across the public, voluntary, community and 
social enterprise sectors. Professionals who also had lived 
experience of sexual violence (ie, referred here as ‘profes-
sionals with lived experience’) were regarded as in-scope. 
Any individuals who were not survivors or professionals 
were regarded as out-of-scope. Furthermore, despite 
recognising that the views and needs of individuals who 
identified solely as family members, supporters or loved 
ones of survivors are important, these were regarded to 
be likely distinct from those of survivors and were there-
fore regarded as out-of-scope for this specific PSP.

Initial survey to collect uncertainties
Individuals living in the UK who identified as a survivor, 
a professional or a professional with lived experience 
completed an initial online survey for collecting uncer-
tainties between September 2020 and January 2021. The 
survey was shared and advertised on various platforms (eg, 
via Saint Mary’s Sexual Assault Referral Centre (SARC) 
Instagram, Facebook and Twitter accounts) and by 
approaching Rape Crisis teams, SARCs and organisations 
representing and advocating for key stakeholders across 
the UK. After confirming their eligibility for this PSP, 
participants were asked to provide up to three questions 
they wanted future research to answer about the care, 
needs and support of adult survivors of unwanted sexual 
experiences. Responses to additional questions capturing 
key demographic characteristics of respondents (gender, 
ethnicity, sexuality, UK region of residence, expertise 
and disability status) were regularly reviewed so that the 
promotion of the survey could target specific groups and 
thereby increase the diversity of the perspectives gathered 
through the initial survey.

Refining and verifying evidence uncertainties
After the exclusion of out-of-scope responses, the 
proposed uncertainties were thematically analysed to 
create a smaller set of ‘indicative questions’ that would 
represent all submitted uncertainties. First, four members 
of the SVPSP team scrutinised each submitted question 
and grouped them according to common topics/themes 
expressed in the content of the question. Second, three 
Steering Group members reviewed each group of ques-
tions to ensure they were thematically homogeneous, 
reallocate certain questions to a more appropriate groups 
and propose the creation of new groups of questions 
addressing similar topics. Third, members of the SVPSP 
team produced initial drafts of the wording of indicative 
questions representing the submitted uncertainties within 
each group. The wording of the indicative questions 
was then scrutinised, amended and ratified at Steering 
Group meetings to ensure they accurately represented 
the initial submitted uncertainties (ie, by comparing the 

original submitted questions against their corresponding 
proposed indicative questions).

To determine if the indicative questions had already 
been answered by past research, a literature search was 
conducted to identify relevant systematic reviews and 
meta-analyses published in the previous 3 years. The 
searches were undertaken by a Manchester Univer-
sity Foundation Trust librarian in November 2020 
and updated in August 2021 on multiple databases 
(Medline, CINAHL and PsycINFO), using a search 
string comprising combinations of relevant search terms 
(sexual violence OR sexual abuse OR sexual exploita-
tion OR rape OR sexual assault). Results of database 
searches were screened by four members of the team to 
identify reviews relevant to this PSP. The searches were 
supplemented by a manual search of relevant UK clinical 
guidelines (National Institute for Health and Care Excel-
lence [NICE] guidelines) and the Cochrane Database 
of Systematic Reviews, both published in the previous 
10 years. The identified pool of systematic reviews and 
meta-analysis was consulted to determine whether each 
indicative question was previously answered or partially 
answered by research. Questions that were fully answered 
by past research were not included in the subsequent 
interim survey.

Interim prioritisation survey
In-scope stakeholders were invited to complete a second 
national survey between September and October 2021. 
The survey asked respondents to rank the unanswered 
indicative questions using a two-step process. First, 
respondents were presented with a randomly ordered 
list of all indicative questions and invited to select the 
questions most relevant to them, in order to create 
their own personalised shortlist. Second, respondents 
identified a maximum of 10 questions out of this short-
list. The survey was shared to relevant organisations 
and promoted both on social media and through the 
Steering Group networks. Again, demographic infor-
mation collected as part of the survey was reviewed 
weekly to guide targeted promotion to specific under-
represented groups (eg, via contacting professional 
organisations which specialised in the support of 
specific survivor groups).

The JLA’s guidance on online final consensus work-
shops sets a limit of 18 questions that can be brought 
forward for final prioritisation. To select questions to 
be brought forward to the final consensus meeting, the 
Steering Group reviewed the seven most endorsed ques-
tions by each of the three principal interim survey respon-
dent groups (ie, survivors, professionals and professionals 
with lived experience). To ensure that the list was repre-
sentative of the priorities of relevant minority groups, the 
Steering Group also reviewed the three most endorsed 
questions in each of the more specific respondent groups 
(males, ethnic minority groups, LGBTQ+ and individuals 
identifying as having a disability).
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Final consensus workshop
Thirty-one participants (a mix of survivors, professionals 
and professionals with lived experience, as well as a range 
of ages, genders, sexualities and ethnicities) were invited 
to the online workshop in November 2021. Participants 
were recruited from our Steering Group members, their 
networks (eg, professional organisations or survivor 
groups) or from interim survey respondents who had 
declared interest in taking part. The consensus building 
process used at the workshop draws on the principles of 
the nominal group technique30 to allow all participants to 
adequately voice their opinions without discussion being 
dominated by specific individuals. Prior to the workshop, 
all participants individually ranked the 18 questions 
selected by the Steering Group. At the workshop, partic-
ipants were separated into four smaller groups, each 
chaired by an independent JLA facilitator. Participants 
were first asked to share their top three and bottom three 
questions and the rationale for their personal rankings. 
Participants then collaboratively ranked each of the 18 
questions as a group. After the rankings of the four groups 
had been aggregated into a combined ranking by the 
JLA facilitators, participants were divided into four new 
groups and reviewed the aggregated rankings. They then 
reranked the questions within each group, and the aggre-
gation of these second small group rankings produced 
the final top 10 priorities. These were presented to all 
workshop attenders in a plenary session chaired by a JLA 
facilitator, giving participants a final chance to dispute 
rankings and reach consensus via a vote. Survivors and 
professionals with lived experience were offered a £100 
thank you voucher for their time.

Several measures were taken to ensure the safety and 
confidentiality of participants at the workshop. Ahead 
of the workshop, all participants agreed to comply 
with strict confidentiality requirements; they were also 
provided with technical assistance to set a pseudonym on 
the online platform if they preferred to remain anony-
mous and were given the opportunity to be allocated to a 
female-only discussion group. A clinical psychologist and 
a researcher with extensive experience of working with 
survivors were available throughout the day to provide 
support to workshop attendees, should anyone find some 
of the topics discussed distressing.

RESULTS
Initial survey results
This initial survey was accessed by 675 individuals; 
however, 320 individuals left no responses. In total, 671 
uncertainties were submitted by 223 respondents (132 
respondents left only out-of-scope uncertainties). Of those 
who did leave relevant questions, 54% (n=121) identified 
as survivors, 16% (n=36) as professionals and 30% (n=66) 
as professionals with lived experience. Demographic data 
of respondents are shown in table 1.

After removing 187 out-of-scope responses, the 
remaining 484 proposed uncertainties were categorised 

Table 1  Demographic characteristics of in-scope initial 
survey responses and interim survey respondents

Initial survey Interim survey

Expertise n % n %

 � Survivors 121 54.3 207 60.3

 � Professionals 36 16.1 47 13.7

 � Professionals with lived 
experience

66 29.6 89 26.0

Gender

 � Male 21 9.4 35 10.2

 � Female 182 81.6 275 80.2

 � Non-binary 9 4.0 20 5.8

 � Prefer own term 7 3.1 5 1.5

 � Prefer not to say 4 1.9 8 2.3

 � Transgender* 11 4.9 18 5.2

Age

 � 18–24 21 9.4 39 11.4

 � 25–34 50 22.4 95 27.7

 � 35–44 49 22.0 72 21.0

 � 45–54 61 27.4 64 18.7

 � 55–64 33 14.8 57 16.6

 � 65+ 6 2.7 16 4.6

 � Did not answer 3 1.3

Ethnicity

 � White 194 87.0 310 90.4

 � Asian/British 3 1.4 6 1.8

 � Black/British 3 1.4 5 1.4

 � Mixed race 7 3.1 7 2.0

 � Other 7 3.1 4 1.2

 � Prefer not to say 9 4.0 11 3.2

Sexuality

 � Heterosexual/straight 129 57.9 207 60.4

 � Bisexual 42 18.8 60 17.5

 � Lesbian 9 4.0 7 2.0

 � Gay 21 9.5 19 5.5

 � Prefer own term 13 5.8 25 7.3

 � Prefer not to say 9 4.0 25 7.3

Country of residence

 � England 151 67.7 290 84.6

 � Northern Ireland 2 0.9 7 2.0

 � Scotland 18 8.1 16 4.7

 � Wales 12 5.4 20 5.8

 � Outside UK 4 1.8 2 0.6

 � Did not answer 36 16.1 8 2.3

Disability

 � Any disability 60 26.9 108 31.5

 � Mental 26 11.7 32 9.3

 � Physical 9 4.0 26 7.6

 � Both 10 4.5 48 14.0

 � Did not specify 15 6.7 2 0.6

*This response was not mutually exclusive with other response options for 
gender.
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into 79 indicative questions (see online supplemental 
material 1). These covered all themes raised by the 
original submitted uncertainties and were worded to be 
clearer, possible research questions. The indicative ques-
tions were systematically contrasted against the findings of 
174 recent systematic reviews and meta-analyses identified 
in our literature searches. These included 165 relevant 
publications (out of 1852 results of the original database 
search), 6 NICE guidelines and 3 Cochrane Reviews. Ulti-
mately, four indicative questions were excluded due to 
being answered by past research. The questions pertained 
to (1) what interventions are most effective for reducing 
post-traumatic symptoms among survivors of sexual 
violence/abuse, (2) the relationship between experi-
encing sexual violence/abuse and having addiction 
issues, (3) whether exposure to sexual violence/abuse 
leads to short-term and/or long-term mental health prob-
lems other than PTSD, and (4) the relationship between 
experiencing sexual violence/abuse and having eating 
disorders and/or obesity.

Interim prioritisation
The interim prioritisation survey received 668 responses. 
A sample of 343 respondents (51.3%) completed the 
survey in full; 60.3% (n=207) of received responses were 
from survivors of sexual violence/abuse, 13.7% (n=47) 
from professionals and 26.0% (n=89) from professionals 
with lived experience. Further information regarding the 
demographics of respondents is shown in table 1. Online 
supplemental material 2 shows the most ranked ques-
tions for each considered subgroup (survivors, profes-
sionals, professionals with lived experience and relevant 
minority groups) that were reviewed by the Steering 
Group to identify the 18 questions to be brought forward 
for final prioritisation. The list of questions selected by 
the Steering Group is displayed in online supplemental 
material 3.

Final consensus workshop
Thirteen survivors, 2 health/social care professionals and 
sixteen professionals with lived experience attended the 
final workshop. Before rankings were finalised, a vote was 
conducted to merge two thematically related questions 
concerning how physical healthcare and mental health 
services could become more ‘trauma informed’ (see 
questions ranked as ‘7’ in online supplemental material 
3). Table 2 shows the final top 10 uncertainties that were 
agreed by all attendees as the most important unanswered 
research questions.

DISCUSSION
The SVPSP collected 484 proposed uncertainties from 
223 participants, which were systematically refined into 
75 indicative questions/uncertainties that were not fully 
answered by previous research. These indicative ques-
tions were ranked by 343 in-scope participants, and 18 
uncertainties reflecting the most highly ranked ques-
tions across multiple key groups (survivors, professionals, 
professionals with lived experience and relevant minority 
groups) were taken to a final consensus workshop for 
prioritisation. The top 10 uncertainties agreed at the 
final PSP workshop represent priority areas for future 
research to ensure funders and the academic community 
can design and deliver research consistent with the values 
and priorities of those directly affected by sexual violence 
and abuse.

The priorities identified by this PSP reflect several 
linked themes. Multiple identified uncertainties 
concerned, which forms of support and outcomes, are 
most valued by survivors themselves. The first research 
priority (see P1 in table  2), regarding what is seen as 
valued recovery outcomes by survivors, parallels find-
ings from other areas of health research suggesting that 
people with lived experience do not necessarily value a 

Table 2  The top 10 priorities for sexual violence and abuse research

P1
From the perspective of survivors of sexual violence/abuse, what does recovery involve, what outcomes do they value and what factors can promote 
these outcomes?

P2 How can survivors of sexual violence/abuse who identify as people of colour or as members of black, Asian and minority ethnic groups be best 
supported?

P3 How can access to high-quality psychological therapies for survivors of sexual violence/abuse be improved?

P4 What interventions with the general public could reduce misconceptions and stigmas about sexual violence/abuse and their consequences on survivors of 
sexual violence/abuse?

P5 How can the process of police reporting and police investigation best support survivors of sexual violence/abuse and avoid retraumatisation, distress and 
victim-blaming attitudes?

P6 What support is most helpful to and valued by survivors of sexual violence/abuse themselves?

P7 How can mental health services and physical healthcare services that are likely to come into contact with survivors of sexual violence/abuse (for example, 
dental care, general practice, accident and emergency, intimate healthcare and pregnancy termination settings) become more ‘trauma informed’ to best 
support survivors and prevent retraumatisation?

P8 How does involvement in the criminal justice system impact survivors of sexual violence/abuse (for example, their emotional and psychological well-
being), and what support do they need during and in the aftermath of criminal justice proceedings?

P9 How can support be more accessible, inclusive and effective for survivors of sexual violence/abuse who identify as LGBTQ+?

P10 How can survivors of sexual violence/abuse be supported to report sexual violence/abuse that happened many years ago, and what services should be 
offered to help them recover?

https://dx.doi.org/10.1136/bmjopen-2022-062961
https://dx.doi.org/10.1136/bmjopen-2022-062961
https://dx.doi.org/10.1136/bmjopen-2022-062961
https://dx.doi.org/10.1136/bmjopen-2022-062961
https://dx.doi.org/10.1136/bmjopen-2022-062961
https://dx.doi.org/10.1136/bmjopen-2022-062961
https://dx.doi.org/10.1136/bmjopen-2022-062961
https://dx.doi.org/10.1136/bmjopen-2022-062961
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strictly clinical conceptualisation of recovery (ie, the 
absence of symptoms). For example, several studies have 
shown that people with lived experience of severe mental 
health difficulties (eg, psychosis, bipolar disorder) view 
recovery as a more complex and multifaced phenom-
enon encompassing, for example, improved self-esteem, 
ability to sustain important personal relationships and 
improved quality of life regardless of ongoing ‘symp-
toms’.31 32 In turn, this research informed the develop-
ment of measures of ‘personal recovery’ more aligned to 
the views and values of people with lived experience.33 
Research to explore what the construct of recovery means 
to different survivors, and the subsequent co-produc-
tion of valid recovery measures aligned with their views, 
could benefit this research area and the future evaluation 
of recovery-promoting interventions. The uncertainty 
relating to the forms of support most useful and valued by 
survivors (P6) similarly highlights a potential mismatch 
between current service provision and the needs and 
preferences of those impacted by sexual violence. This 
relates to the frequent complaints in relation to the lack 
of access to specialist care and the importance of support 
coming from understanding and non-judgemental profes-
sionals.34–36 Evidence that some conventional treatments 
for mental health difficulties are not favoured by survi-
vors of sexual violence37 further highlights that research 
on survivors’ preferred forms of support is warranted. A 
particularly evident gap in valued support identified from 
this PSP pertained to the needs of survivors of non-recent 
sexual abuse (P10), a population whose needs have been 
historically poorly served by mainstream services due to a 
range of barriers already identified in previous research.38

Other priorities identified by this PSP related to 
research addressing the support needs of specific survivor 
groups, most notably individuals belonging to people 
of colour/black, Asian and minority ethnic communi-
ties (P2) and LGBTQ+ individuals (P9), who may face 
specific challenges and barriers to receiving appropriate, 
acceptable or valued care. For example, research into 
individuals affected by intimate partner violence (which 
in many cases can involve sexual coercion or victimisa-
tion) suggests that LGBTQ+ survivors experience addi-
tional barriers as a result of concerns around the support 
they might receive from gender-binary services, limited 
understanding of LGBTQ+ abuse, stigma and other 
systemic inequities within support systems.39 Similarly, 
many individuals who identify as belonging to ethnic 
minority groups also experience additional challenges. 
For example, a lack of culturally appropriate services 
has been identified as a possible explanation for the low 
sexual violence reporting rates within British South Asian 
communities.10 It should be noted that our Steering 
Group and the stakeholders consulted at the final work-
shop recommended that future research addressing the 
priorities identified by this PSP should be inclusive and 
responsive to the needs of minority groups more widely, 
beyond those specifically named in the above priorities. 
The data collected as part of this PSP suggest that, for 

several indicative questions, there were marked differ-
ences in rankings among minority groups of interest (see 
online supplemental material 2). This consolidates past 
research which suggests these groups have specific needs 
and that it would be valuable for more specific, cultur-
ally appropriate or tailored support to be developed and 
evaluated.40

Other priorities reflect the importance of addressing 
the needs of survivors at a broader organisational, 
systemic and societal level. The priority concerning how 
mental and physical health services can become more 
trauma informed (P7) resonates with national initia-
tives to implement trauma-informed approaches across 
healthcare services, such as the UK’s National Health 
Service (NHS) Long Term Plan41 and the NHS England 
strategic direction for sexual assault and abuse services.42 
Although trauma-informed care is already highlighted in 
these national policies, more research is needed into its 
impacts and how it can be best implemented into health 
services and organisations, particularly for adult survi-
vors of sexual violence. For example, systematic reviews 
conducted as part of the NICE guidelines for PTSD26 
identified a specific lack of high-quality evaluations of 
trauma-informed care. A closely related priority that 
could further improve a survivor’s life-long care journey 
is increasing the availability of high-quality psycholog-
ical interventions for survivors (P3; often regarded as a 
prerequisite for a truly trauma-informed service or organ-
isation). While there is a strong evidence base for the 
efficacy of psychological interventions to improve PTSD 
across trauma survivors,43 several respondents to our initial 
survey highlighted this area as a proposed priority (see 
online supplemental material 1), which suggests a poten-
tial lack of awareness or access to these treatments for 
many survivors. It should be noted that a range of people 
impacted by PTSD have discrete needs that may preclude 
them from receiving appropriate trauma-focused therapy 
as part of their routine care. For example, the presence of 
comorbid severe mental health difficulties (eg, psychosis) 
or addiction problems have been used as common exclu-
sion criteria in PTSD clinical trials,44 and similar criteria 
are often applied by mainstream services. Many survi-
vors of sexual trauma may struggle with these comorbid 
difficulties, as well as with more pervasive post-traumatic 
symptoms consistent with the recently recognised Inter-
national Classification of Diseases 11th Revision (ICD-
11) diagnosis of ‘Complex PTSD’, for which there are 
currently no recommended evidence-based treatments.26 
These gaps in the evidence-based and linked treatment 
provision for survivors with complex mental health 
presentations are already recognised research priorities 
in several NICE guidelines.26 45 In addition to research 
addressing the above NICE-recommended priorities, our 
PSP suggests that further implementation research to 
improve the availability of trauma-focused therapies and 
other high-quality psychological interventions that could 
address the multifaced needs of survivors is particularly 
warranted.

https://dx.doi.org/10.1136/bmjopen-2022-062961
https://dx.doi.org/10.1136/bmjopen-2022-062961


8 Varese F, et al. BMJ Open 2023;13:e062961. doi:10.1136/bmjopen-2022-062961

Open access�

At a broader societal level, stakeholders recommended 
the prioritisation of research into effective systems to 
reduce stigma and other harmful misconceptions about 
sexual abuse across society (P4). These stigma and miscon-
ceptions, ranging from group-specific ‘rape myths’ (eg, 
that males cannot be abused46) to broad victim-blaming 
messages and negative reactions to disclosed abuse,8 not 
only impact the mental health and well-being of survivors 
(eg, by increasing self-blame), but represent important 
barriers to abuse reporting and help-seeking, which 
might exacerbate risk of revictimisation.7 Evidence-based 
initiatives which seek to challenge damaging commu-
nity attitudes towards survivors, informed by insights 
and methods gathered from past research to evaluate 
successful and unsuccessful anti-stigma programmes (eg, 
mental health stigma reduction initiatives47 48), are there-
fore urgently needed.

A final set of priorities pertained to addressing the 
potential impacts of involvement in criminal justice 
proceedings, including the process of police reporting 
and investigations, on the well-being of survivors (P5 and 
P8). These priorities corroborate past research suggesting 
that many survivors experience their contact with the 
criminal justice system as harmful and unsatisfactory, and 
in some cases even more harmful than the assault/abuse 
itself.49 For some individuals, involvement with the crim-
inal justice system is associated with retraumatisation and 
‘secondary victimisation’; that is, exposure to insensitive 
or victim-blaming practices and negative survivor expe-
riences at various stages of contact with the police and 
the justice system that can result in greater traumatisa-
tion.50 51 These dynamics are likely to disproportionately 
affect groups of survivors exposed to multiple inequali-
ties (eg, racial, gender based, etc52). These SVPSP prior-
ities highlight the importance of ensuring that abuse 
reporting and investigations become more ‘survivor 
centred’ and trauma informed. For example, the develop-
ment of evidence-based training designed to help reduce 
victim-blaming biases among police officers and other 
professionals involved in the legal system53 may represent 
an important direction for future research in this area, 
as well as the development and evaluation of systems to 
provide survivors with adequate emotional and psycho-
logical support across all stages of their involvement in 
criminal justice proceedings.

To our knowledge, this is the first specific initiative 
to co-produce research priorities to address the varied 
impacts of sexual abuse using an established priority setting 
methodology. However, several caveats of our work should 
be kept in mind when evaluating the priorities identified 
by the SVPSP. First, the project was conducted during 
the COVID-19 pandemic, and therefore relied solely on 
online data collection methods. Despite efforts made by 
the SVPSP team to engage a wide range of stakeholders, 
this might have limited the breadth and diversity of the 
stakeholders we consulted, particularly individuals who 
might experience digital inequality. Second, the responses 
were predominantly from stakeholders in England (over 

70%); however, this reflects the relative population size of 
different UK regions (ie, approximately 85% of the UK 
population lives in England). While the UK focus of this 
project, and indeed of most PSPs supported by the JLA, 
ensures that the identified priorities are highly relevant 
to stakeholders based in the UK, it is possible that the 
priorities of survivors and professionals based in other 
countries may differ from those identified by the SVPSP. 
Our priorities are broad and likely to be applicable to 
many survivors outside the UK; however, other initia-
tives may be conducted globally to examine the extent to 
which our top 10 priorities reflect those of stakeholders 
in other national contexts. Third, the scope of this PSP 
specifically focused on uncertainties relevant to the care 
of adult survivors. This decision was taken because of the 
likely distinct needs of young people impacted by sexual 
abuse, which might not have been sufficiently considered 
if examined in the context of the current PSP. A separate 
dedicated PSP for this population is therefore warranted. 
Similarly, we excluded from the SVPSP scope questions 
related to the primary prevention of sexual violence as 
well as those related to the technicalities of legal proceed-
ings involved in sexual violence and abuse criminal cases. 
While such restrictions were necessary to ensure the 
project had sufficient focus to deliver meaningful prior-
ities that related to our primary scope (the health and 
social care needs of survivors), the primary prevention 
of sexual violence/abuse and the needs of individuals at 
elevated risk of sexual victimisation and exploitation are 
undoubtedly important areas deserving further research 
and applied work. Similarly, the number of out-of-scope 
questions received as part of this PSP suggests there is a 
broader range of questions of interest to survivors and 
professionals, beyond those related to survivors’ health 
and social care needs. These could be examined by other 
targeted priority setting initiatives in the future.

To conclude, the final top 10 priorities of the SVPSP 
reflect aspects of sexual violence and abuse that have not 
been sufficiently scrutinised by past research. Beyond the 
top 10 priorities, the other evidential uncertainties iden-
tified through this PSP and listed in our supplemental 
materials would benefit from further research. Our find-
ings indicate that only 5% of the questions proposed by 
stakeholders were fully answered by past research. While 
this might be a by-product of the stringent JLA criterion 
for classifying a research uncertainty as fully answered 
(ie, the presence of a recent and conclusive system-
atic review or meta-analysis on that specific topic), this 
finding suggests that much work is needed to answer 
research questions valued by key stakeholders in this 
area. In parallel, attempts should be made to develop 
evidence-based clinical guidelines for adult survivors of 
recent and/or non-recent sexual abuse. While dedicated 
NICE clinical guidelines for children exposed to abuse 
are already available,54 no specific clinical guidelines 
for sexual violence and abuse in adults have been devel-
oped. A dedicated clinical guideline is therefore not only 
warranted but would represent an important conduit for 
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ensuring future effective translation of research findings 
into improved care for survivors across the UK.
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