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I. Lay Summary 

Why did we do this research?  

Sexual assault is a global issue that has detrimental impacts on women’s mental and 

physical health. Following sexual assault, women experience a range of difficulties that may 

impact their quality of life. Sexual difficulties are a common problem for 25 - 94% of women 

following sexual assault. Women may view changes to their sexual functioning as negative 

and distressing. This is known as sexual distress. It is associated with feelings of shame and 

leads to women viewing themselves negatively. Despite the established association for 

women to develop sexual distress and difficulties following sexual assault, there are limited 

options for treatment. Typical psychological treatments for sexual trauma do not improve 

sexual difficulties. On the other hand, traditional sex therapy approaches do not consider the 

impact of trauma on sexual difficulties. Therefore, it is necessary to develop specific 

interventions which combine traditional psychological interventions, and sex therapy 

approaches for female survivors of sexual assault who experience sex as distressing.  

Aims of the Research  

  The research aimed to identify current treatments for women’s sexual difficulties 

following sexual assault and assess their effectiveness. In this project, identifying current 

treatments informed the development of a new intervention, integrating therapeutical models 

that would be helpful for female survivors of sexual assault.  

Systematic Review  

A search of online libraries was performed to identify current treatments developed 

for women with sexual difficulties following sexual assault. The review examined how 

effectively the interventions improved sexual satisfaction or sexual functioning. It was found 

that:  
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- Five papers tested treatments developed for women’s sexual difficulties following 

sexual assault. 

- These treatments include Sexual Schema Expressive Writing, Mindfulness-Based 

Therapy, Cognitive Processing Therapy and Rational-Emotive Therapy  

- These treatments were delivered in different formats such as individual, group or 

individual online self-help intervention. 

- There was variation across the questionnaires used to measure sexual functioning.  

- All the treatments seemed to improve sexual functioning outcomes for women 

following sexual assault. However, formal conclusions cannot be made.  

- Further high-quality research should be done.  

Empirical Study  

Based on the findings from the systematic review, an online guided self-help 

intervention was developed for female survivors of sexual assault and tested in an 

experimental study. The intervention considered current research, which suggests combining 

treatments can benefit female survivors of sexual assault with sexual distress. In addition, this 

study aimed to examine if the intervention would (1) be acceptable and feasible for use 

among female survivors of sexual assault and (2) improve sexual distress.  

The intervention we developed consisted of four online videos, which participants 

would engage with once a week for four weeks. The materials were informed by 

Compassion-Focused Therapy (CFT). Other aspects of the intervention included encouraging 

participants to be present in the current moment through Mindfulness, standard sex therapy 

approaches and trauma theory. Psychologists and survivors of sexual assault reviewed the 

intervention materials and provided feedback. Participants were recruited through an 

Instagram post by a charity for sexual violence and assigned to 5 to 14 days before starting 

the intervention. Participants were contacted one-month after completing the intervention to 
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see if there were improvements over time. At the beginning of the study and the one-month 

follow-up, participants were asked to complete longer questionnaires to assess their levels of 

sexual distress, sexual functioning, and self-compassion. Throughout the study, participants 

completed daily questions which asked about their feelings of shame, guilt, self-criticism, 

self-compassion, how much they understand their difficulties are normal in the context of 

their sexual trauma and their motivation to get better.  It was found that:  

- Of the 19 women who accessed the intervention, 15 completed the intervention, 

and nine completed the follow-up measures.  

- This finding suggests that the study was suitable for most women who took part. 

- Of the nine participants who completed the feedback form, eight completed all 

four intervention sessions, suggesting the online intervention was feasible.  

- Participants provided mostly positive feedback on the qualitative feedback forms 

and found the intervention easy to understand and informative. 

- Comparing daily measures from before and during the intervention period showed 

improvements in more than half the participants.  

- One month after the intervention, six participants reported lower levels of sexual 

distress, four reported higher levels of self-compassion and five reported higher 

levels of sexual functioning.  

The findings suggest that the developed online intervention is acceptable and easy to 

implement for female survivors of sexual assault. There was also some support that the 

intervention improved sexual distress and self-compassion. However, there were limitations 

to these findings. Further research should be conducted to see if the intervention is successful. 

The results from this study will be written up for scientific publication and presented at 

conferences focusing on trauma and CFT.  
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Abstract  

Sexual health is often overlooked as an integral component of women’s health. 

Experiencing sexual difficulties impacts sexual satisfaction, a significant factor in women’s 

quality of life. Sexual difficulties impact women’s self-esteem, global well-being, and 

relationships. Women with a history of sexual assault are more likely to develop sexual 

difficulties than non-abused women. Research has demonstrated the different underlying 

mechanisms for sexual difficulties in women with and without a history of sexual assault. 

Due to these differences, specific psychosexual interventions should be developed for women 

with a history of sexual assault. Indeed, previous studies have found that current treatments 

for post-traumatic stress disorder do not change sexual functioning outcomes in women with 

a history of sexual assault. Therefore, this paper aimed to systematically review and conduct 

a narrative synthesis of studies which examined the effectiveness of psychosexual 

interventions for sexual difficulties in women following sexual assault. 

A search of three electronic databases (PsycINFO, PubMed & Web of Science) 

identified 5275 papers. Five studies met the inclusion criteria. The Revised Cochrane Risk of 

Bias -2 tool was used to appraise the quality of included studies. The overall risk of bias was 

‘some concerns’ for four and ‘high’ for one paper. The interventions identified in the 

included studies were Mindfulness-Based Therapy, Sexual Schema Expressive Writing, 

Cognitive Processing Therapy & Rational-Emotive Therapy. The modality of the 

interventions ranged from individual face-to-face therapy, individual online therapy, group 

therapy and independent online therapy. In terms of effectiveness, all the studies reported 

improvements in sexual functioning post-treatment or follow-up. However, further high-

quality research is required before drawing conclusions. The findings suggest that limited 

treatments have been empirically tested for women's sexual difficulties following sexual 

assault, and further research should be completed. 
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Introduction 

 

Sexual health and sexual satisfaction are often overlooked as essential aspects of 

women’s health despite being recognised as significant factors affecting the quality of life 

(World Health Organization, 2006). Previous studies suggest that women with lower sexual 

satisfaction may experience poorer health and global well-being  (Davison et al., 2009; Flynn 

et al., 2016; Higgins et al., 2011). In contrast, women with satisfying sexual relationships 

were more likely to experience higher levels of emotional satisfaction (Rosen & Bachmann, 

2008). One barrier to sexual satisfaction is the presence of sexual difficulties (Frank et al., 

1978; MacNeil & Byers, 1997). Therefore, it is necessary to acknowledge and advance 

treatment options for sexual difficulties in women.  

According to the National Survey of Sexual Attitudes and Lifestyles (NATSAL-3; 

2012), 48% of women in the UK reported at least one or more sexual difficulties between the 

ages of 16 and 44. Similar to previous papers, sexual difficulties in this systematic review 

refers to barriers preventing an individual from engaging in safe sex or experiencing sexual 

satisfaction (Richters et al., 2003). Sexual difficulties can be physiological, cognitive, or 

behavioural. Some examples include arousal dysfunction, sexual distress, sexual pain and 

fear of anxiety  (Feldman-Summers et al., 1979; Maltz, 2001; van Berlo & Ensink, 2000; 

Weaver, 2009). Additionally, sexual difficulties impacts relationships and can contribute to 

low self-esteem, psychological and sexual distress (Stephenson & Meston, 2010; 2012). It is 

worth noting that sexual difficulties are influenced by societal and cultural factors (Nimbi et 

al., 2022) and not all women will find psychosexual difficulties distressing (Gewirtz-Meydan, 

2022; Hayes et al., 2006). However, since it is more common for women to find sexual 

difficulties distressing, it is critical to consider the risk factors for developing psychosexual 

impairments (Gosney, 2017; Hall, 2007).  
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Various factors have been associated with the development of sexual difficulties. 

Factors such as breast cancer, heart diseases, older age, obstetrics factors, and mood disorders 

were associated with the development of sexual difficulties (Hinchliff et al., 2018; Nimbi et 

al., 2022; Schwarz et al., 2008; Serati et al., 2010; Sørensen et al., 2017).  A significant risk 

factor for developing sexual difficulties is having a history of sexual assault or sexual abuse 

(Becker, 1989; Feldman-Summers et al., 1979; Kelley, 2016). In a study of 83 female 

survivors of rape, 70% reported sexual difficulties following sexual assault (Becker et al., 

1982). A recent systematic review reported that 25% to 59% of women with a history of 

childhood sexual trauma report sexual difficulties, and prevalence rates increased in clinical 

samples from 84% to 94% (Pulverman et al., 2018).  

It has been hypothesised that psychosexual difficulties manifest differently in women 

with and without a history of sexual assault (Kim et al., 2009; Pulverman et al., 2018). In 

non-abused women, Barlow’s model suggests that sexual difficulties occur due to negative 

affect during sexual activity and attentional bias for sexually relevant stimuli (Barlow, 1986). 

Similarly, one of the underlying mechanisms proposed by the sex response cycle was that 

sexual arousal is impacted by distractions of daily life or by worries about one’s sexual 

performance (Basson, 2005). These theoretical models do not consider the impact of trauma 

on psychosexual difficulties (Althof et al., 2005; Pulverman et al., 2018).  Following an 

experience of sexual assault, any sexual contact may be triggering and impact sexual activity 

(Zwickl & Merriman, 2011). The traumagenic model described four dynamics of sexual 

abuse that may impact sexual difficulties: traumatic sexualisation, stigmatisation, 

powerlessness and betrayal (Finkelhor & Browne, 1985; Gewirtz-Meydan & Lassri, 2023). 

Traumatic sexualisation considers the way trauma symptoms present during sexual activities 

in the form of dissociation, hypervigilance, intrusive thoughts and shame (Gewirtz-Meydan 

& Godbout, 2023). Feelings of powerless and stigmatisation may impact women’s sexual 
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self-concept and how survivors engage in sex (Meston et al., 2006). One study found that 

survivors of sexual abuse had more threatening interpretations of sex than non-abused women 

(Lorenz & Meston, 2012). Previous research reports that survivors of sexual assault 

experienced higher levels of fear, disgust and sexual shame during sex than non-abused 

women (Meston et al., 2006; Pulverman & Meston, 2020a). Survivors of sexual assault may 

feel unsafe during intimacy and adopt avoidant coping strategies which maintain sexual 

difficulties (Leonard & Follette, 2002; Staples et al., 2012). Overall, this suggest the 

differences in the underlying mechanisms of sexual difficulties for women with and without a 

history of sexual trauma. (Althof et al., 2005).  

The research has demonstrated that women with and without a history of sexual 

trauma also respond differently to treatment for sexual difficulties (Pulverman et al., 2018). 

Trauma symptoms such as flashbacks or dissociation may impede the effectiveness of current 

psychosexual interventions (Martinson et al., 2013; O’Driscoll & Flanagan, 2016). Sexual 

shame due to sexual trauma also impacts the response to current psychosexual treatment 

(Pulverman & Meston, 2020a). Standard sex therapies such as sensate focus were considered 

insufficient for women with a history of sexual trauma (Maltz, 2001). Using traditional 

psychosexual interventions may harm survivors of sexual assault where the goal of the 

intervention is to enable penetration, imposing an expectation for sexual functioning (Hall, 

2008). Since the literature outlines the differences in the manifestation of sexual difficulties 

and response to treatment for women with and without a history of sexual trauma, it is 

necessary to consider the available treatments for sexual difficulties amongst survivors of 

sexual assault.  

Previous reviews for interventions for women’s sexual difficulties   

Previous systematic reviews predominantly focused on sexual difficulties in women 

with clinical sexual dysfunction. Günzler & Berner (2012) reviewed the psychological 
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treatment for female sexual dysfunction. The review reported on 15 randomised controlled 

trials (RCTs), which suggested traditional sex therapy (Masters & Johnson, 1966) and 

cognitive behavioural therapy (CBT) to be effective in increasing sexual satisfaction and 

frequency of sexual activity (Günzler & Berner, 2012). In addition, Fruhuaf et al. (2013) 

conducted a meta-analysis and reported on 20 randomised controlled trials (RCTs), which 

improved symptoms of Hyposexual Dysfunction Disorder (HSDD) and Female Orgasmic 

Disorder (FOD). Another meta-analysis reviewed the efficacy of mindfulness-based therapies 

for female sexual dysfunction and reported improvements of moderate to large effect sizes 

for sexual desire, sexual arousal, lubrication, orgasm, sexual satisfaction, sexual distress and 

subjective sexual well-being (Stephenson & Kerth, 2017). Kharaghani et al. (2020) reported 

that individual and group CBT were effective in improving sexual functioning in women. 

More recently, systematic reviews have examined and reported the potential effectiveness of 

internet-based psychological interventions for sexual difficulties (Mahar et al., 2022; Zarski 

et al., 2022).  

Although there have been several literature reviews considering the effectiveness of 

psychological interventions, there were limited reviews evaluating interventions for sexual 

difficulties in women following sexual assault.  Previous literature reviews have 

predominantly examined the effectiveness of interventions in survivors of sexual trauma and 

the impact on psychological distress such as anxiety, depression, dissociation and guilt 

(Lomax & Meyrick, 2022; Parcesepe et al., 2015; Regehr et al., 2013) without considering 

sexual difficulties as an outcome measure.  

The author of this thesis has only identified two reviews which focused on 

interventions for sexual difficulties following sexual assault. Firstly, an overview of empirical 

research on sexual dysfunction in survivors of child sexual abuse (CSA) identified only two 

empirically validated therapeutic approaches, Mindfulness-based therapy and Sexual Schema 



16 

 

Expressive writing (Gewirtz-Meydan, 2022b). However, this review only outlined the 

treatment components and did not analyse outcome measures.  

The second review is a meta-analysis examining psychological treatments on sexual 

difficulties for individuals with post-traumatic stress disorder (PTSD) from sexual trauma 

(O’Driscoll & Flanagan, 2016). This meta-analysis demonstrated that treatments for PTSD do 

not improve sexual concerns. Instead, the authors found that none of the identified treatments 

for PTSD, such as Trauma-focused group (Classen et al., 2011), Trauma Affect Regulation 

(Ford & Nangle, 2015), Cognitive Processing therapy (Resick et al., 2003) and Prolonged 

exposure (Schnurr et al., 2009) had any effects on sexual difficulties (O’Driscoll & Flanagan, 

2016).  

Congruently, the lack of systematic reviews demonstrates the limited research 

conducted despite the prevalence of sexual difficulties among female survivors of sexual 

assault. Therefore, it is necessary to review the literature to inform the state of currently 

available interventions.  

Aims of the systematic review  

This systematic review differs to previous reviews. The previous review examined 

psychological interventions for PTSD and their effect on sexual functioning; it did not review 

interventions developed to target sexual difficulties (O’Driscoll & Flanagan, 2016).  

The current review focused on psychosexual therapies for women that aim to alleviate 

sexual difficulties following sexual assault. This review aimed to determine (i) what type of 

psychosexual therapies have been empirically tested through quantitative studies for sexual 

difficulties after sexual assault and (ii) how effective these therapies were in improving 

sexual difficulties or sexual well-being, the number of participants who improved and 

treatment attrition. A secondary aim was to examine the components and topics covered 
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within the interventions. This is to inform the development of the guided-self-help 

intervention materials for the empirical paper of this thesis.  

Methods 

This systematic review adhered to guidelines from Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA; Moher et al., 2009).  

Search Strategy  

A search of titles and abstracts was conducted on three electronic databases: 

PsychINFO, Web of Science and PubMed on the 22nd of November 2022 for published and 

unpublished articles. Search terms were agreed upon with research supervisors. PsychINFO 

was selected as it has peer-reviewed studies covering behavioural sciences and mental health. 

The PubMed database has an extensive overview of biomedical papers, and Web of Science 

is widely acknowledged as a valuable database of research publications.  

Table 1 shows the search terms for the three key variables of psychosexual therapies, 

sexual assault, and sexual distress. The exact search terms varied between the database based 

on syntax (refer to Appendix A). No search limits or filters were implemented to ensure a 

thorough search. Reference lists of recent meta-analyses, systematic reviews and eligible 

papers were reviewed to search for additional studies.  
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Table 1 

Key variables and search terms used for systematic review of databases  

Key variables Search terms  

Psychosexual therapies 

 

‘psychosexual therapy’ OR 'psychological interventions' OR 

'psychosocial’ OR 'psychotherapy’ OR ‘behavioural 

interventions’ OR ‘'therapy' OR ‘CBT’ OR ‘ACT’ OR ‘DBT’ or 

'CFT' or 'compassion-focused therapy' or 'mindfulness' OR 

‘schema therapy' OR ‘narrative therapy’ OR ‘expressive writing’ 

OR ‘therapeutic writing’ OR ‘EMDR’ OR 'psychosexual’ 

(AND) Sexual Assault 

 

'sexual assault' OR 'rape' OR 'sexual violence' OR 'sexual abuse'  

OR 'sexual trauma' OR 'childhood sexual abuse' OR 'forced sex' 

OR 'sexual victimization' 

(AND) Sexual 

Difficulties 

 

‘sexual difficulties’ OR ‘sexual well-being’ OR ‘sexual distress’ 

OR ‘sexual functioning’ OR ‘sexual dysfunction’ OR ‘sexual 

problems’ OR ‘hyposexual’ OR ‘sexual satisfaction’ OR ‘sexual 

desire’ OR ‘sexual disorders’ OR ‘sexual pain’ 

 

 Study Eligibility Criteria  

The review used the PICOS framework to formulate the eligibility criteria 

recommended to improve the quality of systematic reviews (Amir-Behghadami & Janati, 

2020; Eriksen & Frandsen, 2018). Table 2 shows the study eligibility criteria based on the 

PICOS framework, which assessed the Population, Intervention, Comparison, Outcome & 

Study design. Only empirical research written in English were include, as this is the native 

language of the primary researcher.
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Table 2 

Study eligibility criteria based on the PICOS framework.  

PICOS Criteria  Description 

 Inclusion Criteria Exclusion Criteria 

Population Women over the age of 18 with a history of sexual 

trauma. No specification on the age of incident of sexual 

trauma to capture a broader range of studies.  

Amendment: Studies can be included if more than 80% 

of participants experienced sexual trauma.* 

 

Study population with males or adolescents. 

 

Intervention Any therapeutic intervention aimed to address sexual 

difficulties. 

Integrative interventions or studies that did not target sexual 

difficulties. 

 



20 

 

PICOS Criteria  Description 

 Inclusion Criteria Exclusion Criteria 

Comparison Study with comparisons such as placebo, control or 

other comparative interventions with outcome compared 

pre and post-intervention. 

Studies with no comparisons group would be included 

to best inform the current state of interventions in this 

area where studies are limited (Peinemann et al., 2013). 

 

 

 

 

 

Outcome Study included at least one distinct quantitative outcome 

measure for sexual functioning.  

 

Only qualitative measures used. 

 

Study Design Quantitative study designs. 

 

Qualitative only study designs, conceptual papers, systematic 

reviews & meta-analyses, research protocols, treatment manuals, 

conference abstracts. These study designs were excluded to focus on 

studies with standardised measures.   

Note: *= Amendment to original eligibility criteria
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Changes to eligibility criteria. Due to the limited papers that met the study eligibility 

criteria, it was decided in research supervision that the eligibility criteria should be adapted to 

include more papers. Therefore, an amendment was made to the population criterion for the 

systematic reviews. Articles were included if at least 80% of participants were survivors of 

sexual trauma and there was no significant difference in pre-treatment sexual functioning 

scores between the sexual trauma group and non-sexual trauma group.  

Process of Study Selection 

A total of 5275 papers were retrieved across three electronic databases (PsychINFO: 

2143, PubMed: 118, Web of Science: 3014). Reference list searches did not produce any 

studies that met the inclusion criteria. Articles were exported to Rayyan, a free website that 

aids the process of literature reviews (http://rayyan.qcri.org; Ouzzani et al., 2016). Rayyan 

was used to automatically detect duplicates, yielding 4904 studies. A further 14 duplicates 

were manually removed. In total, 385 duplicates were identified and removed, yielding 4890 

articles to be screened by title and abstract. At this stage, 4784 studies were excluded.  The 

full texts of the remaining 106 articles were retrieved and assessed for eligibility. References 

were exported from Rayyan and uploaded to Zotero referencing management software for 

full-text screening. Ten reports were not retrieved as they were not available via Google 

Scholar, Senate House, Royal Holloway University database or via inter-library loan. The 

remaining articles were excluded for the following reasons, the intervention aim did not 

address sexual difficulties (n=48), the study did not include a psychosexual outcome measure 

(n=11), the incorrect population was studied (n=7), the articles were not in English (n=7) or 

were theoretical or conceptual articles (n=18). Refer to Figure 1 for the process of study 

selection using a PRISMA diagram.  

 

 

http://rayyan.qcri.org/
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Data Collection  

 Full texts were retrieved via Google Scholar or the Royal Holloway University online 

library database. Where full-text articles were unavailable, inter-library loans were requested. 

Articles were reviewed independently with a second reviewer (NS) reviewing 20% of the 

full-text articles for eligibility. The percentage of agreement for two raters was 88% (K = 

0.888). The one paper discrepancy was discussed between reviewers and resolved. 

Figure 1 

PRISMA diagram  
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Data Extraction & Analysis  

Each article was reviewed considering the aims of the systematic review, and only 

relevant findings were extracted. A pre-defined data extraction form was utilised by one 

reviewer for data extraction.  Data extracted included author, title, country of origin, study 

design, recruitment, study eligibility criteria, number of participants, participants 

demographic, type of sexual assault experienced, intervention components (length, modality, 

topics covered, groups), time points of assessment, sexual well-being outcome measure, 

sexual trauma assessment/definition, method of data analysis, participant dropout rates and 

main intervention effects with means and standard deviation. Where an included study had a 

population where not all participants were survivors of sexual assault, pre-treatment 

differences between groups were extracted. Due to the small number of studies, there was a 

varied range of interventions and sexual functioning outcome measures identified, meta-

analyses were deemed inappropriate (Liberati et al., 2009). A narrative synthesis of the data 

was conducted instead. Results from each of the included articles were presented as follow: 

summary characteristics of included studies, sample characteristics, intervention 

characteristics and main intervention effects.  

Strategies for assessing quality of included studies 

The Cochrane Risk of Bias 2 tool (RoB 2; Higgins et al., 2019) was used to assess the 

quality of included studies. This tool assesses five domains, risk of bias arising from the 

randomisation process, effects of allocation to intervention, bias due to missing data, 

measurement effects and selection of the reported results. A judgement for each domain is 

made from a low risk of bias, some concerns to a high risk of bias. This judgement was made 

by the primary researcher (KK). Any borderline decisions were discussed in supervision. 
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Results 

Five published studies met the eligibility criteria. One of the articles was only 

included after the amendment to the population criteria as not all participants have a history 

of sexual trauma.  

Quality of included studies  

Table 3 presents the quality assessment of included studies guided by the Cochrane 

RoB 2 (Higgins et al., 2019). Information from the original RCT was used to assess bias for 

the quasi-experimental study (Wells et al., 2018). Four studies were judged to have some 

concerns and only one was judged to have high risk of bias. Overall, the included studies 

randomised participants and it seemed that the allocation sequence was concealed. One study 

found a significant difference in participant baseline scores despite randomisation, raising 

some concerns (Rieckert & Möller, 2000). All studies did not deviate from the assignment of 

intervention. The most common domain for bias was the measurement of outcome since most 

studies used self-report measures and participants were aware of their condition. In other 

cases, it was not clear if clinicians were blind to the participants intervention. Although study 

protocols were requested, they were unavailable for all studies and many of the items were 

rated as no information which lowers the quality of the study. Due to the lack of information, 

quality rating should be inferred with caution. 

Study Characteristics of Included Studies  

Five articles were included in this systematic review and were published between 

2000 to 2021. Table 4 presents the summary characteristics of included studies. Studies were 

conducted in the United States (n= 3), Canada (n=2) and South Africa (n=1). Four studies 

were two-armed randomised controlled trials (RCT).  Of these, three studies used an active 

control while one had a waitlist control. The fifth study was secondary data analysis of an 

RCT where the researchers analysed data from both arms as one group (Wells et al., 2018). 
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Table 3 

Quality assessment of studies using the Cochrane Risk of Bias Tool 2  

Author, Year Randomisation 

process  

Deviations from 

the intervention 

Missing 

outcome data  

Measurement of 

the outcome 

Selective 

reporting 

Overall risk of bias  

Brotto et al., 2012 Low Low High Some concerns Some concerns High 

Kilimnik et al., 2020 Low Low Low Some concerns  Low Some concerns 

Meston et al., 2013 Low Low Low Some concerns Some concerns Some concerns 

Rieckert & Möller, 2000 Some concerns Low Low Some concerns  Some concerns Some concerns 

Wells et al., 2018  Low Low Low Some concerns Low Some concerns 

Note: Low = Low risk of bias, Some concerns = some concerns of bias, High = high risk of bias



26 

 

Table 4 

Sample and Intervention Characteristics of the included studies  

Author, 

Year, 

Country 

Study Design 

Sample Characteristics  Intervention Characteristics 

Drop-out 

rates 
Number of participants 

Age: M(SD), Range 

Demographic  

Intervention 

Groups 

Modality 

Number of sessions 

Components of main intervention 

  
Brotto et al., 

2012 

 

Canada 

RCT n = 20  

Age: 35.8 (8.8), 22 – 54 

years  

 

100% with a history of 

CSA, experienced sexual 

distress during sexual 

activity and engaged in 

any form of sexual 

activity over the past 4 

weeks.   

 

85% white 

5% African Canadian 

10% Biracial  

 

 

  

 

MBT Group  

(n = 12) 

 

Or 

 

CBT Group 

(n=8) 

Two Face-to-face groups, two sessions, two weeks apart. 

Groups facilitated by clinical psychology graduate 

students. 

 

Components of both interventions: Importance of 

sexuality, rates of sexual difficulties, factors affecting 

sexuality, psychoeducation of the female sexual response 

cycle. Homework task to reflect on factors affecting 

sexual experiences and on the female sexual response 

cycle.  

 

MBT Components: Socialisation to mindfulness in sexual 

and nonsexual situations, mindful breathing, and body 

scan. Homework to mindfully observe bodily sensations.  

 

CBT Components: CBT model with nonsexual and sexual 

examples, challenging maladaptive thoughts in sexual 

situations, progressive muscle relaxation.  Homework to 

recognise and challenge unhelpful thoughts. 

33% 

n=10 
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Author, 

Year, 

Country 

Study Design 

Sample Characteristics  Intervention Characteristics 

Drop-out 

rates 
Number of participants 

Age: M(SD), Range 

Demographic  

Intervention 

Groups 

Modality 

Number of sessions 

Components of main intervention 

  
Kilimnik et 

al., 2020  

 

 

United 

States & 

Canada 

RCT n =125  

Age: 28.56 (9.97), NI  

 

100% with a history of 

CSA 

Report concerns with 

sexual well-being. 

 

57.6% white  

2.4% Native American  

0.8% Pacific Islander 

11.2% African American 

12.2% Latin American  

4.6% Asian  

7.2% Other 

Sexual 

Schema 

Expressive 

Writing  

(n=68) 

 

or 

  

Daily events  

(n=57) 

Individual independent interventioncompleted a total 

of five writing sessions online over a three-week 

period. No facilitation by clinicians.  

 

Writing prompts adapted from Meston et al. (2013). 

 

Sexual Schema components:  encouraged participants 

to reflect on sexual experiences in relation to 

processing the sexual self.  

 

Daily events components: Writing prompt encouraged 

participants to reflect for 20 minutes on what 

happened during the day, their moods, reaction, and 

personal needs.  

 

 

 

9.5% 

(n=14) 
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Author, 

Year, 

Country 

Study Design 

Sample Characteristics  Intervention Characteristics 

Drop-out 

rates 
Number of participants 

Age: M(SD), Range 

Demographic  

Intervention 

Groups 

Modality 

Number of sessions 

Components of main intervention 

  
Meston et 

al., 2013 

 

 United 

States 

RCT n= 91  

33.7 (10.29), NI 

  

100% women with a 

history of CSA reporting 

sexual dysfunction. 

  

Participants were required 

to be currently sexually 

active or in a potential 

sexual relationship.  

 

63.7% White 

23.1% Latin American  

6.6% African American  

4.4% Asian American 

7.7% Other  

4.4% NI   

 

 

Sexual 

Schema 

Expressive 

Writing  

(n=50) 

 

or  

 

Trauma-

Focused 

Expressive 

Writing 

(n=41)  

Individual independent intervention,five 30-minute 

sessions spread out over several weeks.  

  

Check-in by female therapist with a Master’s in 

psychology before participants independently 

completed the expressive writing task. 

 

Sexual Schema: writing prompts were provided each 

session to encourage participants to consider their 

experience of sexual abuse and how it affects their 

beliefs about the self, sex, sexuality, and goals for 

their future sexual life.  

 

Tauma-focused: writing prompts were procided each 

session to encourage participants to consider their 

feelings about a traumatic event and how it has 

affected their beliegs about safety, power, control and 

intimacy.  

 

Sexual 

Schema 

24.1% 

 

Treatment 

(n=3) 

FU  

(n=19) 

 

Trauma 

Group 

31.9% 

 

Treatment 

(n=11) 

FU  

(n=18) 
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Author, 

Year, 

Country 

Study Design 

Sample Characteristics  Intervention Characteristics 

Drop-out 

rates 
Number of participants 

Age: M(SD), Range 

Demographic  

Intervention 

Groups 

Modality 

Number of sessions 

Components of main intervention 

  
Rieckert & 

Möller, 

2000 

 

 

 South 

Africa 

RCT n=4228 (NI, 20 - 35 years 

 

100% with a history of 

CSA who did not meet 

diagnostic criteria for 

PTSD or mood disorder. 

 

Ethnicity not reported.  

  

  

Rational-

Emotive 

therapy 

(n=28)  

 

 

 

Delayed 

treatment 

control 

group (n=14) 

 Face to face group, 10 weekly sessions, 2 hours each. 

 

Two RET groups with 14 participants in each 

group.Groups facilitated by rational-emotive 

therapist.  

 

Components: Socialisation to the A-B-C model of 

emotions, considering the emotional and behavioural 

impact of CSA, identifying dysfunctional beliefs 

related to sexual problems. Each session focused on 

challenging and replacing dysfunctional beliefs with 

rational beliefs regarding various symptoms of CSA 

such as low self-esteem, guilt, anger, anxiety and 

sexual problems. Homework assigned related to the 

theme of each session such as identifying irrational 

beliefs.  

 

 

7%  

RET  

(n=1) 

 

Control 

(n =1) 
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Author, 

Year, 

Country 

Study Design 

Sample Characteristics  Intervention Characteristics 

Drop-out 

rates 
Number of participants 

Age: M(SD), Range 

Demographic  

Intervention 

Groups 

Modality 

Number of sessions 

Components of main intervention 

  
Wells et al., 

2018, 

  

United 

States  

  

  

Quasi-

experimental  

  

n = 126 (21 veterans, 105 

civilians) 

 

46.4 (11.92), NI  

 

83% report lifetime 

sexual assault, 

60% history of CSA 

Nonsexual trauma: war-

related, natural disaster, 

and physical assault.  

 

47.6% Caucasian  

14.3% Asian  

11.9% Pacific Islander 

26.2% Other 

  

Face to Face CPT 

(n=61)  

 

 

Online CPT 

(n=63) 

Individual face to face or Online   

12, 90-minute sessions  

 

 

Components: CPT treatment manual 

adhered to by therapist. Target unhelpful 

beliefs about intimacy with the self and 

others. Considers negative beliefs about 

safety, trust, and maladaptive appraisals  

Face to face: 

26% 

Treatment 

(n=13) 

FU (n=32) 

 

Online 

47.6%  

Treatment 

(n=15) 

FU (n=45)  

Note. CBT = Cognitive Behavioural Therapy; CPT = Cognitive Processing Therapy; CSA = Child Sexual Abuse; NI = No information;  

FU = follow-up ; RET = Rational-emotive Therapy
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Sample Characteristics. Across the five studies, there were 646 female participants, 

with sample sizes ranging between 20 and 242 participants. The mean age of participants 

ranged from 28 to 46.4 years. 20% of the participants in one of the studies were female 

military veterans (Wells et al., 2018). In terms of the incidence of sexual assault, four studies 

only included survivors of child sexual abuse (Brotto et al., 2012; Kilimnik et al., 2020; 

Meston et al., 2013; Rieckert & Möller, 2000). One study had a sample where 83% of 

participants experienced sexual assault in their lifetime, and 60% experienced child sexual 

abuse (Wells et al., 2018). In terms of additional inclusion criteria, three studies required 

participants to have experienced difficulties with sexual functioning (Brotto et al., 2012; 

Kilimnik et al., 2020; Meston et al., 2013). Two of these studies required participants to have 

engaged in some form of sexual activity in the last four weeks or be in a relationship with the 

potential for sexual activity (Brotto et al., 2012; Meston et al., 2013). One study required 

participants to have a diagnosis of PTSD (Wells et al., 2018), while another study excluded 

participants who met the criteria for PTSD or mood disorder (Rieckart & Möller, 2000). One 

study only included participants who met the criteria of female sexual arousal disorder 

(FSAD), female hyperarousal disorder (HSDD) or female orgasmic disorder (FOD; Meston et 

al., 2013).  Most studies recruited participants through multiple sources such as newspaper or 

online advertisements and community outreach. One study also recruited through veteran 

centres (Wells et al., 2018).  One study recruited participants seeking treatment for sexual 

concerns at a university medical centre (Brotto et al., 2012). One study recruited through 

clinicians working with people with emotional problems associated with childhood abuse 

(Rieckert & Möller, 2000).  

Intervention Characteristics. Across five articles, four types of interventions were 

examined, Sexual Schema Expressive Writing (n=2), Mindfulness-Based Therapy (n=1), 

Cognitive Processing Therapy (n=1) and Rational-Emotive Therapy (n=1). In terms of 
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intervention modality, two studies delivered the intervention by in-person groups, while two 

studies delivered in-person individual sessions. One study had two arms of interventions 

delivered face-to-face or as online individual therapy. The therapist delivering treatment also 

varied between studies with one study using Rational-Emotive therapist (Rieckert & Möller, 

2000), clinical psychology graduate student (Brotto et al., 2012) and one study labelled 

clinicians as ‘therapists’ but did not provide more details (Wells et al., 2019). One study used 

women with a master’s in psychology to assess for risk and conduct socialisation to the 

intervention but were not involved in delivering the intervention (Meston et al., 2013). One 

study conducted their intervention solely online and participants did not engage with 

researchers or clinicians during the duration of the intervention except for researchers to 

prompt participation (Kilimnik et al., 2020). 

In terms of control groups, three studies used active controls comparing the 

intervention to Cognitive Behavioural Therapy (Brotto et al., 2012), Daily Events writing 

(Kilimnik et al., 2020) or Trauma-Focused Expressive writing (Meston et al., 2013). One 

study had a waitlist control in the form of a delayed treatment group (Rieckert & Möller, 

2000). One study did not have a control group but compared online and face to face cognitive 

processing therapy (Wells et al., 2018).  The length of intervention ranged between two to 12 

sessions. Three studies only collected quantitative measures, one study used multilevel 

measuring and collected genital arousal. One study collected qualitative and quantitative data 

but only the latter was extracted for analysis.   

Regarding the components of the interventions, the MBT and CBT study consisted of 

one session of psychoeducation about the female sexual response cycle, the rates of sexual 

difficulties after sexual abuse and how it impacts sexuality. The second session of the MBT 

condition consisted of socialisation to the mindfulness mode, nonjudgement, mindful 

breathing and body scan. In the CBT condition, the second session socialised participants to 
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the CBT model highlighting nonsexual and sexual experiences. Participants were encouraged 

ot challenge their biased thinking styles that occur in sexual experiences. The group was run 

by clinical psychology graduate students (Brotto we al., 2012).  

 The studies which examined Sexual Schema Expressive Writing used the same 

writing prompts by Meston et al. (2013). Each session utilised different prompts that 

encouraged participants to write for a 30-minute period. The topics covered encouraged 

participants to consider their beliefs about sex, the impact of sexual trauma on sexuality and 

their goals for their future relationship with sex. In the study by Meston et al. (2013), 

participants met with a therapist who socialised them to treatment prior to participants 

independently completing the intervention. Kilimnik et al. (2020) researchers had no contact 

with participants except for email reminders to encourage participation. The CPT study was 

delivered by a therapist who adhered to a treatment manual and reported high treatment 

fidelity. There was no detailed information provided about the therapist’s background. CPT 

included a module on improving sexual function by changing negative cognitions associated 

with emotional intimacy (Wells et al., 2018). The rational-emotive group considered the 

emotional and behavioural consequences of CSA through the association between their 

experience and activating events (A), their perception of these events (B) and the behavioural 

and emotional consequences (C).  Sessions focused on identifying, disputing dysfunctional 

emotions and behaviours underlying sexual problems, low self-esteem, anxiety, guilt, 

depression and anger. Participants completed homework assignments throughout the 

intervention (Rieckart & Möller, 2000).   
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Table 5 

Study Results  

Author, Year 

Intervention 

Groups 

Sexual Well-being 

Outcome Measures 

Time points 

assessed 

Key findings 

 

Brotto et al., 

2012 

Mindfulness 

Based Therapy  

 

Active control: 

CBT 

 

FSDS 

VPA 

SA 

Pre-treatment 

Post-treatment 

 

 

 

 

 

 

 

 

Significant decrease on FSDS in MBT and CBT group 

from pre-treatment to post-treatment.  

F(1, 11) = 5.07, p = .046 

No interaction between MBT and CBT, F(1,11), < 1 

 

Pre-to-post-treatment MBT  

VPA/SA ratio significant decreased (t =-3.04, p<.05) 

SA increased (t=1.98, p=.06) 

VPA increased (t=-.74, p = .463) 

 

Pre-to-post-treatment CBTVPA/SA ratio  increased (t = 

1.20, p=.24)  

SA increased(t=1.04, p=.32) 

 

VPA increased  (t=.13, p =.90) 

  

No data to calculate effect size  
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Author, Year 

Intervention 

Groups 

Sexual Well-being 

Outcome Measures 

Time points 

assessed 

Key findings 

 

Kilimnik et 

al., 2020 

 

Sexual Schema 

Expressive 

Writing 

 

 

Active control:  

Daily events 

 

One variable of sexual 

well-being combining 

scores from 

- SSS-W 

- FSFI 

- FSDS-R 

 

Pre-treatment 

Post-treatment 

One-month follow-

up 

 

 

 

 

 

 

Sexual well-being scores significant improved across the 

study regardless of age and condition. 

R2: 0.874 (Β = 0.007, SE = 0.00), t(117) = 4.11, p < .001 

No significant interactions 

 

Across conditions  

Pre-treatment to follow-up (d=0.50) 

Pre-treatment to post-treatment (d=0.25) 

Post-treatment to follow-up (d=0.25)  

 

Independent t-test found no significant difference 

between groups for sexual well-being at post-treatment or 

follow-up. 

 

 

 

Meston et 

al., 2013 

 

Sexual Schema 

Expressive 

Writing 

Sexual Functioning 

Interview based on the 

DSM-IV-TR 

Pre-treatment 

Post-treatment 

2-week follow-up 

Incidence of recovery and the number of participants who 

met the criteria for a sexual dysfunction. 

- HSDD: (z = 2.11, P < 0.05; R2 = 0.13)Sexual 

Schema: Pre- treatment (n=18)Post-treatment 

(n=11)2-week FU (n= 9)1-month FU (n=8)6-

month FU (n=8)  
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Author, Year 

Intervention 

Groups 

Sexual Well-being 

Outcome Measures 

Time points 

assessed 

Key findings 

 

 

 

 

 

 

 

 

 

 

 

Meston et 

al., 2013 

 

 

Active Control:  

Trauma-Focused 

Expressive 

Writing 

 

1-month follow-up 

6-month follow-up 

Trauma-Focused:  

Pre- treatment (n=18) 

Post-treatment (n=15) 

2-week FU (n=14) 

1-month FU (n=14) 

6-month FU (n=14) 

 

FSAD: (z = 2.00, P < 0.05; R2 = 0.09). 

Sexual Schema:  

Pre- treatment (n=24) 

Post-treatment (n=18) 

2-week FU (n= 11) 

1-month FU (n=11) 

6-month FU (n=11)  

 

Trauma-Focused: Pre- treatment (n=23) 

Post-treatment (n=20) 

2-week FU (n=20) 

1-month FU (n=17) 

6-month FU (n=17) 

 

FOD: (z=-0.56, p>.05) 

Sexual Schema:  

Pre-treatment (n=29) 

Post-treatment (n=22) 

2-week FU (n= 21) 
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Author, Year 

Intervention 

Groups 

Sexual Well-being 

Outcome Measures 

Time points 

assessed 

Key findings 

 

1-month FU (n=20) 

6-month FU (n=20)  

Trauma-Focused: Pre- treatment (n=27) 

Post-treatment (n=20) 

2-week FU (n=15) 

1-month FU (n=15) 

6-month FU (n=15) 

 

 

Rieckert & 

Möller, 

2000, 

Rational-

Emotive therapy  

 

Waitlist control:  

delayed 

treatment control 

group  

 

 

GRISS Pre-treatment 

Post-treatment 

8-week follow-up 

GRISS Scores within the RET group from pre-treatment 

to post-treatment,  

and pre-treatment to follow-up, (F=9.29, p<.01) 

GRISS scores within the control group from pre-

treatment to post-treatment, and pre-treatment to follow-

up, (F=2.26, p>.05) 

 

GRISS score between the RET and control group:   

Pre-treatment (F = 12.46, p<.001)  

Post-treatment (F = .60, p>.05)  

Follow-up (F = 3.14p>.05)  

No data to calculate effect size 
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Author, Year 

Intervention 

Groups 

Sexual Well-being 

Outcome Measures 

Time points 

assessed 

Key findings 

 

Wells et al., 

2018, 

Face to Face 

CPT 

 

Online CPT 

 

Developed three sexual 

functioning 

questionnaires subscales 

based on BISF-W and 

FSFI 

- SFQ Arousal 

- SFQ Satisfaction 

- SFQ Desire 

Pre-treatment 

3-month follow-up 

No difference between sexual and nonsexual trauma 

groups on all of pre-treatment SFQ subscales  

(Z < 1.21,  p > .05, d < 0.11) 

 

No difference between veterans and civilians in sexual 

functioning outcome after CPT (X2 < 2.74, p>.05) 

 

Across groups there was a significant improvement from 

pre-treatment to 3-month follow-up  

- SFQ Arousal (B=.64, p<.05, d=0.54),  

- SFQ Satisfaction (B=.44, p<.05, d=1.52) 

- SFQ Desire (B=-.18,, p<.05, d= 0.8)  

 

Note: FSFI = Female Sexual Function Index, SSS-W =Sexual Satisfaction Scale for Women, MSSCQ = Multidimensional Sexual Self-Concept 

Questionnaire, BSIF-W= Brief Index of Sexual Functioning in Women, FSDS = Female Sexual Distress Scale, GRISS= Golombok-Rust 

Inventory of Sexual Satisfaction, HSDD = Hyposexual Dysfunction Disorder, FSAD = female sexual arousal disorder, FOD= Female orgasmic 

disorder, SA = Subjective Sexual Arousal, VPA = Vaginal Pulse Amplitude (Vaginal Arousal)  
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Sexual Well-being Outcome Measures  

Table 5 presents the outcome measure and main intervention effects. All include 

studies examined the impact of the intervention on sexual well-being outcomes. There was a 

range of sexual well-being outcome measures used. One study used the clinician-rated Sexual 

Functioning Interview based on the DSM-IV-TR (Meston et al., 2013). Brotto et al. (2012) 

used an arousometer to physiologically measure subjective sexual arousal, vaginal 

photoplethysmography to measure vaginal arousal and the Female Sexual Distress Scale 

(FSDS; Derogatis et al., 2002), which is a 12-item selfincludeionnaire assessing levels of 

sexually related personal distress and the Female Sexual Function Index (FSFI; Rosen, 2000), 

a 19-item self-report measure with six subscales for desire, arousal, lubrication, orgasm, 

satisfaction & pain. 

Kilimnik et al. (2020) created one variable of sexual well-being from the scores of 

three questionnaires, Sexual Satisfaction Scale for Women (SSS-W; Meston & Trapnell, 

2005), FSFI & FSDS-R. The SSS-W is a 30-item self-report measure of women’s sexual 

distress and dissatisfaction across five domains: communication, compatibility, contentment, 

personal distress, and relationship distress. Participants completed the questionnaires via 

online assessment links, which were sent via email.  

Rieckert & Möller (2000) used the Golombok-Rust Inventory of Sexual 

Satisfactiinclude 28-tem questionnaire with seven subscales (frequency, non-communication, 

dissatisfaction, avoidance, non-sensuality, vaginismus and anorgasmia) that measures the 

prevalence and severity of sexual difficulties (Rust & Golombok, 1985). The GRISS was 

only completed by married participants in this study.  

Wells et al. (2018) developed three sexual functioning questionnaires for arousal, 

satisfaction and desire based on the FSFI and the Brief Index of Sexual Functioning for 
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Women (BISF-W), a 22-item self-report measure which assessed the frequency of sexual 

behaviour, masturbation, fantasy and sexual preference (Taylor et al., 1994).  

Main treatment effects  

  Table 5 shows the main treatment effects extracted from the included studies with 

effect size. Where effect size was not provided by the author, they were calculated using 

means, standard deviation and sample sizes if the information was available. As suggested by 

Cohen (1988), an effect size of 0.2 was interpretated as small, 0.5 as medium and 0.8 as 

large.  

 Mindfulness Based Therapy. One study examined the effectiveness of mindfulness-

based therapy (Brotto et al., 2012).  There was a significant decrease in sexual distress as 

measured by the FSDS from pre-to-post-treatment for participants both groups, with no 

difference between MBT and CBT groups. Hierarchical linear modelling was used to 

measure the effect of each treatment on genital and subjective arousal pre-and-post-treatment. 

Women in the MBT group showed a significant improvement genital concordance at post-

treatment and compared to women in the CBT group.In the CBT group, genital concordance 

did not change from pre-treatment to post-treatment. An increase in genital concordance by 

women in the MBT group shows that for each unit of subjective arousal that increases, a 

smaller increase in genital arousal is needed to elicit the same level of subjective arousal 

compared to pre-treatment. . Effect sizes were not calculated as mean and standard deviation 

scores as these were not presented in the study. Ten participants dropped out of the study 

prior to the intervention phase.  

Sexual Schema Expressive Writing. Two studies tested the effectiveness of sexual 

schema expressive writing (Kilimnik et al., 2020; Meston et al., 2013).. Kilimnik et al. (2020) 

found a significant improvement in sexual well-being scores from pre-treatment to post-

treatment and follow-up for all participants regardless of age or condition. There were no 
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significant interaction effects. Additionally, no difference was found between the sexual 

schema writing group and the daily events group on sexual well-being at post-treatment or 

follow-up. Effect sizes were calculated across conditions demonstrating a medium effect size 

from pre-treatment to follow-up and a small effect size from pre-treatment to post-treatment 

and post-treatment to follow-up.  

Meston et al. (2013) calculated the recovery rates from a sexual dysfunction diagnosis 

based on the Sexual Functioning Index. Condition significantly predicted a higher incidence 

of recovery, particularly in the sexual schema condition where expressive writing improved 

incidence of recovery for participants meeting the diagnosis of HSDD and FSAD. From pre-

treatment to follow-up, in the sexual schema condition, 56% of participants recovered from 

HSDD, 54% from FSAD, 31% from FOD, and in the trauma-focused condition, 22% 

recovered from HSDD, 54% from FSAD, and 44% from FOD. Although both conditions 

showed improvements in sexual functioning, the sexual schema condition exhibited faster 

and more significant recovery compared to the trauma-focused condition for FSAD and 

HSDD.  

Rational-Emotive Therapy. Rieckert & Möller (2000) found significant differences 

in pre-treatment GRISS scores between the RET  (M = 8.29) and control condition (M = 

5.25) despite randomisation. The study reported no changes in sexual satisfaction scores 

across time points for control group and a significant improvement for the RET group from 

pre-treatment to post-treatment, which was maintained at follow-up. Despite an improvement 

in sexual satisfaction for women in the RET condition, no significant difference was found 

between the intervention and control group at post-treatment and follow-up. NOnly one 

participant dropped out. 

Cognitive Processing Therapy. Wells et al. (2018) found no difference between the 

sexual and non-sexual trauma groups on all three baseline sexual functioning measures.   



42 

 

The authors combined online and in-person CPT and reported significant improvements in 

sexual functioning at follow-up compared to baseline. A medium effect size was found for 

sexual arousal and a large effect size for sexual satisfaction and desire.  In total, 27 

participants dropped out during treatment and 77 at follow-up. 

Discussion 

The review examined the effectiveness of psychosexual interventions for sexual 

difficulties in women following sexual assault. A thorough search of three databases and a 

manual search identified five studies. A summary of the main findings will be reviewed 

alongside the evidence base in wider research.  

Effectiveness of interventions  

In terms of the psychosexual therapies for female survivors of sexual assault, the 

review identified Sexual Schema Expressive Writing, Mindfulness-Based Therapy, Cognitive 

Processing Therapy and Rational-Emotive Therapy. All studies reported improvements in 

sexual difficulties or sexual satisfaction from pre-treatment to post-treatment or follow-up. 

For studies where effect sizes were provided or calculated, effect sizes ranged from medium 

to large from pre-treatment to follow-up.  

An interesting finding across most of the included studies was that sexual difficulties 

significantly decreased in the intervention and control groups at post-treatment and follow-up 

(Brotto et al., 2022; Kilimnik et al., 2020; Meston et al., 2013). This suggests that the active 

controls of CBT, daily events writing and Trauma Focused Expressive writing improved 

sexual difficulties. CBT is an established treatment for sexual dysfunction (ter Kuile et al., 

2010). Daily events and trauma writing may have overlapped with mindfulness, which 

encouraged women to bring their awareness to the present and indirectly improved sexual 

functioning (Brotto et al., 2008; Kilimnik et al., 2020). Without a non-active control group, it 

is difficult to estimate the effectiveness of the interventions that were due to non-specific 
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therapeutic factors. Survivors who took part in these studies might have been actively seeking 

help for their sexual difficulties, which may have been different to women in the previous 

review, which engaged with general PTSD intervention (O’Driscoll & Flanagan, 2016). 

Motivation to improve sexual difficulties may explain the improvement in scores across 

conditions (Geers et al., 2005).  

Possible Mechanisms of Action  

Since all the identified interventions improved measures of sexual well-being, this 

section considers the overlap between the interventions and possible mechanisms of action. 

All the interventions encouraged women to alter their maladaptive beliefs towards sex due to 

the incidence of sexual trauma. Sexual schema expressive writing encouraged women to 

process and alter their adaptive sexual schemas by expressively writing about how their 

sexuality has changed after the sexual assault and creating a plan to achieve sexual 

satisfaction (Kilimnik et al., 2020; Meston et al., 2013). Cognitive Processing Therapy 

encouraged women to work on their negative cognitions and maladaptive appraisals about 

safety, trust and intimacy (Wells et al., 2019). Rational-Emotive Therapy encouraged women 

to identify their dysfunctional beliefs about sexual problems (Rieckert & Möller, 2000). For 

Mindfulness-based Therapy, it is hypothesised that encouraging women to be present in the 

moment with non-judgement altered cognitive distortions about sex and improved sexual 

well-being (Banbury et al., 2021; Brotto et al., 2022). 

The interventions may have improved sexual well-being due to the normalisation of 

difficult feelings, which helped process the traumatic experience and the impact on sexual 

difficulties. In Sexual Schema Expressive Writing, women were encouraged to write about 

the difficult emotions associated with their sexual difficulties or trauma (Kilimnik et al., 

2020; Meston et al., 2013). In Mindfulness, normalisation can be thought about in the non-

judgement of one’s difficulties. Brotto et al. (2012) also included psychoeducation about the 
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female sexual response cycle and prevalence rates of sexual difficulties following sexual 

assault. Through psychoeducation, the intervention emphasized that women were not isolated 

in their experiences (Wessely et al., 2008). A component of rational-emotive therapy, 

involves women  learning about the adaptive nature of their beliefs which may normalise 

their difficulties. Promoting normalisation, non-judgement and present moment-awareness 

aligns with Compassion-Focused Therapy which has also been proposed as a possible 

psychosexual intervention for women following sexual assault (Vosper et al., 2021). In the 

wider literature, Mindfulness-based therapies have been effective in improving sexual 

functioning (Banbury et al., 2021; Brotto et al., 2022).  Further research on Sexual schema 

expressive writing suggests the intervention aids the processing of the sexual trauma, making 

it less salient in sexual difficulties (Pennebaker & Seagal, 1999; Pulverman et al., 2015, 

2017).  There was less literature for the effectiveness of Rational-emotive therapy for sexual 

difficulties (Lyons & Woods, 1991). Cognitive processing therapy was mainly used as a 

treatment for PTSD to target maladaptive schemas due to an experience of trauma (Resick & 

Shnik. 1992). 

 Besides the benefits from the psychological models utilised in the interventions, there 

may have been non-specific therapeutic factors which facilitated improvements in sexual 

functioning. Firstly, three studies required participants to be sexually active to participate in 

the intervention (Brotto et al., 2012; Kilimnik et al., 2020a; Meston et al., 2013). This 

requirement may limit the study sample to women who were able to engage in sex and 

benefit from the intervention. Secondly, research has demonstrated that shame and isolation 

are experienced by women in this population. Taking part in an intervention developed 

especially for sexual difficulties following sexual assault may have allowed participants to 

feel less alone and decreased feelings of shame (Stephonsen & Meston 2010). The literature 

suggests that providing women with a space to consider their psychosexual difficulties, 
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encouraged awareness and normalisation of their difficulties (Brotto et al., 2012). It may also 

bring about a feeling of empowerment from having their difficulties validated.  

Finally, an important consideration is that previous research on women’s sexuality 

reported strong placebo effects (Bradford & Meston, 2009). It was possible that enrolling in 

the study increased participants’ awareness of their sexual responses which, facilitated 

improvement (Bradford, 2013). Additionally, the passage of time may be a factor in 

improved outcomes. Therefore, it will be necessary for future research to consider active 

controls to understand the underlying mechanisms of improvement.  

 

Modality of intervention  

The modality of interventions ranged from individual face-to-face, individual online, 

group and online independent interventions. Since all studies found significant 

improvements, it suggests that treatment can be conducted in different forms. Notably, 

Kiliminik et al. (2020) conducted a study where female survivors of sexual assault had little 

to no contact with professionals during the intervention. This suggests that online therapy 

without professionals may be helpful in alleviating sexual difficulties. Online interventions 

are cost-effective and enable wider distribution of interventions (Zippan et al., 2020). Online 

interventions are becoming more popular as they bypass the stigma experienced by people 

with sexual difficulties (Mahar et al., 2022). Group interventions also benefit from non-

specific therapeutic factors such as a sense of support which may have allowed survivors to 

feel less isolated, which reduced sexual difficulties and shame (Brotto et al., 2012; Hébert & 

Bergeron, 2007). 

Outcome measures for sexual well-being 

All studies used self-report measures of sexual well-being except one study (Meston 

et al., 2013), which used a clinician rated sexual functioning interview. The study by Meston 
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et al. (2013) was also the only study which measured a clinical diagnosis of sexual 

dysfunction. In contrast, the other studies only measured sexual difficulties such as sexual 

distress. Sexual dysfunctions are specific to sexual problems and refers to the recurrent 

difficulties associated with the impaired ability to 'respond sexually or to experience sexual 

pleasure' (5th ed.; DSM-5; American Psychiatric Association, 2013). Sexual distress is a 

broader term associated with any feeling of inadequacy about one’s sexual health or sexual 

functioning as a negative aspect of the self (Derogatis et al., 2002; Gewirtz-Meydan & Lahav, 

2020).  

All the measures reportedly showed good reliability and discriminant validity 

(Derogatis et al., 2002; Rosen & Bachmann, 2008; Rust & Golombok, 1985; Taylor et al., 

1994). Two studies did develop their own variables of sexual well-being by combining scores 

from several measures (Kilimnik et al., 2020a; Wells et al., 2019). However, this makes it 

difficult to compare with studies that used a different combination of measures.  

Using different sexual well-being measures complicates the comparison of findings since 

each questionnaire measured different aspects of sexual well-being. The FSFI and BSIF 

measured sexual functioning. The FSDS measured sexual distress and the GRISS measured 

sexual satisfaction. Although these are closely related variables, sexual functioning, sexual 

distress and sexual satisfaction are independent constructs (Stephenson & Meston, 2010a). 

Research suggests that an experience of CSA moderates the relationship between sexual 

distress and sexual functioning (Stephenson et al., 2012). This implies that sexual functioning 

is more weakly associated with sexual distress in women with a history of CSA (Stephenson 

et al., 2012). Additionally, sexual well-being is multifaceted and may not be sufficiently 

conceptualized by one measure (Sundgren et al., 2022). This supports the idea of integration 

for psychosexual interventions to cover different aspects of sexual well-being (Weeks, 2005). 

Further research should also consider using different measures to assess sexual well-being.  
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Strengths and Limitations of the review  

This is the first systematic review to examine interventions that target sexual 

difficulties in female survivors of sexual assault. The broad search strategy allowed for a 

comprehensive search of the literature. Despite finding a limited number of studies, this 

review synthesised the main treatment effects on sexual difficulties. The limited number of 

studies reflects the limited empirical research in this area that needs more examination. The 

use of an independent reviewer to review a number of full texts for inclusion, reduced 

researcher bias. There were several limitations to consider. Firstly, the eligibility criteria were 

adapted to include one more study where only 80% of participants had a history of sexual 

assault. Although there was no difference in pre-treatment sexual functioning scores between 

the sexual and non-sexual trauma group, the mechanisms of improvement might be different 

for women with and without a history of sexual trauma, as suggested by previous studies 

(Gosney, 2017; Pulverman et al., 2018). Secondly, the variations in the outcome measures 

made it difficult to compare intervention effects.  Thirdly, all studies took place in western 

countries, which may affect the generalisability of findings. A limitation of conducting a 

systematic review that solely focuses on female survivors of sexual assault is the exclusion of 

men and other gender identities. It excludes men’s and other gender identities unique 

experiences that may differ from cis-gendered women and perpetuates the disparity in sexual 

research between cis-gendered and gender-diverse populations. A review including all 

genders would allow for comparison and understanding of which interventions are helpful for 

all genders and which are more gender specific. Finally, the majority of the studies include 

had ‘some concerns’ about bias, which could over-inflate intervention effects. However, the 

lack of information available contributed to the bias of the included studies.  

Implications 
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Sexual difficulties affect women’s sexual health and impact their quality of life. This 

review demonstrates the limited number of interventions available for women with sexual 

difficulties following sexual assault. The review only identified four interventions which 

show promise in assisting female survivors of sexual assault with psychosexual difficulties. 

Clinicians who work with survivors of sexual assault may consider exploring  these 

interventions within their therapeutical approaches for their clients who experience sexual 

difficulties. It is essential to note that while the findings show promise regarding potential 

benefits of these interventions  in this population, higher quality research are required. Future 

studies should consider the multidimensional aspects of sexual well-being and utilise 

measures for different constructs such as sexual distress, sexual satisfaction and sexual 

functioning.  

This review also provides evidence of the limited number of empirical studies which 

have examined interventions for female survivors of sexual assault. Several conceptual 

papers and protocols which proposed models of intervention for female sexual difficulties 

following sexual assault were identified (Fonseka & Smith, 2021; Gewirtz-Meydan, 2022; 

McCarthy, 1990). These interventions should be empirically tested to create a more robust 

evidence base.  

This review focused on women. However, it is important to consider interventions for 

sexual difficulties following sexual assault for men, non-binary, and trans individuals. 

Interventions should also be culturally sensitive and tailored to individuals. Overall, the 

evidence suggests the precedence for developing specific interventions for sexual difficulties 

following sexual assault. These interventions may consider integrating different 

psychological models for survivors of sexual assault. Further, there is evidence that exploring 

an internet-based intervention is promising and effective for psychosexual difficulties.  

Conclusion  
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This review examined psychosexual interventions for women following sexual 

assault. The findings suggest that several interventions with different modalities may help 

improve sexual difficulties in this population. In addition, there were overlaps in components 

of the interventions, such as normalisation and the challenging of maladaptive beliefs related 

to sex. However, due to the lack of information, these studies were of low quality and more 

research needs to be conducted in this area. A takeaway from this systematic review is the 

lack of developed interventions developed specifically for women with sexual difficulties 

following sexual assault. It demonstrates the need for more interventions to be developed.  
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III. An Online Guided Self-Help Intervention for Sexual Distress For Female Survivors 

of Sexual Assault 
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Abstract 

Twenty-five to ninety-four percent of women experience sexual difficulties following 

sexual assault. Despite this prevalence, limited treatments address sexual distress in female 

survivors of sexual assault. Current psychological interventions for sexual trauma do not 

affect sexual functioning outcomes, while standard psychosexual approaches do not consider 

the impact of trauma on psychosexual difficulties. This study developed a four-session online 

guided self-help intervention informed by compassion-focused therapy and incorporated 

aspects of trauma work, standard psychosexual therapy, and mindfulness-based therapy. This 

study utilised a single-case experimental design with a multiple baselines approach to 

examine the novel intervention. Seventeen women with self-reported sexual distress 

following sexual assault were randomised to varying baseline lengths. Participants completed 

daily measures during the baseline and intervention phases on Shame, Guilt, Self-criticism, 

Compassion, Normalising and Motivation. Standardised measures such as the Female Sexual 

Distress Scale, State Self Compassion Scale – Short form and the Female Sexual Functioning 

Index were completed at baseline and follow-up. Visual analysis and Tau-U analyses 

assessed changes in daily measures from baseline to intervention. A Reliable Change Index 

was calculated for standardised measures from baseline to follow-up. Findings suggested that 

the intervention was viewed as acceptable by survivors of sexual assault. From baseline to 

intervention, all participants significantly improved on at least one daily measure. 

Compassion improved (n=11), and Shame decreased for most participants (n=10). At follow-

up, a clinically significant decrease in sexual distress was indicated for more than half of the 

participants, with one individual reporting a clinically significant increase in sexual distress. 

Overall, the online guided self-help intervention can be considered acceptable and feasible to 

a certain extent. The results show the intervention's potential for treating sexual distress in 
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some female survivors of sexual assault. However, future research needs to be conducted. 

Study limitations and future implications were discussed.  
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Introduction 

Sexual assault and sexual abuse profoundly impact a person’s life. A substantial body 

of research indicates that it may trigger the onset of mental health difficulties (Burnam et al., 

1988; Thompson et al., 2003).  Sexual assault, trauma and abuse were used interchangeably in 

this study. These terms refer to a range of physical, psychological, and emotional actions 

characterised by unwanted sexual contact without explicit consent from the victim. Although 

sexual assault is a widespread problem perpetuated against individuals of any age or gender, 

this study focused on women. 

Characteristics of Female Sexual Assault 

 Women are more likely to experience sexual assault. The Crime Survey for England 

and Wales from 2020 reported that 6.2% of women and 0.4% of men experienced sexual assault 

from the age of 16 (ONS, 2020). Female survivors of sexual assault often experience societal 

stigma and are less likely than men to seek help for their difficulties (Mahar et al., 

2022).Research has documented the short-term and long-term negative consequences of child 

and adult sexual abuse in women (Feldman-Summers et al., 1979; Maltz, 2002; van Berlo & 

Ensink, 2000; Weaver, 2009).  Women with a history of sexual abuse have a greater risk of 

developing physical health difficulties and psychopathologies such as chronic pain, post-

traumatic stress disorder (PTSD), depression, anxiety, eating disorders and substance-use 

disorders (Campbell et al., 2009).  

Sexual Difficulties Following Sexual Assault 

Research has established the negative ramifications of sexual assault on women's 

psychosexual functioning and sexual well-being (Bigras et al., 2021; Zwickl & Merriman, 

2011). A systematic review of the literature estimated that 25 - 94% of women develop 

psychosexual difficulties following sexual assault (Pulverman et al., 2018). Furthermore, 

female survivors of sexual assault were more likely to develop sexual distress and sexual 
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difficulties than the general population (Pulverman et al., 2018; Stephenson et al., 2012). 

Sexual difficulties include sexual dysfunction, which refers to the broad spectrum of 

difficulties associated with an impaired ability to 'respond sexually or to experience sexual 

pleasure' (5th ed.; DSM-5; American Psychiatric Association, 2013). In this paper, sexual 

difficulties encompass problems with sexual satisfaction, sexual functioning, sexual 

cognitions, and sexual behaviour. These include desire and arousal dysfunction, sexual pain, 

fear of sex, feelings of shame, difficulties with orgasm, intimacy, touch, and sexual 

satisfaction (Feldman-Summers et al., 1979; Maltz, 2002; van Berlo & Ensink, 2000; 

Weaver, 2009). Leonard & Follette (2002) identified arousal and desire dysfunction as the 

most common psychosexual difficulty in female survivors of sexual abuse. One study 

reported that 68% of sexually assaulted female participants reported fear of sex as the most 

common sexual difficulty (Becker et al., 1982). Sexual trauma induces different effects on 

sexual desire and arousal. Some survivors describe decreased sexual desire (van Berlo & 

Ensink, 2000), while others experience hyperarousal and an increased drive for sex 

(O’Callaghan et al., 2019; Weaver, 2009). Regardless of the difficulty, sex, formerly 

associated with intimacy or pleasure, may now evoke sexual distress (Stephenson et al., 

2012). 

Sexual distress or sexual-related personal distress is distinguishable from generic 

psychological distress as it encompasses distress arising from impaired sexual functioning 

and sexual difficulties (Derogatis et al., 2002). Sexual distress is characterised by viewing 

one's sexual difficulties as a negative aspect of the self and can manifest as shame (Derogatis 

et al., 2002). Shame is commonly linked to sexual trauma and sexual difficulties (Ellis, 

1981). A scoping review found that shame following sexual abuse induced the avoidance of 

sex, the onset of sexual difficulties, and difficulties with intimacy in relationships 

(MacGinley et al., 2019). It is common for female survivors of sexual assault to experience 
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sexual shame alongside impairments to sexual functioning (Pulverman & Meston, 2020b). 

Sexual shame may cause women to develop a negative sense of self, influencing how women 

express and consider their sexual selves (Maltz, 2001).  

Additionally, an experience of sexual trauma alters how survivors view and think 

about sex (O’Callaghan et al., 2019). Women may develop a heightened focus and 

misinterpret any sexual stimuli as threatening (Barlow, 1986). To manage this, women may 

develop adaptive strategies such as dissociation or learn to reorient their cognitions and 

attention away from sexual experiences that support sexual functioning (Abdolmanafi et al., 

2016; Barlow, 1986). These coping strategies are adaptive during the sexual assault to cope 

with the traumatic experience; however, it is unhelpful in present sexual experiences as it can 

impact sexual satisfaction and functioning (Brotto et al., 2012; Rellini, 2008). Characteristics 

of sex may also be reminiscent of the experience of sexual assault, which can trigger 

flashbacks and panic attacks, disrupting sexual activity (O’Driscoll & Flanagan, 2016; Sprei 

& Courtois, 1988). It is worth noting that not all survivors of sexual assault will experience 

sexual distress or sexual difficulties (Hayes et al., 2006). Some survivors of sexual assault 

will not view changes to their sexual functioning as distressing. There are aspects of 

difficulties with sex after the sexual assault which researchers may consider functional 

instead of maladaptive (Gewirtz-Meydan, 2022a). 

Psychological Interventions for Sexual Assault  

Despite the prevalence of sexual distress in female survivors of sexual assault, there 

was limited research identifying treatment. Previous systematic reviews predominantly 

evaluated the effectiveness of psychological interventions on psychological outcomes,  rather 

than the psychosexual outcomes in the aftermath of sexual assault (Parcesepe et al., 2015; 

Regehr et al., 2013). This suggests that sexual functioning may not have been regarded as an 

important treatment outcome for survivors of sexual assault.. In addition, evidence from a 
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meta-analysis found that current psychological treatments for post-traumatic stress disorder 

following sexual assault did not improve sexual functioning in women (O’Driscoll & Flanagan, 

2016). Despite the established association between sexual assault and sex-related difficulties 

and distress, it seems rare for treatments to consider women’s psychosexual functioning after 

incidents of sexual assault (Pulverman & Meston, 2020; Regehr et al., 2013). Therefore, it is 

necessary to develop and advance current treatment for women’s sexual difficulties following 

sexual assault. 

Psychosexual Interventions for Sexual Difficulties  

Traditional psychosexual therapies such as models proposed by Masters & Johnson 

(1970) which aim to alleviate sexual difficulties, fall short in treating sexual difficulties 

following sexual trauma. Traditional psychosexual interventions do not consider the 

underlying effects of trauma and how it interacts with standard psychosexual approaches 

(Althof et al., 2005; Maltz, 2012; Nadelson, 1982). 

Sexual distress manifest differently in women with and without a history of sexual 

assault which is suggestive of different mechanisms that underlie these problems (Pulverman 

et al., 2018). Female survivors of sexual assault with psychosexual difficulties were associated 

with higher levels of shame and lower levels of self-perceived sexual attractiveness compared 

to non-abused women with sexual difficulties (Kilimnik & Meston, 2016; Pulverman & 

Meston, 2020). Research has shown that survivors of sexual assault process sexually relevant 

information differently to non-abused women (Meston & Heiman, 2000). Sexual difficulties in 

survivors of sexual assault may stem from avoidant coping strategies which were implemented 

in an attempt to keep oneself safe, which may not be the case for non-abused women (Bird et 

al., 2014; Staples et al., 2012).The different mechanisms that underlie sexual difficulties may 

impact the way women with a history of sexual assault respond to traditional psychosexual 

approaches. Indeed, female survivors of sexual assault were found to have a lower response to 
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typical sex therapy than non-abused women (Maltz, 2001; Pulverman et al., 2018). Considering 

the literature, there is precedence for the development of an integrative psychosexual 

intervention for female survivors of sexual assault.  

Intervention informed by trauma and psychosexual theory. 

Integrative treatments were recommended for psychosexual difficulties (Weeks, 2005). 

The literature suggests that tailored treatments for female survivors of sexual assault with 

sexual distress should integrate trauma recovery work with aspects of psychosexual therapy 

(Leonard & Follette, 2002; Maltz, 2002). Potential models that may benefit integration with 

sex therapy and trauma work for female survivors of sexual assault with sexual distress are 

Mindfulness-based approaches and Compassion-Focused Therapy (Tilley et al., 2023; Vosper 

et al., 2021).  

Mindfulness-based approaches. Mindfulness can be defined as being in the present 

moment with non-judgemental awareness (Hanh & Hoa, 1976). Mindfulness-based 

interventions have shown promise for survivors of sexual assault in improving symptoms of 

post-traumatic stress disorder (PTSD) and depression (Tilley et al., 2023). Mindfulness 

improved women’s sexual difficulties (Banbury et al., 2021; Stephenson & Kerth, 2017). It 

encourages women to accept one’s thoughts and move away from avoidant coping strategies 

or self-critical thoughts about their sexual function (Brotto et al., 2012). This decreases sexual 

distress (Guyon et al., 2023). Mindfulness is also encompassed in sensate focus which 

encourages focusing on the immediate sensory experience (Masters & Johnson, 1966; Weiner 

& Avery-Clark, 2014).  The systematic review, part of this doctoral thesis, identified one study 

which found mindfulness-based therapy effective in improving sexual desire, arousal, and 

levels of sexual distress in female survivors of sexual assault (Brotto et al., 2012). Together, 

the evidence shows the promise of mindfulness as a model which benefits female survivors of 

sexual assault with sexual distress.   
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Compassion-Focused Therapy. Compassion-Focused Therapy (CFT) is a multimodal 

therapy developed by Paul Gilbert (2009). It encompasses aspects of Buddhist teaching, 

Cognitive Behavioural therapy (CBT), evolutionary theory, neuroscience, and social 

psychology (Gilbert, 2009). Compassion within the CFT framework is “the sensitivity to the 

suffering of self and others, with a commitment to relieve and prevent it” (Gilbert 2014, p. 19).  

The main objective of CFT is to guide individuals to become aware and understand their 

difficulties whilst motivating the self to alleviate them and respond in a compassionate way 

(Gilbert, 2014). For psychosexual distress this implies becoming aware that there are sexual 

difficulties which are distressing, and turning towards the distress to understand and alleviate 

it (Vosper et al., 2021). The literature indicates that CFT is helpful for survivors of sexual 

assault who may experience shame and have difficulties with self-compassion due to their 

experience of trauma (Lee & James, 2012; McLean et al., 2018; Scoglio et al., 2018). Vosper 

and colleagues (2021) proposed the principles of CFT to be therapeutic for psychosexual 

difficulties as it provides a normalising and de-shaming approach to sexual distress and 

difficulties.  

Recently, a pilot study examined the effectiveness of a CFT psychosexual group 

therapy for women with Genito-Pelvic Penetration Disorder (Saunders et al., 2022). After the 

intervention, most participants reported increased self-confidence in managing their sexual 

difficulties, decreased sexual distress, and increased self-compassion (Saunders et al., 2022). 

The evidence supports CFT independently for psychosexual difficulties and sexual trauma. 

However, no studies have been conducted using CFT for psychosexual difficulties following 

sexual assault.  

Online Intervention  

Online and internet-based interventions have been increasingly utilised to make 

treatment more accessible. The literature demonstrates women who experience sexual assault 
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or sexual distress may avoid accessing treatment due to societal barriers such as perceived 

shame (Abavi et al., 2020; DeLoveh & Cattaneo, 2017). In a national survey, less than one in 

five women who reported psychosexual difficulties sought help (Field et al., 2013). 

  Online guided-self-help was the chosen modality for this study as it widens access to 

treatment in a population who may experience shame and stigma regarding help-seeking (Levin 

et al., 2018; Mahar et al., 2022). This is particularly helpful for women who face practical 

barriers to accessing services. For example, in areas of England that do not have provisions for 

sexual health as few services specialise in treating sexual difficulties in combination with 

trauma (Hughes et al., 2018; Kingsberg et al., 2019; Mitchell et al., 2013; Quinn et al., 2018). 

Additionally, services specialised in working with sexual health and trauma may have a long 

waitlist. Online interventions were also more cost-effective and easier to offer on a larger scale 

(Tate et al., 2009). The development of an online guided-self-help resource supports 

individuals on the waiting list for services or individuals who do not feel ready for formal 

therapy (Ullman & Filipas, 2001). 

 Previous studies, such as a pilot randomised control trial, found online guided self-help 

effective in improving sexual functioning in women with vaginismus (Zarski et al., 2017). A 

review of internet-based treatment for sexual difficulties demonstrates the efficacy of  online 

interventions in increasing accessibility for treatment and improving sexual functioning 

outcomes (Mahar et al., 2022). Overall, the literature suggests online interventions for sexual 

difficulties were acceptable and efficacious. 

Research Gap 

Taking into account the limited research identifying treatment, the movement towards 

integrated models of psychosexual therapy and the stigma associated with accessing formal 

therapy, the current study developed an online integrative treatment for women with sexual 

distress following sexual assault. The literature demonstrates the potential of a CFT-informed 
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guided self-help intervention, which integrates aspects of mindfulness, trauma theory and 

psychosexual approaches (Brotto et al., 2012; Maltz, 2001; Vosper et al., 2021). An online 

guided self-help intervention would increase access to a population who may have difficulties 

with help-seeking (Abavi et al., 2020).  

The proposed intervention  

This study proposed a CFT-informed online four-session guided self-help intervention 

for sexual distress, for female survivors of sexual assault. The intervention aimed to build 

women's confidence in returning to sex instead of “fixing” sexual difficulties or increasing 

sexual activity. By exploring an individual's sexual distress through a normalising 

framework, the objective was to increase women's awareness of their difficulties, encourage a 

shift towards self-awareness and rebuild their relationship with their sexual self in a 

compassionate manner (Maltz, 2001). It was expected that indirectly, this will reduce sexual 

distress and although not the goal of the intervention, improve sexual functioning. To the 

researcher's knowledge, no research projects have developed integrative guided self-help 

materials for female survivors of sexual abuse targeting sexual distress. The intervention 

incorporated aspects of psychosexual therapy such as sensate focus (Masters & Johnson, 

1980), CFT (Gilbert, 2009; Lee & James, 2012; McLean et al., 2018; Vosper et al., 2021), 

mindfulness-based therapy (Brotto et al., 2012) and trauma-focused CBT (Cohen, 2004). 

Although these are independent interventions, there are overlaps between these treatments, 

such as the ideas of non-judgement in CFT and mindfulness-based therapy.  

CFT emphasises an evolutionary-based framework and encourages acts of 

responsibility to understand and manage difficulties (Vosper et al., 2021). Psychoeducation 

about the tricky brain and the body’s reaction to trauma encouraged non-judgement and 

normalises difficulties (Pulverman & Meston, 2020). The three-systems model was 

introduced as a framework to consider sex, emotions and their relationship to sexual distress 
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(Gilbert, 2009; Vosper et al., 2021). Compassion was considered as a way of activating the 

soothing system to develop kindness for one’s difficulties in a non-judgemental way to 

reduce sexual shame and distress (Gilbert, 2009). Materials encouraged women to challenge 

their sexual beliefs and the ‘inner sex critic’ to develop a compassionate discourse about 

sexual distress (Vosper et al., 2021). In terms of mindfulness, it was included to encourage 

women to move away from self-critical thoughts or avoidant coping strategies to be present 

in the moment with non-judgement (Brotto et al., 2012). Regarding psychosexual approaches, 

the dual control model of sexual arousal was considered in relation to evolutionary theory and 

the experience of trauma (Janssen & Bancroft, 2007; Velten, 2017). Mindfulness was also 

encompassed in sensate focus which encouraged self-focus on the individual’s immediate 

sensory experience without the pressure of orgasm (Masters & Johnson, 1966; Weiner & 

Avery-Clark, 2014). Participants were also encouraged to communicate with their partners to 

create a safe space for sexual exploration. Other activities included writing a compassionate 

letter, self-practice and breathing exercises. The compassionate letter incorporates aspects of 

sexual schema expressive writing which was effective in modifying sexual schema in 

survivors of sexual assault and improving sexual distress (Kilimnik et al., 2020; Meston et al., 

2013). To build on compassionate engagement, non-judgement was emphasised throughout 

the intervention with participants being reminded not to respond negatively to their 

difficulties by shaming or criticising the self (Gilbert et al., 2017). In line with non-

judgement, all the activities included in the materials were optional and participants were 

constantly reminded that they had a choice in what activity they engaged with. It was 

important that women felt in control during the intervention since an experience of sexual 

violence can exacerbate feelings of powerlessness (Kalra & Bhugra, 2013).  

The project took guidance from experts by experience to develop materials 

collaboratively. In addition, clinical psychologists from Bart's NHS Trust Sexual Well-being 
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Service collaborated on the intervention where similar materials were adopted in a group 

setting. The intervention was developed, assuming it can be used alone or adjunctive to other 

psychological interventions. As this is a novel intervention, the study adopted a single-case 

experimental design (SCED) (Morley, 2017). SCEDs are appropriate for assessing the 

feasibility, acceptability and preliminary effectiveness of novel interventions (Kazdin, 2019; 

Krasny-Pacini & Evans, 2018). The study aimed to test the following research questions:  

1) Was the developed online guided self-help intervention feasible for female survivors of 

sexual assault? Feasibility was assessed by the time required to recruit target participants 

and the number of participants who accessed and completed all four intervention sessions 

during the intervention phase.  

2) What were the participants' evaluations on the acceptability of the online guided self-help 

intervention as a treatment for sexual distress? Acceptability was defined as how willing 

participants were to use the materials and their satisfaction with its content (Bowen et al., 

2009).  

3) Was there an initial indicator that the intervention is effective?  

a) Can the online guided self-help intervention reduce shame, self-criticism, guilt, and 

improve compassion, motivation, and normalising on idiographic measures? 

b) Can the online guided self-help intervention lead to significant change in standardised 

measures? 

 

 

 

 

Method 
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Participants 

Recruitment Procedures  

Participants were recruited through the NHS and charities. Within the NHS, the study 

was advertised within a Sexual Health Service with leaflets circulated within the clinic 

(Appendix B). The leaflet contained a QR code for the participant information sheet 

(Appendix C). Participants were also recruited through charities such as My Body Back, a 

charity organisation that works with women who experience sexual assault in the UK. My 

Body Back shared the study via an Instagram post (Appendix D) with a link to the participant 

information sheet. Three additional sexual violence charities were approached and asked to   

aid in recruitment. Two of these charities agreed to share information about the study. 

Compensation was not offered to participants in the study.   

Sample Size 

Power in SCEDs are not determined by the number of participants but by the power 

of repeated measures (Krasny-Pacini & Evans, 2018). A ‘three-point guideline’ has been 

proposed as the minimum requirement for control, suggesting a sample of at least three 

participants (Lanovaz & Rapp, 2016). However, based on  What Works Clearinghouse 

(WWC) guidance, having five or more replications enhances the generalization of results 

(Kratochwill et al., 2010). Therefore, the researchers aimed to recruit a maximum of 20 and a 

minimum of six participants to account for attrition. A similar number of participants were 

used in peer-reviewed SCED publications (Au et al., 2017; Stynes & McHugh, 2023). 

Inclusions & Exclusion Criteria  

Inclusion criteria.   

1. Cis-gendered women who were experiencing sexual distress with a history of 

sexual assault. 
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2. Residents of the United Kingdom. 

3. Individuals aged 18 or above. 

4. Individuals were able to read English to provide consent and meaningfully engage 

with the intervention. 

5. Individuals with access to a smartphone or computer to engage with the 

intervention. 

6.  Individuals with fleeting suicidal thoughts or superficial self-harm with strong 

protective factors may be included. 

Exclusion criteria. 

1. The sexual assault occurred within the last 12 months.  

2. Individuals with severe acute mental health difficulties. 

3. Individuals who rated “nearly every day” or “more than half the days” on the 

PHQ-9 single suicide screening question suggested they experienced thoughts of 

death or self-harm and did not indicate they were currently accessing further 

social or psychological support. 

Individuals who have been sexually assaulted have a higher chance of experiencing 

suicidal thoughts or self-harm behaviours than the general population (Plunkett et al., 2001; 

Ullman, 2004). Individuals with fleeting suicidal thoughts or superficial self-harm with 

strong protective factors were included in the study. Since it was difficult to assess for risk 

unless participants reached out for triage, participants would be excluded if they did not have 

social support systems or access to psychological support.  

Participant Characteristics 

Sixty-four women accessed the online information sheet within 24 hours of the study 

advertisement being posted on social media. These women began the screening 
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questionnaires. Eight women did not complete the screening questionnaire, and two 

individuals were not eligible for participation due to risk concerns. Six women were eligible 

for the study but did not complete the online consent form. Two women signed the consent 

form but were unwilling to provide their GP details and were screened out of the study.  All 

eligible women were randomised to varying lengths of baseline and contacted by email to 

schedule a phone call to collect demographic information, verify risk and discuss the 

project’s next steps. Nineteen women responded to the email and began the baseline phase 

following the phone call. The participant flow chart is displayed in Figure 2. Demographic 

information for participants who began the intervention is displayed in Table 6 (refer to 

Appendix G for more detailed participant demographic information).  

Figure 2 

Participant flow chart 
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Procedure 

Potential participants accessed a detailed participant information sheet via an online 

link from the study advertisement. Interested women completed an online screening 

questionnaire which assessed eligibility (see inclusion and exclusion criteria). Women who 

did not meet the inclusion criteria were deemed inappropriate for the study and redirected to a 

debriefing page with signposting resources. 



67 

 

Table 6 

Participant characteristics for length of baseline, age, ethnicity, and current access of therapy 

Participant Length of Baseline Age Ethnicity Current therapy PHQ-2 GAD-2 

A 6 35 White British Yes 4 3 

B 7 38 Asian Pakistani British No 5 4 

C 9 27 White British Yes 1 2 

D 14 33 White British Yes 5 6 

E 5 33 White British No 1 3 

F 10 42 White British Yes 0 3 

G 5 34 White British No 3 5 

H 14 32 Arab and White British Yes 4 5 

I 11 33 White British No 2 6 

J 12 27 White British No 0 1 

K 9 35 White British Yes 2 3 

L 8 32 White Scottish No 2 1 

M 10 34 White British No 0 3 

N 11 20 White British No 2 1 

O 6 28 White British Yes 1 3 

P 7 22 White and Black Caribbean No 2 5 

Q 5 36 White British No 5 6 
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Excluded women were informed that the research aimed to provide the intervention 

materials on a wider scale through My Body Back once the intervention was tested and 

deemed acceptable.  Eligible participants were directed to complete consent forms, provide 

their GP details, and complete the following standardised measures: Female Sexual Distress 

Scale – Revised (FSDS-R; DeRogatis et al., 2008)), Female Sexual Function Index (FSFI; 

Rosen et al., 2000) and State Self Compassion Questionnaire (SSCS-S; Neff et al., 2021). 

Participants were randomised using a random number generator for different 

durations of the baseline phase. After completing the screening questionnaire, participants 

were emailed to schedule a phone call with the primary researcher to verify risk and complete 

the demographic questionnaire. Participants who completed the screening call started the 

baseline phase. During the baseline and intervention phase, participants received daily email 

reminders to complete the daily measures. Participants were sent each intervention session by 

email that contained a Qualtrics link to the video session and handout. Using a spreadsheet, 

the primary researcher tracked participant flow through the baseline and intervention phases. 

At follow-up, a link to a Qualtrics form was emailed to participants for completion.  

Risk and Adverse Event Monitoring Procedures  

Risk was assessed as part of the screening questionnaire based on a PHQ-9 item, 

"Over the past two weeks, how often have you been bothered by thoughts that you would be 

better off dead or of hurting yourself in some way?". Individuals who scored “always” on the 

questionnaire and reported no social support were screened as ineligible for the study.  

Throughout the study, participants were not asked to disclose or think directly about 

their experience of sexual trauma. However, the researchers recognised that the intervention 

could elicit difficult or upsetting emotions in participants. To counter this risk, signposting 

information regarding crisis psychological support was provided to participants at the end of 

each intervention session and the daily idiographic measures.  Participants were prompted to 
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prioritise their well-being and encouraged to inform the primary researcher if they were 

concerned for their own safety due to engagement with the study. Participants could request 

and access one support session from clinicians at the NHS Sexual Health Service for triage. 

As there was little to no professional contact throughout the study, participants were required 

to provide their GP information. Participants were informed that their GP would only be 

contacted if the participant raised an identified risk with the primary researcher. These risks 

included increased self-harm behaviour, increased suicidal risk or significant deterioration of 

mental health. Under these circumstances, confidentiality could be breached, and the primary 

researcher may contact the participant’s GP. Participants were recommended to contact their 

GP or local crisis services if they had immediate safety concerns. No participants raised 

safety concerns or required a triage appointment.   

Development of Intervention Materials  

The intervention scripts and handouts were developed by the primary researcher. At 

the initial stage of development, materials utilised by a CFT informed psychosexual group 

following sexual trauma within Bart’s NHS Foundation Trust Sexual Well-being Clinic were 

reviewed for relevant content. The group materials guided the core component of the 

intervention which included socialisation to concepts of CFT such as the tricky brain, the 

three systems model and the inner sex critic. To supplement these materials, the extensive 

systematic review, part of this doctoral thesis informed the researcher of relevant empirical 

studies, and psychosexual models which enhanced the intervention contents.  

Clinicians at the Sexual Wellbeing Clinic were consulted during the development 

process to ensure the intervention addressed the needs of female survivors of sexual assault 

who experience sexual distress.  The researcher also collaborated with an expert by 

experience to refine the intervention’s content, language, and activities to ensure sensitivity. 

The final intervention comprised of four structured sessions that integrates CFT, mindfulness, 
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psychosexual approaches and psychoeducation. By integrating different models, the 

intervention considers the multifaceted nature of sexuality while remaining rooted in 

evidence-based practice. Table 30 displays a summary table of the session contents. 

Study Design 

This single-case experimental study adopted a multiple baseline non-concurrent AB 

design with a one-month follow-up where A refers to the baseline phase and B corresponds to 

the intervention phase. Figure 3 shows a flow chart of the study design. SCEDs differ from 

typical experimental designs where one group is compared to another (Au et al., 2017; Stynes 

& McHugh, 2023). In a SCED, participants function as their own control, with data collected 

during the baseline phase compared to data in the successive phase (Hammond & Gast, 

2010). Upon introducing the intervention in Phase B, data was compared to the baseline 

phase to evaluate change (Lane & Gast, 2014). SCEDs provide high-quality research for 

studies with small sample sizes and were appropriate for testing novel interventions (Krasny-

Pacini & Evans, 2018). An AB design was chosen for this study as it was suitable to test the 

feasibility of interventions (Manolov et al., 2014). it was advised that AB design SCED were 

inferior for determining intervention effectiveness due to a lack of replications (Kratochwill 

& Levin, 2014). However, more robust SCED designs such as ABAB were not recommended 

for psychological intervention as it is uncommon for participants to return to baseline after 

intervention (Kazdin, 2019).   

Adopting a multiple baseline approach allowed for a staggered introduction of the 

intervention, which rules out threats to the internal validity of AB design (Christ, 2007). The 

multiple baseline approach improves reliability of measure changes in scores due to the 

intervention instead of extraneous factors (Smith, 2012). Following guidelines for multiple 

baseline designs, this study had more than six phases with more than five data points to meet 

the WWCstandard without reservation (Kratochwill et al., 2010). 
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Table 30 

Summary table of the session contents included in the online guided self-help intervention for sexual distress following sexual assault  

Session  Contents  

1 • Breathing exercise as an introduction to present moment awareness. 

• Psychoeducation on evolutionary theory such as the tricky brain. 

• Common trauma responses following sexual assault.  

• The three systems model is introduced as a framework to consider sex and emotions and its relation to sexual difficulties.  

• Compassion is introduced as a way to activate the soothing system and develop kindness for one’s difficulties in a non-

judgemental way to reduce sexual shame and distress.  

2 This session focused on introducing mindfulness as a way of being present in the moment without judgement.  

• Mindfulness is explored in relation to sexual trauma responses and developing compassion towards the self.  

• Mindfulness attention practice by Paul Gilbert.  

• How mindfulness and grounding techniques aid with the management of flashbacks.  

• How to communicate with sexual partners to develop a safety plan for sex.   
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Session  Contents  

3 This session covers desire and the sexual self. 

• Understanding the dual control model of sexual arousal in relation to evolutionary theory and life experiences.  

• Understanding and challenging one’s sexual beliefs and the ‘inner sex critic’ to develop a positive compassionate discourse 

in relation to sexual distress.  

• Redefining the sexual self to build ownership of the body and rebuild one’s relationship with the self.  

• Compassionate letter writing exercise by Paul Gilbert as a component of expressive writing.   

 

4 This session considers psychosexual techniques and relationship with others.  

• Compassionate colour exercise by Paul Gilbert.  

• Introducing and reflecting on the conditions for good sex model.  

• Considering how relationship and intimacy changes after traumatic sexual experiences, and how this relates to the conditions 

for good sex model.  

• Skills of compassionate action through self-practice and sensate focus to provide new ways to approaching touch without 

demands of arousal.  
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Baseline Phase 

Phase A in a SCED refers to the baseline period before the intervention phase of the 

study. Participants were randomised using a random number table to varying baseline lengths 

ranging from 5 to 14 days.  Participants completed standardised measures at the start of Phase 

A and idiographic measures daily. Data collected during the baseline phase was used to 

establish a stable reference point for comparison with the intervention phase. 

 

Figure 3 

Flow chart of study design and procedure 

 

Note: 1: screening measures, 2: standardised measures, 3: daily idiographic measures, 4: 

follow-up measures.   

 

Intervention Phase 

Phase B refers to the four-week intervention period of the study following the 

baseline phase. During Phase B, participants engaged in weekly guided self-help materials 

and completed daily idiographic measures.   
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Intervention Material. The intervention consisted of four weekly sessions. Each session 

included a 15–20-minute video which participants accessed through an online link sent via 

email with complimentary handouts. Refer to Appendix F for the intervention script and 

handouts. can Follow-Up  

The follow-up period was conducted one month after the intervention phase. 

Participants completed the standardise measures during follow-up as well as the Client 

Satisfaction Questionnaire (CSQ; Attkisson et al., 1987) and qualitative feedback form.  

Ethical Considerations  

The study was reviewed by the NHS Research Authority Committee. The Health 

Research Authority granted a favourable ethical opinion on the 29th of November 2022 

(Appendix I).  The protocol for the study was published on ClinicalTrials.gov on the 8th of 

February 2023 (Appendix J). Royal Holloway University of London Research & Ethics 

Committee granted ethics on the 28th of October 2022 (Appendix K). 

Expert by experience involvement 

Survivors of sexual assault were consulted during the development of this study to 

provide feedback on the session materials and measures used throughout the study. Experts 

by experience supported the development of the visual analogue scales and provided 

feedback on the intervention scripts and handouts, which were implemented in the final 

version. Experts by experience will also be asked to assist in the dissemination of this project. 

Measures  

The study included four types of outcome measures that were completed 

electronically. Screening measures included a risk screen, demographic questionnaire, PHQ-2 

and GAD-2. Standardised measures were completed once at baseline and follow-up. 

Idiographic measures included six visual analogue scales and were completed daily during 
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the baseline and intervention phases. The follow-up measures were a qualitative feedback 

form and the Client Satisfaction Questionnaire.  

Screening Questionnaire 

The screening questionnaire (Appendix L) was developed for this study to determine 

participants’ eligibility. Assessment of sexual assault was conducted with the question “are you 

a survivor of sexual assault” and a tick box for “yes” or “no”. Individuals were asked about 

their level of social support and to provide their GP details. A risk screen based on the PHQ-9 

suicide item was utilised as an initial risk assessment, "over the past two weeks, how often have 

you been bothered by thoughts that you would be better off dead or of hurting yourself in some 

way?" (Kroenke et al., 2003). The response was scored on a four-point scale (0: not at all; 1: 

several days; 2: more than half the days; 3: nearly every day). The PHQ-9 suicide item has 

modest validity in assessing suicide risk (Chung et al., 2023) and a further risk screen was 

conducted with the primary researcher.  

Demographic Questionnaire 

A demographic questionnaire (Appendix M) was used to collect information about the 

participants, age, ethnicity, city, employment status, current or previous interventions accessed 

and the nature of the intervention. The demographic questionnaire was completed over the 

phone by the primary researcher and took approximately 15-20 minutes.  

The Patient Health Questionnaire 2-item (PHQ-2; Kroenke et al., 2003)) and 

Generalised Anxiety Disorder 2-item (GAD-2; Spitzer et al., 2006). The PHQ-2 & GAD-2   

are brief questionnaires incorporated into the screening questionnaire to collect demographic 

information. These self-report questionnaires were scored on a four-point scale (0: not at all; 

1: several days; 2: more than half the days; 3: nearly every day) with a total score ranging from 

0 to 6. A total score of 3 suggests clinical levels of depression or anxiety, which requires further 
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diagnostic evaluation. The PHQ-2 has been validated as a brief measure for depression 

(Kroenke et al., 2003). The GAD-2 also demonstrated acceptable to good psychometric 

properties and validity across multiple studies (Plummer et al., 2016; Sapra et al., 2020). 

However, these questionnaires were not used to identify participants with clinical levels of 

depression or anxiety. Instead, these were used to provide further demographic information 

about the sample. 

Standardised measure 

The Female Sexual Distress scale – Revised (FSDS-R; DeRogatis et al., 2008) The 

FSDS-R (Appendix N) is a self-report measure that assesses the level of sexually related 

distress in women. It was developed as a revised version of the 12-item Female Sexual 

Distress Scale (FSDS) to enhance the measure’s sensitivity for hypoactive sexual desire 

disorder (DeRogatis et al., 2007). The revised version was utilised in this study as the 

additional item scores distress related to low sexual desire. Low sexual desire was commonly 

reported by female survivors of sexual assault (Weaver, 2009). The 13-item self-report 

questionnaire was scored on a five-point scale (0: never; 1: rarely; 2: occasionally; 3: 

frequently; 4: always). The total score for the FSDS-R ranged from 0 to 52, with higher 

scores indicating higher levels of sexual distress. The questionnaire had high internal 

consistency (Cronbach’s 𝛼 > 0.88), high test-retest reliability (r >0.88) and good 

discriminant validity for individuals with and without female sexual dysfunction (DeRogatis 

et al., 2007). The FDSD-R was used to indicate levels of sexual distress in participants.   

The State Self-Compassion Scale Short Form (SSCS-S; Neff et al., 2021)). Most 

studies on compassion utilised the 26-item Self-Compassion Scale (SCS; Neff, 2003), which 

measures Neff’s conceptualisation of global self-compassion. The SSCS-S was developed as a 

brief measure of state self-compassion (Neff et al., 2021). It measures the six components of 

self-compassion, allowing researchers to examine the impact of state self-compassion on well-
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being (Neff et al., 2021). The SSCS-S situates participants and prompts them to consider self-

compassion regarding a current difficult or painful situation. The SSCS-S (Appendix P) is a 

six-item self-report questionnaire scored on a five-point scale from 1 (not very true for me) to 

5 (very true for me). The total state self-compassion score ranged from 0 to 5 and was calculated 

by averaging the mean of the six-items. The measure had a strong correlation with the long 

form of the SSCS (r=0.96). The SSCS-S displayed good reliability (Neff et al., 2021) and 

measures state levels of self-compassion. Additionally, the SSCS-S was used in the current 

study to examine change in self-compassion by the intervention. The SSCS-S has good 

psychometric properties and acceptable internal validity (α= 0.86). In this study, the SSCS-S 

was completed at baseline and follow-up.  

The Female Sexual Function Index (FSFI; Rosen, 2000). The FSFI (Appendix O) is 

a 19-item self-report outcome measure assessing six areas of female sexual (dys)function: 

desire, arousal, lubrication, orgasm, satisfaction, and pain. Each item was scored on a Likert 

scale from 0 to 5. Participants score themselves 0 on items if they did not engage in sexual 

activity in the past month. The total score of the FSFI ranged from 2 to 36, with lower scores 

indicating higher levels of sexual dysfunction. The total FSFI score was used in the current 

study to indicate change in the levels of sexual functioning from baseline to follow-up. Scoring 

and interpretation of the FSFI was guided by a paper published by Meston and colleagues 

(2019). A systematic review of 83 studies evaluated the measurement properties of the FSFI 

and reported strong criterion validity (r= 0.79-0.99), moderate internal consistency and 

sufficient reliability (r = 0.61-0.98) but of low quality (Neijenhuijs et al., 2019). Despite this, 

the FSFI is one of the most utilised validated measures and considered the gold-standard for 

measuring sexual functioning (Meston et al., 2020). The FSFI is a secondary outcome measure 

for this study. 
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Idiographic measures 

The idiographic measure for this study utilised visual analogue scales (VAS). VAS was 

developed by reviewing the literature to identify mechanisms which underlie sexual difficulties 

in survivors of sexual assault. Shame, guilt and self-blame were identified as potential 

mechanisms for psychosexual dysfunction following childhood sexual abuse and overlapped 

with aspects of CFT (Gilbert, 2014; Pulverman et al., 2018). Other aspects of CFT, such as 

compassion, normalising and motivation would also be included (Neff et al., 2021; Vosper et 

al., 2021). Once the idiographic measures were developed, experts by experience reviewed the 

VAS and made amendments to the wording. VAS consists of a straight line with two ends. In 

the current study, one end signifies agree and the other disagree. Participants rated how much 

they agreed or disagreed with each statement. Six scales were constructed for this project and 

displayed in Table 7. 

Table 7 

Idiographic measures scales for the visual analogue scale  

Scale Visual Analogue Scale Prompt 

Shame I feel shame when I experience sexual distress 

Guilt I have feelings of guilt when I experience sexual distress 

Self-criticism When I experience sexual distress, I blame myself or my body 

Self-compassion When I experience sexual distress, I try to show myself warmth and 

comfort through my difficulties 

Normalising I understand my difficulties in the context of my experience 

Motivation I am motivated to put things in place to improve/address the difficulties 

in my sex life 

Note: Constructs and visual analogue scale were developed in collaboration with Experts by 

Experience.  
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Follow-up Measures 

Client Satisfaction Questionnaire (CSQ; Attkisson et al., 1987). The CSQ contains 

8-items and is scored on a 4-point scale (Appendix R).  The questionnaire measured client 

satisfaction and assessed comprehension, usability, engagement, perceived utility, and 

acceptability of the interventions. The total score for the CSQ ranged from 8 to 32, with 

higher scores indicating higher satisfaction. Permission was sought to adapt the questionnaire 

to focus on the satisfaction for the intervention. However, no response was provided by the 

researchers. The CSQ was utilised at the one month-follow-up to assess acceptability and 

satisfaction towards the intervention.  

Feedback form. A qualitative feedback form (Appendix S) with open-ended 

questions was developed with experts by experience. Open-ended feedback questions were 

utilised for participants to describe their experience of the intervention in detail.  Questions 

such as: “what was most (un)helpful about the four-week intervention?”, “in terms of where 

you are in your journey, was this the right time for you to complete this intervention?” and 

“would it have been more helpful to do it sooner or after more time has passed”. Participants 

were asked if they were able to complete all four sessions during the time intervention phase. 

Data analysis  

Was the developed online guided self-help intervention feasible for female 

survivors of sexual assault? Feasibility was assessed by the time required to recruit target 

participants and the number of participants who accessed and completed all four intervention 

sessions during the intervention phase.   

What were the participants' evaluations on the acceptability of the online guided 

self-help intervention as a treatment for sexual distress? 'Acceptability' was defined as 

how willing participants were to use the materials and their satisfaction with its content 

(Bowen et al., 2009). This was accessed by scores on the CSQ and qualitative feedback form.  
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  Can the online guided self-help intervention reduce shame, self-criticism, and 

guilt and improve compassion, motivation, and normalising on idiographic measures? 

To analyse idiographic outcome measures, visual analysis and non-overlap Tau-U analyses 

were conducted to compare baseline and intervention data points. Recommendations from 

WWC (Kroenke et al., 2003) guided visual analysis. Baseline data points were analysed for 

stability and to ensure minimal overlap with the intervention phase (Franklin et al., 2014; 

Smith, 2012). Level/central tendency, trend, and variability were plotted for baseline and 

intervention to assess phase pattern and intervention effects (Kratochwill et al., 2010). 

Improvements in scores was demonstrated in the visual analysis by a decrease in level or a 

downward trend for Shame, Guilt, and Self-criticism, or an increase in level or upward trend 

for Compassion, Motivation or Normalising from baseline to intervention.  

Non-overlap Tau-U supplemented findings from visual analysis, which removed 

observer bias and detected more negligible effects (Kazdin, 2011). Tau-U is an effect size 

measure that combines Kendall’s rank correlation test and the Mann-Whitney U statistic to 

calculate the proportion of data overlap between the baseline and intervention phases 

(Morley, 2017). Tau-U was computed using an online calculator 

(www.singlecaseresearch.org/calculators/tau-u; Vannest et al., 2016). Baseline stability was 

checked by Tau-U analyses. Tau-U controlling for baseline was used for variables which did 

not meet the criteria for baseline stability (Parker et al., 2011). Following visual analysis, a 

single omnibus Tau-U effect size was calculated which reflects the proportion of data non-

overlap for each variable across participants.  

Can the online guided self-help intervention lead to significant change in standardised 

measures? Jacobson’s RCI was calculated to examine the difference between participants’ 

baseline and follow-up scores on sexual distress (FSDS-R), sexual functioning (FSFI) & state 

self-compassion (SSCS-S). Reliable change assessed the likelihood of a change in score to be 

http://www.singlecaseresearch.org/calculators/tau-u
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statistically reliable rather than an outcome of measurement error (Jacobson & Truax, 1991). 

A change in score was considered reliable if the RCI was greater than +/- 1.96 (Jacobson & 

Truax, 1991). The Cronbach 𝛼 statistic from previous studies was used as the measure of 

reliability. The study first looked for an externally valid criteria, such as a diagnostic cut-off 

score, to determine if the change was significant enough to be considered a clinically 

meaningful difference. Where there was no gold-standard cut-off score, Jacobson (1991) 

suggested the use of three criterions. Criterion A based cut-off scores on the mean and 

standard deviation from clinical populations, Criterion B based on scores on non-clinical 

populations and Criterion C takes into account data from the clinical and non-clinical group 

based on the probability of the score ending up in one population as opposed to the other 

(Jacobson & Truax, 1991). The clinical reference data was determined by choosing a study 

with a similar demographic to the demographic on the current sample (Morley, 2017). For the 

reference data for each measure used to calculate the reliable change (RC) and clinically 

significant change (CSC) refer to Appendix V. The Leeds Reliable Change Indicator excel 

calculator (Morley & Dowzer, 2014) was used to compute reliable change (RC) and clinically 

significant change (CSC) for the FSDS-R, FSFI and SSCS-S between the baseline and 

follow-up phase.  

Results 

Feasibility  

 The study had a recruitment target of 20 women to retain at least six participants. 

However, there was an over-recruitment of 64 individuals who expressed interest in the 

project within 24 hours of the study being advertised on social media by one charity. The 

response led to an early closure of recruitment, and no other sites conducted recruitment.  

Fifteen participants began baseline and accessed the intervention. Four women completed 

less than 50% of the daily measures and disengaged from the study without formally 
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dropping out. Nine participants completed the follow-up questionnaire. Eight out of nine 

participants who completed the follow-up questionnaire reported completing all four 

intervention sessions within the intervention period. The remainder participant completed 

three sessions.    

Acceptability  

No adverse effects, such as increased suicidal ideation or self-harming behaviours 

were reported by participants. None of the participants accessed the extra support provided by 

the Sexual Well-being Clinic. The mean score on the CSQ for nine participants was 23.67 

(SD =3.08) at follow-up (refer to Table 8). Participant A provided the lowest CSQ score, 

although they maintained the same FSDS-R score and showed an improvement in FSFI from 

baseline to intervention. Qualitative feedback highlighted that mindfulness, grounding 

techniques, the psychoeducation of the three-system model, and the brain and body’s reaction 

to trauma was the most beneficial aspect of the intervention. Most participants shared that the 

intervention’s emphasis on non-judgement and normalisation allowed them to feel more 

compassionate and accept their sexual experience instead of forcing the expectation of 

intercourse. One participant shared that the way sex was talked was de-shaming while 

another participant reported feeling more empowered. One participant found the video format 

helpful. Four participants reported finding the sexual activities handout triggering as it 

reminded them of the sexual activities they could not do. However, these participants also 

reported that they knew the activity was optional and did not feel pressured to engage in 

them. Five participants reported that the intervention could have been extended and included 

voices of experts by experience, while two participants shared that the four sessions felt 

sufficient. 

 

Table 8 
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Participant scores on the client satisfaction questionnaire  

Participant Total CSQ Score 

A 19 

B 23 

C 28 

F 23 

G 29 

J 24 

K 22 

O 22 

P 23 

Note. The CSQ was scored out of 32. It was not completed by participant D, E, H, I, L, M, N 

Visual analysis and Tau-U for Idiographic Measures 

 Visual analysis was conducted for idiographic measures. Participants baseline varied 

from 5 – 14 data points, with the intervention phase having a maximum of 28 data points.  

Morley (2017) suggests the main parameters to be considered in systematically exploring 

single case data include the central tendency, trend, and variability to assess phase patterns 

(Kratochwill et al., 2010). The method used to calculate these measures were shown in Table 

9. Due to the apriori randomisation of baseline lengths, the study could not ensure baseline 

stability before intervention implementation. Criteria for baseline stability were examined 

using the Tau-U calculator. Where baseline data did not meet the criteria for stability (p<.05), 

Tau-U corrected baseline was conducted to control for baseline trends. Tau-U analyses were 

conducted only for participants who completed at least one intervention session and when 

there were at least three data points in baseline and three data points in the intervention 

phases to meet the standard with reservation (Kratochwill et al., 2010). Tau-U analyses were 

conducted after imputing missing data through Last Observation Carried Forward (LOCF). 

 

 

Table 9 
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Method used to calculate central tendency, trend & variability 

Measure  Method use  Explanation 

Level/ Central 

Tendency 

Broadened Median (BMED) The mean of three middle values 

when the data was rank ordered. 

 

Trend Running Median of 5 

successive points (RM5)  

 

The mean of successive sets of 5 data 

points from baseline to intervention  

Variability Trended range  Lines connecting the upper and lower 

data points in each half phase to 

capture change in variability across 

the whole phase.  

 

Figure 4 

Visual analysis graph legend  

 

Idiographic outcome measures were presented in line graphs for each participant’s 

VAS variable. Figure 4 depicts the graph legend for raw data, central tendency, and trend. 

Raw data was depicted by a continuous-black-lines with squares. The central tendency was 

represented by a black-dashed vertical lines and calculated prior to visual analysis. The trend 

between baseline and intervention was plotted with a green dotted line. Variability was 

assessed through Trended Range, as seen in Appendix S. Phase change was indicated by a 

vertical black dashed line. It is worth noting that it is sometimes difficult to distinguish 

between trend and central tendency on the graph, where they may be the same value as the 

raw data.  

Management of Missing Data  

The researchers have assumed missing data was missing at random (MAR), and Last 

Observation Carried Forward (LOCF) was used to manage missing values. LOCF is a process 

of replacing missing data by carrying forward the last score preceding the missing score. 
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LOCF was regarded as the most appropriate method to impute data for the visual analysis of 

this study (Peng & Chen, 2021). LOCF was chosen in line with the intent-to-treat principle, 

where even participants who did not fully comply with treatment are retained in analysis to 

test for intervention effectiveness (Montori & Guyatt, 2001; Salim et al., 2008). LOCF was 

only used to replace data within the same phase. Missing data from intervention would not be 

imputed by baseline scores.  For participants who provided less than 60% of data points, data 

were imputed daily up to the closest intervention session. The last data point will then be 

carried forward to the end of the intervention phase. For example, as seen in Figure 5, if a 

participant completed less than 60% of data points and their last provided score was before 

the third intervention session, LOCF is only used to impute daily scores till the third week. 

The last provided score is then projected to the final score of the intervention phase. Although 

LOCF of subsequent values creates trends in the data and reduces the variability of the data, 

carrying forward the value even if participants did not finish the intervention assumes that 

participants did not improve between that time frame and prevented a type I error by making 

a type II error. For information about participants missing data, refer to Appendix U. 

Figure 5  

Example of participant scores which were imputed up until the third session, the last value 

was carried forward to the end.  
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Participant A. Participant A provided six baseline and 20 intervention data points. 

LOCF was used for eight missing data points. Figures A1 to A6 display her idiographic 

outcome measures. Table 10 shows A's Tau-U analyses. Baseline data across all measures 

were considered stable by Tau-U analyses. Visual analysis between the baseline and 

intervention phase suggests a decrease in levels of Shame and Guilt with a downward trend, 

while there was an increase and upward trend for Compassion. There were minimal changes 

between phases in the level for Self-criticism, Normalising and Motivation. For these 

measures the intervention phases showed an up-and-down trend. Non-overlap Tau-U 

analyses supported visual analysis. There was a significant decrease in Shame and Guilt and a 

significant increase in Compassion scores between baseline and intervention. The analyses 

suggest that the intervention positively affected participant A by improving Shame, Guilt and 

Compassion.  

Table 10 

Summary of Tau U analyses comparing A’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame -0.93 0.26 < .001*** [-1.00, -0.50] 

Guilt -0.67 0.26 .01* [-1.00, -0.23] 

Self-Criticism 0.25 0.26 .34 [-0.18, 0.68] 

Compassion 0.80 0.26 <.001*** [0.37, 1.00] 

Normalising 0.49 0.26 .06 [0.06, 0.92] 

Motivation 0.02 0.26 .95 [0.42, 0.45] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01, ***= p<.001 
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Participant B. Participant B provided seven baseline and 25 intervention data points. 

LOCF was used to impute three missing data points. Figures B1 to B6 depict her outcome on 

idiographic measures. Table 11 displays B’s Tau-U analysis. Criteria for baseline stability 

were deemed stable across all measures except Compassion. Visual analysis from the 

baseline to intervention phase for Shame, Guilt, and Self-criticism suggested there was 

minimal change in level and trend. Participant B’s most significant change was in 

Compassion which increased in level and showed an upward trend. There was a slight 

increase in level and upward trend for Normalising and Motivation. Non-overlap Tau-U 

analyses corroborate visual analysis with significant improvements in scores for Compassion 

when controlling for baseline, as well as Normalising & Motivation.  

Table 11 

Summary of Tau U analyses comparing B’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame -0.16 0.25 .509 [-0.57, 0.24] 

Guilt -0.30 0.25 .224 [-0.71, 0.11] 

Self-Criticism -0.05 0.25 .853 [-0.45, 0.36] 

Compassionc 0.93 0.25 <.001*** [0.52, 1.00] 

Normalising 0.49 0.25 .048* [0.08, 0.90] 

Motivation 0.52 0.25 .037* [0.11, 0.92] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01, ***= p<.001 
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Participant C. Participant C provided nine baseline and 21 intervention data points. 

LOCF was used for the seven missing intervention data points. Figure C1 to C6 displays her 

idiographic outcome measures.  Table 12 displays C’s Tau-U analyses. Baseline data across 

all measures were considered stable by Tau-U analyses.  Visual analysis between baseline 

and intervention demonstrated a reduction in central tendency for Shame, Guilt and Self-

criticism. Shame depicted the sharpest decrease in level. However, trend lines fluctuated 

throughout the intervention, stabilising as a downward trend towards the end of the phase 

Compassion, Normalising and Motivation depicted an overall increase in level, with 

Compassion showing the sharpest increase. Trend lines fluctuated throughout the intervention 

phase but were more gradual than other variables. Non-overlap Tau-U analyses supported 

visual analysis with a significant decrease in Shame and a significant increase in Compassion 

scores. 

Table 12 

Summary of Tau U analyses comparing C’s measures from the baseline to intervention phase 

Measure Tau SD Tau p value 90% CI 

Shame -0.63 0.22 .005** [-1.00, -0.26] 

Guilt -0.30 0.22 .184 [-0.67, 0.07] 

Self-Criticism -0.46 0.22 .038* [-0.83, -0.10] 

Compassion 0.75 0.22 .001** [0.38, 1.00] 

Normalising 0.25 0.22 .265 [-0.12, 0.62] 

Motivation 0.27 0.22 .229 [-0.10, 0.64] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01, ***= p<.001 
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Participant D. Participant D provided 11 out of 14 baseline data points and four 

intervention points. Participant D did not fill in compassion score for most days and informed 

the researcher that they did not utilise any intervention sessions. Therefore, LOCF and Tau-U 

analyses were not completed. Visual analysis of D’s Shame and Guilt outcome measure 

indicated high, unchanging level and trend throughout baseline and intervention. Self-

criticism scores increased in central tendency and trend from baseline to intervention. 

Compassion scores remained low throughout the phases. There was a minimal decrease in 

level for Normalisation and Motivation.  
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Participant E. Participant E provided five baseline and 28 intervention data points. 

Figures E1 to E6 depict Participant E’s outcome on idiographic measures. Table 13 displays 

her Tau-U analysis.  Baseline data across all measures were considered stable by Tau-U 

analyses. Visual analysis between the baseline and intervention phase showed a decrease in 

levels of Shame, Guilt and Self-criticism with an overall downward trend. An upward trend 

and increase in level were depicted for Compassion, Normalising and Motivation. Non-

overlap Tau-U analyses support visual analysis which indicated a significant reduction in 

Shame and significant improvement in Compassion, Normalisation and Motivation.  

 

Table 13 

Summary of Tau U analyses for E’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame -0.89 0.28 .002** [-1.00, -0.42] 

Guilt -0.51 0.28 .071 [-0.98, -0.05] 

Self-Criticism -0.54 0.28 .056 [-1.00, -0.08] 

Compassion 0.86 0.28 .003** [0.39, 1.00] 

Normalising 0.89 0.28 .002** [0.43, 1.00] 

Motivation 0.96 0.28 <.001*** [0.50, 1.00] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01, ***= p<.001 
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Participant F. Participant F provided 10 baseline and 28 intervention points. Figures 

F1 to F6 depict Participant’s F outcome on idiographic measures. Table 14 displays Tau-U 

analyses. Baseline data across all measures were considered stable by Tau-U analyses. Visual 

analysis showed that participant F rated herself at 100 throughout the baseline phase for 

Shame and Guilt. This trend is maintained throughout the intervention phase for Shame while 

for Guilt there was a slight dip towards the end of the intervention phase which then returns 

to 100. Levels of Self-criticism decreased during the baseline phase and further reduced 

during intervention. The graphs showed an increase in levels and upward trend for 

Compassion, Normalisation and Motivation. Non-overlap Tau-U analyses between baseline 

and intervention supported visual analysis with a significant reduction in Self-criticism while 

there was a significant increase in Compassion, Normalisation and Motivation.  

Table 14 

Summary of Tau-U analyses comparing F’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame 0.00 0.22 1.000 [-0.35, 0.35] 

Guilt -0.11 0.22 .619 [-0.46, 0.25] 

Self-Criticism -0.73 0.22 < .001*** [-1.00, -0.37] 

Compassion 0.55 0.22 .011* [0.19, 0.90] 

Normalising 0.82 0.22 < .001*** [0.46, 1.00] 

Motivation 0.63 0.22 .003** [0.28, 0.99] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01, ***= p<.001 
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Participant G. Participant G completed five baseline and 28 intervention data points. 

Figure G1 to G6 depict her outcome on idiographic measure. Table 15 displays her Tau-U 

analyses. Baseline data points were deemed stable by Tau-U analyses. Visual analysis 

between the baseline and intervention phase suggests improvement across all scores except 

Motivation with decreased levels and a downward trend for Shame, Guilt and Self-criticism. 

There was an increase in level and upward trend for Compassion and Normalisation. There 

was a decrease in level and downward trend for Motivation. Non-overlap Tau-U analyses 

supported visual analysis with significant decrease in Shame, Guilt, Self-criticism and 

Motivation and a significant improvement in Compassion and Normalising. 

 

Table 15 

Summary of Tau-U analyses comparing G’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame -0.95 0.28 <.001*** [-1.00, -0.48] 

Guilt -0.96 0.28 <.001*** [-1.00, -0.49] 

Self-Criticism -0.96 0.28 <.001*** [-1.00, -0.49] 

Compassion 0.89 0.28 .002** [0.42, 1.00] 

Normalising 0.84 0.28 .003** [0.38, 1.00] 

Motivation -0.74 0.28 .009** [-1.00, -0.28] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01, ***= p<.001 
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Participant H. Participant H provided 14 baseline and 0 intervention data points. 

Because there were less than three intervention points which was the minimum to meet the 

standard with reservation, Tau-U analysis was not completed (Kratochwill et al., 2010). 

Participant H scored 80 and over on Shame, Guilt, Self-criticism, and Motivation. Participant 

H scored below 50 across all points for Compassion and Normalising.  
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Participant I. Participant I provided 11 baseline s and 28 intervention data points. 

Figures I1 to I6 display her outcome on idiographic measures. Table 16 displays I’s Tau-U 

analyses. Criteria for baseline stability were met by all measures except Compassion. Visual 

analysis between baseline and intervention showed a minimal change in trend or level for 

Shame and Self-criticism while there was a gradual decrease in Guilt. There was a gradual 

upward trend and increase in the level of Compassion, Normalising and Motivation. Non-

overlap Tau-U analyses found a significant decrease in Guilt, significant contra-therapeutic 

increase in Self-criticism and a significant increase in Motivation. A corrected baseline was 

used for Compassion and found a significant improvement from baseline to intervention.  

 

Table 16 

Summary of Tau-U analyses comparing I’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame -0.21 0.21 .310 [-0.55, 0.13] 

Guilt -0.62 0.21 .003** [-0.97, -0.28] 

Self-Criticism 0.41 0.21 .048* [0.07, 0.76] 

Compassionc 0.78 0.21 < .001*** [0.43, 1.00] 

Normalising 0.34 0.21 .098 [0.00, 0.69] 

Motivation 0.46 0.21 .028* [0.11, 0.80] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01, ***= p<.001 
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Participant J. Participant J provided 12 baseline and 18 intervention data points. 

Figures J1 to J6 depict her outcome on idiographic measures. Table 17 displays J’s Tau-U 

analysis.  Baseline data across all measures were considered stable by Tau-U analyses except 

for Shame and Guilt. Visual analysis for Shame, Guilt and Self-criticism depicted a gradual 

upward trend in baseline which decreased at the beginning of the intervention phase before 

increasing again towards the end. Visual analysis for compassion, normalising and 

motivation showed minimal change between phases There was a visible increase in level for 

Self-criticism between baseline and intervention, which was supported by a significant 

increase based on Tau-U analysis.   

 

Table 17 

Summary of Tau-U analyses comparing J’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shamec -0.24 0.20 .238 [- 0.57, 0.09] 

Guiltc -0.19 0.20 .346 [-0.53, 0.14] 

Self-Criticism 0.80 0.20 <.001*** [0.47, 1.00] 

Compassion 0.10 0.20 .637 [- 0.24, 0.43] 

Normalising -0.11 0.20 .595 [-0.44, 0.23] 

Motivation 0.06 0.20 .779 [-0.28, 0.39] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01, ***= p<.001 
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Participant K. Participant K provided nine baseline data points and 24 intervention 

points. LOCF was utilised to impute four missing data points. Figures K1 to K6 depict her 

outcome on idiographic measures. Table 18 displays K’s Tau-U analyses. Variability of 

baseline was deemed stable by Tau-U analyses for all measures except Compassion & 

Motivation where corrected baseline was used. Visual analysis shows a decrease in the level 

and a downward trend for Shame, Guilt & Self-criticism from baseline to intervention. 

Conversely, an increase in level and upward trend was seen for Compassion, Normalising 

and Motivation. Non-overlap Tau-U analyses showed a significant decrease in Shame and 

Self-criticism while there was a significant increase in Compassion, Normalising and 

Motivation.  

 

Table 18 

Summary of Tau-U analyses comparing K’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame -0.96 0.22 <.001* [-1.00, -0.60] 

Guilt -0.38 0.22 .089 [-0.75, -0.01] 

Self-Criticism -0.92 0.22 <.001* [-1.00, -0.55] 

Compassionc 0.73 0.22 .001** [0.36, 1.00] 

Normalising 0.45 0.22 .043* [0.08, 0.82] 

Motivationc 0.64 0.22 .004** [0.27, 1.00] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01; ***= p<.001 
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Participant L. Participant L provided eight baseline data points and nine intervention 

points.  Participant L had more than 60% of missing data points. LOCF was utilised up to the 

end of the second session, imputing for five data points. The last observed value was then 

carried to the end of the intervention phase. Participant L did not formally drop out but 

stopped responding after the third session materials were sent. Figure L1 to L6 depicts her 

outcome on idiographic measures. Table 19 displays her Tau-U analyses. Criteria for baseline 

stability was not met for Compassion and corrected Tau-U analyses was done. Visual 

analysis of the variables showed a decrease in level and downward trend for Shame, Guilt, 

Self-Criticism and a minimal decrease for Compassion and Normalising. Motivation stayed 

the same at 100 from baseline to intervention. Tau-U analyses found a significant reduction 

in Shame, Guilt and Self-criticism from baseline to intervention.  

Table 19 

Summary of Tau-U analyses for L’s measures from the baseline to intervention phase 

Measure Tau SD Tau p value 90% CI 

Shame -0.94 0.26 < .001*** [-1.00, -0.51] 

Guilt -0.78 0.26 .003** [-1.00, -0.35] 

Self-Criticism -0.83 0.26 .002** [-1.00, -0.40] 

Compassionc -0.26 0.26 .322 [-0.69, 0.17] 

Normalising -0.10 0.26 .707 [-0.52, 0.33] 

Motivation 0.00 0.26 1.000 [-0.43, 0.43] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01; ***= p<.001 
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Participant M. Participant M provided 10 baseline data points and 12 intervention 

points. She had more than 60% missing data points. LOCF was utilised up to the end of the 

second week in the intervention phase, imputing for three data points. The last observed value 

was then carried to the end of the intervention phase. Participant M did not formally drop out 

but stopped responding after the third session materials were sent. Figures M1 to M6 depict 

her outcome on idiographic measures. Table 20 displays her Tau-U analyses. Normalising did 

not demonstrate the criteria for baseline stability. Visual analysis suggested a minimal 

decrease in level and downtrend for Shame, Guilt and Compassion. An increase in level and 

upward trend was seen for Self-Criticism. There was a minimal change in the level and trend 

for Normalising and Motivation. Non-overlap Tau-U analyses showed a significant reduction 

in Shame and a significant deterioration in Self-criticism.  

 

Table 20 

Summary of Tau-U analyses M’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame -0.55 0.24 .021* [-0.95, -0.16] 

Guilt -0.15 0.24 .542 [-0.54, 0.25] 

Self-Criticism 0.49 0.24 .040* [0.10, 0.89] 

Compassion 0.01 0.24 .956 [-0.38, 0.41] 

NormalisingC 0.11 0.24 .637 [-0.28, 0.51] 

Motivation 0.09 0.24 .718 [-0.31, 0.48] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01; ***= p<.001 



121 

 

 

 

 



122 

 

 

 

 

 



123 

 

Participant N. Participant N provided 10 out of 11 baseline data points and 18 

intervention data points. LOCF was utilised to impute one missing baseline data point and 10 

missing intervention data points. Figures N1 to N6 depict her outcome on idiographic 

measures. Table 21 displays participant N’s Tau-U analyses. Criteria for baseline stability 

based on Tau-U analyses was not met for Shame, Guilt and Compassion. Corrected baselines 

were used for these outcome measures for Tau-U analyses. Regarding visual analysis, there 

was a downward trend from baseline to intervention for Shame, Guilt and Self-Criticism. An 

increase in level and upward trend was seen for Compassion, Normalising & Motivation. 

Non-overlap Tau-U analyses suggest significant improvement across all scores from baseline 

to intervention with a reduction in Shame, Guilt and Self-criticism, while there was an 

increase in Compassion, Normalisation and Motivation.  

 

Table 21 

Summary of Tau-U analyses comparing N’s measures from baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shamec -0.83 0.21 <.001*** [-1.00, -0.49] 

Guiltc -0.84 0.21 <.001*** [-1.00, -0.50] 

Self-Criticism -0.93 0.21 <.001*** [-1.00, -0.59] 

Compassionc 0.90 0.21 <.001*** [0.56, 1.00] 

Normalising 0.86 0.21 <.001*** [0.52, 1.00] 

Motivation 0.86 0.21 <.001*** [0.52, 1.00] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01; ***= p<.001 
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Participant O. Participant O provided six baseline data points and 25 intervention 

points. There were three missing data points which were imputed using LOCF. Figures O1 to 

O6 depict her outcome on idiographic measures. Table 22 displays Participant O’s Tau-U 

analysis. Criteria for baseline stability based on Tau-U analyses was not met for Compassion 

and a corrected Tau-U was conducted. Visual analysis from baseline to intervention depicted 

a decrease in level and a downward trend for Shame, Guilt & Self-criticism while there was 

an increase in level and an upward trend for Compassion. There was minimal change in level 

or trend for Normalising and Motivation. Visual analysis was supported by Non-overlap Tau-

U analysis which report a significant reduction in Shame, Guilt and Self-criticism, and a 

significant increase in Compassion.  

 

Table 22 

Summary of Tau-U analyses comparing O’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame -0.98 0.26 <.001*** [-1.00, -0.60] 

Guilt -0.97 0.26 <.001*** [-1.00, -0.59] 

Self-Criticism -0.98 0.26 <.001*** [-1.00, -0.60] 

Compassionc 0.73 0.26 .006** [0.35, 1.00] 

Normalising -0.35 0.26 .190 [-0.73, 0.03] 

Motivation 0.38 0.26 .155 [-0.00, 0.75] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01; ***= p<.001 
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Participant P. Participant P provided seven baseline data points and 25 intervention 

points. LOCF was utilised to impute the three missing data points. Figures P1 to P6 depict 

her outcome on idiographic measures. Table 23 displays Participant P’s Tau-U analyses.  

Criteria for baseline stability was met for all measures. Visual analysis showed a reduction in 

central tendency and downward trend for Shame, Guilt and Self-Criticism. Self-criticism 

decreased more sharply from baseline to intervention. An increase in central tendency and 

upward trend was seen for Compassion, Normalising and more minimally for Motivation. 

Non-overlap Tau-U analyses corroborate the findings and there were significant 

improvements in all measure with a significant decrease for Shame, Guilt, Self-criticism and 

significant increase in Compassion, Normalising and Motivation. 

 

Table 23 

Summary of Tau-U analyses comparing P’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame -0.95 0.25 <.001*** [-1.00, -0.55] 

Guilt -1.00 0.25 <.001*** [-1.00, -0.59] 

Self-Criticism -1.00 0.25 <.001*** [-1.00, -0.59] 

Compassion 0.98 0.25 <.001*** [0.57, 1.00] 

Normalising 1.00 0.25 <.001*** [0.59, 1.00] 

Motivation 0.74 0.25 .003** [0.34, 1.00] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01; ***= p<.001 
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Participant Q. Participant Q provided 4 out of 5 baseline data points and 12 

intervention points. Participant Q had more than 60% of missing data. LOCF was utilised up 

to the end of the third week imputing for eight data points. The last observed value was then 

carried to the end of the intervention phase. Figures Q1 to Q6 depict her outcome on 

idiographic measures. Table 24 displays Tau-U analyses. Baseline was deemed stable based 

on Tau-U analyses. Visual analysis between baseline and intervention showed a decrease in 

the level and a downward trend for Guilt, Self-criticism, and Compassion. There was an 

increase in level and upward trend for Shame and Normalising while Motivation stayed 

consistently at 100 throughout. Tau-U analyses supported visual analysis and found a 

significant decrease in Guilt, Self-criticism & Compassion while there was a significant 

improvement in Compassion.  

 

Table 24 

Summary of Tau-U analyses comparing Q’s measures from the baseline to intervention phase  

Measure Tau SD Tau p value 90% CI 

Shame 0.35 0.29 .223 [-0.13, 0.83] 

Guilt -0.85 0.29 .003** [-1.00, -0.38] 

Self-Criticism -1.00 0.29 <.001*** [-1.00, -0.52] 

Compassion -0.57 0.29 .049* [-1.00, -0.09] 

Normalising 0.89 0.29 .002** [0.412, 1.00] 

Motivation 0.00 0.29 1.000 [-0.47, 0.47] 

Note. c = corrected baseline; SD = standard deviation; CI = confidence interval;  

 *= p <.05; **= p<.01; ***= p<.001 
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Summary of Tau-U Analyses. Table 25 shows the summary of Tau-U analyses 

across participants, excluding participants D and H, who did not meet the minimum data 

points during the  intervention phase. Weighted averages were conducted with scores to 

calculate an overall omnibus main effect. An Omnibus effect size was calculated including 

and excluding participant L, M and Q but both tests were significant. Table 26 shows the 

omnibus effect size across all participants in line with intent-to-treat analysis. The analysis 

excluded Participant D and H who did not complete any intervention sessions. Across all 

participants, there was significant improvements between the intervention and baseline phase 

for Shame, Guilt, Self-criticism, Compassion, Normalising and Motivation. However, casual 

inferences from significant omnibus effect should be made with caution due to confounding 

variables.  

 

Table 25 

Summary of Tau-U analyses across participants (excluding participant D and H) idiographic 

measures from baseline to intervention 

 Number of participants 

Measure with significant 

improvement 

no significant 

change 

significant 

deterioration 

Shame 10 (L & M) 5 0 

Guilt 8 (L & Q) 7 0 

Self-criticism 9 (L & Q) 3 3 (M) 

Compassion 11 3 (L&Q) 1 (Q) 

Normalising 7 (Q) 8 (L&M) 0 

Motivation 8 6 (L, M &Q) 1 
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Table 26 

Omnibus Tau-U Effect Sizes  

Measure Tau p value 95% CI 

Shame -0.61 <.001*** [-0.75, -0.47] 

Guilt -0.55 <.001*** [-0.69, -0.42] 

Self-Criticism -0.40 <.001*** [-0.54, -0.26] 

Compassion 0.73 <.001*** [0.59, 0.87] 

Normalising 0.49 <.001*** [0.35, 0.62] 

Motivation 0.42 <.001*** [0.28, 0.56] 

Note. ***= p<.001 

Sexual Distress  

Based on criterion B, six participants met the criteria for RC on sexual distress as seen 

in Table 27. Only Participant J met the criteria for RC and CSC indicated by the green box on 

Figure 6A.    

 

Table 27 

Summary of participants FSDS-R scores from baseline to follow-up  

Participant FSDS-R Score Change Score Reliable Change 

 Baseline Follow-Up   

A 28 28 0 No change 

B 46 26 20 Improve 

C 27 13 14 Improve 

F 32 35 -3 No change 

G 38 15 23 Improve 

J 17 4 13 Improve* 

K 32 27 5 No change 

O 35 21 14 Improve 

P 44 37 7 Improve 
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Note. Reliable change and clinically significant change (CSC) indicated by Jacobson & 

Traux, 1991, *=CSC 

 

 

State Self-Compassion  

 Based on criteria B, four participants demonstrated significant improvement and 

reliable change on the state self-compassion score from baseline to follow-up. No participants 

demonstrated clinically significant change as seen in Table 28. 

Table 28 

Summary of participants SSCS-S scores from baseline to follow-up  

Participant SSCS-S Score Change Score Reliable Change 

Baseline Follow-Up 

A 2.83 3.00 0 No change 

B 2.50 4.33 2 Improve 

C 1.50 4.00 3 Improve 

F 3.00 3.33 0 No change 

G 1.33 4.00 3 Improve 

J 3.83 4.67 1 No change 

K 2.00 2.00 0 No change 

O 1.33 3.17 2 Improve 

P 1.83 2.50 1 No change 

Note. Reliable change and clinically significant change (CSC) indicated by Jacobson & 

Traux, 1991, no participants demonstrated CSC  

 

Sexual Functioning 

Criterion C was selected to calculate RCI on the Female Sexual Functioning Index 

due to the overlap in clinical and non-clinical population. Six participants demonstrated 
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reliable change on sexual functioning with five participants showing significant 

improvements and one deteriorating as seen in Table 28. Two participants, B and O met the 

criteria for CSC as seen in Figure 6B. 

 

Table 29 

Summary of participants FSFI scores from baseline to follow-up  

Participant FSFI Score Change Score Reliable Change 

 Baseline Follow-Up   

A 4.8 7.8 3 None 

B 8.6 19 10 Improve* 

C 21.4 29.2 8 Improve 

F 14.5 4.8 -10 Deteriorate 

G 10.5 28.6 18 Improve 

J 22.4 29.9 8 Improve 

K 2.6 2.8 0 None 

O 16.6 24.1 8 Improve* 

P 15.4 13.9 -2 None 

Note. Reliable change and clinically significant change (CSC) indicated by Jacobson & 

Traux, 1991 *=CSC 
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Figure 6 

Leeds Reliable Change Indicator graphs for reliable and clinically significant change of 

baseline to follow-up

 

 

 
 

Note.  
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Discussion 

 This study developed an online guided self-help intervention for sexual distress. The 

study utilised a multiple baseline SCED to test the feasibility, acceptability, and preliminary 

effectiveness of the intervention for female survivors of sexual assault. The findings from the 

study were summarised in consideration of the current evidence base. The strengths and 

limitations of the study were reviewed as well as the clinical and research implications.  

Acceptability and Feasibility  

Considering the theoretical framework of acceptability (Sekhon et al., 2017), 

qualitative feedback highlighted an overall positive attitude towards the intervention. All 

participants who completed the follow-up questionnaire (n=9/15) found the intervention 

informative and easy to understand. Participants reported finding the video format of the 

intervention with complimentary handouts to be helpful.  More than half of the participants at 

follow-up reported wanting more sessions, while the remainder felt that four sessions were 

sufficient.  Responses from the CSQ indicated that most participants were satisfied with the 

intervention. The participant who scored the lowest on the CSQ shared that they had engaged 

with similar materials before, which is why it was not as helpful. Two participants reported 

that the daily measures were tedious, but no other participant reported the burden of daily 

measures.  In terms of adverse effects, none of the participants reported adverse effects or 

requested access to the triage appointment during the intervention. However, at follow-up 

three participants reported finding the sexual activities list triggering. These participants 

elaborated that even though it reminded them of activities they could not do, they knew it was 

an optional activity and it was a helpful inclusion they could use in the future.  These findings 

provide some support for the acceptability of an online intervention for female sexual distress 

following sexual assault with little to no contact with professionals. However, findings must 

be interpreted cautiously as not all participants completed the follow-up measures. Women 
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who completed the feedback form may reflect a subgroup of participants who were satisfied 

with the intervention or motivated to improve their sexual distress.  

Regarding feasibility, recruitment occurred faster than anticipated, with a higher level 

of interest than the initial recruitment target. The high level of interest shows the demand for 

interventions in this area.  This finding was surprising as previous studies testing 

interventions for psychosexual distress or that recruited sexual trauma survivors reported 

difficulties with recruitment (Canada et al., 2007). The study also had high attrition rates, 

with 79% attrition at the end of the intervention phase and a reasonable attrition rate of 60% 

at follow-up. Of those who completed the follow-up measure, 88% completed all four 

intervention sessions. Dropout rates were similar to previous intervention studies for sexual 

difficulties following sexual assault, reporting dropout rates between 24.1% (Meston et al., 

2013) and 33% (Brotto et al., 2012).  The two participants who dropped out after baseline and 

did not engage with the intervention were randomly assigned to 14 days in the baseline phase. 

Perhaps participants in the longer baseline were not as incentivised to continue in the 

intervention phase. 

Overall, the research question regarding the acceptability and feasibility of the online 

guided-self-help intervention was partially supported. Previous systematic reviews have 

highlighted the acceptability and feasibility of internet based psychological therapies for 

female sexual dysfunction without face to face contract with a therapist (Jones & McCabe, 

2011; Zarski et al., 2022). 

Preliminary Effectiveness of Intervention  

 Results suggest that the intervention reduced sexual distress for most participants 

who completed the follow-up measures. Participants’ scores on the FSDS-R from baseline to 

follow-up showed a reliable decrease for six participants, with one participant having a 

clinically significant decrease in score. Participants that showed reliable change had varying 
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lengths of baseline, providing some evidence that improvement in sexual distress may be 

attributed to the intervention. One reason that more women did not meet the level of 

clinically significant change at one-month follow-up could be that gains in sexual well-being 

are only significant after more time has passed. This was reflected in previous studies that 

found improvements in sexual distress to only be significant at the six-month follow-up 

(Kilimnik et al., 2020; Meston et al., 2013). 

All participants demonstrated improvements on at least one idiographic VAS measure 

between the baseline and intervention phases. Ten participants demonstrated a significant 

reduction on the Shame VAS, eight on the Guilt VAS and nine on the Self-criticism VAS. 

Previous research supports this finding since shame, guilt and self-blame have been identified 

as underlying mechanisms of psychosexual difficulties in female survivors of childhood 

sexual abuse (Pulverman et al., 2018). Another significant finding was that Participants I, J & 

M worsened and had significantly higher levels of Self-criticism on the VAS during the 

intervention than in the baseline phase. Despite this, at follow-up, participant J showed a 

clinically significant reduction on sexual distress and reliable improvement on sexual 

functioning.  Considering the competencies of psychosexual engagement and action, it could 

be that engaging with the intervention increased participants J’s awareness of her self-

criticism leading to compassionate action and a significant improvement in sexual distress 

(Gilbert, 2009; Vosper, 2021).  

Although there were no studies which conducted equivalent interventions for 

comparison, previous research found a significant reduction in sexual distress following a 

mindfulness-based group and an online sexual-schema expressive writing intervention for 

female survivors of sexual assault (Brotto et al., 2012; Kilimnik et al., 2020). Regarding self-

compassion, the state self-compassion scores demonstrated a reliable improvement for four 

participants at follow-up. Additionally, between the baseline and intervention phase, the 
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Compassion VAS showed significant improvement for 73% of participants. Approximately 

50% of participants significant improved on the Normalising and Motivation VAS. These 

results suggest the intervention increased levels of compassion in some participants. 

However, an important consideration was the observation that across participants, instability 

of baseline was seen for six participants on the Compassion VAS. Even though Tau-U 

controlled baseline trends, variability in the response may suggest poor reliability of the 

Compassion VAS measure (Morley, 2017). Despite this limitation, there was some 

preliminary support that the intervention improved levels of self-compassion. One potential 

mechanism of change is that improved levels of self-compassion facilitated improvements in 

sexual distress and sexual functioning as it may have encouraged participants to acknowledge 

and engage with their sexual distress (Gilbert, 2009). Considering the three-systems model of 

CFT, increasing self-compassion reduced the threat response by activating the soothe and 

drive system (Gilbert, 2009; Vosper et al., 2021). 

Although improving sexual functioning was not the direct goal of the intervention, 

five participants reliably improved on the FSFI from baseline to follow-up. These participants 

also showed reliable improvement in sexual distress. These results were consistent with 

previous studies, which found that sexual abuse moderates the relationship between sexual 

distress and sexual functioning (Stephenson et al., 2012). An important point is that the FSFI 

is only valid when individuals are sexually active (Meston et al., 2020). Based on the FSFI 

responses, three participants scored “no sexual activity” at baseline, two of which were still 

not sexually active at follow-up. On the other hand, one participant was sexually active at 

baseline and showed a reliable decrease in sexual functioning at follow-up, where her 

response suggested she had stopped engaging in sexual activity at follow-up. Analysis of her 

idiographic measures between baseline and intervention showed a significant improvement in 

idiographic measures for Self-criticism, Compassion, Normalising and Motivation. In the 
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qualitative feedback form, this participant reported finding the intervention helpful but 

reported experiencing increased anxiety which caused her to stop engaging in sexual activity. 

One explanation is that the intervention increased the participant’s awareness of her anxiety, 

leading her to disengage from sexual activity (Vosper et al., 2021).  It is unclear if her 

increased anxiety is attributed to engaging with the intervention or other extraneous factors. 

Another important consideration is that a handful of participants were accessing therapy 

alongside the current intervention. However, an equal number of participants with reliable 

change were not accessing psychological therapy. Participants were not required to stop 

accessing therapy while participating in the study, as the intervention was designed to be used 

alone or alongside additional therapy.  

In terms of what participants found most helpful, women reported that learning about 

the body’s response to trauma through a normalising framework, mindfulness, and 

compassion were the most helpful aspects of the intervention. Compassion is associated with 

the ability to engage with one’s difficulties and move towards alleviating them (Gilbert, 

2014). In comparison, shame may block one’s ability to engage with their sexual difficulties 

(Gilbert et al., 2017). Components of the intervention such as psychoeducation of the ‘tricky 

brain’, the body’s reaction to trauma, the three-systems model and the dual control model of 

sexual arousal may have de-shamed participants; normalising their experiences and helping 

women understand their difficulties in context (Gilbert, 2009; Vosper et al., 2021).Previous 

research supports this finding where female survivors of sexual assault reported improved 

sexual satisfaction following Relative-emotional therapy which encouraged participant to 

consider the adaptive nature of their beliefs which helps normalise their difficulties (Rieckert 

& Möller, 2000). Similarly, reflecting on the individual’s belief about safety, trust and 

intimacy with the self and others improved sexual functioning (Wells et al., 2018). 
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This reflects the normalising aspect of CFT which acknowledges sexual distress as 

part of the traumatic experience and reduced feelings of shame (Vosper et al., 2021). CFT has 

demonstrated its effectiveness in improving levels of shame and self-criticism (Gilbert & 

Procter, 2006; Irons & Beaumont, 2017). By teaching new skills in approaching touch, such 

as sensate focus or being present through mindfulness women learned to alleviate their 

difficulties and improve sexual distress and functioning (Brotto et al., 2012; Gilbert, 2009; 

Vosper et al., 2021). The literature demonstrates how mindfulness improved sexual well-

being and cognitive distraction in women  (Newcombe & Weaver, 2016). Mindfulness based-

therapies have also been effective in improving sexual distress and enhancing sexual 

functioning in female survivors of sexual assault (Brotto et al., 2012). Additionally, 

mindfulness practices overlap with grounding techniques which was a helpful way to deal 

with flashbacks or dissociation (Daigneault et al., 2016). 

Previous research found that individuals with a history of childhood trauma with 

higher levels of dispositional mindfulness reported higher sexual satisfaction (Godbout et al., 

2020). Mindfulness exercises encouraged participants to be non-judgemental about their 

experience and stay connected to bodily sensations (Paterson et al., 2017; Seal et al., 2011). 

Previous studies have shown how integrating mindfulness in sex therapy promoted feelings 

of safety in women to stay connected to their minds and body during sex (Rosenbaum, 2013). 

Strengths of the study 

 One of the biggest strengths of this study was the use of SCED which allowed for 

individual analysis of participants (Franklin et al., 2014). Although the study adopted a single 

AB design which limits internal and external validity, incorporating a multiple baseline 

design improves external validity (Newcombe & Weaver, 2016). Additionally, research has 

demonstrated SCED as a robust approach when compared to randomised controlled trials, 

especially in testing a novel intervention (Kratochwill & Levin, 2014). The study also had 
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sufficient power since there were more than three participants to demonstrate effect 

replication (Horner et al., 2005). Additionally, omnibus effect sizes were calculated where 

there were at least three replications effects across participants (Kratochwill et al., 2010; Tate 

et al., 2016). Secondly, this study developed a novel intervention which, to the researcher’s 

knowledge, was the first integrative online intervention targeting sexual distress in female 

survivors of sexual assault. Based on the high levels of interest at recruitment, there was a 

clear demand for the intervention, pointing to the lack of intervention available for sexual 

distress in female survivors of sexual assault. This suggests that the study had social validity.  

Limitations  

 There were several limitations to this current study. 

 Sample. One of the shortcomings of the study was potential selection bias. The study 

used a convenience sample by recruiting through only onesexual violence charity. Although 

the charity is nationwide, recruitment was limited to women who were aware of the service. 

The sample may represent women in the population who were highly motivated and would 

seek help for their difficulties (Logan et al., 2005). Consequently, the sample may 

overrepresent women who wanted the intervention to improve their difficulties. This could 

potentially result in outcomes that are skewed in a favourable direction. Aditionally, there 

exists the possibility of non-response bias, where participants who responded to the initial 

study advertisement, did not respond to the researcher for a follow-up call due to a lack of 

motivation to engage in the study. This perpetuates a sample which is highly motivated, 

making it difficult to generalise findings to the broader population. Another limitation is that 

‘survivors of sexual assault’ were not operationally defined in the study and no further 

questionnaire was incorporated to gather more detail about the history of sexual trauma. Not 

all women may identify their experience as ‘survivor’ or ‘sexual assault’ and recruitment was 

limited by language (Ellard-Gray et al., 2015; Orchowski et al., 2013). The limitation of only 
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recruiting female survivors of sexual assault is that the study is limited to only outcomes from 

cis-gendered women, limiting generalisability. The study does not consider how the 

intervention may be viewed by other gender identities. or which aspects of the intervention 

may be beneficial to survivors of sexual assault independent of gender. Further research 

should explore similar interventions in different gender populations. Another clear limitation 

is the lack of diversity in the sample. Despite opening recruitment across the United 

Kingdom, most of the participants were from White British backgrounds which reduces 

generalisability.   

Measure. One limitation of the current study the use of idiographic measures. These 

non-validated self-report measures were developed for this project and may be less reliable 

than multi-item standardised measures (Diamantopoulos et al., 2012). The use of idiographic 

measures was efficient for the purpose of this study, but their psychometric properties have 

not been tested. The study also did not include a check of treatment fidelity and participants 

self-reported their engagement with the materials at follow-up. This makes it difficult to 

assess treatment adherence.  

Analysis. SCED is a fast-developing area and at the time of developing the research 

protocol, visual analysis and Tau-U analyses were chosen as methods of analysis. Tau-U was 

used to control for baseline trend, which is seen as a weak method of trend control compared 

to other methods, such as Baseline Corrected Tau (Tarlow, 2017). Tau-U was also not 

equipped to manage missing data unlike other methods of analysis, such as multilevel models 

(Moeyaert et al., 2020). To manage missing idiographic measure data, this study adopted 

LOCF. One of the limitations of LOCF is that it introduces trends into the data and reduces 

variability within phases (Peng & Chen, 2021), especially if consecutive sessions were 

missed, which was common in this study. By implementing LOCF and carrying forward the 

last observed value for missing data when participants did not complete the intervention 
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sessions, there was an inflated chance of a type II error. Type II error assumes participants’ 

scores did not change over time and made it more difficult to detect true effects of the 

intervention. However, it was decided in research supervision that making a type II error and 

being conservative in line with intent-to-treat analysis was necessary compared to the 

possibility of a Type I error.  

The consequence was that the intervention may seem less effective (Saha & Jones, 

2016). Although LOCF prevents type I error, there is still the threat to internal validity due to 

selection bias as participants who provided less data makes it difficult to examine trend and 

threatens data interpretation (Kratochwill et al., 2010).  

Confounding variables. Lastly, the study must consider the impact of confounding 

variables on the intervention. Events concurring with the intervention that the researcher was 

not aware of could have impacted the results (Kratochwill et al., 2010). 

Future Implications  

 Despite these limitations, the current study was feasible for the time frame of the 

doctoral project. The study demonstrates the potential for an online guided self-help 

intervention for female survivors of sexual assault. Overall, the study suggests some support 

for an online guided self-help intervention incorporating Compassion-Focused Therapy, 

Mindfulness-based therapy, psychosexual and trauma theory for women’s sexual difficulties 

following sexual assault. This is consistent with previous research that suggests integrated 

intervention considers the biopsychosocial model, which is a more robust method of working 

with sexual well-being (Maltz, 2002; Weeks, 2005).  

Although the results are encouraging, future research is required before inferences 

about effectiveness can be made regarding the study protocol. Future research should conduct 

a systemic replication of the developed intervention with more participants or in a different 

setting (Tate et al., 2016). Drawing from the findings of this study, wherein two participants 
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who dropped out were allocated to a 14-day baseline period, future research may consider 

reducing the number of phases used in a multiple baseline design. This amendment should be 

done considering WWC guidance which requires six phases with more than five data points 

to meet the standard without reservation (Kratochwill et al., 2010). 

Since the study demonstrated the feasibility of the intervention, implementing the 

intervention should not be a challenge as there were no adverse effects and high levels of 

interest at recruitment. It will be necessary for future research to adapt the materials to 

consider gender minorities which is an understudied area of sexual well-being. Future 

research should also include more empirical studies on compassion for psychosexual 

difficulties following sexual assault. Research in these areas would support the development 

of further interventions. 

In terms of clinical implications, the intervention materials can be made publicly 

available once the study is replicated and adapted with participant’s feedback.  In the UK 

where the waitlist for the NHS is known to be extensive, sexual well-being clinics or sexual 

violence charities may be able to offer these kinds of intervention while participants are 

waiting for treatment. The online nature of the intervention also enables women to seek 

support where they may face high levels of shame and stigma or are in remote areas. An 

important consideration is the assumption that every woman should want or need to return to 

sex after sexual violence. This is a societal assumption which may not be prescribed by all 

women seeking treatment (Richters et al., 2003). 

 

Conclusion 

In conclusion, the current study suggests that an online guided-self-help integrated 

intervention for sexual distress was acceptable and feasible for female survivors of sexual 

assault with limitations. The study provides a preliminary indicator of the possible 
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effectiveness of an online integrative intervention for female survivors of sexual assault in 

increasing compassion and sexual functioning while reducing shame and sexual distress. 

Although the results are promising, there are several limitations and future research should 

examine the intervention in a larger sample of women considering the feedback from the 

current study. If findings are replicated, there would be more significant support for sharing 

this intervention on a wider scale. 
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IV. Integration, Impact & Dissemination 
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This chapter covers the integration of the systematic review and empirical project. It 

considers the clinical and academic impacts of the project and outlines the plan for 

dissemination. 

Integration 

Sexual violence is a severe problem with physical and psychological consequences. 

Research in this area has extensively focused on treatment to improve psychological well-

being, and less attention has been paid to treatments for psychosexual well-being in this 

population. The project aim was first to identify and examine the effectiveness of current 

interventions targeting psychosexual difficulties in female survivors of sexual assault. The 

second aim was to develop and test a compassion-focused informed online self-help 

integrative intervention to support women with this experience. I chose this topic because of 

my interest in working with women who have experienced trauma and have difficulties 

accessing treatment due to feelings of shame. I am also interested in CFT and felt that 

completing this project would further my knowledge of the theoretical and practical aspects 

of the model.  

The systematic review and the empirical paper complemented each other as the 

systematic review provided a conceptual basis for the empirical study by identifying gaps in 

current treatments for reducing sexual distress following sexual assault. The review outlined 

current interventions for psychosexual difficulties following sexual assault, which informed 

the development of an intervention for the empirical study. Even if the identified studies were 

not eligible for inclusion in the systematic review, such as conceptual papers, together with 

the identified papers, it guided the production of the intervention materials.  

When developing the systematic review research question, I looked for previous 

systematic reviews. Only one systematic review investigated the effectiveness of 

psychological interventions for PTSD and if these interventions improved sexual functioning 
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after sexual assault (O’Driscoll & Flanagan, 2016). Where the previous review examined 

available treatments for PTSD and the interventions effectiveness on treating sexual 

functioning, this doctoral thesis's systematic review focused on interventions that directly 

aimed to alleviate sexual difficulties. The database search was broad, as I was aware of the 

limited research in this area. Many studies ended up being excluded as they did not include 

sexual functioning outcome measures or were psychological interventions that did not aim to 

improve sexual difficulties. This confirmed the limitations of current treatments for sexual 

assault in targeting sexual difficulties. Similarly, only a small number of studies met the 

inclusion criteria. Therefore, it was decided that one of the inclusion criteria should be 

amended to include one more paper. Overall, results from the systematic review suggested 

that Mindfulness-based therapies, Sexual Schema Expressive Writing, Cognitive Processing 

& Rational-emotive therapy improved sexual well-being. These interventions were delivered 

by various modalities, such as individual in-person therapy, group therapy and independent 

online interventions. The results supported the inclusion of mindfulness techniques in the 

empirical study and the possibility of conducting the intervention as online guided self-help.   

Although these interventions were independent, there were overlaps between the 

interventions, which may point to the effectiveness of an integrative approach consistent with 

previous research and implemented in the empirical study (Maltz, 2002; Weeks, 2005).  

Reflections on empirical paper  

Recruitment. 

One of the worries of the project was the potential difficulties with recruitment due to 

the sensitive nature of the topic. As this project hoped to recruit participants through an NHS 

sexual well-being clinic, NHS ethics was sought. There were unexpected challenges that 

arose from seeking NHS ethics. The REC committee were worried about the sensitive nature 

of the target population and the possible risk involved. Initially, it was optional for 
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participants to provide their GP details. However, the REC committee asked for this to be 

amended to a requirement for participation. Two potential participants wrote an email saying 

they were uncomfortable providing their GP details. The study recognised this as a barrier to 

accessing the intervention.  

  To improve recruitment, the project partnered with My Body Back, an organisation 

that supports women with experiences of sexual assault. Two other relevant charities were 

approached; one agreed to advertise the study in their newsletter but never responded to 

further email correspondence. Considerations were taken in producing the study advert by 

gathering feedback from Experts of Experience and the team at My Body Back. My Body 

Back shared the study advert in an Instagram post and was surprisingly met with an 

overwhelming response. Sixty-four interested participants clicked on the study link 

associated with the advert within 24 hours of the post being uploaded. Although the study had 

planned to recruit across different charities and within the NHS, the high rates of interest 

meant that recruitment was closed earlier than anticipated. The high response rates were a 

strength of the project as it showed the demand for treatment in this area. However, it was 

also a limitation of the project due to the potential selection bias from a convenience sample 

through recruitment from one sexual violence charity. This may also be reflected in the 

participants who dropped out after registering interest. Therefore, the sample was limited to 

women who were aware of the charity and may not reflect women who were still deciding if 

they would like to participate or women who would not seek help for their sexual difficulties 

(Parcesepe et al., 2015; Regehr et al., 2013). 

Dilemmas or Methodological Choices.  

 The study adopted a SCED, which was appropriate for the time frame of the doctoral 

thesis and for testing the acceptability, feasibility and preliminary effectiveness of a novel 

intervention (Kazdin, 2019). In addition, SCED provides rich, individualised data, which 



155 

 

provides detailed information for the novel interventions (Lanovaz & Rapp, 2016). However, 

there were methodology challenges. Firstly, SCED is a fast-developing area. At the time of 

developing the research protocol, visual analysis and Tau-U analyses were chosen for 

analysis. However, there were limitations to Tau-U, and more sophisticated methods have 

since been developed, such as Multilevel Modelling ,which is more equipped to manage 

missing data and variability in baseline trends (Moeyaert et al., 2020).  

Another limitation of the current study is that it did not include weekly standardised 

or process measures. Weekly measures were not used as completing multiple questionnaire 

weekly may be considered burdensome by participants, leading to higher drop-out rates 

(Rolstad et al., 2011). Another methodological choice was not to include a trauma assessment 

to gather more detail about participants' history of sexual assault. The use of a trauma 

assessment was decided against due to the vulnerability of the population and the study 

having little to no contact with professionals. My supervisor and I were worried that asking 

direct questions about the trauma might stir up difficult feelings for participants. However, 

not including a trauma assessment may mean the study missed out on important information 

about participants. Some research suggests that intervention effects were dependent on an 

individual's experience of trauma (Brotto et al., 2012) while other studies report that specifics 

of abuse have little to no impact on sexual outcomes (Kilimnik et al., 2018).   

Similarly, the study did not have an exclusion criterion based on women's current 

sexual activity. Previous studies have excluded women who have not been sexually active as 

it was argued that it might inflate the difference in FSFI score (Brotto et al., 2012; Kilimnik 

et al., 2020; Meston et al., 2013). However, it would have been unethical to exclude women 

from the intervention who were not sexually active, as this is a common experience following 

sexual assault. Additionally, the study’s primary aim was to assess sexual distress and 

including non-sexually active increased access to the intervention.  
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Another choice in the study was to analyse the RCI on the FSFI as one measure 

instead of calculating the RCI for each FSFI subscale. Calculating the RCI by subscale would 

have provided more information about which areas of sexual functioning improved. 

However, since the study's primary outcome was sexual distress, it was decided that RCI 

would be calculated with the total FSFI score.  

A final dilemma was managing missing data, as this was not built into the research 

protocol. Initially, it was planned that data would be treated as missing at random, and no 

imputations would be made. Most SCED publications do not have protocols to manage 

missing data (Au et al., 2017; Ford & Nangle, 2015; Stynes & McHugh, 2023). This dilemma 

was brought to supervision, and it was decided that in line with the intent-to-treat analysis, 

LOCF would be implemented (Peng & Chen, 2021). This was decided as best practice 

considering intention-to-treat analysis (Salim et al., 2008). Not managing missing data leads 

to the high probability of a type I error due to inflated intervention effect sizes. By 

implementing LOCF and carrying forward the last observed value for missing data when 

participants did not complete the intervention sessions, it was more likely that the analysis 

made a type II error. Although this was not ideal, making a type II error which suggests the 

intervention was not as effective, was considered a better approach than the chance of a type I 

error.     

Expert by experience involvement  

Input from experts by experience was critical for this study to ensure the materials 

were sensitive to women’s experiences of sexual assault. Experts by experience were 

involved in developing Visual Analogue Scales (VAS), and study materials. Draft versions of 

the intervention and study poster were shared with a female survivor of sexual assault. 

Amendments were made based on the feedback, including breaking down psychological 

terminology into lay language. Regarding the development of the Visual Analogue Scales, 
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the expert, by experience, considered the six terms we wanted to measure and reviewed the 

wording. Although the study included experts by experience, there was a limit of two experts 

by experience throughout the project, which may seem tokenistic and not representative of 

service user involvement.   

Impact 

The beneficiaries of this project are specialist sexual health services, organisations or 

clinicians that work with female survivors of sexual assault, researchers in sexual health and 

female survivors of sexual assault.  

Academic impact  

The systematic review outlined possible treatments for survivors of sexual assault 

who experience sexual difficulties. Although the studies were of low quality and results may 

have been inflated, the findings suggest that Mindfulness-based therapies, Sexual Schema 

Expressive writing, Cognitive Processing Therapy and Rational-emotive Therapy improved 

female psychosexual difficulties following sexual assault.  Given the importance of 

interventions for this population, researchers may be encouraged to conduct higher quality 

research to address psychosexual difficulties in women following sexual assault.  

The empirical study developed a CFT informed psychosexual intervention for female 

survivors of sexual assault. Vosper et al (2021) had previously proposed compassion-focused 

psychosexual therapy as a theoretically sound integration with positive findings for sexual 

pain (Saunders et al., 2022; Vosper et al., 2021). This study provides some support that the 

theoretical underpinnings of CFT may benefit individuals with psychosexual difficulties 

following sexual assault. Further research may examine the other mechanisms associated 

between sexual distress, shame, and self-compassion. These studies can better inform the use 

of CFT for sexual distress following sexual assault.  It will also inform the development of 

further treatment for female survivors of sexual assault.  
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Clinical & Wider Impact  

The empirical study demonstrated the potential use of an online guided self-help 

resource for psychosexual difficulties for female survivors of sexual assault. Services and 

organisations may consider adapting the current materials to suit individuals on the waiting 

list for treatment. Clinicians who work with survivors of sexual assault may recognise the 

importance of sexual functioning and consider integrating aspects of psychosexual 

interventions into current psychological treatment. The current intervention can be made 

available to services that work with female survivors of sexual assault, such as My Body 

Back and the Havens.  

The project increases awareness of the psychosexual difficulties experienced by 

female survivors of sexual assault. This is important as it may encourage clinicians working 

with survivors of sexual assault to consider sexual distress when assessing the impact of 

sexual trauma. Having interventions developed specially for psychosexual difficulties 

following sexual assault may be normalising for women who feel isolated in their experience 

of sexual distress (MacGinley et al., 2019. Additionally, the study was met with high levels 

of interest, and the qualitative feedback suggested that women viewed the intervention as 

positive.  

Maximising & Evidencing Benefits  

To maximise benefits, the project should be disseminated to relevant stakeholders 

such as sexual health services, clinical psychologists, and survivors of sexual assault. 

Disseminating the project across different platforms may also alleviate the stigma associated 

with sexual difficulties following sexual assault. The interventions can be shared with other 

clinicians through the British Psychological Society Faculty of HIV and Sexual Health, who 

may be able to offer the intervention to relevant clients.  
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Additionally, the intervention would benefit from more input through expert by 

experience involvement. It would be critical to work with other clinicians and researchers to 

adapt the materials for different groups such as non-binary or trans individuals where there 

are limited sexual health resources. 

 To evidence benefits, further studies may consider implementing an extended follow-

up period to track changes over time. For services, a standardised audit form can be sent to 

services who would like to implement the intervention to check if service users benefit from 

treatment.  

Dissemination 

Dissemination will be done through a variety of methods.  First, I intend to publish 

the systematic review and empirical paper in relevant journals such as the Journal of Sexual 

Medicine and the Journal of Sex & Martial Therapy. These journals have strong impact 

factors of 3.94 and 3.10, respectively. Secondly, I aim to disseminate the findings at various 

conferences related to sexual health and CFT. In line with HRA best practice, a lay summary 

of research outcomes will be shared with participants if they have opted to be contacted with 

the study information (HRA, 2018). I also plan to share the lay summary of findings with My 

Body Back and other organisations that work with female survivors of sexual assault. A 

formal summary will be shared with the NHS professionals at Bart’s NHS Trust Sexual Well-

being Clinic. The study can also be disseminated to other clinicians through the British 

Psychological Society Faculty of HIV and Sexual Health.   

Finally, I plan to adapt the intervention materials with participants’ feedback and 

collaborate with experts by experience and clinicians to make the materials widely available. 

It would also be helpful to disseminate the findings with services that work with different 

gender identities to adapt the intervention for different gender orientations.  
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The empirical study was presented to staff and fellow trainee clinical psychologists 

within the Doctorate of Clinical Psychology Programme at Royal Holloway, University of 

London. The thesis will be made available on Pure for students and staff to access. During 

this presentation, a member of staff thought it might be helpful to consider publishing the 

materials in a self-help workbook for survivors to work through independently.  
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VI. Appendices 

 Appendix A 

Search terms for each database  

Data base  Search terms (title and abstract only)  

Psychinfo   

'psychological interventions' or 'psychosocial' or 'psychotherapy’ or 

‘behavioural interventions’ or ‘psychosexual therapy’ or 'therapy' or ‘cbt’ or 

‘act’ or ‘dbt’ or 'cft' or 'compassion-focused therapy' or 'mindfulness' or 

‘schema therapy' or ‘narrative therapy’ or ‘expressive writing’ or 

‘therapeutic writing’ or ‘emdr’ or 'psychosexual’ 

AND 

 'sexual assault' or 'rape' or 'sexual violence' or 'sexual abuse' OR 'sexual 

trauma' OR 'childhood sexual abuse' OR 'forced sex' OR 'sexual 

victimization'  

AND 

‘sexual distress’ OR ‘sexual functioning’ or ‘sexual dysfunction’ or ‘sexual 

well-being’ or ‘sexual problems’ OR ‘sexual difficulties’ OR ‘hyposexual’ 

OR ‘sexual satisfaction’ OR ‘sexual desire’ OR ‘sexual disorders’ OR 

‘sexual pain’ 

 

PubMed (('psychological interventions'[Title/Abstract] OR 

'psychosocial'[Title/Abstract] OR 'psychotherapy[Title/Abstract] OR 

‘behavioral interventions’[Title/Abstract] OR ‘psychosexual 

therapy’[Title/Abstract] OR 'therapy'[Title/Abstract] OR 

‘cbt’[Title/Abstract] OR ‘act’[Title/Abstract] OR ‘dbt’[Title/Abstract] OR 

'cft'[Title/Abstract] OR 'compassion-focused therapy'[Title/Abstract] OR 

'mindfulness'[Title/Abstract] OR ‘schema therapy'[Title/Abstract] OR 

‘narrative therapy’[Title/Abstract] OR ‘expressive writing’[Title/Abstract] 

OR ‘therapeutic writing’[Title/Abstract] OR ‘emdr’[Title/Abstract] OR 

'psychosexual’[Title/Abstract]) AND ('sexual assault'[Title/Abstract] OR 

'rape'[Title/Abstract] OR 'sexual violence'[Title/Abstract] OR 'sexual 

abuse'[Title/Abstract] OR 'sexual trauma'[Title/Abstract] OR 'childhood 

sexual abuse'[Title/Abstract] OR 'forced sex'[Title/Abstract] OR 'sexual 
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victimization'[Title/Abstract])) AND (‘sexual distress’[Title/Abstract] OR 

‘sexual functioning’[Title/Abstract] OR ‘sexual dysfunction’[Title/Abstract] 

OR ‘sexual well-being’[Title/Abstract] OR ‘sexual 

problems’[Title/Abstract] OR ‘sexual difficulties’[Title/Abstract] OR 

‘hyposexual’[Title/Abstract] OR ‘sexual satisfaction’[Title/Abstract] OR 

‘sexual desire’[Title/Abstract] OR ‘sexual disorders’[Title/Abstract] OR 

‘sexual pain’[Title/Abstract]) 

Web of 

Science  

((TI=(('sexual distress' OR 'sexual functioning' or 'sexual dysfunction' or 

'sexual well-being' or 'sexual problems' OR 'sexual difficulties' OR 

'hyposexual' OR 'sexual satisfaction' OR 'sexual desire' OR 'sexual disorders' 

OR 'sexual pain'))) OR AB=(('sexual distress' OR 'sexual functioning' or 

'sexual dysfunction' or 'sexual well-being' or 'sexual problems' OR 'sexual 

difficulties' OR 'hyposexual' OR 'sexual satisfaction' OR 'sexual desire' OR 

'sexual disorders' OR 'sexual pain'))) AND ((TI=( 'sexual assault' or 'rape' or 

'sexual violence' or 'sexual abuse' OR 'sexual trauma' OR 'childhood sexual 

abuse' OR 'forced sex' OR 'sexual victimization' )) OR AB=( ('sexual assault' 

or 'rape' or 'sexual violence' or 'sexual abuse' OR 'sexual trauma' OR 

'childhood sexual abuse' OR 'forced sex' OR 'sexual victimization' ))) AND 

((TI=('psychological interventions' or 'psychosocia'l or 'psychotherapy or 

‘behavioral interventions’ or ‘psychosexual therapy’ or 'therapy' or ‘cbt’ or 

‘act’ or ‘dbt’ or 'cft' or 'compassion-focused therapy' or 'mindfulness' or 

‘schema therapy' or ‘narrative therapy’ or ‘expressive writing’ or 

‘therapeutic writing’ or ‘emdr’ or 'psychosexual’ )) OR AB=('psychological 

interventions' or 'psychosocia'l or 'psychotherapy or ‘behavioral 

interventions’ or ‘psychosexual therapy’ or 'therapy' or ‘cbt’ or ‘act’ or ‘dbt’ 

or 'cft' or 'compassion-focused therapy' or 'mindfulness' or ‘schema therapy' 

or ‘narrative therapy’ or ‘expressive writing’ or ‘therapeutic writing’ or 

‘emdr’ or 'psychosexual’ )) 
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Appendix B 

Recruitment leaflet  
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Appendix C 

Participant Information Sheet 

                                                             
 

Online guided self-help intervention for sexual distress following sexual assault: A single 

case experimental study 

My name is Kimberley Khoo and I am a Trainee Clinical Psychologist at Royal Holloway, 

University of London, UK. I would like to invite you to take part in my research project. If you 

are interested in taking part, please let me know by contacting me via 

Kimberley.khoo.2020@live.rhul.ac.uk. I would be very pleased to provide you with a more 

detailed information sheet about the project that describes what your participation would 

involve. Thank You.  

 

You are invited to take part in a research project. Before you decide to consent to take part it 

is important for you to understand why the research is taking place and what your participation 

will involve. Please take time to read the following information carefully and discuss it with 

others if you wish. Contact us if anything is not clear or if you would like more information. 

Please consider carefully whether you wish to consent to take part.  

 

Invitation and Brief Summary: 

We would like to invite you to take part in this research study. Joining the study is completely 

up to you. You don’t have to take part if you don’t want to and you can decide to withdraw 

from the study at any time even after consenting to join the project. 

 

We know that lots of people who have an experience of sexual assault may experience distress 

or difficulties when returning to sex. In this study, we are testing a new online intervention 

designed to help women with the experience of sexual trauma to gain more confidence in sexual 

well-being and compassion towards themselves when they experience sexual distress. The 

sessions aim to help individuals understand their difficulties, learn some practical strategies, 

and encourage participants to take action to reduce their sexual distress. The guided self-help 

intervention involves four online sessions completed weekly. We will also ask you to complete 

some very brief questions every day.  

 

What is the purpose of the study? 

Previous research has shown that people who have experienced a form of sexual assault at 

some point in their lifetime are more likely to feel less enjoyment with sex and have the 
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tendency to experience increased self-critical thoughts and shame. This contributes to sexual 

distress. There is very little support available to help with this.   

 

This study is being conducted in connection with My Body Back and Bart’s NHS Foundation 

Trust Sexual Wellbeing Clinic.  These are services accessed by women with experience of 

sexual assault who may have difficulties with sex. Both services are very sought often with 

long waiting lists. We are testing out a self-help option that can be done alongside individual 

therapy or while individuals are on a waiting list to improve on service provision and provide 

more options. We have designed the materials based on what research tells us might be helpful, 

but we need to see if people want to use it and find it useful, in real life. 

 

 

Who can take part? 

This study is for women (who identify as cis-female) who have experienced sexual assault in 

adulthood and/or childhood (with the experience occurring over 12 months ago) and are 

finding sex distressing or difficult. You will need to be a resident of the UK and above the 

age of 18. You will also need an email address and access to a smartphone or computer to 

receive the materials for the project.  

 

As this is a self-help resource with little to no contact with professionals, you would need to be 

motivated to engage throughout the study and complete the daily measures. If you are finding 

the materials distressing, you will be able to email the chief investigator who will arrange a 

one-session meeting with Bart’s NHS Sexual Wellbeing Service to help you find out about 

helpful services and check on your safety. We will also provide you with sign-posting materials 

should you require extra support. 

 

Who is running the study? 

The study is being led by a Trainee Clinical Psychologist, Kimberley Khoo and is being funded 

by Royal Holloway University of London as part of the doctorate program in clinical 

psychology. The project is being supervised by Dr Jane Vosper, Clinical Psychologist at Bart’s 

NHS Trust Sexual Wellbeing Service and Dr Andy Macleod at Royal Holloway, University of 

London. The study is being run in conjunction with My Body Back. 

The study has gained ethical approval from an NHS Research Ethics Committee.  

 

What’s Involved?  

If you decide to take part, we will ask you to complete a set of screening questionnaires online 

to assess your eligibility for the study. If eligible, we will ask you to read a consent form, 

providing consent to take part in this study.  You will complete two questionnaires on sexual 

distress and one on self-compassion. You will then have a call with the lead researcher, 

Kimberley who will briefly introduce you to the intervention and answer any questions you 

may have.  
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After which, you will start the first phase of the study which we call the baseline period. During 

this phase, you will be asked to rate on a slider how often you feel shame, guilt, self-compassion 

and motivation to make changes in relation to sexual difficulties. You will complete these 

questionnaires once a day for several days ranging from 5 to 14 days. These questionnaires 

should take no longer than two minutes a day to complete on your phone.  

 

You will then be provided access to the online guided self-help material which is sent weekly 

and accessed through Qualtrics, an online survey platform. We will ask you to listen to videos 

and read the handout provided. You will be invited to try out some of the coping skills and 

exercises. This should take about 15 – 20 minutes once a week. You can use it as often as you 

like, but we recommend practicing some of the skills for a few minutes most days.  We will 

send you an email each week to remind you to practice the skills.  You will then be asked to 

complete the same measures used during the baseline period every day. After completing the 

4-week intervention, the chief investigator will be in touch after 1 month to ask you to complete 

the sexual distress questionnaires again and to provide feedback on the intervention.   

 

     What will happen with the results? 

The results of the study will be written up as part of a thesis that will be reviewed by examiners, 

who will also ask questions about the study. This will be based on an oral presentation. The 

thesis will be available online on Royal Holloway, University of London website and a hard 

copy kept by the university. 

 

The research team also hopes to publish the study in relevant scientific journals and to present 

the results at conferences. Your involvement in the project is confidential and no personal 

identifying information will be included. The results will also be shared with My Body Back 

and other charities that help women who have been sexually assaulted. You can also request to 

receive a summary of the findings of the study by email.  

 

What are the benefits and risks of taking part? 

There are several benefits to taking part in this study.  You will be able to access evidence-

based self-help materials which will focus on helping you to feel safe, calm and contented 

returning to sex.  The exercises included in the materials have been shown to be beneficial for 

psychological well-being.  They will hopefully lead you to be more compassionate with 

yourself and feel more confident in building on your sexual well-being. 

 

In terms of risk, we will not ask direct questions about your experience of sexual assault but 

you may find it upsetting to complete the screening questionnaire and to think about things as 

you work through the material provided. This is completely understandable and we hope that 

you will find the exercises in the materials can help you feel better.  We have included 

signposting information in the intervention with services you can contact for additional support. 

If you are experiencing adverse effects due to the self-help intervention, you can be provided 

one 30-minute personal support session with a clinician at Bart’s Sexual Wellbeing Service. 



196 

 

To access this support, email the chief investigator, Kimberley Khoo between 9.00am and 

4.00pm from Monday to Friday, informing her of any increased distress you have experienced 

due to the self-help intervention and provide consent to be contacted by a clinician. The 

clinicians at Bart’s Sexual Well-being Service will be able to offer one 30-minute personal 

support session to check on your safety and well-being. These appointments occur based on 

the availability on the clinicians at Bart’s Sexual Wellbeing Clinic which may not be 

immediate. We aim to set up an appointment with a clinician within two weeks of receiving 

your email. 

 

Besides this one appointment, we cannot provide further advice or medical treatment and you 

should contact your GP if you have concerns regarding your mental or physical health. You 

will be asked to provide details of your GP if you would like to participate in this study. Your 

GP will NOT be notified of your involvement in the study or provided any information you 

contributed whilst participating. We will only contact your GP if you make us aware of 

identified risks. These risks include severe self-harming, suicidal risk or a significant 

deterioration of your mental health. Under these circumstances, confidentiality may be 

breached and the chief investigator may contact your GP as we need to keep you safe. 

 

If you feel that using the materials is unhelpful, you can simply stop with no consequences.  

This study has been reviewed and approved in accordance with an NHS Ethics Committee as 

well as the Royal Holloway University Ethics Committee. 

 

Have experts by experience been involved in the design of this study? 

Yes, the researcher has consulted with two survivors of sexual assault to review the materials 

and study design. This was to check on the sensitivity of materials and to check if there were 

any areas researchers had not thought to include in the materials that might be relevant and 

helpful to consider.  

 

Information about data storage: 

The project follows the General Data Protection Regulation protocol (GDPR, 2018) to ensure 

your data is recorded and stored appropriately.  All computerized data will be stored and 

encrypted on a password-protected USB drive that adheres to the NHS confidentiality 

standards. The data will be stored for up to 5 years for audit purposes but will contain no 

identifiable information and will be password protected. Consent forms will be kept for up to 

2 years.  

 

All participant-related data (i.e., email address, telephone number, and GP details) which has 

been collected for participants to be sent links to the materials and contacted about the study 

results, will be stored in a password-protected file on an encrypted USB drive only accessible 

to the lead researcher, Kimberley. This data will be kept until the end of the research project 

(i.e., June 2023). The results of your questionnaires will be stored on a separate database 
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anonymously which can only be accessed by the research team. No personally identifiable 

information will be included in the write-up of the research.  

 

Taking part in the research is completely voluntary. You can stop being part of the study at any 

time, without giving a reason, but we will keep information about you that we already have 

unless you have asked us to destroy it. We need to manage your records in specific ways for 

the research to be reliable. This means that we won’t be able to let you see or change the data 

we hold about you.  

 

Please be aware that your participation in this study will not have any bearing on your access 

to My Body Back or any NHS service. Your access to services will not change if you decide 

that you do not want to take part, or if you withdraw your data during or after the study.  

 

Where can you find out more about how your information is used? 

You can find out more about how we use your information  

• at www.hra.nhs.uk/information-about-patients/ 

• at www.hra.nhs.uk/patientdataandresearch 

• by asking one of the research team 

• by sending an email to Kimberley.khoo2020@live.rhul.ac.uk 

 

Extra information: 

If you have any questions at this stage, or if you have any concerns during the study you can 

contact the lead researcher, Trainee Clinical Psychologist Kimberley Khoo. Emails are 

monitored from 9.00 am to 4.00pm from Monday to Friday.  

• Email: Kimberley.khoo2020@live.rhul.ac.uk  

• You can also contact the supervisors and collaborators of the project, Dr Andy Macleod 

(A.Macleod@rhul.ac.uk) 

 

Please be aware that you can withdraw your information from the study at any point until the 

end of April 2023 by contacting Kimberley at the above email address.  

 

This study is testing out a self-help intervention in the form of online materials. You are not 

being offered any personal therapy or treatment by the research team.    

 

What if I want to complain? 

If you are unhappy with any part of the study, please contact Kimberley Khoo or the study 

supervisor, Dr Andy Macleod, using the details above. If you wish to complain about how your 

data is being used, you should contact the research team in the first instance. If you are not 

happy after that, you can contact  Royal Holloway’s Research Ethics Committee via 

ethics@rhul.ac.uk. If you wish to make a formal complaint, please email  

http://www.hra.nhs.uk/information-about-patients/
http://www.hra.nhs.uk/patientdataandresearch
mailto:Kimberley.khoo2020@live.rhul.ac.uk
mailto:ethics@rhul.ac.uk
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integrity@rhul.ac.uk.  You may also email the Data Protection Officer. The research team can 

give you details of the right Data Protection Officer. If you are not happy with their response 

you can complain to the Information Commissioner’s Office (www.ico.org.uk or 0303 123 

1113). 

 

Data protection 

This research commits to abide by the Data Protection Act (2018). For detailed information 

about what this means for research participants, please visit the Research Participant Privacy 

Notice: https://intranet.royalholloway.ac.uk/research/documents/researchpdf/new-

intranets/research-participant-privacy-notice.pdf  

 

General Data Protection Regulation Statement  

Important General Data Protection Regulation information (GDPR). Royal Holloway, 

University of London is the sponsor for this study and is based in the UK. We will be using 

information from you to undertake this study and will act as the data controller for this study. 

This means that we are responsible for looking after your information and using it properly. 

Any data you provide during the completion of the study will be stored securely on hosted on 

servers within the European Economic Area’. Royal Holloway is designated as a public 

authority and in accordance with the Royal Holloway and Bedford New College Act 1985 and 

the Statutes which govern the College, we conduct research for the public benefit and in the 

public interest. Royal Holloway has put in place appropriate technical and organisational 

security measures to prevent your personal data from being accidentally lost, used or accessed 

in any unauthorised way or altered or disclosed. Royal Holloway has also put in place 

procedures to deal with any suspected personal data security breach and will notify you and 

any applicable regulator of a suspected breach where legally required to do so. To safeguard 

your rights, we will use the minimum personally-identifiable information possible (i.e., the 

email address you provide us). The lead researcher will keep your contact details confidential 

and will use this information only as required (i.e., to provide a summary of the study results 

if requested and/or for the prize draw). The lead researcher will keep information about you 

and data gathered from the study, the duration of which will depend on the study. Certain 

individuals from RHUL may look at your research records to check the accuracy of the research 

study. If the study is published in a relevant peer-reviewed journal, the anonymised data may 

be made available to third parties. The people who analyse the information will not be able to 

identify you. You can find out more about your rights under the GDPR and Data Protection 

Act 2018 by visiting https://www.royalholloway.ac.uk/about-us/more/governance-and-

strategy/data-protection/ and if you wish to exercise your rights, please contact 

dataprotection@royalholloway.ac.uk 

NB: You may retain this information sheet for reference and contact us with any queries.  

 

Thank you for taking the time to read this information sheet and for considering taking 

part in this study.  

mailto:integrity@rhul.ac.uk
http://www.ico.org.uk/
https://www.royalholloway.ac.uk/about-us/more/governance-and-strategy/data-protection/
https://www.royalholloway.ac.uk/about-us/more/governance-and-strategy/data-protection/
mailto:dataprotection@royalholloway.ac.uk
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Appendix D 

Recruitment Poster for My Body Back  
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Appendix E 

Signposting and Support Handout  

 

Mental Health Support Lines: 

Samaritans – Offers free 24/7 support.  

 Call 116 123 or email jo@samaritans.org (24 hours, every day) 

SHOUT –  Offers free 24/7 mental health support text service if you prefer not to talk. 

Text SHOUT to 85258 (24 hours, every day)  

Campaign Against Living Miserably (CALM) – Offers our of hours support (5pm – 

midnight, everyday) 

Call 0800 58 58 58 or their webchat service through the website 

SANEline – Offers out of hours mental health support (4pm to 10pm everyday)  

0300 304 7000 

Support related to sexual violence and abuse:  

Rape Crisis England & Wales - Provides information and support to survivors of sexual 

violence, sexual assault and sexual abuse across England and Wales.  

Freephone 0808 802 9999 (12 to 2.30pm, then 7 to 9.30pm, every day) 

 www.rapecrisis.org.uk  

Rape Crisis Scotland - Provides information and support to survivors of sexual violence, 

sexual assault and sexual abuse across Scotland.  

Freephone 0808 801 0302 (6pm to 12am, every day) www.rapecrisisscotland.org.uk  

Nexus NI - Offers free counselling for people who have experienced sexual violence, sexual 

assault and sexual abuse across Northern Ireland. http://nexusni.org/  

Galop - Galop gives advice and support to people who have experienced biphobia, 

homophobia, transphobia, sexual violence or domestic abuse. They also support lesbian, gay, 

about:blank
about:blank
about:blank
about:blank
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bi, trans and queer people who have had problems with the police or have questions about the 

criminal justice system.  Helpline: 020 7704 2040  http://www.galop.org.uk  

National Association for People Abused in Childhood (NAPAC) - Offers support to adult 

survivors of childhood abuse.  Support line 0808 801 0331 (10am to 9pm, Monday to Thursday, 

and 10am to 6pm on Friday) https://napac.org.uk/  

Southall Black Sisters - Campaigning, information and advice for women affected by gender-

based violence.  Helpline: 0208 571 0800 http://www.southallblacksisters.org.uk/ 

FORWARD - Advice, support and specialist health care for girls and women affected by 

FGM. FORWARD is staffed by sensitive and approachable African women who as well as 

English speak Arabic and several other African languages.  

Helpline: +44 (0)20 8960 4000 http://www.forwarduk.org.uk/resources/support 

Guided meditations for self-compassion:  

• http://self-compassion.org/category/exercises/#guided-meditations 

Mindfulness apps 

• Headspace 

•  The Mindfulness App 

• Mindfulness Daily 

• ACT Coach 

• Calm 

 

Sexual pain: http://www.scarleteen.com/node/85 

A website dedicated to exploring the many ways that women can experience sexual pleasure. 

Includes videos and tutorials: www.omgyes.com 

about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
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Session 1 – Introduction & Psychoeducation  

Script 
Introduction:  

Hello and welcome to the first session of guided self-help for sexual distress. Over the next 4 

sessions we hope to cultivate a more compassionate view towards yourself by deepening your 

understanding of yourself and your difficulties, and how your experience of sexual trauma is 

affecting your sex life and the it affects your mind and body. 

 

We have based this information from scientific research and throughout the sessions, we will 

also be going through a range of exercises for you to practice and ask for you to note down any 

reflections you feel comfortable writing. You have the choice of which exercises you want to 

try and which you would prefer to opt out of. It is completely okay to step away from any of 

the exercises over the next 4 weeks, you do what feels right for you. Even choosing to sign up 

for this 4-week intervention is a big step and we hope that this guide will help you feel more 

confident in returning to sex and treat yourself with more kindness when approaching sex even 

if it feels like it may be difficult. 

 

Breathing exercise: 

Breathing is a great form of mindfulness which cultivates our ability to be present in the 

moment. We will learn more about mindfulness in the next session. To help you prepare for 

today’s session I would like to bring you to the present moment, let’s get into a comfortable 

position and start by taking a deep breath and relaxing any tension you may feel in your body. 

Take yourself away from any distractions and if you feel comfortable to do so. you can close 

your eyes and take a minute or two to allow your attention to settle on your breathing – not 

really thinking about anything. Alternatively, or when you are ready, take one last deep breathe, 

stretch wiggle your finger and toes and bring yourself back in to the room.  

 

 

Reflection:  

To begin the session, I would like you to think about how you want to feel about your sex life 

and what about sex is important to you. Is it pleasure? Connection? Is not important to you. 

Take as much time as you need to reflect on this.  If how you want to feel about your sex life 

is a 10 on a scale of 0 to 10, how close are you to feeling the way you want about your sex life? 

What number would you rate your sex life currently from 0 to 10.  

 

 

How difficult experiences get in the way: 

Research has shown how it is common and understandable for sexual trauma to affect 

someone’s experiences of sex. For some people this changes the way they have sex or can lead 

to increased anxiety & fear of having sex and discomfort during sex. On the handout are a list 

of common experiences survivors of sexual trauma encounter when returning to sex. These 

experiences are understandable after trauma which is a violation of your safety and this is the 

way your brain is trying to protect you from being hurt again but it overcompensates, causing 

these symptoms. If you have any of these experiences currently, it is not your fault! You did 

not choose or want to react in these ways but our brains automatic response is to keep you safe.  
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The main task of all living things is survival and humans have evolved in many ways to detect 

and respond to threat to ensure we survive. The brain has also evolved to detect threat. The 

amygdala is the part of the brain that protects us from threat – it is the human built in threat 

alarm system. To protect us, the amygdala is constantly looking out for threat and lives by the 

rule ‘better safe than sorry’ so any small signs of danger can cause the alarm system to go off 

and our brain is told that we are in danger and prepares our body and mind to defend itself. 

This response occurs so quickly and automatically that sometimes it sets off our threat system 

before we are conscious of what is happening.  

 

For example, if we are in a forest and see something moving on the ground we might feel 

scared and jump back before we realise it’s a harmless bird. The role of the amygdala is to keep 

us safe and to react quickly before the thinking part of our brain identifies the movement as 

something that isn’t dangerous. 

 

Unfortunately, the amygdala is unable to distinguish between danger in the present from past 

events we remember in our minds. This is why the threat system may be activated when you 

have memories of trauma even if you rationally know you are in a safe place. Your brains is 

trying to keep you safe and prevent anything frightening from happening again. During the 

trauma, the amygdala collects information so that it can recognise warning signs in the future 

to prevent the event from occurring again. Anything that even vaguely reminds the amygdala 

of the original traumatic event, including the act of sex in a safe place on your own or with a 

trusted partner can trigger the threat system, When the ‘alarm system’ goes off  because our 

threat system is triggered, it can interfere with the ability to have sex. I hope you will be 

reassured that many of the difficulties you experience are the results of the way the human 

brain is designed and to deal with threat.   

 

The way our bodies respond sexually is related to a whole range of factors, many of which are 

outside our control such as the response of the threat system. One thing we can do to reduce 

the emphasis on the threat system is to activate our soothing system. 

 

The soothing system is part of the three systems model and is linked to feelings of being safe 

and soothed. It is associated with being relaxed, connecting to others and experiencing 

compassion. Often for sex to be enjoyable we need : human connection, feeling safe, feeling 

wanted and our wishes respected. And a feeling of safety and no active threat. – these are all 

factors associated with the soothing system which is needed for arousal and enjoyable sex.  

 

 

Three Systems: 

We have already introduced how the threat system can interfere during sex. We also briefly 

talked about how the soothing system is what makes us feel safe during sex allowing for 

arousal. These two systems, described above, are part of a three systems model. The third 

system is the drive system and it’s involved in wanting and pursuing sex. From an evolutionary 

perspective, the principle aim of sex is reproduction. However, we know that is not everybody’s drive 

for sex today. 

 

After experiencing trauma, the threat system becomes more sensitive and is easily triggered, 

overruling the drive and soothing systems as your brain tries to protect you from being hurt 

again even if you are with a trusted partner. This may cause people to feel:  

 unsafe, scared of sex etc.  

 shame about what happened, disgusted with self or others.  
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 Some people worry that what happened to them was their fault, so might feel shame 

and feel undeserving of sex or closeness  

 Might have critical thoughts like “I’m disgusting” or “I’m not worth it”  

 

Our brains and bodies are not designed to have sex “perfectly” (e.g. in the way our culture 

currently says we should) … we’re evolved to survive…  

 

It is understandable that if someone has had a threatening or unwanted sexual experience, sex 

might be experienced as threatening. A new sexual encounter might automatically trigger 

memories of the unwanted sexual experience OR sex drive might increase – as the brain's way 

of managing the increased threat. This can be automatic and unconscious, and happen even 

if the person doesn’t want it to. The brain is doing what it thinks is helpful, even if it doesn’t 

feel helpful. 

 
Building Compassion: 

Over the next few weeks, we will work on acknowledging the difficulties and shame related to 

sex while building on the soothing system through different exercises. Increasing our soothing 

system will help increase our drive and alleviate the threat system. We do this by trying to be 

more compassion with ourselves. This includes 

 

 Understanding the way, we are and why we may act/feel this way – being wise about 

sex and our bodies   

 Treating ourselves with warmth and kindness  

 Being encouraging to ourselves  

 Being non-judgmental about our experiences  

 

Being compassionate will also allow us to be aware and engage with distress and difficulty 

without turning away from it and increase our motivation and courage to try to alleviate the 

distress. 

 

Practice:  

At the bottom of your handout there are some practice activities we encourage you to try 

throughout the week. It is perfectly okay to do all of them, some of them or none of them as 

long as you are doing what feels right for you. There is no pressure or need to be harsh with 

yourself if you were unable to incorporate these practices during the week, you are doing the 

best you can and being here for this first session is enough. Thank you for joining this week, 

this is a brief reminder to fill out the measures and questionnaires so that we can see how this 

intervention is helpful for survivors of sexual trauma. Thank you very much and I hope you 

found today’s session helpful, we will see you next week.  
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The brains alarm system   
 

The amygdala is the part of the brain that protects us from threat – think of it as the brains 

alarm system. It is constantly looking out for threat and lives by the rule ‘better safe than sorry’ 

so any small signs of danger can cause the alarm system to go off and our brain is told that we 

are in danger and prepares our body and mind to defend itself. This responds occurs so quickly 

and automatically that sometimes it sets off our threat system before we are conscious of what 

is happening.  

 

When this alarm system goes off because our  system is triggered, it can interfere with 

our ability to become aroused and enjoy sex.  

 

What we need is to activate our  system. However, the way in which our bodies 

respond sexually is related to a whole range of factors – many of which are completely outside 

of our control.  

 

 

   

 Human connection, feeling safe, feeling wanted and our wishes respected – basic 

human needs related to the soothing system  

 

 A feeling of safety and no active threat  

However, when you have experienced trauma, your body and brain tries to protect yourself 

from being hurt again even when are with a trusted partner.  

 

 

 

Sex & Emotions: Three Systems   

 
We have already introduced how the threat system can interfere during sex. We also showed 

how the soothing system is what makes us feel safe during sex allowing for arousal, these two 

systems are part of the three systems model as seen above. The third system is the drive system 

and it’s involved in wanting and pursuing sex. From an evolutionary perspective, the principle aim 

of sex is reproduction. 
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Three Systems after Trauma  

 
After experiencing trauma, the threat system becomes more sensitive and is easily triggered, 

overruling the drive and soothing systems. This causes people to feel  

 unsafe, scared of sex etc.  

 shame about what happened, disgusted with self or others.  

 Some people worry that what happened to them was their fault, so might feel shame 

and feel undeserving of sex or closeness  

 Might have self-blaming  

 

 critical thoughts like “I’m disgusting” or “I’m not worth it”  

 

  

Our brains and bodies are not designed to have sex “perfectly” (e.g. in the way our culture 

currently says we should) … we’re evolved to survive…  

 

 
 

 

A Compassionate Approach  
 

 

It is understandable that if 
someone has had a threatening 

or unwanted sexual 
experience, sex might be 

experienced as threatening

A new sexual encounter might 
automatically trigger 

memories of the unwanted 
sexual experience

,Sex drive might increase – as 
the brain's way of managing 

the increased threat - this can 
be an automatic process and 
happens even if the person 

does not want it to 

The brain is doing what it 
thinks is helpful, even if it 

doesn’t feel helpful
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Increasing our soothing system will help increase our drive and alleviate the threat system. We 

do this by trying to be more compassion with ourselves. This includes 

 

 Understanding the way, we are and why we may act/feel this way – being wise about 

sex and our bodies   

 Treating ourselves with warmth and kindness  

 Being encouraging to ourselves  

 Being non-judgmental about our experiences  

 

Being compassionate will also allow us to be aware and engage with distress & difficulty 

without turning away from it and increase our motivation and courage to try to alleviate the 

distress 

 

Week 1 Practice:  
 

How does the threat system get in the way of your sex life?  

 

 

 

 

Acknowledging these difficulties and the emotions such as anger/shame that come along with 

them is the first step in building the soothing system to allow yourself to let go of some of these 

difficult feelings. 
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Session 2 – Being in the present moment and Grounding techniques 

Script 
 

Hello and welcome to the second session. Today’s session focuses on being in the present 

moment. These days we are so busy multitasking and doing many things that we may not be 

living our lives fully present. Additionally, we also know that the experience of trauma can 

make it even harder to be present because our minds may be elsewhere thinking about past 

events and at times, you may get involuntarily pulled into flashbacks or trauma memories 

without wanting to experience these memories. 

 

In this session, we will learn about being present also known as mindfulness and learning about 

grounding techniques. As with each week, the core of these sessions is to build compassion 

towards the way our minds and bodies behave. We will practice some mindfulness exercises 

and I invite you to participate in whatever way feels right for you. With each exercise, you can 

choose if you want to try it and even if you choose not to, that’s okay. You have showed up 

today and that can be enough.  

 

Mindfulness - Living Everyday on Autopilot 

We do many things every day without thinking or being aware of what we are doing. Think 

about times you are travel between two places and don’t really remember the journey. Still,  

before you know it, you’ve arrived at your destination. We call this autopilot mode. In many 

ways, it can help us – routine tasks can be done easily, without thought. However, it also means 

we do many things without much awareness of what is happening and fail to be fully present 

and get the most from the experience. Living in autopilot also means our minds are less focused 

on what we are doing, and instead, it may be elsewhere. If you’ve had an experience of sexual 

assault, your mind may wander onto things associated with that experience even when you are 

doing something completely different. However, it is also common to think about the past 

experience of sexual assault when you are intimate with a partner.  In the same way a task such 

as making a cup of tea becomes an automatic habit, so can worrying thoughts, unhelpful 

behaviours, and difficult feelings become an automatic habit if we are not conscious of being 

in the present.  

 

Mindfulness offers a way to step out of autopilot and the unhelpful habits that come with it. It 

can help us get more from our day-to-day experience – to be more present in the things that we 

do. But it can also allow us to step back from difficult emotions – to be less caught up in them.  

 

Mindfulness can be described as: awareness of present moment with acceptance. So, 

what do we mean by this? If we take each of the three phrases underlined above in turn, we 

can understand this statement better.  

 

Awareness can be broken down into three steps: 

  

Stop or slow down  

When we are acting in autopilot we respond to situations, thoughts and emotions in automatic 

ways. The first step towards being more mindful, is to stop or slow down what you were doing 

– give yourself some space. Giving yourself some space can allow your mind to settle and 

provides a basis for reacting in a different way. 
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Observe 

The next step is to observe what is going on for us. To do this, we first focus our attention on 

something – this can be on anything – e.g. and object around us, sounds that are going on 

around us. Most commonly, we can focus our attention on our breath. As we do so, we begin 

to notice the things that take our attention away from our breath. We notice where our attention 

goes.  

 

Return 

Once we have noticed that we have become distracted, that something has taken our attention 

away from our breath, we can note what has taken our attention away, and then return our 

attention back to our breath.  

 

Present Moment  

Sometimes we can be completely absorbed in the activity we are doing. However sometimes 

many things can take our attention away from our present experience. Mindfulness is a way to 

bring us back to the present moment.  

 

Acceptance 

The present moment is affected by how we view or judge it. To accept the present is to 

experience it without judging it. It is to see things in the moment as they are, not as we might 

want or expect them to be, or what we fear they might become. We are accepting our 

experience, pleasant or unpleasant, as it is.  

 

 

How can mindfulness help after trauma?  

Studies have found that mindfulness helps reduce distracting thoughts, increases focus on 

physical sensation, and is helpful for sexual difficulties. It helps us learn to be in the moment 

by being aware of our physical sensations. And we want to build on compassion and activate 

our soothing system which we can do through mindfulness. 

 

However, some survivors of sexual trauma may find mindfulness difficult or triggering and 

dissociates. Mindfulness may be quite distressing if it means sitting with sensations and 

emotions that are usually avoided. and If your mind ‘shuts off’ during your experience of 

trauma, the feeling of ‘shutting off’ can occur again when you’re faced with similar or difficult 

emotions.  If you experience these difficulties, it’s okay. It’s a protective mechanism to keep 

you safe. You can opt-out of the mindfulness exercise and practice being present in a different 

way. One way to do this is through everyday mindfulness. 

 

Everyday Mindfulness 

In any task we do, we can be mindful and present. Choose a routine task and each day for the 

next week; see if you can remember to pay attention while doing it. You do not have to slow it 

down or even enjoy it. Simply do what you normally do, but see if you can be fully alive to it 

as you do so.   

 

Examples like: Brushing your teeth. Drinking a hot drink.  

 

We are going to now have a short mindfulness practice – if you know mindfulness is difficult 

for you because of your experience of sexual trauma, you can skip the practice and I invite you 
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Observe 

The next step is to observe what is going on for us. To do this, we first focus our attention on 

something – this can be on anything – e.g. and object around us, sounds that are going on 

around us. Most commonly, we can focus our attention on our breath. As we do so, we begin 

to notice the things that take our attention away from our breath. We notice where our attention 

goes.  

 

Return 

Once we have noticed that we have become distracted, that something has taken our attention 

away from our breath, we can note what has taken our attention away, and then return our 

attention back to our breath.  

 

Present Moment  

Sometimes we can be completely absorbed in the activity we are doing. However sometimes 

many things can take our attention away from our present experience. Mindfulness is a way to 

bring us back to the present moment.  

 

Acceptance 

The present moment is affected by how we view or judge it. To accept the present is to 

experience it without judging it. It is to see things in the moment as they are, not as we might 

want or expect them to be, or what we fear they might become. We are accepting our 

experience, pleasant or unpleasant, as it is.  

 

 

How can mindfulness help after trauma?  

Studies have found that mindfulness helps reduce distracting thoughts, increases focus on 

physical sensation, and is helpful for sexual difficulties. It helps us learn to be in the moment 

by being aware of our physical sensations. And we want to build on compassion and activate 

our soothing system which we can do through mindfulness. 

 

However, some survivors of sexual trauma may find mindfulness difficult or triggering and 

dissociates. Mindfulness may be quite distressing if it means sitting with sensations and 

emotions that are usually avoided. and If your mind ‘shuts off’ during your experience of 

trauma, the feeling of ‘shutting off’ can occur again when you’re faced with similar or difficult 

emotions.  If you experience these difficulties, it’s okay. It’s a protective mechanism to keep 

you safe. You can opt-out of the mindfulness exercise and practice being present in a different 

way. One way to do this is through everyday mindfulness. 

 

Everyday Mindfulness 

In any task we do, we can be mindful and present. Choose a routine task and each day for the 

next week; see if you can remember to pay attention while doing it. You do not have to slow it 

down or even enjoy it. Simply do what you normally do, but see if you can be fully alive to it 

as you do so.   

 

Examples like: Brushing your teeth. Drinking a hot drink.  

 

We are going to now have a short mindfulness practice – if you know mindfulness is difficult 

for you because of your experience of sexual trauma, you can skip the practice and I invite you 
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to do anything you find soothing or if you feel up for it, practice one of the everyday 

mindfulness activities instead. However, if you would like to give the activity a go, then 

continue and remember you have control and can stop and move on from this exercise at any 

point.  

 

 

To begin, find a comfortable sitting position and if you feel comfortable, closing your eyes.  

 

Mindfulness Attention Practice – based on Paul Gilbert’s exercise. From Compassionate-

Mind Guide to Recovering from Trauma and PTSD Deborah A. Lee 

 

Before we move on I just want you to notice how you feel after that practice, you may feel 

relaxed, you may feel more tense or you may have noticed how you’re not use to being present 

and your mind continued to wander. It’s normal if this happens – Mindfulness is like a muscle 

and the more you practice the easier it gets. If you found the practice difficult as it triggered 

difficult feelings, you did your best to try out the exercise and should feel proud for being brave 

to do so. Instead of doing the mindfulness practice in future sessions, you can opt to do 

whatever you feel comfortable doing.  

 

To finish the session today we will think about managing flashbacks during sex and grounding 

techniques you can use. Flashbacks are very common In any traumatic experience. And when 

you are a survivor sexual trauma, it is common for women to avoid sex because of the 

associations it brings up and the feelings, sensations and memories sex can trigger. It can be 

challenging to return to sex even if you are on your own or with a trusted partner. This is not 

because you chose or want to relive your past but experiencing flashbacks is understandably 

challenging and scary – it is not your fault that you experience them.  

 

To manage flashbacks during sex, it can be helpful to have a conversation with your partner 

when you’re not having sex. You can discuss why flashbacks occur and that they are not 

because of anything your partner has done wrong. You can also share or discuss the knowledge 

you’ve gained from this intervention with your partner. Remind your partner the confusion is 

not about them – it’s about the situation. We know these conversations can be difficult – we 

have included a short brief handout (appendix B in your handout sheets) that you could share 

with your partner if you find it difficult to discuss your traumatic experience and your level of 

comfort during sex (Appendix B).  

 

During this talk you can discuss with your partner the level of comfort with sex – are there any 

dos or don’ts specific to you? Anything you would prefer your partner to do/not do? This can 

start very simple e.g. holding hands, dancing, cuddling up in bed with a film. It can then branch 

into sexual things you feel comfortable with. We have included a sexual activities list and body 

map in your handout (Appendix C/D) to introduce the conversation. There is no pressure to do 

anything you are not comfortable doing, it’s okay if this conversation takes time.  

If you have been with the same partner prior to experiencing trauma, you may feel bad about 

having to change the way you have sex but it is not your fault. It may be more uncomfortable 

having these conversations with a casual partner but it’s an important one to have to ensure 

you feel safe and more confident.  

 

During the discussion, you can plan of action with your partner with the aim to activate your 

soothing system. The plan can include 

 - Signal that flashback is occurring (e.g. specific arm pat, or word) 



 

213 

 

 

 

 

Version 1. 01.08.22  

IRAS ID: 313482 

 - An Okay to pause and take some time 

 - Might need to express emotion e.g. cry  

 - Use grounding technique (next slide) 

 - As part of grounding - discuss with partner in advance how you would like them to 

respond in this situation. E.g. you might like partner to say, “it’s okay, you are safe with me, I 

will not hurt you.” You might like them to hold you while you feel sad, or for them to sit and 

listen to how you feel.  

 - Breathe 

This might occur a few times in sex before gradually over time you feel more comfortable and 

safe. Requires patience and compassion, both self-to-self and other-to-self.  

If you have found things that have worked you can use those, these are only some ideas, you 

might have different ideas  

 

Grounding Techniques are used to remind you where you are and that you are safe. It 

can be really helpful to discuss possible grounding techniques you can use with a sexual 

partner and communicate that with them. It can also be helpful to reflect on what you 

can use on your own. When thinking of grounding techniques, think about all 5 senses 

and how you can use your touch, smell, taste, sight and sound.  You can write you own 

ideas below. 

 

- Grounding object 

- Sexual grounding object 

- A phrase or object that reminds you WHERE you are and that you are SAFE. E.g. Item 

of clothing, a particular object (e.g. a stress ball, a ring, a special item) Or a piece of 

paper with the phrase “you are at your home, you are not in danger, you are safe”.  

- Using 5 senses for grounding 

o Smell: essential oils. Candles 

o Taste: mint/gum/sour candy 

o Touch: weighted blanket, furry objects  

o You can also use the 54321-grounding technique included in your handout  

 

With everything, there is no need to blame or be critical of yourself if you have to make a plan 

to be intimate and feel safe. Your threat system may activate when you are trying to have sex 

alone or with a partner because of your experience of trauma and that is not because you want 

or choose to have sexual distress – it’s how our brains have evolved and are hardwired. It may 

also be uncomfortable to have these conversations with a partner, and that’s understandable. It 

may be difficult to find the right words, feelings of shame or guilt, and some people may feel 

very vulnerable talking about this to anyone. If you experience any of this, it’s not your fault. 

You have the power to choose when you are ready to have these conversations.  

Practicing being present and having a plan should your threat system activate are ways we try 

to activate the soothe system to help you feel prepared and more confident in returning to sex.  

 

 

Week 2 Practice:  

1. Practise everyday mindfulness/ grounding technique - choose one task to focus on for 

the whole week.  

2. Listen to mindfulness audio every day to practice being in the present moment  
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Session 2: Handout 
 

Living Everyday on Autopilot 

We do many things every day without thinking or being aware of what we are doing. Think 

about times you are travelling between two places and you don’t really remember the journey 

but before you know it, you’ve arrived at your destination. We call this autopilot mode. In 

many ways it can help us – routine tasks can be done easily, without thought. However, it also 

means we end up doing many things without much awareness of what is happening and fail to 

be fully present and getting the most from the experience. Living in autopilot also means our 

minds are less focused on what we are doing and instead it may be elsewhere. If you have an 

experience of sexual assault, your mind may often wander onto things associated with that 

experience even when you may be doing something completely different. However, it is also 

common to think about the past experience of sexual assault when you are intimate with 

yourself or a partner.   

 

Mindfulness offers a way step out of autopilot and the unhelpful habits that come with it. It can 

help us to get more from our day to day experience – to be more present in the things that we 

do. But it can also help us to step back from difficult emotions – to be less caught up in them.  

What is Mindfulness? 

Mindfulness: awareness of present experience with acceptance. It’s intentional, 

accepting and non-judgmental focus of one's attention on the present moment 

 

Awareness  

1. Stop or slow down  

When we are acting in autopilot we respond to situations, thoughts and emotions in automatic 

ways. The first step towards being more mindful, is to stop or slow down what you were doing 

– give yourself some space. Giving yourself some space can allow your mind to settle and 

provides a basis for reacting in a different way. 

 

2. Observe 

The next step is to observe what is going on for us. To do this, we first focus our attention on 

something – this can be on anything – e.g. and object around us, sounds that are going on 

around us. Most commonly, we can focus our attention on our breath. As we do so, we begin 

to notice the things that take our attention away from our breath. We notice where our attention 

goes.  

 

 

3. Return 

Once we have noticed that we have become distracted, that something has taken our attention 

away from our breath, we can note what has taken our attention away, and then return our 

attention back to our breath.  
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Present Moment  

Sometimes we can be completely absorbed in the activity we are doing. However sometimes 

many things can take our attention away from our present experience. Mindfulness is a way to 

bring us back to the present moment.  

 

Acceptance 

The present moment is affected by how we view or judge it. To accept the present is to 

experience it without judging it. It is to see things in the moment as they are, not as we might 

want or expect them to be, or what we fear they might become. We are accepting our 

experience, pleasant or unpleasant, as it is.  

 

How can mindfulness and being present help after trauma?  
 

Studies have found that mindfulness helps reduce distracting thoughts and increase focus on 

physical sensation and is helpful for sexual difficulties. It helps us learn to be in the moment 

by being aware of our physical sensations. Research has also shown that regular mindfulness 

practice increases genital response and psychological arousal.  

 

However, we also know it can be really difficult for survivors of sexual trauma to practice 

mindfulness and may make you feel more disconnected or cause you to dissociate. This is 

understandable as your brain is trying to protect you from experiencing difficult emotions. If 

you are struggling to practice mindfulness that’s okay. You can do other practices to be present!  

 

Everyday Mindfulness 

Choose a routine task and, each day for the next week; see if you can remember to pay attention 

while you are doing it. You do not have to slow it down or even enjoy it. 

 Examples of routine tasks: 

• Brushing your teeth 

• Drinking tea, coffee, juice 

• Walking to the shops 

• Having a shower 

• …………………… (your choice!) 

Practice: being present with mindfulness  
 

Reflection: How was that?  
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Managing flashbacks during sex 

 
 

Example actions to include  

- Using specific grounding techniques 

- A signal to inform your partner that you’re having a flashback or want to stop  

- Agreeing to pause if things begin to be difficult  

- Acknowledging difficult emotions (e.g. fear/anger/disgust/shame)  

- Breathing together and engaging soothing system  

 

Grounding Techniques are used to remind you where you are and that you are safe. It 

can be really helpful to discuss possible grounding techniques you can use with a sexual 

partner and communicate that with them. It can also be helpful to reflect on what you 

can use on your own. When thinking of grounding techniques, think about all 5 senses 

and how you can use your touch, smell, taste, sight and sound.  You can write you own 

ideas below. 

 

54321 Grounding 

Take a moment and take a few deep breaths invite your body back into the moment, slowing 

everything down. Then, become aware of your environment. 

• Look For 5 Things You Can See: Notice the wood grain on the desk in front of you. 

Or the precise shape of your fingernails. Become aware of the glossy green of the plant 

in the corner. Take your time to really look and acknowledge what you see. 

• Become Aware Of 4 Things You Can Touch: The satisfyingly rough texture of the 

car seat. Your cotton shirt against your neck. If you like, spend a moment literally 

touching these things. Maybe notice the sensation of gravity itself, or the floor beneath 

you. 

• Acknowledge 3 Things You Can Hear: Don’t judge, just hear. The distant traffic. 

The voices in the next room. As well as the space between sounds. 

Have a conversation 
with a partner or reflect 

on your own abour 
flashback

Agree on safe 
and unsafe 
behaviours 
during sex

Make a plan of 
action to deal 

with a 
flashback
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• Notice 2 Things You Can Smell: If at first you don’t feel like you can smell 

anything, simply try to sense the subtle fragrance of the air around you, or of your own 

skin. 

• Become Aware Of 1 Thing You Can Taste: The lingering suggestion of coffee on 

your tongue, maybe? 

 

Repeat this process as many times as necessary. Take your time and notice how you feel 

afterward. 

 

 

 
 

With everything, there is no need to blame or be critical toward yourself if you have to make a 

plan in order to be intimate and feel safe. Your threat system may activate when you are trying 

to have sex alone or with a partner because of your experience of trauma and that is not because 

you want or choose to have sexual distress – it’s the way our brains have evolved and are 

hardwired. Practicing mindfulness and having a plan ready should your threat system activate 

are ways we try to activate the soothe system to help you feel prepared and more confident in 

returning to sex.  

 

Week 2 Practice:  
3. Practise everyday mindfulness/ grounding technique - choose one task to focus on for 

the whole week.  

4. Listen to mindfulness audio every day to practice being in the present moment  

 

 

 

 

 

 

Specific Grounding Phrase 

e.g 'this is just a memory, 
and although it is painful it 

is not happening to me now. 
This is in the past- I am safe 

now

Using a grounding object 

e.g stressball, essential oils, 
weighted object 

Asking your partner to 
practice grounding 

techniques 

Practicing 54321 
Grounding
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Session 3 – Desire and the sensual self  

Script 
 

Welcome to session 3. This week we will focusing on a very important relationship, the 

relationship you have with yourself.  

 

To start the session, I would like you to reflect on all our beliefs about sex and how we learn 

about sex. If we start thinking about the natural behaviours we do as humans, such as walking 

and talking - these are things we naturally learnt to do. We needed a lot of support, coaching, 

guidance and patience from supportive caregivers to learn to walk. Even once we’ve learnt to 

walk, we might injure ourselves later in life (e.g. break a leg) and need to learn again. Recovery 

will be more effective with the help of compassion from others, patience and practice.  Sex 

isn’t any different to this – it’s also something we learn. There’s a myth that because sex is 

natural, we should instantly be ‘good’ at it. This isn’t the case. Learning about what our bodies 

need and enjoy, and what our partners find pleasurable can take time. We might even have 

events later in life which set us back (e.g. infections/menopause/illness/child birth/trauma). 

Following this, sex might require re-learning and we might have to change our beliefs about 

sex. Sex is not static – sex is something that shifts and develops/changes over time and is 

something you can work on.  

 

What are your beliefs about sex and where do they come from? Some example beliefs include  

• Sex should always end in an orgasm 

• If I’m in love, it should be easy 

• Sex is only done in marriage  

• Sex always involves vaginal penetration 

• Everyone else is having great sex 

• Sex should always be a deeply emotional experience OR the opposite, sex is only 

physical  

 

These beliefs can come from family, culture, religion and societal norms. However, these 

beliefs can be unhelpful and make you feel worse about yourself. Many sexual difficulties 

result from one’s own assumptions and expectations about sex. This is not because you are 

doing anything wrong, but we are taught to believe certain things about sex.  

 

Desire 

Similarly, we may have beliefs about desire arousal during sex.  

 

Desire and arousal arise due to complex brain processes. Emily Nagoski is a sex educator and 

researcher, she explains how we can think of the processes that are involved in desire as a 

sexual accelerator that notices all sexually relevant information in your environment to turn 

you on BUT we also have the sexual brakes which notices all the reasons not to be turned on 

right now and neurologically tells your sexual system to turn off.  

The process of being aroused is a two-way process of turning on the accelerator and turning 

off the brakes. Everyone accelerator and brakes have different sensitivities.  



 

219 

 

 

 

 

Version 1. 01.08.22  

IRAS ID: 313482 

 

Difficulties with desire and arousal occurs if you cannot turn on the accelerator or more 

often, because there’s too much stimulation on the brake.  

 

Reflection: at this point it may be helpful to Reflect on what may turn on your sexual 

accelerator or what may cause your brakes to get stimulated – you may not have any answers 

and that’s okay – there is not right or wrong answers here. It is just something that may be 

helpful for some of you to think about.  

 

Unfortunately, the process gets more complex research has shown that if you are a stressed or 

in a threatened state of mind – your tricky brain will interpret almost any sensation as 

something to be avoided, as a potential threat and turn off the sexual accelerator while hitting 

hard on the sexual brakes .  Telling your sexual system to turn off leading to reduced or no 

desire.  

 

This is common for many individuals with or without an experience of sexual trauma and is 

not your fault. Some people may blame themselves for having increased or reduced desire 

after an experience of sexual assault but this is not something you have done to yourself. it’s 

how your brain works to protect you even when it is unhelpful –The main goal of this 

intervention is not necessarily to increase desire or arousal for sex but to understand why you 

may be experiencing some of your difficulties and treat yourself more kindly since your 

challenges are not your fault. However, if you want to work on your desire, we have included 

some ideas in your hand out if you are ready to try. 

 

 

Inner Sex Critic 

One thing that does hit the brakes are self-blaming self- critical thoughts. It is a very common 

experience for survivors of sexual assault to have an inner sex critic who may be harsh and 

blaming towards yourself – this voice tells you things such as:  

 

Why can’t you do this? 

There’s something wrong with you 

You’ll never have a proper relationship  

Everyone else finds sex easy 

You’ll never be able to enjoy sex  

It's all pointless 

You're weird 

It's your fault 

You don’t deserve to have enjoyable sex? 

 

The inner sex critic is part of the threat system, which is trying to protect you from getting hurt 

or experiencing trauma again. However … it often does more damage than good. The inner sex 

critic can take different forms at different times. Sometimes it repeats what others have said or 

societal messages or expectations. Listening to the inner critic can be very painful and shouting 

at it to "shut up" doesn't usually work. It is one of the reasons we covered mindfulness as being 

present in the moment and how it helps you acknowledge the inner sex critic without buying 

into what they are saying.  

 

Mindfulness gives us a way to acknowledge the inner sex critic without buying into what they 

are saying. It can also be helpful to think about what you may say to a friend if they experience 
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the same difficulty. Would you tell them it’s their fault they have sexual distress and weird that 

they can’t do it? It is also helpful to develop an inner compassionate self to help you be kinder 

with yourself and build resilience to the inner sex critic.   

 

We will now do a short exercise to develop your compassionate self developed by Paul 

Gilbert– as always if you do not feel comfortable doing this exercise, you can opt out before 

we begin and take some time now to do something nice for yourself. You also have the option 

to stop the exercise once we begin.  

 

Sensual Self 

Sexual trauma influences your sexual identity with a partner but more importantly, with 

yourself. When you have an experience of trauma it can trigger feelings of shame or guilt for 

feeling sexual or good about yourself. You may also let the needs of others overshadow your 

own needs and it is important to turn towards yourself by doing things every day for no one 

else’s needs but your own.  

 

Redefining your sexual self builds more ownership of your body, and helps you be in touch 

with your feelings and needs.  

 

The sensual self is how you view sexually outside of relationships with other people/  It can 

help build confidence in yourself and if you would like to return to sex, it can help increase 

desire and motivation for sex. 

 

This could include wearing clothes that you enjoy, seeing someone on the street that you find 

attractive, moving your body in a way that feels good for you or wearing makeup that you 

love. Many of these things are part of the sexual self. These are also more gentle ways to 

explore your sexual self in small steps before considering being intimate with someone else. 

It may be helpful to think of rebuilding your sensual self as taking yourself on an adventure 

of learning more about yourself and what you enjoy.  

 

Remember it takes time to rebuild your sensual self and learn to prioritise yourself after 

sexual trauma, so don’t worry if this feels like a slow process, that’s normal.  

 

One way to work on the relationship with yourself and rebuild your sexual self is turning 

towards yourself with compassion and kindness. As a practice exercise for this week, I invite 

you to write yourself a compassionate letter. This letter is written by you and addressed to 

you.  

 

The idea behind the compassionate letter comes from Paul Gilbert to help people engage with 

their difficulties with a focus on understanding and warmth towards themselves. It is to turn 

towards yourself in a non-judgemental way with a position of kindness and understanding of 

your difficulties instead of being harsh or blaming of yourself.  (Appendix C). Towards the end 

of the compassionate letter you may also want to focus on being compassionate to your sensual 

self and consider how you can incorporate activities to build on yourself sensual self but what 

you decide to do is up to you,  

 

We know it may not be easy to be compassionate with yourself and it is understandable if you 

find this exercise difficult. Not many people are used to being kind to themselves but we 

encourage you to try to do this exercise and see what happens over time. Research has also 

found that expressive writing can help people deal with difficult life experiences. When writing 
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the letter, we encourage you to be empathetic and warm – as if you were writing to a loved 

one. Avoid going into ‘I should or should not’, ‘why don’t you’ advice – be supportive and 

encouraging. We have included a guidance for this in this week’s handout and encourage you 

to try the exercise sometime this week. However, if you are not able to now it’s okay to opt out 

of the exercise. This letter will be your practice for this week, thank you for attending the 

session today, next week will be our final session.  
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Session 3: Handout 
 

Re-learning Sex  
Reflection: What are your beliefs about sex? Where do they come from?  

 

 

 

 

Desire in Relationship  
 

 
 

Emily Nagoski simplifies the complex sexual processes that occur during arousal into two 

mechanisms – the sexual accelerator and the brakes. The accelerator and brakes are constantly 

seeking out information from everything you hear, see, touch, taste, smell and imagine.  

 
 
The process of being aroused is a two-way process of turning on the sexual accelerator and 

stepping off the brakes. Difficulties with arousal mostly arise as there’s too much stimulation 

to the brake and all kinds of things can hit the brake. 

 

 

Reflection: What are the things that hit your sexual accelerator – TURN ON  

 

 

 

 

What are the things that hits the brake – TURN OFF  

 

 

 

 

•notices all the sexually relevant information in the environment and TURNS ON arousal   

Sexual Accelerator

•notices all the relevant information and reasons not to be aroused and TURNS off arousal

Sexual Brakes
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Session 3: Handout 
 

Re-learning Sex  
Reflection: What are your beliefs about sex? Where do they come from?  

 

 

 

 

Desire in Relationship  
 

 
 

Emily Nagoski simplifies the complex sexual processes that occur during arousal into two 

mechanisms – the sexual accelerator and the brakes. The accelerator and brakes are constantly 

seeking out information from everything you hear, see, touch, taste, smell and imagine.  

 
 
The process of being aroused is a two-way process of turning on the sexual accelerator and 

stepping off the brakes. Difficulties with arousal mostly arise as there’s too much stimulation 

to the brake and all kinds of things can hit the brake. 

 

 

Reflection: What are the things that hit your sexual accelerator – TURN ON  

 

 

 

 

What are the things that hits the brake – TURN OFF  

 

 

 

 

•notices all the sexually relevant information in the environment and TURNS ON arousal   

Sexual Accelerator

•notices all the relevant information and reasons not to be aroused and TURNS off arousal

Sexual Brakes
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However, it’s not just what the sexual accelerator and brake notices in your environment 

because research has shown that if you are a stressed out or in a threatened state of mind – your 

tricky brain will interpret almost any sensation as something to be avoided, as a potential threat 

and turn off the sexual accelerator while hitting hard on the sexual brakes .  

 

Ideas to release the brake  

• Begin with non-sexual touch either on your own or with a partner. There is no 

pressure for this touch to become sexual unless you feel comfortable for it to. 

Affection can signal to your brain that you are in a safe place and reduce stress.  

• Create a stress free environment for yourself when you want to have sex on your 

own or with your partner– this can look like whatever you want – lights on/off, 

having candles, calming music.  

• Practice being present in the moment and focus on the sensations you feel currently  

• Accepting yourself as you are and not being critical about what you are doing or 

how you look. This is much easier said than done but being self-blaming or listening 

to the inner self critic will hit the brakes.  

 

Inner Sex Critic 
Having an inner sex critic who criticises you is something that can step on the sexual brakes. 

If you experience an inner sex critic, this is not your fault, it is also really common for survivors 

of sexual assault to have an inner sex critic who tells you things such as:  

 

 
 

The inner sex critic is part of the threat system which is trying to protect you from getting hurt 

or experiencing trauma again. However … it often does more damage than good and can slam 

on the your brakes cause difficulties in desire and other areas of your sex life.  

 

Mindfulness gives us a way to acknowledge the inner sex critic without buying into what they 

are saying. It can also be helpful to think about what you may say to a friend if they experience 

the same difficulty. Would you tell them it’s their fault they have sexual distress and weird that 

they can’t do it?  

 

Why can’t you do 
this?

There’s something 
wrong with you

You’ll never have 
a proper 

relationship 

Everyone else 
finds sex easy

You’ll never be 
able to enjoy sex 

It's all pointless

You're weird It's your fault
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Compassionate Self Exercise  
 

Reflection:  

 

 

 

 

 

Activities to build on sensual self  
Sexual trauma can change the way we view our selves sensually. Redefining your sensual self 

is an important step in gaining control over your body and becoming in tune with your 

emotional feelings. The sensual self is how you view sexually outside of relationships with 

other people/  It can help build confidence in yourself and if you would like to return to sex, it 

can help increase desire and motivation for sex.  

1. Turning towards yourself with compassion 

2. Doing things for yourself and not for others 

 Wearing clothes you love  

 Wearing make up that makes you feel confident 

 Using products you like the feel of such as a nice moisturiser or hair 

mask  

 Doing your hair in a way that you like  

 Wearing jewellery that makes you feel good  

 Getting a temporary tattoo that you like 

 

3. Appreciating your body  

 Moving your body in a way you like – exercise, dancing, walking.  

 Taking care of your body by stretching or pampering yourself with a face 

mask 

 Giving yourself massages  

 

Practice: Compassionate Letter Writing 
 

The idea behind the compassionate letter comes from Paul Gilbert to help people engage with 

their difficulties with a focus on understanding and warmth towards themselves. It is to turn 

towards yourself in a non-judgemental way with a position of kindness and understanding of 

your difficulties instead of being harsh or blaming of yourself. 

 

Session 3 Practice Ideas 

1. Listen back to the compassionate self audio throughout the week  

2. Just as we discussed being mindful everyday, try to practice being compassionate 

with yourself daily 

3. Gently explore your sensual self in any way that feels right for you  

4. If you feel ready, write yourself a compassionate letter using the guidance provided in 

Appendix C  
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Session 4 – Psychosexual techniques and relationships with others  

Script 
 

Welcome to the final session.  In the first session we covered your threat alarm system and how 

your body and brain tries to protect you after an experience of trauma. In the second session, 

we focused on being in the present moment through mindfulness and everyday mindfulness. 

We also covered grounding techniques which can be used to bring you back to the present 

moment. In the third session, we thought about the relationship you have with yourself and the 

tendency for people with experience of sexual trauma to develop a harsh inner critic. 

Throughout the last 3 sessions, we have woven in the idea of being kinder and more 

compassionate to yourself as a way to inhibit the threat system and trigger the soothing system. 

Being more understanding of yourself is an indirect way to aid in your confidence or motivation 

to return to sex. In our final session today, we will be introducing the conditions of good sex 

model and think more about your relationships with others as well as cover a range of 

psychosexual exercises that you can do alone or with a partner. As always, you have the choice 

to decide if you would like to try out these exercises. There is no pressure to do anything if you 

are not comfortable.  We have included the links to handout for the exercises in the email 

instead of including it in this material so you have the choice to view them if you are interested 

and comfortable.  

 

Let’s begin with a short exercise and start by being compassionate with yourself as you have 

done so well to attend each week. As always, you can opt of this exercise and do something 

nice for yourself instead such as just taking a few deep breaths or preparing a nice warm or 

cool drink.  

 

Compassionate Colour Exercise – by Paul Gilbert 

 

 

To begin this session, we want to introduce this model of good sex. The conditions for good 

sex triangle consists of being in the moment, physical touch and psychological arousal. The 

conditions that you feel are important for psychological arousal and physical touch differ from 

person to person. Each condition also impacts each other. This triangle is a good way for you 

to reflect on your sex life currently. It can help you understand which area you may have more 

difficulties  

 

In the last 4 weeks, we have covered being in the present moment and aspects of psychological 

arousal. Later we will think more about enjoying physical touch.  

 

However, you can also see how communication with a sexual partner is an important condition 

and although we have briefly mentioned this in session 2 when we discussed grounding, we 

also want to think of how your relationship with others may change after sexual trauma.  

 

Relationship with others 

After traumatic sexual experiences, some people might notice a difference in their relationships 

or interactions with partner/s. – remember that this is not your doing but a common experience 

of anyone who has experienced trauma. Some partners may be understanding by responding 

with empathy and patience in relation to sexual intimacy 

Others may struggle to understand, and could take a less helpful stance  
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If you are currently with a sexual partner/s, or would like to enter into a romantic or sexual 

relationship in the future, it can be helpful to reflect on the dynamics between you and your 

partner/s and consider the following: 

 How understood do you feel? How safe do you feel to engage in sex? How supportive 

is your partner of your needs and the pace you would like to take things?Are your 

‘conditions for enjoying sex and intimacy’ being met? 

 

If you find it difficult to be intimate with a partner, it may be helpful to first practice on your 

own  

 

 

Self-Practice – from sexualwellbeing for all 

Mindful Self-Practice is A good way to feel more in tune with your own body and develop 

your sensuality is through exploring physical touch. One way to do this is through 

masturbation. I know it may be a awkward topic but self-practice is a great way to get to know 

your body, find out what you like but also helps you regain some control over your body. This 

can also feel like a safer first step before being intimate with a partner. Being mindful during 

self-practice means trying to focus on the physical sensations instead of allowing your mind to 

wander worrying about performance or self-criticism. If you are interested to try self-practice 

we have included a link to a more detailed handout by sexualwellbeingforall. If you are not 

comfortable with masturbation that’s okay too, this can be about exploring touch in a way that 

feels safe for you and just getting to know your body. 

 

 https://sexualwellbeingforall.files.wordpress.com/2019/05/mindful-self-practice-for-

those-with-a-vulva-1.pdf 

 

 

 

Sensate Focus  

If you have a trusted partner who you want to try an exercise with, you can try sensate focus 

which is practicing intimacy without genital contact. Sensate Focus is a set of exercises geared 

towards couples where the focus of sex is shifted from pursuing a particular outcome (e.g. 

penetration or orgasm), to a slower appreciation of physical intimacy and sensations. Sensate 

focus does not involve penetrative sex or other sex acts that can feel uncomfortable, painful or 

triggering, as the idea is to instead engage in various forms of giving and receiving touch that 

feel comfortable, unpressured and at a pace that feels right for you. Removing the pressure to 

achieve orgasm or have penetrative sex allows the partners to connect more deeply within the 

present moment. Often, the pressure to “perform” during sex can lead to anxiety, tension and 

less enjoyment. Sensate focus is about being in the moment and using your five senses (hearing, 

seeing, touching, listening and tasting) to help you and your partner focus on the sensations 

that are produced by exploring each other’s bodies.  These exercises start with an agreement 

for no genital contact, and gradually progress through a series of stages at a pace that feels 

comfortable for both partners.  

  

Sensate focussing exercises are done in three stages. In order to get the maximum benefit, try 

to practice each stage 3 times per week for two or three weeks before advancing to the next 

stage – however, that is just a suggestion and you can do whatever feels best and right for you. 

Remember it is okay if you do not progress past the first stage, and if the first stage feels too 

much to start with it is okay to do adapt this, e.g. to start with doing this fully clothed or to 
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specify parts of the body that you feel comfortable touching or being touched (e.g. just the 

hands or feet).  

 

For detailed information about this exercise visit  

https://sexualwellbeingforall.files.wordpress.com/2019/07/sensate-focus-2019.pdf 

 

Another way we can improve the conditions of sex is through psychological arousal and to do 

this we can use fantasies. Fantasies are internal images and stories which are very common for 

everyone to experience. Sexual fantasies can be used to help trigger sexual arousal. Often we 

cannot control sexual fantasies and it is common for violent fantasies to be experienced 

following sexual assault. This is not something you choose to experience, it is the way our 

brains process and codes our experiences. Even if you become aroused by an unwanted fantasy, 

it doesn’t mean you enjoy/enjoyed it or want it - tricky brain can make associations that we 

don’t necessarily want. This is termed arousal non-concordance when your brain is aroused by 

something you don’t want. It is common and okay.  

 

 Just like the inner critic, we cannot force violent fantasies away but we can learn to develop 

new fantasies as our brains able to learn new skills. . Some people may feel guilty about having 

unwanted fantasies but there is no such thing as wrong thoughts or feelings. What is more 

important is how you treat yourself when these difficulties arise. We can try be kinder to 

ourselves about the fantasies we have and  reduce the shame associated with the fantasies 

 

Sexual fantasies are normal and involves you trusting yourself and letting your imagination go.  

 

With any of these practices, they may feel like a big step and that’s understandable and okay, 

go at your own pace. 

 

Returning to sex after trauma is understandably challenging and there is no reason to be critical 

or harsh with yourself if you’re finding it more difficult. As we mentioned in the first session, 

your tricky brain sets off your threat system thinking it is protecting you. It is also an experience 

many survivors of sexual trauma experience, there is nothing wrong with you if you have any 

difficulties or no difficulties returning to sex. Over the last four sessions we hope we have 

deepened your understanding of your difficulties and through that understanding you have 

learnt to be more compassionate with yourself as your current experience is not your fault.  

 

We hope that you have learnt some new skills as well to help you reduce the negative 

experience you may have during sex. We encourage you to continue practicing any of the 

exercises you found helpful throughout the four weeks. You will also be able to keep the 

handouts and refer back to them at any time.  

 

We would like to thank you for attending each week and for continuing to fill in the measures. 

Your participation will aid future research into providing resources for survivors of sexual 

trauma with difficulties returning to sex. Thank you for taking part in this study, please fill in 

measures for the week. Afterwhich, we will be in touch with you in four weeks to check in on 

how you are doing.   
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Session 4: Handout 

Exercise: Compassionate Colour 
Reflections:  

 

 

 

Conditions for good sex  
 

 
 

Relationships  
After traumatic sexual experiences, some people might notice a difference in their relationships 

or interactions with partner/s.  

• Some partners may be understanding by responding with empathy and patience in 

relation to sexual intimacy 

• Others may struggle to understand, and could take a less helpful stance  

If you are currently with a sexual partner/s, or would like to enter into a romantic or sexual 

relationship in the future, it can be helpful to reflect on the dynamics between you and your 

partner/s and consider the following: 

• How understood do you feel?  

• How safe do you feel to engage in sex?  

• How supportive is your partner of your needs and the pace you would like to take 

things? 

• Are your ‘conditions for enjoying sex and intimacy’ being met?  
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Activities involving physical touch 
 

Self Practice or masturbation is another technique you can use to feel more in tune with your 

own body. It can help you regain some control over your body and understand more about 

what feels pleasureable for you. 

 

For detailed information about this exercise: 

https://sexualwellbeingforall.files.wordpress.com/2019/05/mindful-self-practice-for-those-

with-a-vulva-1.pdf 

 

Sensate Focus is a set of exercises geared towards couples where the focus of sex is shifted 

from pursuing orgasmic outcome, to a slower appreciation of physical intimacy and 

sensations. Removing the pressure to achieve orgasm allows the partners to connect more 

deeply within the present moment 

 

For detailed information about this exercise: 

https://sexualwellbeingforall.files.wordpress.com/2019/07/sensate-focus-2019.pdf 

 

 

Sexual Fantasies are images and stories that trigger arousal and helpful in providing 

conditions for good sex. You can use fantasies to help with arousal and desire. However, it is 

also common for violent fantasies to be experience after sexual trauma. Even if you become 

aroused by an unwanted fantasy, it doesn’t mean you enjoy/enjoyed it or want it - tricky brain 

can make associations that we don’t necessarily want. Some people may feel guilty about 

having unwanted fantasies but there is no such thing as wrong thoughts or feelings. What is 

more important is how you treat yourself when these difficulties arise.  

 

Using fantasies are a great way to elicit sexual arousal and is completely normal & natural 

healthy expression of your sexuality. Fantasies can be about whatever you want and you can 

use then during self practice or with a partner – try it if you are comfortable and if you aren’t 

that’s alright.  

 

Week 4 Practice:  
If you feel comfortable, try any or all of the exercises covered in this session throughout the 

week. There is no need to force yourself if you don’t feel ready – you are in control and have 

the choice.  

 

 

Thank you for engaging in these materials over the last 4 weeks. We hope you continue to 

practice being kind and compassionate with yourself even if you are still finding returning to 

sex difficult. That’s okay. You took a big step to continue to engage in these materials and that 

is enough.  
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Communicating with a partner about level of comfort with sex after trauma 

 

Ground Rules & Boundaries:  

 

Ground rules should be established before the discussion to create an environment that allows 

partners to share their feelings in a safe way. It may be helpful to write these down to refer 

back to if needed. You may not agree on everything and that’s okay, having ground rules 

ensures each view is expressed and respected.  

 

Listening: Listening actively, trying to understand your partners point of view. Being emphatic 

and listening with your full heart. Understanding their difficulties, desire, feelings and action.  

 

During this talk you can discuss with your partner  

 The impact of sexual trauma and how it affects the way survivors return to sex – this is 

physiological and biological response that you have no control over and is not your 

fault. (You may choose to share or discuss the brains alarm system from session 1)  

 the level of comfort with sex – are there any dos or don’ts specific to you? Anything 

you would prefer your partner to do/not do? This can start very simple e.g. holding 

hands, dancing, cuddling up in bed with a film. It can then branch into sexual things 

you feel comfortable with. You can compare ideas with your partner and see if anything 

on your ‘safe’ list also appeals to them.  

 Go through the sexual activities list and body map together 

 What sexual terms are off limits?  

 Agree to stay away from shaming each other 

 Be as specific as you can, giving examples of what you mean and offer different options 

for solutions with the understanding that these options can be negotiated and 

compromised on.  

 Tell your partner what they do well, not just what needs to be changed  

 Grounding techniques that you can use together  

 Safe words to use if either of you are feeling uncomfortable at any point and how that 

is not a sign of rejection but a pause to look after yourself. 
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Sexual Activities List and Body Map  

 

Using the sexual activities list and/or body map as guidance to reflect on areas you are happy 

to explore with your partner or the areas you are less happy to explore.  

 

You do not need to share this list with your partner, this list is for you to use. Share only what 

you are comfortable with.  

 

Anal Sex 

Cuddling 

Cunnilingus 

Ejaculation 

Eye Contact 

Face Sitting 

Fellatio 

Foot Play 

Fingering 

Hand Holding  

Handjob 

Hair Pulling  

Kissing (where) 

Lingerie  

Massage  

Masturbation  

Sexting 

Sex Toys  

Slapping (where) 

Phone Sex 

Teasing  

Tickling (where) 

Touching (where)  

Vaginal Pentetration 

Watching  

69  

 

You can include your own 

activities as well  

____________ 

____________ 

____________ 

____________ 

____________ 

____________ 

____________ 

____________ 

____________ 

____________ 

____________
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Looking at the images below, reflect on what areas you are happy to explore and which 

areas you are not ready to.  

 

This activity can be done on your own before discussion with a partner if you feel ready to do 

so.. You do not need to share the body map with them if you are not comfortable 
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Appendix G 

Participant Demographic Information 

Participant 
Length of 

Baseline 
Age Ethnicity 

Employment 

Status 
Current therapy Previous therapy? 

A 6 35 White British Employed Yes - Talk therapy Yes - Counselling 

B 7 38 Asian Pakistani British Employed 
On waiting list for 

psychosexual services 
Yes - Talk therapy 

C 9 27 White British Employed Yes - Integrative Yes - CBT 

D 14 33 White British Employed Yes - DBT Yes - EMDR 

E 5 33 White British employed No Yes - Talk therapy 

F 10 42 White British Employed Yes - Integrative Yes - CBT 

G 5 34 White British Employed No Yes - Counselling 

H 14 32 Arab and White British Employed Yes - Parent-Infant Therapy 
Yes - Psychodynamic 

Psychotherapy 

I 11 33 White British Employed No Yes - CBT 

J 12 27 White British Employed No Yes - DBT 

K 9 35 White British Employed Yes - Integrative Yes - DBT 

L 8 32 White Scottish Employed No No 

M 10 34 White British Employed No Yes - Counselling 

N 11 20 White British Employed No No 

O 6 28 White British Student Yes - Counselling No 

P 7 22 
White and Black 

Caribbean 
Student No Yes - EMDR  

Q 5 36 White British Employed No Yes - EMDR 

       



 

234 

 

Appendix H 

Participant Consent Form 
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Department of Psychology 
Royal Holloway, University of London 
Egham, Surrey   
TW20 0EX 
www.royalholloway.ac.uk/psychology 

  

 

CONSENT FORM 

Guided self-help for sexual distress following sexual assault: A single case experimental study 

Please initial in the box 

I confirm that I have read the information sheet for the above study and have had the opportunity to 

consider the information. If I asked questions (by emailing the researcher), they answered these 

entirely to my satisfaction. 

 

I understand that my participation is entirely voluntary and that I am free to withdraw at any time 

without giving any reason 

 

 

I agree that if I decide to withdraw from the study then the researchers can continue to use the date 

and information, I have already given them unless I ask for this to be destroyed.  

 

I understand that my decision to participate (or not to participate) will have no bearing on my 

access to My Body Back or NHS services.  

 

I understand that all data will be kept confidential and that no personal identifying information will be 

disclosed in any reports on the project or to any other party,  

 

I understand this is a self-help intervention that I will work through on my own and does not entail 

personal support from a psychology team.  

 

I understand that I can contact the chief researcher if I find the intervention triggering and provide 

consent to be contacted by a clinician from Bart’s NHS Trust Sexual Wellbeing Service for one 30-

minute personal support session which includes a safety check and signposting to additional 

resources/services. I understand that besides this the researcher cannot provide advice or medical 

treatment and I should contact my GP or seek support.  
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I consent to provide my GP information to the chief investigator. I understand that my GP will not be 

notified of my involvement in the study or provided any information I have contributed whilst taking 

part in the study. 

  

 

 

 

I understand that confidentiality may be breached, and the chief investigator may contact my GP if I 

make them aware of the increased risk of self-harm, suicidal risk or significant deterioration of my 

mental health.  

 

 

 

 

I understand that the results for the research will be written up as part of a thesis, and may be 

shared outside of Royal Holloway, University of London (i.e., NHS Trust, HIV organisation, 

scientific journal or relevant conferences). 

 

I consent to be  contacted after the study to hear about the results. If yes, please provide 

contact details overleaf. 

 

I agree to take part in the above study. 

 

Please type your name in the box below to confirm your consent: 

 

 

 

Please type today’s date: 

 

 

Please provide your email address and mobile number for contact purposes 

 

 

 

GP Name and Address:  
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Appendix I 

HRA Letter 

 

 

Miss Kimberley Khoo 

Apt 104, 3 Pearson Square 

London 

W1T3BGN/A 

 
Email: approvals@hra.nhs.uk 

HCRW.approvals@wales.nhs.uk 

 

29 November 2022 

 

Dear Miss Khoo 

 

 

 

 

Study title: Online guided self-help intervention for sexual distress 

following sexual assault: A single case experimental 

study 

IRAS project ID: 313482  

Protocol number: N/A 

REC reference: 22/LO/0658   

Sponsor Doctorate in Clinical Psychology, Royal Holloway 

University of London 

 

I am pleased to confirm that HRA and Health and Care Research Wales (HCRW) Approval 

has been given for the above referenced study, on the basis described in the application form, 

protocol, supporting documentation and any clarifications received. You should not expect to 

receive anything further relating to this application. 

 

Please now work with participating NHS organisations to confirm capacity and capability, in 

line with the instructions provided in the “Information to support study set up” section towards 

the end of this letter. 

 

How should I work with participating NHS/HSC organisations in Northern Ireland and 

Scotland? 

HRA and HCRW Approval does not apply to NHS/HSC organisations within Northern Ireland 

and Scotland. 

 

If you indicated in your IRAS form that you do have participating organisations in either of 

these devolved administrations, the final document set and the study wide governance report 

(including this letter) have been sent to the coordinating centre of each participating nation. 

The relevant national coordinating function/s will contact you as appropriate. 

 

HRA and Health and Care 
Research Wales (HCRW) 

Approval Letter 
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Please see IRAS Help for information on working with NHS/HSC organisations in Northern 

Ireland and Scotland.  
 

How should I work with participating non-NHS organisations? 

HRA and HCRW Approval does not apply to non-NHS organisations. You should work with 

your non-NHS organisations to obtain local agreement in accordance with their procedures. 

 

What are my notification responsibilities during the study?  

  

The standard conditions document “After Ethical Review – guidance for sponsors and 

investigators”, issued with your REC favourable opinion, gives detailed guidance on reporting 

expectations for studies, including: 

• Registration of research 

• Notifying amendments 

• Notifying the end of the study 

 

The HRA website also provides guidance on these topics, and is updated in the light of 

changes in reporting expectations or procedures. 

 

Who should I contact for further information? 

Please do not hesitate to contact me for assistance with this application. My contact details 

are below. 

 

Your IRAS project ID is 313482. Please quote this on all correspondence. 

 

Yours sincerely, 

 

Katherine Ashley-Barber 

Approvals Specialist 

 

Email:  approvals@hra.nhs.uk       

Copy to: Dr John Francis (sponsor contact) 
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Appendix J 

Research Protocol Registration
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Appendix K 

RHUL ethics 
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Appendix L 

Screening Questionnaire 

 

Guided self-help for sexual distress following sexual assault: A single case experimental study  

 
 

Version 2. 10.10.22   IRAS ID: 313482 

 

 

 
Department of Psychology 
Royal Holloway, University of London 
Egham, Surrey   
TW20 0EX 
www.royalholloway.ac.uk/psychology 

 

Thank you for being interested in this study. The next step is to complete a screening 

questionnaire. This questionnaire aims to determine if this study would be appropriate 

for you. The questionnaire does not ask you direct questions about your experience of 

sexual assault; however, it could potentially elicit difficult emotions. Please keep this in 

mind if you decide to proceed with the questionnaire.  

 

At the end of the questionnaire, we have included the chief investigator's email along 

with signposting information about services you can contact if you require additional 

support.  
 

Screening Questionnaire 

Please tick 

1. I am a survivor of sexual trauma/assault  

 

 

2. I have had an experience of sexual assault  that occurred over 12 months ago  

 

3. I am currently experiencing difficulties or distress related to sex  

 

4. I am currently receiving any form of psychological intervention or therapy 

  

 

5. I have access to a smart phone or computer in order to engage in the self-help materials 
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Appendix M 

Demographic Information Sheet 
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Appendix N 

FSDS-R 

 

  

Guided self-help for sexual distress following sexual assault: A single case experimental study 

 

 

Version 1. 01.08.22 

 

 

Female Sexual Distress Scale-Revised (FSDS-R; Derogatis et al., 2002) 
 
 

When answering the questions below, think about how often that problem has bothered you or 

caused you distress during the past 30 days including today. Please select one answer and do 

not skip any items.  

 

In the last 30 days, how often did you feel:  

1. Distressed about your sex life  Never Rarely Occasionally Frequently Always 

2. Unhappy about your sexual relationship  Never Rarely Occasionally Frequently Always 

3. Guilty about sexual difficulties  Never Rarely Occasionally Frequently Always 

4. Frustrated by your sexual problems  Never Rarely Occasionally Frequently Always 

5. Stressed about sex  Never Rarely Occasionally Frequently Always 

6. Inferior because of sexual problems  Never Rarely Occasionally Frequently Always 

7. Worried about sex  Never Rarely Occasionally Frequently Always 

8. Sexually inadequate  Never Rarely Occasionally Frequently Always 

9. Regrets about your sexuality  Never Rarely Occasionally Frequently Always 

10. Embarrassed about sexual problems  Never Rarely Occasionally Frequently Always 

11. Dissatisfied with your sex life  Never Rarely Occasionally Frequently Always 

12. Angry about your sex life  Never Rarely Occasionally Frequently Always 

13. Bothered by low sexual desire Never Rarely Occasionally Frequently Always 

 

 

 

 

 

 
Derogatis, L. R., Rosen, R., Leiblum, S., Burnett, A., & Heiman, J. (2002). The Female Sexual Distress 

Scale (FSDS): Initial validation of a standardized scale for assessment of sexually related personal 

distress in women. Journal of Sex &Marital Therapy, 28(4), 317-330. 

 

Department of Psychology 
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FSFI 

 

Guided self-help for sexual distress following sexual assault: A single case experimental study 
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Female Sexual Function Index (FSFI; Rosen et al., 2000) 

 
1. Over the past 4 weeks, how often did you feel sexual desire or interest? 

 
5 = Almost always or always 
4 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
2 = A few times (less than half the time) 
1 = Almost never or never 

 
2. Over the past 4 weeks, how would you rate your level (degree) of sexual desire or interest? 

 
5 = Very high 
4 = High 
3 = Moderate 
2 = Low 
1 = Very low or none at all 
 

3.  Over the past 4 weeks, how often did you feel sexually aroused ("turned on") during sexual activity or 
intercourse? 

 
 
5 = Almost always or always 
4 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
2 = A few times (less than half the time) 
1 = Almost never or never 
0 = No sexual activity 

4. Over the past 4 weeks, how would you rate your level of sexual arousal ("turn on") during sexual activity or 
intercourse? 

 
5 = Very high 
4 = High 
3 = Moderate 
2 = Low 
1 = Very low or none at all 
0 = No sexual activity 
 

 
5. 5. Over the past 4 weeks, how confident were you about becoming sexually aroused during sexual activity or 

intercourse? 
 

5 = Very high confidence 
4 = High confidence 
3 = Moderate confidence 
2 = Low confidence 
1 = Very low or no confidence 
0 = No sexual activity 
 

 
6.  Over the past 4 weeks, how often have you been satisfied with your arousal (excitement) during sexual 

activity or intercourse 
 

5 = Almost always or always 
4 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
2 = A few times (less than half the time) 
1 = Almost never or never 
0 = No sexual activity 
 

 

7. Over the past 4 weeks, how often did you become lubricated ("wet") during sexual activity or intercourse? 
 

Department of Psychology 
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Appendix P 

SSCS-S 

 

 

 

Version 1. 01/08/22 
 
 

 
Online guided self-help intervention for sexual distress following sexual assault: A single case experimental study   

 

The State Self-Compassion Scale Short Form (SSCS-S) 

 

Think about the sexual distress and difficulties you are experiencing right now that is painful 

or difficult. Please indicate how well each statement applies to how you are feeling toward 

yourself right now as you think about this situation, using the following scale: 

 

 
 Not at 

all true 

for me 

   Very 

True 

for me 

1. I’m giving myself the caring and 

tenderness I need.  

1 2 3 4 5 

2. I’m obsessing and fixating on everything 

that’s wrong.  

1 2 3 4 5 

3. I'm remembering that there are lots of 

others in the world feeling like I am.  

1 2 3 4 5 

4. I feel intolerant and impatient toward 

myself.  

1 2 3 4 5 

5. I’m keeping things in perspective.  1 2 3 4 5 

6. I feel like I’m struggling more than others 

right now.  

1 2 3 4 5 

 

 

 

Reference: Neff, K. D., Tóth-Király, I., Knox, M. C., Kuchar, A., & Davidson, O. (2021). 

The Development and Validation of the State Self-Compassion Scale (Long-and Short 

Form). Mindfulness, 12(1), 121-140. 

 

 

Permission given by Dr Neff to situate and adapt the questionnaire to sexual difficulties (31st 

July 2022)  
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Appendix Q 

Idiographic Visual Analogue Scale Measures 

 

Guided self-help intervention for sexual distress following sexual assault: A single case experimental study   
 

 

 

Version 1. 01.08.22  

IRAS ID: 313482 

 

 

Visual Analogue Scales 

Please mark on the scale below how much you agree/disagree with each statement. 

Shame: I feel shame when I experience sexual distress 

 

 

Disagree                                                                                                                                       Agree 

 

Guilt: I have feelings of guilt when I experience sexual distress 

 

 

Disagree                                                                                                                                       Agree 

Self-criticism : When I experience sexual distress, how often do I blame myself or my body? 

 

 

Never                                                                                                                                     Often 
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Guided self-help intervention for sexual distress following sexual assault: A single case experimental study   
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Compassion: When I experience sexual distress, I try to show myself warmth and comfort 

through my difficulties 

 

 

Disagree                                                                                                                                       Agree 

 

Normalising: I understand my difficulties in the context of my experience 

 

 

Disagree                                                                                                                                       Agree 

 

Motivation : I am motivated to put things in place to improve/ address the difficulties in my 

sex life 

 

 

Disagree                                                                                                                                       Agree 
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Appendix R 

Client Satisfaction Questionnaire 

(not include due to copyright reasons) 
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Appendix S 

Study Feedback Form 

 

  Online guided self-help intervention for sexual distress following sexual assault: A single case experimental study   

 

 

Version 1. 01.08.22  

IRAS ID: 313482 

 

Study Feedback Form 

 
We are interested in your honest opinions, whether they are positive or negative. Please answer all of the questions. 

Thank you very much. We appreciate your help. 

 

 

What was most helpful about the four week intervention? 

(e.g certain activity/skill, handouts, development of compassion, normalising etc) 

 

 

 

 

 

What was not helpful about the intervention? Is there any activity that you feel should have been 

excluded?  

 

 

 

 

 

Was the four week intervention sufficient or should it be longer or shorter?   

 

 

 

 

 

Were the concepts easy to understand and follow? What could have been explained better? 

 

 

 

 

 

 

We are keen to know if there is anything you would have liked to know more about 
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Appendix T 

Participants response to feedback form  

Table T1 

 

How many sessions of the 4-week intervention did you complete in full? Did you manage to 

complete them in the suggested time frame (once weekly for 4 weeks)? Please provide as 

much detail as possible.  

 

Participant Response  

A I completed all 4 but it took 5 weeks as I was very busy in week 4  

B  I believe I completed in full  

C  

I completed all four of the sessions, although I usually completed them the day 

after I received them rather than the day of. I attempted some of the exercises as 

outlined in the handover - about half - usually a few days after the initial session 

to let it sink in. I thought the sessions were digestible and self-contained enough 

to do weekly and appreciated that the handouts were optional as it's sometimes 

difficult for me to feel "locked into/committed to" sex-related activities. I have 

found myself thinking of/repeating some of the activities again, particularly 

those relating to mindfulness.  

F  

I completed all the sessions and gained some insight and understanding of why I 

feel the way I do. Felt good to be understood.  

It was quite intense, not so much the materials weekly but the questionnaires 

daily. I was glad to be reminded to complete them daily, however I was starting 

to question my responses. Shouldn't I be getting better by now? Do they want to 

see change? It felt repetitive but it was easy and not too time consuming.  

G  I completed all of them.  

J  

I completed all of them and all the activities. I didn't write the full letter 

however, I couldn't get in the headspace for it.  

K  

I completed 3 in full. I did the first 2 in full on the right day as requested, the 

third one I did the day after but in full. The 4th one I didn’t ever really get a 

chance to do properly as I was too busy that day and the day after so never got 

round to doing it. I found it quite difficult having to complete the sessions on a 

set day, and I had no choice over which day it would be. For me it was a 

Wednesday which is quite a busy day. It would have been easier if I’d been able 

to complete the session at any point during that week rather than on the day the 

materials were sent to me. Had I realised I would’ve started the initial 

questionnaires a couple of days later and I would’ve had Friday as my session 

day.  

O  I completed all sessions in the suggested time frame  

P  

I managed to complete them all. Sometimes I struggled to do the daily survey at 

the same time every day due to being very busy.  
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Table T2  

 

What was most helpful about the four week intervention?  

(e.g certain activity/skill, handouts, development of compassion, normalising)  

 

Participant Response  

A  

I think the science behind how your brain reacts would be the most helpful but it 

wasn't new to me  

B  

Grounding exercises and tools. Understanding the role mindfulness can play in 

really being in our bodies  

C  

I think the two most helpful aspects of the intervention were:   

1) the normalisation work - by placing less of an emphasis on "progress" or 

reaching a goal/objective, and spending more time accepting that my responses 

and feelings were normal, I ironically felt more empowered to explore sex alone 

and with my partner. I have really moved away from "I should be doing this" or 

"I should be having this amount of sex, in this particular way", and instead have 

embraced what I need.   

2) - the mindfulness work. I think this works particularly well in a sexual 

wellbeing context, because so much about sex is understanding and being in your 

own body fully. I found the mindfulness work very grounding and relaxing, and 

it's probably the aspect I've taken forward into my own life the most since the 

intervention.  

F  

The points that have stuck is the threat and soothing circles and the idea of 

talking to my husband about sexual activities with rules and not having 

intercourse as the end goal. However, I have not managed to have this 

conversation as yet as it is still hard for me to talk about. But I do have that 

intention and will refer back to those handouts. We are not engaging in any 

sexual activity and haven't done for a while as my anxiety has been high.  

G  

The self-compassion and not criticising myself as being the cause of our sexual 

difficulties.  

J  

It didn't feel as 'medical' as I thought it would. There was something about 

hearing about pleasure discussed in this way. Including talking about 

masturbation, fantasy's and different types of sex. There was no shame around 

any of it. For some reason I expected to talk about sex without actually talking 

about sex. The hand outs have been particularly useful to use as a tool to aid my 

recovery.  

K  

Session 1 - normalising difficulties with sex after sexual assault and explaining 

some of the psychology behind what’s happening eg the threat system  

O  

Mindfulness has helped me to return to the moment when I have struggled and 

felt barriers coming up during sex.  

Being informed about how my body may be reacting to traumatic experiences 

also helped me to put things into perspective and blame myself and my body 

less.  

P  

The compassion element of the intervention really helped me be kinder to myself 

and reframe my negative self-talk. It reminded me that my experiences are valid 

and understandable. I am not going crazy.  
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Table T3.  

 

What was not helpful about the intervention? Is there any activity that you feel should have 

been excluded?  

  

Participant Response  

A  

Mindfulness is so widespread now, don't know what it adds. Maybe I've just 

engaged with a lot of help though and this might not be the case for new 

survivors  

B  n/a  

C  

I actually feel that all of the video content was helpful. Some aspects of the 

handouts were not helpful to me, or else I did not want to engage with them (for 

instance, the list of sexual activity isn't something I'd personally engage with at 

this time) but I think that they were framed as optional so I didn't feel like I had 

to engage if I didn't want to.  

F  

I did not like the handout which had a list of sexual acts, that made me feel 

really uncomfortable and created a lot of self doubt mainly because I didn't 

know what things were. As I was abused when I was young, I haven't ever 

explored sex as a pleasure or had experience of/talked about trying other things. 

Which has actually led me to feel quite vulnerable and is something I'm talking 

to my therapist about.  

G  

I did not feel comfortable doing some of the activities recommended to 

complete with my partner, but I was able to talk more about what I was 

comfortable with without feeling guilty about him being disappointed.  

J  

The letter writing and more emotional side of things were good, but to begin 

with felt more just like DBT I have received before. I started to disconnect with 

the programme after that session, however by the next one it turned things back 

round and I could see this was something different to what I've done before.   

  

I think for people like myself who've been in the mental health system for a 

while, you can sometimes be quick to jump to "been here and done this before". 

I can see their may be value in it for those who haven't done that positive self-

talk stuff before.  

K  

I felt a lot of the content assumed you already had a partner or had been 

sexually active before the assault so had some kind of normality to return to. It 

would have been helpful to cover how to even get your head around considering 

a sexual relationship when all you’e known re sex has been forced. I know some 

people will have partners so the partner stuff would be relevant for them, but I 

feel the materials ignored my scenario which made me feel quite abnormal. If 

people who understand these things and are trying to help don‚Äôt consider my 

situation then it must be really really abnormal to have had my virginity taken 

by assault and then to avoid sex for many years afterwards. It made me feel a bit 

hopeless if that scenario isn‚’t considered normal and therefore there’s no help 

to address it.  

O  

Some more information/coaching around sensate would be good. I want to try it 

with my partner but it feels like a lot which is overwhelming.  

P  Maybe more on how to cope and overcome pain during penetration.  



 

260 

 

  

  

Table T4 

 

Was the four-week intervention sufficient or should it be longer or shorter?  

 

Participant   Response 

A  I think I would have struggled to maintain longer  

B  it was fine  

C  

It could maybe have been a little longer - perhaps one or two more sessions. I 

would have found it helpful to do another session of mindfulness to really come 

round to this way of thinking, and to have mindfulness as a grounding technique 

throughout all of the other sessions focusing more directly on sex.  

F  

I would like it to be longer to have a chance to go back and listen to things 

explained differently or with a different view. I did think it maybe more useful to 

have each session start the same, having a chance to ground yourself and arrive 

so-to-speak and then going on to the intended content. The first session felt a bit 

vague and as an anxious person I get told to breathe properly all the time. It's 

useful as a reminder though.  

G  

I think it is sufficient, but I don't think it has solved all of my issues, but it has 

made me feel less worried about having sexual difficulties/low sex drive.  

J  

I think it would be great to have a couple more sessions. I think there could be 

value to doing a guided body exploring session (basically the touch based 

activities.) but in the same type of style as the other sessions/videos rather than it 

being on a sheet.   

  

I know some people may feel a bit uncomfortable by it, however I feel for some 

of us like myself. It could actually be really powerful.  

K  

I think it would’ve been better if it had been longer and the sessions could go into 

more depth and explore more things.  

O  Could have been longer  

P  

I think it was a good length for starting the healing process for me. I used this in 

combination with sex therapy so it felt like a good combination. If used on its 

own it may be useful if it was longer.  
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Table T5 

 

Were the concepts easy to understand and follow? What could have been explained better?  

  

Participants  Response 

A  Yes  

B  

yes they were. I have a good understanding of trauma so it was easy to 

understand  

C  

Yes, I found everything really easy to follow and it made a lot of sense. The 

video format was really useful for me - I think I would've found it hard if it was 

all just handouts. Equally, I found it quite comforting and empowering to be 

able to work through at my own pace, without a therapist or person (for 

example). It worked for me to explore the concepts privately, in my own time at 

my own pace.   

  

I will say that sometimes the videos formatted quite small on my screen and I 

did not have the option to maximise them - but this might just be a formatting 

issue.  

F  

Yes, I liked the visuals and wo ders if there could be more visuals or at least a 

calming scene to look at while listening?  

The repeated phrases and implications of saying it is not your fault, be kind to 

yourself, be gentle on yourself, you are in control, do what you need was good 

and I can never hear those enough!  

G  

Yes, it was well explained and a good pace. The fact that it was on youtube 

meant I could speed up some recordings and use captions.  

J  I think it was all explained rather well and simply.  

K  

I think everything was easy to follow. I think I understood most concepts easily 

partly because I’ve had a lot of therapy and covered it before. However, I think 

everything just needed more depth, rather than scratching the surface of an issue 

and then moving on.  

O  I think it was easy to understand  

P  Yes everything was explained in a way that I understood.  
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Table T6 

 

 We are keen to know if there is anything you would have liked to know more about  

  

Participant Response 

A  No  

B  n/a  

C  

I'm interested in the mindfulness aspect - are these exercises specific to 

survivors of sexual assault, or more general? I found them to be very 

empowering and really think they benefitted me (as someone who has never 

really engaged with mindfulness before, and has maybe been a bit skeptical).  

F  

Could it have a section about the medical side of things, such as cervical 

screening, pregnancy?  

G  

I think the sessions actually taught me a lot! I have always avoided reading 

about sexuality / wanting to deal with this because I felt like I was unworthy 

(which I realise is a normal thing to feel). As a result of this training I feel like I 

have reflected on how I feel about sex and am more open and less scared of 

having sex because I feel more in control. Thank you for this.  

J  It would be good to have the voices of other lived experience in there.  

K  

How to communicate with a new partner what you have been through, so that 

they understand and don’t run a mile. When to have that conversation. How to 

have that conversation and how to manage the fear of doing so  

O  Sensate  

P  

More about experiencing pain during sex and why this occurs. Some more 

information about destigmatizing sexual distress.  
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Table T7 

 

In terms of where you are in your journey, was this the right time for you to complete this 

intervention? Would it have been more helpful to do it sooner or after more time has passed? 

Any other comments you would like to share  

Participant Response 

A  

I think it would have been more helpful sooner. As said above, I think I have 

engaged with a lot of different kinds of help so there wasn't much new here  

B  It was fine  n/a  

C  

I think it was the right time for me. I wonder if I was someone who had had a 

more recent experience of Sexual Assault/Abuse if I might need a more two-way 

interaction with a 1:1 therapist, but as someone who has already had that type of 

treatment, this felt really well-timed.  

 

Thanks so much for giving me the opportunity to take part. I feel like I have 

benefitted from doing so, and it has given me a sense of confidence in myself and 

my sexual needs that I did not have previously.  

F  

I think it was the right time for me. Even though the abuse happened over a 

number of years and many years ago, it's only now that I'm processing it with a 

therapist (20 year gap).  

 

I feel it will never feel comfortable exploring this but I'm glad I did.  

Thank you! For doing this research and for the content  

Kimberley clearly explained everything and I knew I could email if I was having 

difficulty. I did twice, once was a technology issue and once because I found the 

content triggering which I have described above.  

It may look like I didn't progress much but I feel that small step in doing this is 

huge for me.  

G  

It would have been useful for me to do this sooner, but it has been difficult for me 

to discuss my issues. I have had several years of therapy and I feel like this would 

have been useful before having some therapy sessions because I could have felt 

less embarrassed about things with my therapist. I might even go back now and 

have a discussion with her about these issues that are affecting me in the present 

(rather than focussing on my past experiences and how they have affected me for 

so long).  

 

I really like that the sessions contain stuff that is completely optional and that you 

emphasise that we are in control. I am very grateful for the opportunity and I 

really hope that this training can be made available to others like me who might 

benefit.  
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J  

I think it would have been good to have done this a sooner. My trauma was 10 

years a go now, however I've been living with effects ever since.  

 

Just thank you for the opportunity! If there's anything else I can do. A 

testimonial, video or anything I would be happy to help!  

K  

I think it would’ve been better if I had got to the stage where I already had a 

partner and was able to think about improving my sex life with them, rather than 

the stage I’m at where sex feels totally overwhelming.  

 

Thank you for this self help guidance. Even if some of the content isn’t relevant 

to me right now, I hope it will be one day.  

O  

I am about 10 years on from my assault. I think that this would have been most 

beneficial earlier in my journey but not too soon after the assault as I wouldn't 

have been ready. Maybe 2 or 3 years in.  

P  

I think it may have been useful sooner. Maybe 6 months after the sexual assault.  

That's everything thank you.  
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Appendix U 

Table of participant missing data with session numbers 

Participant  A B C D E F G H I J K L M N O P Q 

Day                  

1                                   

2        X                           

3        X                          X 

4                                   

5                                   

6                                   

7                                   

8        X                           

9    X                              X 

10                                   

11      X                          X  X 

12                                   

13                        X  X         

14  X  X                       X       

15        X        X          X  X       

16  X      X        X        X           

17  X              X        X      X    X 

18                X            X      X 

19                X      X  X  X      X  X 

20      X  X        X        X           

21  X  X            X    X              X 

22        X        X            X       

23        X        X      X  X  X        X 

24      X  X        X    X    X  X    X    X 

25  X      X        X        X  X         

26  X      X        X      X  X  X  X       

27        X        X    X    X  X      X  X 

28  X    X  X        X        X  X    X    X 

29  X      X        X        X  X        X 

30        X        X    X    X  X        X 

31      X  X        X    X  X  X  X  X      X 

32        X        X        X  X  X       

33        X        X        X  X         

34      X  X        X    X    X  X         

35        X        X        X  X         

36      X  X        X        X  X  X       

37        X        X    X    X  X  X       

38        X        X    X    X  X  X       

39        X        X    X      X         

40        X        X    X      X         

Note:  baseline phase,  X = missing data 
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Appendix V 

Reference data used to calculate the Reliable Change Index and Clinically Significant Change 

Measure Direction of 

Clinical Gain  

Cronbach’s Alpha (source) Clinical reference data 

(source) 

Non-Clinical 

reference data 

(source) 

CSC 

criterion 

FSDS-R Increase 0.93  25.79 (1.61)  2.58 (1.27) day  B 

FSFI total  Increase 0.97 (Rosen et al., 2002) 19.2 (6.63) 

26.55 (Meston et al) clinical 

revelant cut off score with 

and without FSD 

30.5 (5.29) B 

FSFI desire Increase 0.92 (Rosen et al., 2002) 4.7 (2.12)  6.9 (1.89) C 

FSFI arousal Increase 0.95 (Rosen et al., 2002) 9.7 (4.78) 16.8 (3.62) B 

FSFI lubrication Increase 0.96 (Rosen et al., 2002) 10.9 (5.48) 18.6 (3.17) B 

FSFI orgasm Increase 0.94 (Rosen et al., 2002) 7.1 (4.08) 12.7 (3.16) C 

FSFI satisfaction Increase 0.89 (Rosen et al., 2002) 8.2 (3.59) 12.8 (3.03)  C 

FSFI pain  Increase 0.94 (Rosen et al., 2002)  10.1 (4.64) 

(Rosen et al., 2002) 

13.9 (2.79)  

(Rosen et al., 2002) 

C 

SSCS-S  Increase  0.86 Neff et al.,  2021   2.98 (0.99) 

Neff et al.,  2021 

 

B 
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Appendix W 

Variability analysis 

1. PA’s Variability Analysis by Trended Range 
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2. PB’s Variability Analysis by Trended Range 
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3. PC’s Variability Analysis by Trended Range 
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4. PD’s Variability Analysis by Trended Range 
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5. PE’s Variability Analysis by Trended Range 
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6. PF Variability Analysis by Trended Range 
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7. PG Variability Analysis by Trended Range 
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8. PH Variability Analysis by Trended Range 
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9. PI Variability Analysis by Trended Range 
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10. PJ Variability Analysis by Trended Range 
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11. PK Variability Analysis by Trended Range 
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12. PL’s Variability Analysis by Trended Range 
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13. PM Variability Analysis by Trended Range 
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14. PN Variability Analysis by Trended Range 
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15. PO’s Variability Analysis by Trended Range 
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