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Consultation on the Clinical Pathways and Guidance for Healthcare Professionals 

Working to Support Adults who Present Having Experienced Rape or Sexual 

Assault in Scotland 

 
Following the publication of the draft clinical pathway for adults who present having 

experienced rape or sexual assault in October 2018, Healthcare Improvement Scotland 

was commissioned by the Scottish Government to hold a 12-week consultation period. We 

used a wide range of methods to capture comments and feedback. The consultation 

included one question on the proposed standardised national form. 

 

During the consultation period, 53 responses were received from a variety of stakeholders. 

All comments on the draft clinical pathway were presented to the Clinical Pathways 

Subgroup of the Chief Medical Officer (CMO)’s Taskforce to improve services for victims of 

rape and sexual assault. Each comment was considered and responded to by the 

subgroup. This consultation feedback report includes the comments received, together 

with the group’s response and any subsequent amendments to the clinical pathway. All 

comments have been anonymised. 

Stakeholder comments were received from: 

 Archway Sexual Assault Referral 
Centre 

 British Association of Sexual Health 
and HIV Sexual Violence Special 

Interest Group 

 City of Edinburgh Council  

 Crown Office Procurator Fiscal 

Service  

 Dundee City Council  

 Family Planning Association  

 Forth Valley Rape Crisis Centre  

 Mental Welfare Commission for 
Scotland 

 NHS Borders 

 NHS Fife  

 NHS Gender Identity Clinical Network 
Scotland  

 NHS Grampian  

 NHS Highland  

 NHS Lanarkshire  

 NHS Orkney 

 NHS Shetland  

 NHS Tayside 

 Perth and Kinross Rape and Sexual 
Assault Centre 

 Perth and Kinross Violence Against 
Women Partnership  

 Police Scotland 

 Rape and Sexual Abuse Service 
Highland  

 Rape Crisis Scotland  

 Royal College of Psychiatrists  

 SafeLives  

 SAY Women Service Users 

 Scottish Borders Rape Crisis Centre  

 Scottish Commission for Learning 
Disability  

 SEAT People in Police Care 

 South Lanarkshire Health and Social 
Care Partnership  

 South West Scotland Multi-Agency 

Public Protection Arrangement  

 The Law Society of Scotland  

 Victim Support Scotland 

 Women and Girls in Scotland  
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Section 1: General comments on the pathway 

 

 Consultation comment Project group response 

1  
There is a good choice of services and consent is 

required at every stage.  

Noted. 

2  

a) I have had a look at the clinical pathway that has 

been suggested and find it to be an excellent proposal. 
One issue I would wish to highlight relates to Care 
Homes. Many Offenders are getting to an age where 

they will require to be looked after in care homes.  
Equally many people who have no history of disinhibited 

Sexual Behaviours can start to exhibit such behaviour 
as a consequence of aging. It means that people in care 
home can become victims of sexual offences, where the 

offender may or may not have capacity and equally the 
victim also may or may not have full capacity.  All in all a 
pretty dreadful scenario but one which still needs to be 

fully investigated. As time goes by I suspect such 
incident are likely to increase in numbers and it may be 

worth giving some though to the best way to deal with 
them. 

The Clinical Pathways Subgroup acknowledges that residents 

in care homes may be vulnerable; however, a national clinical 
pathway is not designed to be tailored to individual 
circumstances.  Individual care home providers are required to 

put measures in place to minimise risk to residents. 

3  

In summary says person can be supported by advocate 
or carer. Use of word advocate not helpful. Do they 
mean an advocacy worker? What do they mean by 

carer? Clarity would be helpful. 

Wording amended to 'the person is entitled to be accompanied 
during any such discussion by a supportive person of their 
choice, for example a friend or carer’. 

4  

We would stress the importance for all staff involved in 
the pathway to have undertaken trans awareness 

training.  

Workforce training is out of scope of the clinical pathway.  The 
terms of reference of the Workforce and Training Subgroup 

note that the group aims to ‘identify and support the training 
needs of sexual offences examiners’.  The training needs of the 
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wider health and social care workforce will be the responsibility 
of individual Health Boards. 

5  

There are gaps between guidance given and what 
happens in practice, for example The Pathway states 
that a patient should be offered the facilities to wash, a 

change of clothes and something to eat. This would be 
of a huge benefit as a massive barrier to going through 

the process is the length of time from the incident to 
completing the examination, during which you are 
advised not to wash or eat, an additional benefit of 

offering the patient facilities to wash is it can assist a 
patient to be less triggered/distressed by the 

examination by not being left feeling “dirty”. 

The Clinical Pathways Subgroup decided that provision of 
facilities to wash and a change of clothes is related to the 
health board service specification, and is not in scope of a 

clinical pathway.  A key aspect of the nationally agreed service 
model is that forensic medical examinations are carried out in 

fit-for-purpose environments that respect the privacy, dignity 
and personal care needs of the person.  All NHS Boards have 
premises improvement plans designed to deliver on these 

standards.  Each premise will have a treatment room, waiting 
room, showering and changing facilities, provision of tea / 

coffee / snack and an interview room.  Scottish Government 
has provided funding to each NHS Board to achieve this. 

6  

There is a high level of responsibility for the forensic 

examiner.  To achieve the highest quality of forensic 
evidence, it would be more appropriate if the clinician 
focused on their remit and left support work to someone 

who specialises in supporting patients.  My suggestion 
would be that the support worker plays a part in the 

examination process by being there to provide support 
and explain things to the patient, allowing the clinician to 
focus on their role. 

The Clinical Pathways Subgroup acknowledges the suggestion 

and has updated the adult pathway to include a section 
outlining individual roles and responsibilities  

7  

The Pathway shows a limited understanding of trauma.  
However, it doesn’t succeed in guiding clinicians to 

reduce the risk of causing further trauma. It is positive 
that the pathway guides workers to be aware of the 
impact of trauma (2.2 P12) and barriers to reporting (2.1 

p11) however it appears that there is not enough 
information given on either, which may result in workers 

overlooking other issues, and not taking into account the 
service/staff being a potential barrier.  

Workforce training is out of scope of the clinical pathway.  It is a 
requirement for all general forensic physicians and sexual 

offences examiners who are providing these services within 
Scotland to attend an accredited sexual offences forensic 
examination training course which is delivered through NHS 

Education for Scotland.  The course focuses on a trauma-
informed approach to clinical management, forensic 

examination, evidence collection, documentation and 
preparation for presentation of evidence in a Scottish Court.  
This training has also been made available to nurses involved 

https://www.gov.scot/publications/rape-sexual-abuse-or-child-sexual-abuse-medical-services-guide-for-service-providers/
https://www.nes.scot.nhs.uk/
https://www.nes.scot.nhs.uk/
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in providing care to victims of sexual crimes. NHS Education 
Scotland are currently working to deliver their “Essentials” 

training virtually with key elements scheduled for delivery in 
July. The clinical pathway now includes the required level of 
trauma training for key roles. 

 

8  

There is no guidance in the Pathway for clinicians 
supporting and improving outcomes for patients who 

present as negatively impacted by the trauma, just 
limited guidance on ways the trauma may impact them 

(e.g. the patient may be anxious, but no guidance is 
given on how clinicians should work with anxious 
patients) There is also no guidance on improving 

support for those who struggle to report, only statistics 
showing the high number of people who don't report 

(3.2.7 P17) 

Trauma informed training is available for all NHS Staff through 
NHS Education for Scotland and the clinical pathway now 

includes the required level of trauma training for key roles.  
 

The clinical pathway outlines the immediate response to people 
who have already disclosed or reported rape or sexual assault.  
Work to address the issue of reporting is out of scope of the 

Clinical Pathways Subgroup, but is being considered by the 
wider Taskforce. 

9  

It has the potential to be person centred but depends 
really on the delivery by the personnel involved. The 

narrative makes clear what a trauma informed approach 
should look like, and that survivors should be given 

meaningful choice about who they engage with, e.g. 
whether they report to the Police, and whether they can 
access a female examiner, but the manner and 

approach of the people at key points within the pathway 
determine whether this is meaningfully done and that 

people don’t feel under pressure to report or engage. 

Workforce training, including detail on individual clinical 
practice, is out of scope of the national clinical pathway.  

Clinicians working in sexual offences examinations will be 
trained to provide trauma informed care.  The clinical pathway 

now includes the required level of trauma training for key roles. 
Trauma informed training is available for all NHS Staff through 
NHS Education for Scotland.   

10  

The pathway has to be very clear about entitlement i.e. 
those with no recourse to public funds and/or insecure 
immigration status shouldn't be left out of the support. 

There are many services not Rape Crisis Centres who 
would not support survivors of sexual violence because 

of their immigration status in fact some may not even be 
eligible for secondary health care and may be 

The Pathway is a healthcare pathway for Scotland and urgent 
clinical care is provided by NHS Scotland irrespective of 
immigration status.  

 

https://www.nes.scot.nhs.uk/
https://www.nes.scot.nhs.uk/
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susceptible to the prevailing policy and practice with 
regard to those with insecure immigration status. 

Currently, there are a number of police forces in 
England who would work with the Border Agency to 
deport women who are seeking safety from Violence 

because they may not have valid leave to remain. The 
pathway should acknowledge these situations and 

safeguard against the risk of survivors not coming 
forward because of their immigration status 

11  

At section 3.2 Social Factors, we suggest adding an 

additional paragraph highlighting the vulnerability of 
people with disabilities, particularly learning disabilities, 

to sexual abuse. There is considerable evidence that the 
prevalence of sexual abuse of people with learning 
disabilities is higher than the general population. Factors 

contributing to their vulnerability may include difficulties 
in understanding the context of abusive behaviour, 

resisting unwanted behaviour or communicating their 
experience to others, and wider stigma and 
marginalisation, leading to their being targeted by 

abusers.  

This section has now been removed from the revised version of 

the clinical pathway. 
 

12  

We note the specific consideration of evidence in 
section 3.2.5 regarding the LGBTI community and the 
observations around trans people, including that ‘LGBTI 

individuals are likely to face additional barriers to 
disclosure such as fear of judgement, stigmatisation and 

‘outing’ of their sexual orientation or gender identity’. We 
also note the specific reference to the risk of sexual 
assault for trans prisoners (section 3.2.6). 

Noted. 
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13  

In relation to people with disabilities, including learning 

disabilities and mental illness, it is important to be aware 
of the context of the UN Convention on the Rights of 
Persons with Disabilities, particularly the provisions of 

Article 12 - that in all aspects of life, persons with 
disabilities enjoy legal capacity on an equal basis with 

others, and that States must provide appropriate support 
to exercise their legal capacity; Article 13 - that States 
should ensure effective access to justice; and Article 16 

- that States shall take all appropriate legislative, 
administrative etc. measures to protect persons with 

disabilities from exploitation, violence and abuse. 

This section of the Pathway has been updated following 

engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 
 

14  

The examination form helps medical professionals and 
police officers identify victims as distressed vulnerable 
adults.  There seems to be no attempt to identify 

sources of personal advocacy for the victim.  If for 
example the victim is an adult of limited mental capacity, 

there seems to be no attempt or at least an option on 
the form to identify a named person. Issues not 
specifically related to health such as immediate food, 

housing and employment issues seem to go 
unaddressed. 

Identifying a 'named person' is addressed as part of the care of 
adults with incapacity (see section 6.4).  Immediate needs will 
be assessed and appropriate referrals made.  The type of 

services available will vary between NHS Boards but consistent 
principles will be applied.  The options appraisal report 

'Honouring the Lived Experience: Rape and Sexual Assault 
Victims Taskforce' contains further information on the approach 
taken. 

15  

Not enough focus on distress and choices The Pathway has been developed from a position of promoting 
trauma-informed practice and this is explicit throughout the 
document.  Trauma-informed training is available for all NHS 

Staff through NHS Education for Scotland. 

16  

The pathway appears very clear and helpful, which 
provides specific focus on the person at the centre, their 

wellbeing and safety and provides clear guidance in 
terms of choice. 

Noted. 

17  
What is the ‘point of access’? Does this mean any health 
care service? The journey between point of access and 
disclosure assumes that services feel able to explore 

We use point of access as engagement with healthcare 
services at or soon after disclosure. 
 

https://www.gov.scot/publications/honouring-lived-experience-chief-medical-officers-taskforce-improve-services-victims/pages/2/
https://www.gov.scot/publications/honouring-lived-experience-chief-medical-officers-taskforce-improve-services-victims/pages/2/
https://www.nes.scot.nhs.uk/
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and encourage disclosures. Whilst there is routine 
enquiry training in some health care services around 

disclosure the focus is on domestic abuse often with 
closed questions about feeling safe with your current 
partner rather than wider risk. Many workers feel unsure 

and lacking in confidence about proactively exploring 
presentations and dealing with disclosure, including 

GP's who are often the gateway to other services. We 
have had numerous reports from survivors around their 
engagement with GPs and health professionals where 

the first response was to call the Police, without consent. 

Workforce training is out of scope of the clinical pathway.  The 
terms of reference of the Workforce and Training Subgroup are 

to identify and support the training needs of sexual offences 
examiners.  The trauma informed training needs of the wider 
health and social care workforce will be informed by the 

‘Transforming Psychological Trauma: A Knowledge and Skills 
Framework for The Scottish Workforce’ strategy.  The Clinical 

Pathways Subgroup have developed guidance for staff in other 
services (such as primary care and A&E), who may be the first 
point of disclosure for someone who has experienced rape or 

sexual assault, to ensure that those professionals can provide a 
trauma informed response and signposting as appropriate to 

the relevant services. This was included in the package of 
resources produced in November 2020. 

18  

Aside from having a forensic examination or not / 

choosing the gender of the examiner -what are their 
choices? – this could be clearer – can dates, times, 
places etc be options, choice about these aspects is 

frequently very limited and therefore the pathway 
possibly needs to be more explicit / upfront about which 

elements can attract a choice or the limitations of them 

The agreed national model is underpinned by published HIS 

Standards for Healthcare and Forensic Medical Services for 
People who have Experienced Rape, Sexual Assault or Child 
Sexual Abuse which set out the requirements in terms of time 

and place that forensic medical examinations should be carried 
out.  The standards are clear about the need to deliver an 

improved gender balance among the clinical professionals who 
provide these services.  All NHS Boards have increased 
capacity to provide a forensically trained nurse during the 

forensic medical examination.  An initiative to develop the role 
of nurse sexual offences examiner in Scotland, to deliver on 
gender balance in the workforce, has been approved and work 

to progress is currently underway. 
 

Choices of location and time of examination will vary depending 
on individual circumstances and service configuration in each 
Board.  However, the available options should be discussed 

with individuals at the point of initial contact with the specialist 
service. 

https://www.nes.scot.nhs.uk/media/3983113/NationalTraumaTrainingFramework-execsummary-web.pdf
https://www.nes.scot.nhs.uk/media/3983113/NationalTraumaTrainingFramework-execsummary-web.pdf
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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19  

The analysis of Gender Based Violence (2.1 P11) is 
welcome. However there is no mention of organised or 

ritual abuse in the Pathway. Nor is there any mention of 
how perpetrators of sexual violence operate. The focus 
through-out is on the victim’s lifestyle etc. Encouraging 

professionals to consider the methods used by 
perpetrators instead would equip them with a more in-

depth understanding of the patient’s needs, the impact 
of the trauma and the difficulties the patient may be 
experiencing 

Training of staff includes information on how perpetrators may 
groom and other wise identify victims. 

20  

It has the potential to be person centred but depends 
really on the delivery by the personnel involved. The 
narrative makes clear what a trauma informed approach 

should look like, and that survivors should be given 
meaningful choice about who they engage with, e.g. 

whether they report to the Police, and whether they can 
access a female examiner, but the manner and 
approach of the people at key points within the pathway 

determine whether this is meaningfully done and that 
people don’t feel under pressure to report or engage 

with the Police or specific services. 

Workforce training is out of scope of the clinical pathway.  
However, the Workforce and Training Subgroup have reviewed 
the  “Essentials In Sexual Offence Forensic Medical 

Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland and are 

reassured that there is a strong emphasis on trauma informed 
principles and the importance of trauma informed practice at 
each stage of the victim’s journey. 

21  

It states that ‘pathway choices are offered and 
supported throughout with informed choice and 

consent’.  This is a vital step and important for health 
boards to consider who is doing this.  Even with the brief 

guidance at the back of this document it is highly 
unlikely that a GP/generic health worker would be able 
to meaningfully talk through with someone about the 

options around reporting to the Police and the criminal 
justice process.  This requires criminal justice 

knowledge not just health care, and will not be 
adequately covered by the information on the justice 
process within this document. Hopefully the multiagency 

work would enable a next step which would then enable 

Information about the criminal justice process is included in the 
pathway document, as well as links to resources provided by 

Rape Crisis Scotland. The section on trauma support has been 
updated in the revised pathway.  
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this, as opposed to assuming generic first responders 
have this. This is an ideal role for Rape Crisis Advocacy 

workers and the Rape Crisis Scotland Helpline who 
have the specialist support and criminal justice 
knowledge to support this process. 

From there it notes that ‘trauma support is established’ 
but it is not clear what this means. Does this mean by 

doing the above that this is in place or that this is 
something separate.  Important that health boards 
consider how this is done and by whom. 

We agree that these are all key steps which should be in 
place, however these need to be meaningfully done in 

order for it to be fully person centred and trauma 
informed.  

22  

On paper & in theory the pathway is person centred. 

However in practice the extent to which it is person-
centred will hinge on staff training and approach. As an 
example - routine enquiry has been in place for 

considerable time and emphasises the person-centred 
nature of the approach & response to disclosures. 

Nevertheless we regularly hear from survivors that they 
feel 'shut down' or their experience minimised and that 
they feel sometimes that the staff member is asking 

because s/he has to and in fact is not overly keen on 
hearing & responding to the survivor's response.  
In addition, it could give more emphasis to the centrality 

of the survivor being entirely in control of whether or not 
a police report is made. Again our experience is that 

staff often subtly (and sometimes not so subtly) 
'encourage' a survivor to report.  

Workforce training is out of scope of the clinical pathway.  

However, the Workforce and Training Subgroup have reviewed 
the  “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents)” 

course delivered by NHS Education Scotland and are 
reassured that there is a strong emphasis on trauma informed 

principles and the importance of trauma informed practice at 
each stage of the victim’s journey. 

23  

The Pathway was judged to be excellent and would 
facilitate a person-centred response at the point of 
entering the pathway for forensic medical examination.   

Noted. 
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24  

Although the Pathway is intended to be multiagency, the 

pathway could be strengthened by explicit reference to, 
and guidance for, alternative frontline services that could 
expect first disclosure e.g. primary care, accident and 

emergency, sexual health.  Such an approach would 
underpin that the Pathway can be enacted in various 

settings and is not a specialist pathway solely for those 
presenting to forensic medical services.   

This Pathway is primarily a guide for professionals working in 

specialist forensic services. The Clinical Pathways Subgroup 
have developed guidance for staff in other services (such as 
primary care and A&E), who may be the first point of disclosure 

for someone who has experienced rape or sexual assault, to 
ensure that those professionals can provide a trauma informed 

response and signposting as appropriate to the relevant 
services. This was included in the package of resources 
produced in November 2020. 

 

25  

The recommended option for service delivery is a multi-

agency coordinated service.  This seems to focus more 
on the needs of the service than the needs of patients.  
It seems like a lazy way of improving services.  The 

options appraisal event, responsible for making this 
decision supposedly was based around “honouring 

those with lived experience.”  However of 51 participants 
only 5 were there in the capacity of service user.  
Additionally there was only 2 workers who support 

survivors in the voluntary sector.  The majority of 
participants were NHS employees, or employees of 

other statutory services.  The only representation of 
survivor’s voices in the presentation was a video of one 
service user, and a summary of a questionnaire 

completed by services users who use one service, not 
representative.  It is claimed that this model of service 

delivery ensures organisations “can deliver the highest 
quality or care, treatment and support to survivors.”  
There is nothing to support this claim, in fact from 

experience, small independent specialised services 
provide the highest quality support, in line with person 

centred approach which is in danger of being lost in a 
multi-agency coordinated service. When a service tries 

The outcomes from the options appraisal report were shared 

widely with stakeholders and feedback has been positive.  All 
NHS Boards have set up multi-agency groups to oversee 
service improvement plans within their area.  Local partnerships 

with small independent and third sector organisations are 
recognised as good practice and the Clinical Pathways 

Subgroup recognises quality of services that these partnerships 
provide. 
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to do everything they are sacrificing quality, as no 
service can specialize in everything. 

26  

The idea that it is possible to access a service for 

healthcare and or a forensic examination without being 
triggered doesn't show an understanding of trauma 

(2.2.1 p12.) The notion that a patient should be able to 
undergo any examination without feeling triggered 
undermines the Pathway rightly attempting to 

acknowledge the impact of trauma 

Wording in section 2.3 has been updated to be consistent with 

other documents around trauma triggers. 

27  

The pathway has given consideration to the sensitive 

circumstances under which an examination would be 
required and the potential for re-traumatising the patient. 

Noted.   

28  

It would be helpful if recognition could be given to 

accessibility issues that may prevent individuals from 
attending services both for examination and follow up 
service, this may include the cost of travel to individuals 

and access to travel. The new revised regional proposal 
which details a hub and spoke model of delivery may 

help with some of the accessibility issues by providing a 
service which limits travel for individuals. 

The implementation of the Pathway will be for local 

determination.  The national model aims to deliver a multi-
agency approach which is delivered as locally as possible, 
including forensic medical examinations and follow up care and 

support.  All NHS Boards have local improvement plans in 
place to improve access to high quality care and support, 

including forensic medical examinations and through care. 

29  

Although it should perhaps reflect more information 

around the needs of the person with a learning disabili ty 
in terms of reasonable adjustments / accessible 

information and how this could be supportive through 
the process.  

This section of the Pathway has been updated following 

engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 

 

30  

 The pathway would be strengthened if there was the 
opportunity within the pathway to gather feedback from 

survivors who may use any new services as a result of 
the pathway?  Therefore any new resource should have 
a strong evaluation and feedback loop, to allow 

survivors to be part of the process.  The Forensic 
Standards should also have some performance 

indicators that reflect feedback from survivors. 

The Healthcare Improvement Scotland Standards for 
Healthcare and Forensic Medical Services for People who have 

Experienced Rape, Sexual Assault or Child Sexual Abuse, 
Standard 1 (leadership and governance) outline that people 
should know how to provide feedback, including what to do if 

they wish to make a complaint or provide feedback about the 
service or facilities they have experienced. It is the 

responsibility for individual NHS Boards to offer this opportunity.   

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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31  

The pathway itself is person centred.  Key to providing a 
person centred service, however, is the understanding 

of the individuals delivering the services within it.  
Training is vital to ensure understanding and a 
consistent level of service, irrespective of the point at 

which individuals enter the pathway and the first service 
provider they come into contact with. 

Workforce training is out of scope of the clinical pathway.  The 
terms of reference of the Workforce and Training Subgroup 

note that the group aims to ‘identify and support the training 
needs of sexual offences examiners’.  The training needs of the 
wider health and social care workforce will be the responsibility 

of individual Health Boards and will be informed by the 
‘Transforming Psychological Trauma: A Skills and Knowledge 

Framework for The Scottish Workforce’ strategy.   

32  

In theory the pathway has the potential to be person-
centred but it depends on who is involved at the various 

stages.  Survivors need to have choices about what 
route to take i.e. to report or not to report, to have a 
choice about what services they are referred on to etc.  

Survivors must be provided with the correct information 
to make informed choices in their own time.   

Noted. 

33  

On paper the pathway looks as though it has certainly 
been designed to be person-centred.  As with any such 
guidance, being person-centred in practice will be 

dependent upon the appropriate resourcing being 
invested in training professionals and ensuring that the 

response services have the ability to deliver upon what 
is contained within the pathway.  (E.g. the way in which 
the pathway is communicated, use of language, access 

to female examiners). Our feedback from women 
affected by sexual violence has noted that some report 

an experience very similar to the pathways document, 
whilst others feel that options were not explained and 
that the trauma they had recently been through was not 

responded to in a meaningful way. The pathway does 
indicate the approach to be taken and with the right 

resources could be embedded in a very person-centred 
way.  

Noted. 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
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34  

It has the potential to be person centred but depends 
really on the delivery by the personnel involved. The 

narrative makes clear what a trauma informed approach 
should look like, and that survivors should be given 
meaningful choice about who they engage with, e.g. 

whether they report to the Police, and whether they can 
access a female examiner, but the manner and 

approach of the people at key points within the pathway 
determine whether this is meaningfully done and that 
people don’t feel under pressure to report or engage 

with the Police or specific services. 

The accredited “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents)” 

course delivered by NHS Education Scotland, is a requirement 
for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. It 

has a strong emphasis on trauma informed principles and the 
importance of trauma informed practice at each stage of the 

victim’s journey. This training is also available to nurses 
involved in the provision of care to victims of sexual crime. 
 

Workforce training is out of scope of the clinical pathway. The 
terms of reference of the Workforce and Training Subgroup 

note that the group aims to ‘identify and support the training 
needs of sexual assault examiners’. The training needs of the 
wider health and social care workforce will be the responsibility 

of individual Health Boards and informed by the ‘Transforming 
Psychological Trauma: A Skills and Knowledge Framework for 

The Scottish Workforce’ strategy.   

35  

Delivery depends very much on the training, 
understanding and experience of the personnel 

involved. It also depends on whether the services and 
logistics are in place to ensure that there are female 

examiners available for everyone, that people do not 
have lengthy waits where they are unable to wash, and 
that their access needs are considered. 

The biggest re-traumatiser and current barrier to 
forensic engagement which survivors consistently 

identify to us is the lack of female examiners. Having to 
wait unwashed for 12 hours to see a female examiner, 
or have immediate access to an examination by a male 

is not a meaningful choice and is one which will result in 
more traumatisation. 

 

The agreed national model is underpinned by published 
Healthcare which are clear about the need to deliver an 

improved gender balance within the clinical professionals who 
provide these services.  An initiative to develop the role of 

nurse sexual offences examiner in Scotland, to deliver on 
gender balance in the workforce, has been approved and work 
to progress is currently underway. 

 
The provision of sexual health advice to victims is included 

explicitly in the Pathway. 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
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Additionally, a survivor has reported to our rape crisis 
centre that during her forensic examination she wasn't 

given any sexual health advice by the forensic physician 
and she was left to her means to get that advice and 
assistance. Survivors shouldn't have to ask for that 

advice and also some may not be aware that they can or 
need such advice particularly those from migrant 

backgrounds and those who are generally denied NHS 
services due to their immigration status. 

36  

I am a trans woman with lived experience of being a 

victim of sexual assault unfortunately and I can state for 
this failed SNP government right now that that pathway 
is not just not person centred it has the capacity to be 

completely reckless, selfish and lethal. 
 

It is also prejudicial and ill informed. 
 
A pathway that recommends even occasionally the 

murder of an unborn human child is a pathway not to 
justice or care but to injustice and harm it is not just the 

religious but medical experts of no religion with serious 
ethical objections based on the Hippocratic oath that 
share the same sentiment as well. 

 
The government would do well to take those concerns 
into very careful consideration. 

The Scottish Government believes all women in Scotland 

should have access to clinically safe and legal abortion 
services, within the limits that are currently set down in law, 
should they require it. It is our view that abortion care should be 

part of standard healthcare provisions, free from stigma. All 
persons should be supported and free to reach their own 

decision on whether or not to have an abortion. 

37  

The wishes of the individual are taken into consideration 
at every point and consent is sought before each 

intervention. Individuals can say no to any services 
offered.  

Noted. 

38  

There is no verification that treatment might have been 

offered. The victim is just identified as having suffered 
from trauma. This puts medical professionals and police 

The Pathway outlines what treatment is available and which 

referrals to supportive agencies may be made. 
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in a position of immense power over the victim who 
consequently might be at threat from losing their house 

or job.  Vulnerable adults in Scotland have no protection 
to stand up to the psychiatric drug therapy system. The 
form spells the end of a person's useful role in society. 

The associated national form that will be completed by 
examiners has space where the treatment and support offered 

to a victim is noted. 

39  

Although the consultation paper refers to the longer-term 
consequences of sexual assault and rape, the clinical 

pathway focuses almost exclusively on management of 
disclosure of very recent trauma.  Although it refers to 
The National Trauma Training Framework, the pathway 

lacks detail regarding people who delay disclosure, 
which is more frequent with the presentation overall and 

also in Mental Health/Addictions services where the 
initial presentation is usually seen with the long-term 
consequences of trauma.   

The clinical pathway is primarily for those who disclose acute 
rape or sexual assault.  This has been highlighted further in the 

pathway document.  Information has been added to the 
pathway introduction about sources of support for those who 
delay disclosure.   

40  

Up to a point --not enough emphasis on trauma 

Very short-term approach taken --this should be made 
clearer;  
some people don't disclose for many years; this should 

be recognised 

The clinical pathway is primarily for those who disclose acute 

rape or sexual assault.  This has been highlighted further in the 
pathway document.  Information has been added to the 
pathway introduction about sources of support for those who 

delay disclosure.   

41  

We fully support the need for responsive and trauma 

informed services and welcome the level of 
understanding shown in the document in terms of the 
short and longer term impact of trauma on an individual 

and how services and responses can best meet their 
needs. 

Noted. 

42  

The pathway should reflect expectations on staff re: 

learning & development and knowledge of trauma, 
including how to manage it (e.g. grounding techniques). 

The accredited “Essentials In Sexual Offence Forensic Medical 

Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland, is a requirement 

for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. It 
has a strong emphasis on trauma informed principles and the 

importance of trauma informed practice at each stage of the 
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victim’s journey. The course focuses on a trauma-informed 
approach to clinical management, forensic examination, 

evidence collection, documentation and preparation for 
presentation of evidence in a Scottish Court.  This training is 
also available to nurses involved in the provision of care to 

victims of sexual crime. 
 

The terms of reference of the Workforce and Training Subgroup 
note that the group aims to ‘identify and support the training 
needs of sexual assault examiners’.  The training needs of the 

wider health and social care workforce will be the responsibility 
of individual Health Boards and Local Authorities and will be 

informed by the ‘Transforming Psychological Trauma: A Skills 
and Knowledge Framework for The Scottish Workforce’ 
strategy. 

43  

The examples given in the response to q1 are also 
pertinent here e.g. it could be traumatising to feel one's 

experience has been minimised or that one is being held 
culpable to any degree for being raped or assaulted. 

The Clinical Pathways Subgroup agreed that there is a skill to 
asking clinically relevant questions in a non-judgemental way 

by framing the questions as relevant to health care.  
Practitioners will be supported to strike a balance between 
trauma-informed practice and clinical relevance as these skills 

are part of standard training provided by NHS Education for 
Scotland and maintained through personal development.   

44  

The pathway incorporates a range of trauma-conscious 

measures, including choice of sex of examiner, careful 
explanation and consent at each stage of the process as 

well as a range of additional necessary measures like 
limiting the number of people present, appropriate 
screening, etc.  

Noted. 

 
 

 

45  

An area for further consideration is the complex issue of 

transgender forensic examiners. This is a legal and 
sensitive area that must be clarified in terms of true 
options for the patient. E.g. Male and female victims 

almost universally prefer to be examined by a female 

In the consultation on the draft Gender Recognition (Scotland) 

Bill, which closed in March 2020, the Scottish Government: 

 Referred to the general occupational requirement (GOR) 
exception in the Equality Act 2010. 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/
https://www.nes.scot.nhs.uk/
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examiner. If the FME has declared gender identity under 

the current proposals by SG this is not legally shareable 
but may be distressing to victims when they come face 
to face with a transgender individual in that environment.  

 Noted some suggestions that section 22 of the Gender 

Recognition Act 2004, on prohibition on disclosure of 
information, might make it harder to use the GOR exception. 

 Noted that the SG would consider if further exceptions need 

to be added to section 22 of the GRA and if guidance should 
be issued on section 22.  

 The draft Bill on which SG consulted did not make any 
changes to the Equality Act 2010. 

 That consultation was clear that further guidance from the 
UK Government on the operation of the single sex 
exceptions could be helpful. 

 On 1 April 2020 the Minister for Parliamentary Business 
informed Parliament that in light of the on-going impact of 

COVID-19, work on a number of planned government bills 
has been halted. 

 As a result, the Scottish Government will not bring forward a 
Bill to reform the gender recognition process before the next 
Scottish Parliamentary elections in May 2021.  

 SG will complete the work of analysing the responses to the 
consultation on the draft Bill.   

 However, no timetable can be provided at this stage as 
SG’s focus must be on dealing with the COVID-19 

pandemic. 

46  

The key points supporting the pathway indicate that 
cognisance should be given to any cultural and 
individual health care needs in order to reduce any 

trauma; it would be helpful if this informed any training 
for both examiners and chaperones. The pathway refers 

to the offer of a psychosocial risk assessment to include 
the Safe Lives Risk Identification Checklist (RIC) where 
domestic abuse has been indicated, it may be helpful to 

know who would be responsible for sharing the 
information from the RIC with other agencies. This is 

The person who is responsible for sharing the information is 
usually the clinician collecting the information.  Local processes 
may vary, as in some NHS Boards this task will be delegated to 

another staff member during day time hours. 
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important to reducing any further trauma to the individual 
if the assault has been perpetrated by an intimate 

partner. 

47  

Within section 8.2.1 which details areas which may 

affect capacity or ability to consent reference is made to 
not using family members, friends or partners of the 

individual this should also be referred to in section 7.2.3. 
This section of the guidance refers to local pathways 
being in place for the use of interpretation services, 

reference should be made to ensuring that 
family/community members are not used as interpreters 

to minimize any additional trauma to the individual.  

Policies and procedures regarding use of interpreters are in 

place at NHS Board level. 

48  

The whole document does show an understanding of 
trauma but as discussed at 1, the pathway is an 

important means to an end but requires individuals 
operating the pathway and their practice to be fully 
trauma informed. 

The accredited “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents)” 

course delivered by NHS Education Scotland, is a requirement 
for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. It 

has a strong emphasis on trauma informed principles and the 
importance of trauma informed practice at each stage of the 

victim’s journey. The course focuses on a trauma-informed 
approach to clinical management, forensic examination, 
evidence collection, documentation and preparation for 

presentation of evidence in a Scottish Court. The clinical 
pathway now includes the required level of trauma training for 
key roles. 

This training is also available to nurses involved in the provision 
of care to victims of sexual crime. 

 
The terms of reference of the Workforce and Training Subgroup 
note that the group aims to ‘identify and support the training 

needs of sexual assault examiners’. The training needs of the 
wider health and social care workforce will be the responsibility 

of individual Health Boards and will be informed by the 
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‘Transforming Psychological Trauma: A Skills and Knowledge 
Framework for The Scottish Workforce’ strategy. 

49  

The pathway diagram, Page 24, also requires some 

further development as, in reality, this may be the only 
element of the document that busy professionals refer 

to. 

The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 

experienced rape or sexual assault, to ensure that those 
professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 

included in the package of resources launched in November 
2020. 

50  

To deliver the pathway, the standards referred to in the 
standards document published in December 2017 in 

relation to leadership, training, female medical 
examiners and crucially facilities must be in place.   

Noted. 

51  

The content of the document makes this clear however, 
whether this becomes a reality very much depends on 
the people/organisations that the survivor has contact 

with.  The professionals need to have had the 
appropriate training and have a deep understanding of 

the impact of sexual violence. Survivors need to be 
offered impartial support during the pathway. 

The accredited “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland, is a requirement 

for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. It 

has a strong emphasis on trauma informed principles and the 
importance of trauma informed practice at each stage of the 
victim’s journey. The course focuses on a trauma-informed 

approach to clinical management, forensic examination, 
evidence collection, documentation and preparation for 

presentation of evidence in a Scottish Court. This training is 
also available to nurses involved in the provision of care to 
victims of sexual crime. 

 
The Advanced Forensic Practice postgraduate course, 

accredited by the Faculty of Forensic & Legal Medicine and 
certified by the United Kingdom Association of Forensic Nurses 
Advanced Standards in Education and Training within forensic 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
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practice, currently being developed at Queen Margaret 
University will provide nurses and doctors with the opportunity 

to further develop their skills. Continued professional 
development for doctors can be accessed through NHS for 
Education Scotland.    

 
The terms of reference of the Workforce and Training Subgroup 

note that the group aims to ‘identify and support the training 
needs of sexual assault examiners’. The training needs of the 
wider health and social care workforce will be the responsibility 

of individual Health Boards and  informed by the ‘Transforming 
Psychological Trauma: A Skills and Knowledge Framework for 

The Scottish Workforce’ strategy. 

52  

Having the choice of gender of the forensic examiner is 

key, in our experience survivors prefer female 
examiners.  Forensic examinations must be carried out 

in a timely manner as long delays can cause further 
trauma.  There should be a consistent provision across 
the whole of Scotland and this is a challenge in rural 

areas.  To minimise delays, if survivors are offered the 
option to be examined by a male examiner and do this 

rather than waiting for a female examiner to be 
available, this is not a free choice and can lead to more 
traumatisation.  

Workforce planning is out of scope of the national clinical 

pathway.  Being able to offer a choice of the sex of examiner 
involved in an individual's care is a key priority for the Taskforce 

and an important aspect of the HIS Standards for Healthcare 
and Forensic Medical Services for People who have 
Experienced Rape, Sexual Assault or Child Sexual Abuse: 

Children, Young People and Adults. 
 

Taskforce funding has been provided to NHS Education for 
Scotland to train more doctors to carry out forensic medical 
examinations, with a view to increasing the number of females 

who are available to undertake this work. Funding will also be 
available in 2020/21 to train more doctors and nurses involved 

in the delivery of this service. An initiative to develop the role of 
nurse sexual offences examiner in Scotland, to deliver on the 
gender balance in the workforce, has been approved and work 

to progress is currently underway.  

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
https://www.nes.scot.nhs.uk/
https://www.nes.scot.nhs.uk/
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53  

Access to a female forensic examiner isn’t currently 
possible in our area and continues to be a difficulty for 

women going through forensic examinations.  

Workforce planning is out of scope of the national clinical 
pathway. Being able to offer a choice of the sex of examiner 

involved in an individual's care is a key priority for the Taskforce 
and an important aspect of the HIS Standards for Healthcare 
and Forensic Medical Services for People who have 

Experienced Rape, Sexual Assault or Child Sexual Abuse: 
Children, Young People and Adults. Taskforce funding has 

been provided to NHS Education Scotland to train more doctors 
in sexual offence examinations with a view to increasing the 
number of female doctors who are available to undertake this 

work. Funding will also be available in 2020/21 to train more 
doctors and nurses involved in the delivery of this service.   

 
An initiative to develop the role of nurse sexual offences 
examiner in Scotland, to deliver on the gender balance in the 

workforce, has been approved and work to progress is currently 
underway.   

54  

We have mixed feedback from survivors.  Some 
highlight excellent initial responses, with professionals 

being extremely supportive and taking everything at an 
individual’s pace. Others reported feeling rushed and the 

focus being heavily on reporting which made them feel 
as though their supporter “only cared about the law 
side”. 

 
The following booklet was designed for professionals 

carers supporting people affected by CSA or child 
sexual exploitation - it's content may be helpful for some 
practitioners.   

http://www.pkc.gov.uk/media/43394/Perth-and-Kinross-
Trauma-Informed-Practice-Guidance-for-Practitioners-

December-2018-
/pdf/PK_Trauma_Informed_Practice_Guidance_for_Prof
essionals_Dec_2018.pdf?m=636808067866230000 

Careful use of person-centred, trauma-informed language is 
central to not re-traumatising the individual in the care of 

clinicians. Skilled training for nurses can be provided through 
the relevant Queen Margaret University postgraduate course in 

advanced forensic practice and via NHS Education for Scotland 
and the Faculty of Forensic and Legal Medicine in the case of 
medical practitioners.  

 

http://www.pkc.gov.uk/media/43394/Perth-and-Kinross-Trauma-Informed-Practice-Guidance-for-Practitioners-December-2018-/pdf/PK_Trauma_Informed_Practice_Guidance_for_Professionals_Dec_2018.pdf?m=636808067866230000
http://www.pkc.gov.uk/media/43394/Perth-and-Kinross-Trauma-Informed-Practice-Guidance-for-Practitioners-December-2018-/pdf/PK_Trauma_Informed_Practice_Guidance_for_Professionals_Dec_2018.pdf?m=636808067866230000
http://www.pkc.gov.uk/media/43394/Perth-and-Kinross-Trauma-Informed-Practice-Guidance-for-Practitioners-December-2018-/pdf/PK_Trauma_Informed_Practice_Guidance_for_Professionals_Dec_2018.pdf?m=636808067866230000
http://www.pkc.gov.uk/media/43394/Perth-and-Kinross-Trauma-Informed-Practice-Guidance-for-Practitioners-December-2018-/pdf/PK_Trauma_Informed_Practice_Guidance_for_Professionals_Dec_2018.pdf?m=636808067866230000
http://www.pkc.gov.uk/media/43394/Perth-and-Kinross-Trauma-Informed-Practice-Guidance-for-Practitioners-December-2018-/pdf/PK_Trauma_Informed_Practice_Guidance_for_Professionals_Dec_2018.pdf?m=636808067866230000
https://www.nes.scot.nhs.uk/
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55  

Abortion is one of the most traumatic actions a woman 
can ever submit herself to, to recommend she kills an 

innocent child for the crimes of a criminal causes her 
more trauma on top of her rape not less. 

The Scottish Government believes all women in Scotland 
should have access to clinically safe and legal abortion 

services, within the limits that are currently set down in law, 
should they require it. It is our view that abortion care should be 
part of standard healthcare provisions, free from stigma. All 

persons should be supported and free to reach their own 
decision on whether or not to have an abortion. 

56  

The pathway is easy to navigate however the booklet is 

not.  I would recommend an online version with 
hyperlinks making it easier and streamlined to navigate.   

It’s important to be professional at all times, even when 
we don't know the answer or need clarification about 
process.  

Further work on the national form has been carried out to make 

it more accessible. 
 

The Quality Improvement Subgroup of the CMO Taskforce is 
currently working to introduce a national Clinical IT system for 
Forensic Medical Services in Scotland and following 

implementation, the National Form will be accessed 
electronically.  

57  
It’s a large document.  Large documents put people off 
reading them. Perhaps a shortened version akin to the 
SIGN guidelines Scotland format would be of benefit. 

A summary diagram is available in section 4 of the Clinical 
Pathway.    

58  The guidance is clear and concise.   Noted. 

59  
I am sure the pathway is very easy for well-paid medical 
staff, police and social workers etc. to use. 

Noted. 
 

60  

We believe that the pathway should be interactive in 

format with each box in the flow chart having links to the 
relevant sections.  For it to be useful to staff there needs 

to be a way of getting the relevant information and 
expectations at each stage. 

Hyperlinks have been added to the contents page and within 

the flow chart, references have been made to the relevant page 
numbers in the Pathway. 

 

61  

It's not clear what the point of access is - could it be any 
NHS service for example? Again the emphasis needs to 
be on training in dealing sensitively & appropriately with 

disclosures. Similarly the survivor having genuine choice 
in whether or not to report to police is crucial and will 

require staff to have knowledge of the CJS in practice as 
opposed simply to the helpful but very broad outline at 

As survivors may disclose to a range of practitioners, it is 
important that NHS Boards provide and publicise information 
about the criminal justice system.   

 
The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 
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the back of the document of what happens where & by 
when. Staff time to have these discussions is important - 

how will a GP deal with a disclosure during a 7 minute 
consultation for example? 
We would suggest that an independent specialist trained 

advocate (eg as provided by the national advocacy 
project) would be a far better person to support a full 

and open discussion of a person's options and the 
implications of these. 

experienced rape or sexual assault, to ensure that those 
professionals can provide a trauma informed response and 

signposting as appropriate to the relevant services. This was 
included in the package of resources produced in November 
2020. 

 
Individual Boards will develop their service models to ensure 

HIS Standards for Healthcare and Forensic Medical Services 
for People who have Experienced Rape, Sexual Assault or 
Child Sexual Abuse: Children, Young People and Adults are 

met.   

62  

The document is understandably lengthy and whilst this 
is not designed to be read cover to cover, it appears to 

have content in it that are not pertinent to a clinical 
pathway, such as summary background, etc (up to page 

24). These would benefit from being reviewed, removing 
excess content and creating reference appendices to 
make it more user-friendly in the field. 

 
Further, the document would benefit from diagrams and 

pathway flowcharts, etc in visual format being in the 
initial sections for ease of reference.  

The Clinical Pathways Subgroup has reformatted the document 
in a way that is more user-friendly and removed some of the 

background information. 

63  

In the main, the pathway is easy to navigate however it 

was commented on that it was lengthy but relevant and 
some flowcharts may be helpful. 

A summary diagram is available in section 4 of the Clinical 

Pathway.  

64  
Depends who reads it and their level of understanding. 

A bullet point aide memoire might be helpful. 

A summary diagram is available in section 4 of the Clinical 

Pathway. 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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65  

Survivors need to know how they access the pathway, 
this is unclear from form the document. The document 

suggests that it could be a GP or an NHS healthcare 
professional? This would mean that every GP/or NHS 
health professional would need to understand the 

pathway in detail, have in-depth Criminal Justice 
knowledge and understand the system. They would also 

require to have the appropriate training to deal with the 
disclosure sensitively and appropriately, listen to the 
survivor views and not apply pressure on them to report 

to the Police. The pathway must support survivors in an 
informed way and seek their consent for any action 

taken. This role would be well suited to a Rape Crisis 
Support & Advocacy Worker, they are specialist workers 
who have in-depth knowledge of the criminal justice 

process. 

This pathway describes the process a person should take 
through specialist forensic medical services. The Clinical 

Pathways Subgroup have developed guidance for staff in other 
services (such as primary care and A&E), who may be the first 
point of disclosure for someone who has experienced rape or 

sexual assault, to ensure that those professionals can provide a 
trauma informed response and signposting as appropriate to 

the relevant services. This was included in the package of 
resources produced in November 2020. 

66  

The steps outlined by the pathway are all appropriate 
and will be beneficial for survivors who have 
experienced sexual violence.  However, for these to be 

carried out in way that is trauma informed and person-
centred they need to be carried out in a meaningful way 

that improves the survivors experience and gives them 
choice.  

Noted. 

67  

The pathway feels unclear at the beginning. We are 

unclear about who or what is the point of access. Also, 
the pathway choices – we are not clear that this guide 

offers professionals the level of knowledge required to 
be in a position to provide people with accurate 
information about both health and criminal justice 

options.  

The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 

experienced rape or sexual assault, to ensure that those 
professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 

included in the package of resources produced in November 
2020. 
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68  

The role of Rape Crisis Advocacy workers would be 

meaningful at this stage and could form part of the 
‘Trauma Support Established’ process. The role is there 
to ensure that individuals are fully aware of all options, 

what happens, when it happens etc.  

Noted. 

69  

Health boards would need to ensure that frontline 
practitioners are fully informed about the NHS Sexual 
Assault Service in their area. We have had a SARN 

service for a number of years but are aware of many 
healthcare professionals who do not know about the 

process.  Promotion of this has recently been widely 
circulated again and this will need embedded in to all 
training.  

Workforce training is out of scope of the clinical pathway. The 
terms of reference of the Workforce and Training Subgroup 
note that the group aims to ‘identify and support the training 

needs of sexual assault examiners’. The training needs of the 
wider health and social care workforce will be the responsibility 

of individual Health Boards and will be informed by the 
‘Transforming Psychological Trauma: A Skills and Knowledge 
Framework for The Scottish Workforce’ strategy.    

70  

As a remote and rural GP, I want to be assured that my 

patients who require forensic examination will have this 
performed not only as locally as possible (as specified in 
the document) but also by a professional whose 

evidence will stand scrutiny in court should this be 
required. GPs and other health professionals in my area 

strongly believe that people who have been assaulted 
should not be denied the services of a FME, and if none 
is available (as in my area) an FME should travel to the 

locality rather than the victim having to travel, whenever 
possible. 

The nationally agreed service model is focussed on the need to 

deliver a holistic and smooth pathway of care from forensic 
medical examinations to recovery. Individual Boards are 
responsible for ensuring that services are delivered as locally 

as possible to the necessary clinical and forensic standards. 
 

The accredited “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland is a requirement 

for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. 
The course focuses on a trauma-informed approach to clinical 

management, forensic examination, evidence collection, 
documentation and preparation for presentation of evidence in 

a Scottish Court. This training has also been made available to 
nurses involved in providing care to victims of sexual crimes. 
 

The Advanced Forensic Practice postgraduate course, 
accredited by the Faculty of Forensic & Legal Medicine and 

certified by the United Kingdom Association of Forensic Nurses 
Advanced Standards in Education and Training within forensic 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf


Consultation feedback report on the draft clinical pathway for adults who have experienced rape or sexual assault  
Section 1: General comments on the pathway 

29 
 

practice, currently being developed at Queen Margaret 
University will provide nurses and doctors with the opportunity 

to further develop their skills in trauma informed practice and 
court skills. Continued professional development for doctors 
can be accessed through NHS for Education Scotland.     

 
An initiative to develop the role of nurse sexual offence 

examiners in Scotland, aimed at building a multi-disciplinary 
workforce for the future, has been approved and work to 
progress it is currently underway.    

71  

Page 24: We recommend making it clearer that services 
can be offered without forensic examination, by linking 

the box covering “NHS assessment of sexual health 
risks and follow up arrangements” to the lower half of 
the adjacent box which covers emergency 

contraception, HIV and STI screening.  

The diagram has been amended in the revised pathway. 

72  

Long waiting times to be seen by support services, 
victims may believe they will be seen quickly 

Healthcare Improvement Scotland have developed standards 
and indicators which include waiting times - 

http://www.healthcareimprovementscotland.org/our_work/stand
ards_and_guidelines/stnds/sexual_assault_indicators.aspx.  

These waiting times may be considered during the 
development of a service specification, but are considered to be 
out of scope of the national clinical pathway.   

73  

There is a need to improve services for male victims of 
Childhood sexual abuse or sexual assault.  While the 

consultation paper does acknowledge that male 
survivors have particular difficulty disclosing that they 
have been victims, there are no suggestions as to how 

male survivors can be supported to discuss their 
experiences. 

The Pathway outlines the immediate healthcare and forensic 
medical response to rape and sexual assault; improving the 

support for disclosure of historic child sexual abuse is 
considered by the Clinical Pathways Subgroup to be out of 
scope for this pathway. NHS Boards are best placed to reduce 

inequality of access to services in their local area and engage 
with partners to support all survivors of rape and sexual assault. 

74  

Support for people who disclose many years after the 

sexual abuse occurred. Access to services for 

The Pathway outlines the immediate healthcare and forensic 

medical response to rape and sexual assault.  Although there 
may be overlap in provision of support services, the Pathway 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_indicators.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_indicators.aspx
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psychological support essential; a flexible and choice-full 
approach required 

does not aim to provide an outline of the national response for 
people who may disclose many years after having experienced 

abuse. The introduction has been amended to include 
information about support for those who disclose their 
experiences at a later date.   

75  

There is an assumption that NHS Boards will have a 
Sexual Assault service. In many small and Island boards 

this is unlikely to be a standalone service and maybe 
more of a virtual arrangement. 

The Taskforce recognises that small and island Boards will 
require a level of support from larger Boards within their region.  

There are collaborative models and support networks 
established already which provide forensic medical examination 
services for survivors and support to clinicians who are involved 

in providing treatment and care. 
 

Regional Planning groups will continue to strengthen the 
systems they have in place to further improve service quality 
and to enhance peer support for professional staff involved in 

delivering treatment and care in remote and island 
communities. 

76  

The early evidence section reads like it would be 
conducted by health professionals.  The initial evidence 

gathering by police (e.g. fingernail swabs) should also 
be reflected in the pathway at this point as well as in 

section 2. 

Police Scotland may gather evidence at the outset of the 
investigation using the early evidence kits. There may, 

however, also be circumstances where the health professional 
will use the early evidence kits to obtain evidence e.g. urine 

samples. Information on early evidence kits will be added to the 
guidance document for frontline practitioners.   

77  

It is not clear how the trauma support is established 

above and who is assisting the survivor to explore their 
options and choices. It could be interpreted that ‘trauma 

support established’ is in the manner of the health care 
worker such as the GP, and not something more robust 
and meaningful. Rape Crisis support & advocacy staff 

would be ideal for providing this, and the evidence noted 
in the evaluation below highlights how vital having this 

early access to specialist support and information is in 
navigating the justice process. The Rape Crisis national 

The Clinical Pathways subgroup has added a reference to the 

Rape Crisis National Advocacy Project evaluation report, 
although the pathway has been developed to recognise wider 

ongoing work on advocacy. Implementation of the pathway in 
each NHS board area will depend on local circumstances. 
 

Detail of how the pathway is implemented will depend on local 
circumstances. The possibility of third party information sharing 

for those who do not wish to report to Police Scotland is 
included in current training.  

https://www.rapecrisisscotland.org.uk/national-advocacy-project/
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helpline, which is currently open 6pm to midnight 
provides timely access to this support and information 

and could also play a key role but is limited currently to 
6pm to midnight. For both the Nation Advocacy Project 
and the national helpline there are some issues of 

capacity and additional funding would be required to 
ensure timeous specialist access.  

 
Engaging with the criminal justice process can be a 
daunting one and having early access to support & 

advocacy can be ‘life changing’ (according to the 
evaluation of the Rape Crisis National Advocacy 

Project’. https://www.sccjr.ac.uk/publications/evaluation-
of-the-rape-crisis-scotland-national-advocacy-project-
final-report-2018/) Having the support & advocacy option 

highlighted prior to Police engagement would enable 
informed choice about engagement. 

 
It is not clear about who would do the psychosocial 
needs assessment. Is this still the initial health care 

worker, or a further option? In the box at the bottom it 
references a number of agencies, but Rape Crisis, the 

only specialist national organisation working with 
survivors, is not listed amongst them, albeit listed later in 
the document. Health professionals can be wary of 

making referrals out with the NHS so without overt 
naming are unlikely to do so. The introduction to the 

document talks about multiagency and partnership, so 
this needs to be reflected in the pathway. Given the 
document is aimed at being used as required it may be 

when someone needs it they do not have time to read 
the whole document and will only refer to crucial key 

information so this should be listed here. Also it states 
‘offer a choice of services’. This could mean give a 

 
Subsequent to the consultation process for the adult clinical 

pathway, the Forensic Medical Services (Victims of Sexual 
Offences) (Scotland) Bill was introduced to the Scottish 
Parliament and is nearing its final legislative stage – Stage 3 - 

in the Scottish Parliament.  The Bill proposes a clear statutory 
duty for health boards to provide trauma-informed forensic 

medical services for victims and will provide for consistent 
access to self-referral so that a victim can access healthcare 
and request a forensic medical examination without first making 

a report to the police. The Bill will ensure that victims are 
informed about what will happen to any evidence taken from 

them and the circumstances under which it will be shared with 
the police.  
 

A Self-referral Subgroup of the CMO Taskforce was established 

in December 2019 and set up two Task and Finish Groups to 
develop key products. The Access to Services Task and Finish 
Group is looking at how people will contact self-referral 

services, as well as options for a national awareness raising 
campaign ahead of Bill commencement. A representative from 

the Scottish Police Authority (SPA) forensic services and NHS 
Tayside co-chair the National Protocol and Retention Task and 
Finish Group tasked with developing a robust protocol for 

health boards on how to maintain the “chain of evidence” in a 
way that meets the requirements of the Scottish criminal justice 

system. The adult clinical pathway will be updated to reflect any 
guidance / legislative changes that have a bearing on the 
pathway. 

 

https://www.sccjr.ac.uk/publications/evaluation-of-the-rape-crisis-scotland-national-advocacy-project-final-report-2018/
https://www.sccjr.ac.uk/publications/evaluation-of-the-rape-crisis-scotland-national-advocacy-project-final-report-2018/
https://www.sccjr.ac.uk/publications/evaluation-of-the-rape-crisis-scotland-national-advocacy-project-final-report-2018/
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leaflet with a number of organisations, but if many 
services have lengthy waiting lists this is not really a 

choice. Given p44 references immediately available 
there needs to be a review locally of what the capacity is 
to respond timeously.  

Also currently the pathway notes either people want to 
report or they don't. There is a further option of 

intelligence sharing.  Rape Crisis Scotland currently 
facilitates intelligence sharing with the Police through the 
online EPPIC system.  Is this something which could be 

considered for those who do not feel ready/able to 
engage? This could be explored, or at least referenced.  

This is an issue for consideration with Police Scotland.   

78  

There is not an NHS Sexual Assault Service in every 
locality and there is no alternative outlined in the 

pathway for a survivor who wishes forensics to be taken 
but does not (at that point at any rate) want to report to 
police. In these circumstances there may need to be a 

separate pathway at that point of the current pathway. 

Subsequent to the consultation process for the adult clinical 
pathway, the Forensic Medical Services (Victims of Sexual 

Offences) (Scotland) Bill was introduced to the Scottish 
Parliament and is nearing its final legislative stage – Stage 3 - 
in the Scottish Parliament.  The Bill proposes a clear statutory 

duty for health boards to provide trauma-informed forensic 
medical services for victims and will provide for consistent 

access to self-referral so that a victim can access healthcare 
and request a forensic medical examination without first making 
a report to the police. The Bill will ensure that victims are 

informed about what will happen to any evidence taken from 
them and the circumstances under which it will be shared with 
the police.  

A Self-referral Subgroup of the CMO Taskforce was established 
in December 2019 and set up two Task and Finish Groups to 

develop key products. Access to Services Task and Finish 
Group is looking at how people will contact self-referral 
services, as well as options for a national awareness raising 

campaign ahead of Bill commencement.  
A representative from the Scottish Police Authority (SPA) 

forensic services and NHS Tayside co-chair the National 
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Protocol and Retention Task and Finish Group tasked with 
developing a robust protocol for health boards on how to 

maintain the “chain of evidence” in a way that meets the 
requirements of the Scottish criminal justice system. The 
detailed protocol will set out detailed and robust requirements 

for the retention of forensic evidence, including what is stored, 
where and how. Processes will be put in place to ensure that 

the corroboration and secure retention of any evidence 
obtained will be admissible in any future criminal proceeding.   
The adult clinical pathway will be updated to reflect any 

guidance / legislative changes that have a bearing on the 
pathway. 

 

79  

It is astonishing that Rape Crisis type services are not 

specifically mentioned in the final box giving examples of 
follow-up care.  As the national specialist service (and in 

many areas the only specialist service) for survivors of 
sexual violence this is a significant omission. Again the 
need for training is highlighted as staff need to know 

what services are in their locality, what they provide, any 
waiting list info, etc. 

Rape Crisis Scotland is referenced in Section 9 of the Pathway 

in relation to follow up care. 
 

80  

Although the Pathway is intended to be multiagency, the 

pathway could be strengthened by explicit reference to, 
and guidance for, alternative frontline services that could 
expect first disclosure e.g. primary care, accident and 

emergency, sexual health. Such an approach would 
underpin that the Pathway can be enacted in various 

settings and is not a specialist pathway solely for those 
presenting to forensic medical services.   

The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 
experienced rape or sexual assault, to ensure that those 

professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 

included in the package of resources produced in November 
2020. 

81  

section 7.2.1 about the psychological risk assessment - 
it would be helpful to have further guidance and a 
relevant tool to use at various stages of the pathway - as 

mentioned the safe lives is only applicable if domestic 

Noted - the national form has been revised to ensure the flow is 
improved and there is minimal duplication. 
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violence is suspected and as we understand this will be 
covered by the police so there is a risk of revisiting 

information already gathered by them if this is not 
shared. A relevant tool that could be used immediately 
by the FME service and something that could be used 

as follow up in care coordination would be helpful  

82  

Child and adult protection are both covered within the 
document, but there is a gap regarding if the victim is a 

carer for an older adult/adult child with additional needs 
and thought given to ensure their safety and wellbeing 

whilst the person is engaged. 

Noted - 7.2.1 p46 under Assessment' a point has been added 
relating to the needs of other individuals the person cares for 

e.g. older adults. 

83  
More guidance could be given about the needs of 
people with a learning disability in terms of 

communication support 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant legislation and use of appropriate terminology. 

84  

The document does not highlight the sensitivities around 
careful but overt statements when touching a patient. 

When rape or sexual assault has occurred and a person 
is traumatised, it would be appropriate to ensure you 

clearly state ‘I will now place my hand on your upper 
thigh’ or whatever is required, to ensure they are 
informed about appropriate touch at all times but in a 

sensitive and gentle way. 

Careful use of person-centred, trauma-informed language is 
central to not re-traumatising the individual in the care of 

clinicians.  Skilled training for nurses can be provided through 
the relevant Queen Margaret University postgraduate course in 

advanced forensic practice and via NHS Education for Scotland 
and the Faculty of Forensic and Legal Medicine in the case of 
medical practitioners.  

 

85  

The document also refers to the Safe Lives Risk 

Indicator Checklist in terms of assessment of risk in 
domestic abuse circumstances.  This should refer 
instead to the Safe Lives DASH suite of assessment 

tools for a fuller picture of risk. 

Noted – the DASH risk indicator checklist has been included. 

 

86  

Engaging with the criminal justice process can be a 
daunting and access to support and advocacy can be 

life changing so it would be beneficial to identify who will 
deliver the trauma informed support and explicitly 
mention how Third Sector Specialist agencies can 

assist, locally and nationally, including, in relation to 

The Clinical Pathways Subgroup has added a reference to the 
Rape Crisis National Advocacy Project evaluation report, 

although the pathway has been developed to recognise wider 
ongoing work on advocacy. Implementation of the pathway in 
each NHS board area will depend on local circumstances. 

 

https://www.nes.scot.nhs.uk/
http://www.safelives.org.uk/node/516
https://www.rapecrisisscotland.org.uk/national-advocacy-project/
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support, advocacy, and help offered navigating the 
criminal justice system. We do however appreciate 

acknowledgement of the follow up care with a range of 
services including victim and advocacy agencies with a 
local determination. 

87  

The evidence base shows us that vulnerable groups are 
at greatest risk of assault and as such there should be a 

focus within the pathway to identify and support these 
groups e.g. people with learning and/or physical 
disability, Care Leavers, those suffering from modern 

slavery or trafficking, those working with commercial 
sexual exploitation , either formally or informally. These 

are groups we know are at increased risk and 
conversely also an underserved population. The 
pathway would benefit from additional guidance on how 

access can be increased for underserved groups. 
 

Furthermore, it may be helpful to indicate within the box 
which provides detail on immediate risk if there is a 
safety issue in relation to domestic violence that the 

concerns are assessed and arrangements made at the 
initial disclosure. 

Additional guidance has been added into the background 
section of the Pathway. 

88  

Although the pathway is primarily for health care 

professionals it may be the case that the initial 
disclosure or point of access may not be to someone in 

a healthcare professional, it may be helpful on 
ratification of the pathway that this is shared through the 
National Violence against Women network to ensure 

wider partners are familiar with the pathway. 

Noted. 

89  

Re Section 1.4 regarding inter-agency referral 

discussion, it may be helpful to expand on how long this 
discussion would take and how that would impact on the 
forensic examination being carried out. 

The timing and duration of the interagency referral discussion 

(IRD) is depending on the individual person. 
All agencies involved in the interagency referral discussion 
(Police Scotland, Social Services and Health Services) are 
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aware of the need to prioritise clinical and safety needs, while 
being aware of the need for timely forensic examination. 

90  

Reference to reasonable adjustments / accessible 

information and the use of an appropriate adult when 
supporting someone with a learning disability  

This section of the Pathway has been updated following 

engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 

91  

Mandatory signposting or referral to a local rape crisis 
centre or mental health service. More communication 
with survivors at all parts of the process 

Choice in the process is crucial to a trauma-informed approach; 
therefore, the Clinical Pathways Subgroup does not support 
mandatory referrals other than those required as part of Adult 

Support and Protection measures.  The Pathway includes 
enhanced follow up care for survivors with regard to 

coordination of healthcare needs. 

92  

There are gaps about where and who delivers certain 
aspects and how handover for example from one health 

board to another health board should take place. 

This feedback will be discussed with NHS Board Nominated 
Leads to establish the best way to ensure consistent practice in 

this area.  NHS Board Nominated Leads will lead discussion 
within their multi-agency groups to determine how best to 
progress these issues within their local area.   

93  

The pathway does not specifically name an organisation 
who will be providing the trauma informed support but 

reads as though it would be a NHS worker such as a GP 
or health care worker.  The pathway would be more 
meaningful and have a positive impact on survivors who 

have experienced sexual violence if the trauma informed 
support was provided by a Rape Crisis Support & 

Advocacy Worker.  The workers are specialist and it is 
evidence based that the support they offer has beneficial 
outcomes for survivors affected by sexual violence. 

Rape Crisis is the only national organisation providing 
specialist support but is not specifically named in this 

part of the document. There would need to be additional 
funding to increase resources and capacity to expand 
the provision of the National Support & Advocacy 

Project.  

The Clinical Pathways Subgroup has added a reference to the 
Rape Crisis National Advocacy Project evaluation report, 

although the pathway has been developed to recognise wider 
ongoing work on advocacy. Implementation of the Pathway in 
each NHS board area will depend on local circumstances. 

 

https://www.rapecrisisscotland.org.uk/national-advocacy-project/
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94  

As noted above, the inclusion of a pathway to a Rape 
Crisis Advocacy worker would address any gaps in 

knowledge which may occur.  Furthermore, the option to 
have 1 consistent supporter throughout the process is 
advantageous. A role which exists from point of 

disclosure through to any court proceedings and post-
court support if required. The decision to report can be 

incredibly daunting / overwhelming and national 
evaluation has evidenced the difference early 
engagement with this project can make.  

 
We note that Rape Crisis is not listed in the follow up 

care section at the bottom. However, the national 
helpline and the centres working across Scotland are 
dedicated specialist services for individuals following 

rape or sexual assault. We work very closely with Police 
and NHS and part of this work has been establishing the 

SARN and supporting individuals to access forensics 
without the need to report. It would be appropriate 
therefore for Rape Crisis Services to be referred to on 

the pathway.  

The Clinical Pathways Subgroup has added a reference to the 
Rape Crisis National Advocacy Project evaluation report, 

although the pathway has been developed to recognise wider 
ongoing work on advocacy. Implementation of the Pathway in 
each NHS board area will depend on local circumstances. 

 

95  

It would also be positive to make reference to BME, 

LGBTi services in the follow up care represented in the 
flowchart. This is reflective of the wider guidance which 
recognises the additional barriers faced by individuals 

from these groups who have experienced sexual 
violence.  

NHS Boards are best placed to reduce barriers faced by groups 

in their local area and engage with partners to support all 
survivors of rape and sexual assault. Referral to specific local 
support services are the responsibility of individual NHS Boards 

and will be for local determination. 

96  

The architects of this work forgot to leave out the 

abortion part and place in the preserve human life from 
womb to tomb from cradle to grave part so, yes, there 

are indeed gaps.  
 
Massive gaping grotesque gaps. 

Noted. 

https://www.rapecrisisscotland.org.uk/national-advocacy-project/
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97  
Psychiatric assessment not included The Clinical Pathways Subgroup agreed that psychiatric 

assessment is not appropriate for every case and, therefore, 

this has not been included in the pathway. 

98  BOT --research limited to recent disclosures Noted. 

99  

All of this is based on someone making the initial 

disclosure.  Whilst the document talks about what 
trauma informed practice is it would be useful to include 
some very brief guidance about enabling and dealing 

with disclosure. 

The Pathway now includes guidance on dealing with the initial 

disclosure. Over time, the training needs of the wider health 
and social care workforce around trauma informed care will be 
informed by the ‘Transforming Psychological Trauma: A Skills 

and Knowledge Framework for The Scottish Workforce’ 
strategy 

100  

It might also be helpful to include some research on the 

role and benefits of advocacy support through the 
criminal justice process. As well as the full document 

above there is a summary document here 
https://www.sccjr.ac.uk/wp-
content/uploads/2018/01/RCS-NAP-Evaluation-

Summary-Report_2018.pdf 

The Clinical Pathways subgroup has added a reference to the 

Rape Crisis National Advocacy Project evaluation report, 
although the pathway has been developed to recognise wider 

ongoing work on advocacy. Implementation of the Pathway in 
each NHS board area will depend on local circumstances. 

101  

More could be said about the importance of and best 

practice in dealing with disclosure. 

The Pathway now includes guidance on dealing with the initial 

disclosure. Workforce training is out of scope of the clinical 
pathway. The terms of reference of the Workforce and Training 
Subgroup note that the group aims to ‘identify and support the 

training needs of sexual assault examiners’.  The training needs 
of the wider health and social care workforce will be the 

responsibility of individual Health Boards and Local Authorities 
and will be informed by the ‘Transforming Psychological 
Trauma: A Skills and Knowledge Framework for The Scottish 

Workforce’ strategy.    

102  

The benefits (as demonstrated through independent 
research) of specialist independent advocacy services 

could also be further highlighted. 

The Clinical Pathways Subgroup has added a reference to the 
Rape Crisis National Advocacy Project evaluation report, 

although the pathway has been developed to recognise wider 
ongoing work on advocacy. Implementation of the pathway in 
each NHS board area will depend on local circumstances. 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.sccjr.ac.uk/wp-content/uploads/2018/01/RCS-NAP-Evaluation-Summary-Report_2018.pdf
https://www.sccjr.ac.uk/wp-content/uploads/2018/01/RCS-NAP-Evaluation-Summary-Report_2018.pdf
https://www.sccjr.ac.uk/wp-content/uploads/2018/01/RCS-NAP-Evaluation-Summary-Report_2018.pdf
https://www.rapecrisisscotland.org.uk/national-advocacy-project/
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.rapecrisisscotland.org.uk/national-advocacy-project/
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103  

As mentioned in The Scottish Centre for Crime and 
Justice Research (SCCJR) evaluation of Rape Crisis 

Scotland’s National Advocacy Project (NAP), the 
perceived imbalances in the criminal justice system, 
reflecting it’s adversarial nature and the perception that 

it protected the interests of the accused before that of 
the victim, means more work needs to be done 

prioritising the needs of the victim.  

The Clinical Pathways Subgroup has added a reference to the 
Rape Crisis National Advocacy Project evaluation report, 

although the pathway has been developed to recognise wider 
ongoing work on advocacy. Implementation of the pathway in 
each NHS board area will depend on local circumstances. 

 

104  

The document talks about trauma informed practice but 
does not outline what this looks like, some information 

about good practice in dealing with disclosures would be 
useful.  The Evaluation Report commission by Rape 
Crisis Scotland regarding the National Advocacy Project 

would be pertinent here.   

The Clinical Pathways Subgroup has added a reference to the 
Rape Crisis National Advocacy Project evaluation report, 

although the pathway has been developed to recognise wider 
ongoing work on advocacy. Implementation of the pathway in 
each NHS board area will depend on local circumstances. 

105  

The pathway states on page 23 that the ‘recommended 

model of delivery is for multi-agency co-ordinated 
services’. However, following on from the comments 
above the pathway itself isn’t truly representative of this, 

and the importance of this may be missed by workers 
referring to the document at point of disclosure and 

looking at the flowchart only.    

The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 
experienced rape or sexual assault, to ensure that those 

professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 

included in the package of resources launched in November 
2020. 

106  
We were informed that the National form was to be part 
of this consultation but it is missing from all documents.  

Noted. 

107  
long-term impact; effects of disclosure many years after 
events;  

IUD latest research on its damaging impact 

Noted. 

108  
Research regarding conviction and acquittal rates and 
the reasons for acquittals, in sexual offences cases.  

E.g. post-Trial focus groups. 

Noted. 

109  

Research in relation to the prevalence of sexual assault 

in people with learning disabilities and vulnerable 
persons - There are some articles available  

This section of the Pathway has been updated following 

engagement with key stakeholders to include reference to the 
relevant research and use of appropriate terminology. 

https://www.rapecrisisscotland.org.uk/national-advocacy-project/
https://www.rapecrisisscotland.org.uk/national-advocacy-project/
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Behind Closed Doors - Mencap 2001 
Improving service responses for people with learning 

disabilities who have been sexually assaulted: An audit 
of forensic services. 
British Journal of Learning Disabilities (BR J LEARN 

DISABIL), Dec2017; 45(4): 238-245. (8p) 
Responding to the needs of people with learning 

disabilities who have been raped: co-production in 
action 
Olsen, Angela; Carter, Catherine.Tizard Learning 

Disability Review; Brighton Vol. 21, Iss. 1, (2016): 30-38. 
 

The sexual abuse of adults with learning disabilities: 
Report of a second two-year incidence survey 
Article in Journal of Applied Research in Intellectual 

Disabilities 8(1):3 - 24 • March 2010 
 

Preventing rape and sexual assault of people with 
learning disabilities 
Article in British journal of nursing (Mark Allen 

Publishing) 8(13):871-6 • July 1999 

 

110  

There is a significant research gap within the prevalence 
of sexual violence among individuals who have a 

learning disability. While the guidance addresses socio-
economic inequalities (race, sexuality, and gender), 
there is a significant omission of disability and, in 

particular, learning disability. It is important that the 
rights of people with a learning disability to enjoy and 

maintain healthy relationships, including sexual 
relationships, are also recognised. 
 

In order that people with learning disabilities can enjoy 
safe relationships there is a need to provide equitable 

provision of sexual health and crisis services, in line with 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant research and use of appropriate terminology. 
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the rest of the population. Central to achieving this is 
ensuring the particular needs of people with learning 

disabilities are reflected in this guidance. This should 
include disabled women’s experiences of violence 
(including sexual violence) discussed in Boltzmann 

(2014) and the role institutionalisation has played in this.  
In understanding people with learning disabilities’ 

exclusion and historic disempowerment, it is critical that 
particular focus is given to people with learning 
disabilities in this guidance. This focus should illustrate 

that rape and sexual assault does impact people with 
learning disabilities and that this is not a small scale 

issue.  

111  

It is critical that those providing frontline crisis support 
understand the human rights of people with learning 

disabilities and the delicate balance between this and 
protection.  This should help to ensure that professionals 

do not violate these rights through a culture of over 
protectionism. 
 

• The guidance should address the experience of people 
with learning disabilities with regard to sexual assault 

and rape  
• The guidance should reflect the importance of 
balancing rights and autonomy with protection. SCLD 

would welcome the opportunity to provide further advice 
on this and would recommend engagement with The 

Mental Welfare Commission 
• Expand and develop the section on informed consent 
and capacity. This expanded section should address 

challenges in communication between professionals and 
people with learning disabilities. For example, the 

framing effect.  
• Embed The Human Rights Act (1998) and the UN 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant legislation and use of appropriate terminology. 
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Convention on the Rights of Persons with Disabilities 
(2009) in the guidance.  

 
Further Recommendations:  
• NHS Health Scotland to support the implementation of 

this guidance document with training on communication 
for frontline staff  

• Examine the potential to commission further research 
regarding the experience of people with learning 
disabilities regarding medical and victim support 

following sexual assault and rape. 

112  

There has been no research done or advertised in this 
consultation in regards the positive testimonies from 

rape victims whom have chosen to keep their child 
instead of terminating them and from those who have 

recommended to victims to keep their child. 
There also seems to be missing research on why the 
need to declare who exactly is proposing this 

consultation and a letter contact address is so important 
when being transparent in a nation claiming to be a 

western democracy. 

Noted. 

113  
Cannot comment wholly on the pathway without the 
form being supplied in tandem 

Noted. 

114  

Very good, clear and comprehensive document.  Flow-

charts for GPs, A&E and sexual health services may 
also be useful.   

The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 

experienced rape or sexual assault, to ensure that those 
professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 

included in the package of resources launched in November 
2020. 

115  
There is some guidance in place already for some 
aspects of dealing with survivors of sexual assault and 

The Clinical Pathways Subgroup have included appropriate 
references in the final pathway.   
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rape. For instance, there is guidance in place for 
frontline staff working with people with a history of 

Childhood sexual abuse. There is also recommended 
psychological treatments for different mental disorders, 
which are outlined in The Matrix (2015). This includes a 

section on treatments for trauma within the Adult Mental 
Health section. 

 
In 2018, the Scottish Government published, Substance 
misuse services: delivery of psychological interventions, 

which outlines a need for trauma-informed approach to 
care within Addictions Services and different tiers of 

psychological interventions dependent on individual 
patient need.  
 

The College recognises that work on The National 
Trauma Training Framework is ongoing.  It would be 

advantageous to consider the recommendations from 
this in guidance for management of people who present 
with delayed disclosure of rape or sexual assault and 

longer-term consequences to Mental Health or 
Addictions services.   

Links:  
Guidance for frontline staff working with people with a 
history of Childhood sexual abuse - 

https://www2.gov.scot/Resource/Doc/218982/0058805.p
df 

 
The Matrix - https://www.National Education 
Scotland.scot.nhs.uk/education-and-training/by-

discipline/psychology/the-matrix-(2015)-a-guide-to-
delivering-evidence-based-psychological-therapies-in-

scotland.aspx 

https://www2.gov.scot/Resource/Doc/218982/0058805.pdf
https://www2.gov.scot/Resource/Doc/218982/0058805.pdf
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Substance misuse services: delivery of psychological 

interventions - 
https://www.gov.scot/publications/delivery-
psychological-interventions-substance-misuse-services-

scotland-report/pages/4/ 
 

The National Trauma Training Framework - 
https://www.National Education 
Scotland.scot.nhs.uk/education-and-training/by-

discipline/psychology/multiprofessional-
psychology/national-trauma-training-framework.aspx 

 
Managing the impact of violence on mental health - 
https://www.rcpsych.ac.uk/pdf/PS01_2012.pdf 

 
Coping after a traumatic event - 

https://www.rcpsych.ac.uk/mental-health/problems-
disorders/coping-after-a-traumatic-event 

116  

It is excellent that the document situates sexual assault 

firmly within the context of wider gender-based violence 
and recognises the societal inequalities that contribute 
to these issues. It is also welcome that the wider societal 

attitudes towards women and this type of crime impact 
on victims confidence and ability to seek help and 
report, the additional barriers faced by women who may 

be involved in prostitution or have substance use issues 
and the recognition of sexual violence in the context of 

relationships and the need to recognise ongoing risks.  

Noted. 

117  

You have not made any reference to convictions rates 

and the not proven verdict. I have recently started a 
campaign with Rape Crisis Scotland and think that it is 
important to explain the not proven verdict to all of those 

working with survivors who could come across and have 

This comment relates to judicial processes, which is out scope 

of a clinical pathway.  Feedback will be shared with the wider 
Taskforce, in particular those developing further information on 
the not proven verdict.  In the meantime, information on the not 

https://www.gov.scot/publications/delivery-psychological-interventions-substance-misuse-services-scotland-report/pages/4/
https://www.gov.scot/publications/delivery-psychological-interventions-substance-misuse-services-scotland-report/pages/4/
https://www.gov.scot/publications/delivery-psychological-interventions-substance-misuse-services-scotland-report/pages/4/
https://www.rcpsych.ac.uk/pdf/PS01_2012.pdf
https://www.rcpsych.ac.uk/mental-health/problems-disorders/coping-after-a-traumatic-event
https://www.rcpsych.ac.uk/mental-health/problems-disorders/coping-after-a-traumatic-event
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to live with this verdict. 
https://www.rapecrisisscotland.org.uk/not-proven/ 

proven verdict is provided in the document 'Information and 
help after rape and sexual assault'. 

118  

The pathway references the importance of having 

evaluation structures in place and this will be vital in 
ensuring that the intentions of this work are being met 

and survivors’ voices and experiences are being valued 
and acted upon. 

Noted. 

119  

No but the pathway could usefully be made into an 

interactive resource with embedded links to more detail 
at each nodal point 

An interactive resource will be considered in the future.   

120  

Page 28 Section 7.1.3.1 – second bullet point / fourth 

line / ‘than’ should be removed 
 

Page 40 Section 7.4.3 – ‘on’ should be ‘don’ 

Wording amended. 

121  

Consider how reasonable adjustments under the 
Equality Act 2010 can be referenced within the pathway  

Enable Scotland have also produced some 
documentations  

 
I have responded in areas in which I feel is my scope of 
practice in terms of supporting someone with a learning 

disability who may have experienced rape or sexual 
assault 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant legislation and use of appropriate terminology. 
  

122  

I was a teenager during my experience of the pathways 

and I was not communicated with at all during the 
process, from reporting, to my forensic examination to 
the police investigation to the PF office all the way to the 

court and the final sentencing. 12 years on and I still 
don’t know the exact charges that were brought against 

my abuser. I was not offered any support, I was not 
referred to any mental health services, and I was not 
told what the process would actually entail or how long it 

would take. I feel that the process is not at all person 

The work of the Taskforce is to improve the service for the 

future and reduce the number of people who have similar 
experiences.  The clinical pathway highlights the need for 
information to be given to survivors at every point in the 

pathway and requires people to be referred to services that 
they need when they require them.   

https://www.rapecrisisscotland.org.uk/not-proven/
https://www.rapecrisisscotland.org.uk/resources/Information-and-help-after-rape-and-sexual-assault.pdf
https://www.rapecrisisscotland.org.uk/resources/Information-and-help-after-rape-and-sexual-assault.pdf
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centred or done in such a way that the survivor is 
actually cared for. 

123  

Section 8.2- there is no mention of Power of Attorney 
(POA). It is possible that consent can be given or 
withheld by a POA who has welfare guardianship. It is 

also possible that the POA is the potential perpetrator or 
related to them. Something which sets out readily how 

the Forensic Physician does not need to pay heed if we 
believe the person is not acting in the interests of the 
person they are representing. 

 
Page 49: 8.2: Paragraph 1- … the Forensic Physician 

should take account of the best interest of the patient… 
This may be absolutely what is intended, but the Adult 
with Incapacity Act refers to acting “to the benefit of the 

patient” rather than the “best interest” which is the 
terminology used in England. 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 

 

124  

I think the document could be shortened and more user-

friendly.  There is a one page flow diagram for full 
clinical and a psychosocial follow up in a wordy 50 page 

document. More flow charts and detailed diagrammatic 
pathways would be beneficial, though I appreciate this is 
not possible for every scenario. 

The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 

experienced rape or sexual assault, to ensure that those 
professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 

included in the package of resources launched in November 
2020. 
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125  

There doesn't appear to be any comment on training. 
Are there Scottish standards for what the expected level 

of training /qualification for the various roles are? 
 

The accredited “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents)” 

course delivered by NHS Education Scotland is a requirement 
for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. 

The course focuses on a trauma-informed approach to clinical 
management, forensic examination, evidence collection, 

documentation and preparation for presentation of evidence in 
a Scottish Court. This training has also been made available to 
nurses involved in providing care to victims of sexual crimes. 

 
The Advanced Forensic Practice postgraduate course, 

accredited by the Faculty of Forensic & Legal Medicine and 
certified by the United Kingdom Association of Forensic Nurses 
Advanced Standards in Education and Training within forensic 

practice, currently being developed at Queen Margaret 
University will provide nurses and doctors with the opportunity 

to further develop their skills.  
 
Continued professional development for doctors can be 

accessed through NHS for Education Scotland.    

126  

The role of independent sexual violence adviser (ISVA) 
or equivalent - to provide support from the outset seems 
to have little inclusion. 

The Clinical Pathways subgroup has added a reference to the 
Rape Crisis National Advocacy Project evaluation report, 
although the pathway has been developed to recognise wider 

ongoing work on advocacy. Implementation of the pathway in 
each NHS board area will depend on local circumstances. 

127  

The role of patient feedback on guidelines and whether 
this is built into future role out doesn't seem to be 

included. 

The Healthcare Improvement Scotland Standards for 
Healthcare and Forensic Medical Services for People who have 

Experienced Rape, Sexual Assault or Child Sexual Abuse, 
Standard 1 (leadership and governance) notes that people 

should be informed about what to do if they wish to make a 
complaint or provide feedback about the service or facilities 
they have experienced. It is the responsibility for individual NHS 

Boards to meet this standard.   

https://www.rapecrisisscotland.org.uk/national-advocacy-project/
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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128  

We welcome both the Pathways and Standards 
documents as major developments in the way victims of 

rape and sexual assault are treated when they come 
into contact with the NHS and, if fully implemented, will 
significantly improve their experience. 

Noted. 

129  

If implemented the major challenge will be to ensure that 

all NHS personnel receive training and are aware of the 
provisions of the pathway so that irrespective where and 
how they access services - GP, Accident & Emergency, 

health visitor etc. - they receive the appropriate, person 
centred response.  The Pathway is person centred but a 

person centred service is reliant on the ability of 
individuals delivering it. 

The “Essentials In Sexual Offence Forensic Medical 

Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland, a requirement for 
all general forensic physicians and sexual offences examiners 

who are providing these services within Scotland, has a strong 
emphasis on trauma informed principles and the importance of 

trauma informed practice at each stage of the victim’s journey. 
This training is also available to nurses involved in the provision 
of care to victims of sexual crime. 

 
The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 
experienced rape or sexual assault, to ensure that those 

professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 

included in the package of resources launched in November 
2020. 
 

Wider workforce training is out of scope of the clinical pathway.  
The terms of reference of the Workforce and Training Subgroup 

note that the group aims to ‘identify and support the training 
needs of sexual assault examiners’. The training needs of the 
wider health and social care workforce will be informed by the 

‘Transforming Psychological Trauma: A Skills and Knowledge 
Framework for The Scottish Workforce’ strategy. 

130  

Evaluation of the pathway is vital, survivors’ voices 

should be considered and suggestions for 

The Healthcare Improvement Scotland Standards for 

Healthcare and Forensic Medical Services for People who have 
Experienced Rape, Sexual Assault or Child Sexual Abuse, 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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improvement/development should be taken into account 
and implemented.  

Standard 1 (leadership and governance) notes that people 
should be informed about what to do if they wish to make a 

complaint or provide feedback about the service or facilities 
they have experienced. It is the responsibility for individual NHS 
Boards to meet this standard.   

131  

The flowchart on page 50 of the consultation document 
appears overly complex and potentially inaccurate and 

fails to adequately distinguish between examination and 
treatment. 
Where a guardian or attorney has express authority to 

consent to medical examination (or treatment), and it is 
established that the adult does not have capacity to 

consent to the examination or treatment, that is the 
source in law for the doctor's authority to examine (or 
treat). If a flowchart is to be provided as a tool for 

medical professionals, then it should relate to forensic 
examination in the situation where such examination is 

necessary to establish whether criminal prosecution of a 
perpetrator is warranted, and if so to preserve and 
provide necessary evidence. The doctrine of necessity, 

expressly preserved in Part 5 of the 2000 Act, is 
potentially relevant if there is indeed urgency; as is the 

concept of assent, rather than consent – if necessary, 
communicated non-verbally. 
The role of a guardian or attorney (including 

consideration of the scope of their powers), the use of 
certificates of incapacity, and the common law position 

in situations of emergency create a complicated system. 
The practical implications in forensic examination (as 
opposed to treatment), particularly in situations where 

examination may be urgent, require further 
consideration and clarification for the purposes of this 

guidance.  

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant legislation and use of appropriate terminology. 
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People with impairments of intellectual, mental and 
cognitive functioning are particularly vulnerable to sexual 

and other abuse. It is fundamental to concepts of justice 
and non-discrimination, reinforced by obligations under 
both human rights instruments referred to above, that 

they should be subject to no discriminatory obstacles in 
receiving the full protection of the criminal law, in 

practice as well as in theory. Potential offenders need to 
know that they are no less likely to face prosecution and 
conviction because they select victims with such 

impairments. The starting-point for section 8.2 of the 
consultation document must be to ensure that the 

foregoing requirements are fully achieved. A focus upon 
using an assessment of the existence of such 
impairments as a basis for failure to carry out essential 

forensic examinations, when such impairment may be 
the very reason for the suspected crime, is 

fundamentally inappropriate. 
We suggest that this section of guidance should be 
further developed with the input of solicitors and 

practitioners with relevant expertise. 

132  

I am concerned that transgender women are being 
alluded to as a separate category than women in this 

action plan and that not enough support has been 
tailored to them in this despite the victim rate towards 
transgender women increasing - in fact within the LGBTI 

in Scotland it is transgender women whom are the most 
effected by rape and sexual violence by men and 

transmen in both the public and state sectors.  
Transgender women should be classed as women until 
they stipulate their own identification of which they 

should not be judged for.  While domestic violence, 
physical abuse and other forms of abuse are of course 

despicable actions and most criminal offences in 

The Clinical Pathways Subgroup recognises that there are 
many vulnerabilities which may lead to a higher risk of assault.  

The adult clinical pathway outlines a high level national 
response to adults who present having experienced rape or 
sexual assault. Details on individual vulnerabilities are not 

provided in the pathway, as this is being addressed by changes 
to the training of staff, which will include more detail on 

particular needs of people at higher risk of assault.  
 
Clinicians in this setting do not investigate allegations but take 

history from the individual at face value. The clinical pathway 
outlines how clinicians may support the collection of evidence 
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Scotland there must be a clear distinction in the 
guidance between what is a sexual offence and what is 

an offence based on gender this difference should 
correspond to reality and will improve the public 
perception of those whom state they have been raped.  

A male punching a woman is disgusting of course but it 
is no penetrative rape.  With the level of acquittals rising 

in Scotland as well one must also ask the government if 
it should now put in place measures to provide for those 
proven by a jury trial to have been falsely accused of 

this sort of crime for the damage and trauma they suffer 
there is also the issue within the document of proposing 

acquiring photographic evidence for the prosecution and 
defence for those effected by sexual violence now no 
agency or government department should ever make 

assumptions either way. It is not always possible to 
know that a victim is a lair or not or that a defendant is 

telling the truth or not without a jury trials verdict and 
even then there have been miscarriages of justice 
towards both the defence and the prosecution.  I believe 

the Government in particular should steer well clear of 
judgement in its language regarding either side both for 

legal and moral reasons while not a criminal trial we 
have seen the folly of this in the civil trial of … at the 
Court of Session that ruled the defendants civil rights 

were grossly breached a breach regardless of criminal 
guilt or not that I warned MSPs seemed evident to me 

before it was concurred in court at Edinburgh now this 
disregard for the rights of the defence in that case is an 
issue which continues to cost this government very 

dearly to this day if there is anything as bad as rape it’s 
being falsely accused of rape. The state must not act on 

the assumption that the accused is guilty until proven 
innocent but innocent until proven guilty and any venture 

to be used in the investigation, as well as assessing clinical 
need and offering appropriate assessment and treatment.   
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to capture evidence must be mindful of that fact. It is a 
very sad but true statement of which the author is only 

too well very painfully aware of it is the victim or in 
Scotland COPFS who must prove there allegation to a 
court and until that happens as much as I hate to admit 

it the state must assume there claims are unproven at 
best that of course does not mean those claiming to be 

victims which statistically are more often than not 
actually are telling the truth are automatic 
liars and should not receive support and support in 

proving there allegations it simply means that the state 
must be mindful of the presumption of innocence a 

presumption that also applies to those being accused of 
making false allegations themselves actually. It is not 
the place of the NHS or even the police to declare a 

false allegation or declare a true allegation that is the 
remit of COPFS and criminal defence and it is the remit 

only of a judge or better still a jury of the Scottish people 
to verify if the allegation made by COPFS on behalf of 
the victim or a claim of innocence by the defence is true, 

false or unproven. I am concerned about the use of 
language in regards victims of rape under 16 as well a 

child is a child is a child and I find the notion in Scots law 
that a child 13+ but 15- can somehow give more consent 
than a child 12- very disturbing. It should be strongly 

stipulated in law and in practice that no matter the 
sexual orientation or gender of the person no person 

can give their consent to sexual activity with an adult 
16+ in Scotland if they are below the age of 16. 
 

Finally, there should be robust support given to those 
victim to s22 offences as defined under the Gender 

Recognition Act of 2004 and for those that do not have a 
GRC but are outed by the public or state. Outing in all its 
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forms should be considered an act of violence towards 
woman. All points put forth by this consultation and by 

the responder for acceptance or rejection should only be 
accepted or rejected by the government if a majority of 
those living in Scotland agree to such actions by a 

majority via a direct democratic referendum. 
 

In the event of a male police officer committing an act of 
sexual violence or outing a transgender person the 
pathway should take particular regard to the persons 

consent and work with their solicitor without crown 
direction or work only with CAAPD of COPFS without 

police contact. If an issue with CAAPD or COPFS ever 
arises then the pathway should work with the solicitor or 
make a direct application to work with the L-rd Advocate 

only. in the event of the victim ever being granted a ill of 
criminal letters then the pathway should work with the 

private prosecutor/or victim under their direction. 

133  

As a coal face GP, I am afraid that I did not find the 
pathway very informative or helpful. What I need is a 

single resource, which sounds like the “NHS Sexual 
Assault Service”.  I have never previously heard of this 

service, so I would have appreciated the contact details. 
Generally, apart from standard good GP consulting, I 
would always cover Police and Rape Crisis Scotland, 

but I did not know that the NHS had any dedicated 
resource, over and above GUM / Sexual Health. 

The Honouring the lived experience: Rape and Sexual Assault 
Victims Taskforce options appraisal report recommended a 

service model based on local service provision with a regional 
centre of excellence.   

 
The Clinical Pathways Subgroup have developed guidance for 
staff in other services (such as primary care and A&E), who 

may be the first point of disclosure for someone who has 
experienced rape or sexual assault, to ensure that those 

professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 
included in the package of resources launched in November 

2020. 

134  
One of the challenges for the pathway is that a young 
person who has just turned 16 years of age is potentially 

viewed as having the same needs as an adult who may 

This language has been incorporated into the pathway to 
provide further guidance on when either the adult clinical 

https://www.gov.scot/publications/honouring-lived-experience-chief-medical-officers-taskforce-improve-services-victims/pages/2/
https://www.gov.scot/publications/honouring-lived-experience-chief-medical-officers-taskforce-improve-services-victims/pages/2/
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be in their 20’s, 30’s or much older A young person aged 
16 years is still developing emotionally, physically and 

sexually and their needs are therefore different due to 
their age and continued status as a young person rather 
than an adult. In relation to a pathway for reporting rape 

and sexual assault this means that they should be 
considered vulnerable based on their age. In addition, 

practitioners should be aware that a proportion of 
16/17/18 year old young people who present as having 
been affected by sexual assault or rape will have also 

been the victims of sexual abuse whilst they were under 
the age of 16 years. This may or may not have been 

reported and may or may not have progressed through 
the justice system. It is important to take account of the 
increased vulnerability of young people who have a 

history of abuse. This may vary from young people who 
experienced abuse from a young age, that continued 

over many years, usually perpetrated by someone close 
to them, and that these and other young people can 
continue to experience further abuse. Their early 

exposure to abuse means that many have an increased 
vulnerability to further abuse, including those where they 

may be groomed and subjected to environmental factors 
that may indicate sexual exploitation or a risk of this. It is 
known that our Looked After and Accommodated Young 

people are at a significantly greater risk of this. A young 
person with a history of sexual abuse will therefore need 

any new incident or report to be taken within the context 
of a chronology of adverse childhood events. They will 
also need attention paid to undertaking a 

comprehensive and holistic assessment of their needs 
informs the offer/plan for trauma sensitive support post 

disclosure/reporting.  This will need particular attention 
paid to considering any ongoing risks to their safety and 

pathway or the children and young people's clinical pathway 
should be used. 
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assessing for any general wellbeing concerns. One of 
the additional challenges that can arise in relation to 

offering follow up is that young people will at times not 
identify or recognise what they have experienced as 
abusive. Some will also be concerned about the 

potential consequences of sharing their experience, 
either fearing reprisals for themselves or keen to protect 

their abuser, who they may consider their partner. 
Resistance to the offer of follow up support will need to 
be sensitively explored, from a perspective of 

understanding that the issue of what constitutes abuse 
or consent can be confusing for a young person. Young 

people, who through time recognise that they were the 
victims of targeted and grooming and/or organised 
sexual abuse in a coordinated way, have shared that 

they initially did not recognise that were being exploited. 
This is in part due to their age and a consequence of 

highly effective grooming, which can leave young people 
believing that they are in a consensual relationship. The 
gap in information relates to young people aged 16-18 

years (and potentially up to 25 years if care 
experienced) who may be particularly vulnerable for 

some reason. For these young people, requirement 
related to corporate parenting and/or Getting it Right for 
Every Child (GIRFEC) may be engaged although the 

young person is on the adult pathway.  Young people 
who have a corporate parent may form a 

disproportionate high proportion of young people age 
16-18 on the adult pathway, due to their increased 
vulnerability. For these young people, and most others 

in the 16-18 age group, it will be necessary to consider 
whether the GIRFEC approach should be used to 

provide support or augment support already in place for 
the young person. 
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In some cases, depending on the circumstances, an 

initial/interagency referral discussion (IRD) will be 
indicated. 
The situation with regard to these young people may be 

complicated by 
1) The fact that some will not regard themselves as 

particularly vulnerable 
2) Some care experienced young people choose not to 
identify themselves as such. 

The adult pathway should include some guidance on 
when these issues need to be considered, how to 

recognise young people who are particularly vulnerable 
and signposting on the practical steps which need to be 
taken 
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Section 2: Healthcare and forensic medical examination 

 

I Consultation comment Project group response 

135  The Pathway doesn’t take into account the role that other 
health professionals have in supporting those who have 

been raped or sexually assaulted.  Not everyone will want 
to go to a specialised location for examination.  Some 

patients many wish to access their GP, or an A+E 
department, for contraception or treatment of injuries.  
There is no guidance for staff who support patients in 

these roles. It would benefit the whole country if GPs/A+E 
staff also had training and guidance to ensure the best 

care was given to everyone who presents after being 
raped or sexually assaulted.  Presently there appears to 
be conflicted opinions within GP practices about the part 

they play in providing healthcare, e.g. the belief that they 
shouldn't examine a patients injuries, the patient should 
only be seen at sexual health clinic 

The Clinical Pathways Subgroup acknowledges that not 
everyone will attend specialist services. The Clinical Pathways 

Subgroup have developed guidance for staff in other services 
(such as primary care and A&E), who may be the first point of 

disclosure for someone who has experienced rape or sexual 
assault, to ensure that those professionals can provide a 
trauma informed response and signposting as appropriate to 

the relevant services. This was included in the package of 
resources launched in November 2020. 

136  Guidance issued about preserving forensic evidence (7.3 

P36/37) is only possible when an immediate appointment 
is given, stressing the importance of patients having 
options to access appropriate and immediate services 

Noted - this is addressed in the Healthcare Improvement 

Scotland Standards for Healthcare and Forensic Medical 
Services for People who have Experienced Rape, Sexual 
Assault or Child Sexual Abuse: Children, Young People and 

Adults .  Feedback will be shared with NHS Board Nominated 
Leads for further discussion. 

137  We note the inclusion of a reference to trans-men who 
may need to consider emergency contraception (in 

section 7.1.1), and recommend that this be widened to 
‘trans and non binary people who may need to consider 

emergency contraception’. This could be required 

Wording has been amended in the revised pathway. 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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regardless of whether someone consents to an exam or 

not. 

138  We note as a positive the inclusion of a ‘transgender’ and 
‘other’ option in the confidential ‘personal details’ and 

‘individual details’ sections. 

Noted. 

139  There should be measures in place to prevent a clinician 

for refusing to carry out an examination in the event of the 
patient finding the questioning process distressing or 
frustrating. Distress doesn't equate to lack of consent 

when it comes to someone's health and safety being in 
jeopardy. 

The Clinical Pathways Subgroup agrees that consent is a 

dynamic process. Sexual offences examiners have undertaken 
the NES “Essentials in Sexual Offence Forensic Medical 
Examination and Clinical Management (Adults & Adolescents)” 

training and are sensitive to the needs of victims when they 
consent to an examination.  

140  All of this is based on someone making the initial 
disclosure. Whilst the document talks about what trauma 

informed practice is it would be useful to include some 
very brief guidance about enabling and dealing with 

disclosure. 
It might also be helpful to include some research on the 
role and benefits of advocacy support through the criminal 

justice process. As well as the full document 
above there is a summary document here 

https://www.sccjr.ac.uk/wp-content/uploads/2018/01/RCS-
NAP-Evaluation-Summary-Report_2018.pdf 

The Pathway now includes guidance on dealing with the initial 
disclosure. 

 
The Clinical Pathways Subgroup has added a reference to the 

Rape Crisis National Advocacy Project evaluation report, 
although the pathway has been developed to recognise wider 
ongoing work on advocacy. Implementation of the pathway in 

each NHS board area will depend on local circumstances. 
 

141  We have no issues with the guidance so far as it goes, but 
suggest there could be greater detail in 7.2 in relation to 
Adult Support and Protection, giving information on when 

to make a referral and linking to appropriate guidance.  
Each health and social care partnership will have 

developed multi-agency ASP procedures as a guide for 
professionals. Police Scotland also have a Public 
Protection hub and health and social care professionals 

will work in partnership with the Police on sexual abuse 
cases. 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 

 

https://www.sccjr.ac.uk/wp-content/uploads/2018/01/RCS-NAP-Evaluation-Summary-Report_2018.pdf
https://www.sccjr.ac.uk/wp-content/uploads/2018/01/RCS-NAP-Evaluation-Summary-Report_2018.pdf
https://www.rapecrisisscotland.org.uk/national-advocacy-project/
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The Adult Support and Protection Code of Practice 2014 

gives clear guidance on ensuring full participation by the 
adult in an investigation, as laid out in section 2 of the Act. 
There is less on when to intervene in cases of sexual 

assault, but this document should be referenced. 
At 7.2.3, the reference to support for people with learning 

difficulties should be broadened – we suggest it should 
say ‘Local pathways should be in place for use of 
interpreters including British Sign Language interpreters, 

for support for people with learning disabilities or other 
communication needs (e.g. Speech and language 

therapists), and for general support and advocacy for 
anyone with a learning disability or mental illness.' 
Again, the Adult Support and Protection Code of Practice 

Chapter 5 gives clear direction on this highlighting the use 
of advocacy services, clear communication aids and the 

use of reasonable adjustments to ensure barriers to the 
process are eliminated. 
http://www.rcslt.org/asp_toolkit/adult_protection_communi

cation_support_toolkit/welcome 
odi.dwp.gov.uk/inclusive-communications/alternative-

formats.php 
 
The above links have been produced by The Royal 

Society of Speech and Language Therapists and the 
Office of Disability to combat such barriers and aid 

professionals. 
142  It is more focussed on the procedures to follow than the 

patient.  

The Clinical Pathways Subgroup agrees that the pathway 

should be centred on the person. It is key that clinicians 
working in the field of sexual offences examinations are 

experienced, and work in a way that is person-centred and 
trauma-informed - this is underpinned in the processes outlined 
in the pathway.   

http://www.rcslt.org/asp_toolkit/adult_protection_communication_support_toolkit/welcome
http://www.rcslt.org/asp_toolkit/adult_protection_communication_support_toolkit/welcome


Consultation feedback report on the draft clinical pathway for adults who have experienced rape or sexual assault  
Section 2: Healthcare and forensic medical examination  

60 
 

I Consultation comment Project group response 

143  Psychiatric assessment not included The Clinical Pathways Subgroup agreed that psychiatric 

assessment is not appropriate for every case and, therefore, 
this has not been included in the pathway. 

144  Recent horror stories about IUD's --guidance does not 
reflect this 

Noted - There is very strong evidence for IUDs as a safe 
effective method of emergency contraception 

https://www.fsrh.org/standards-and-guidance/current-clinical-
guidance/emergency-contraception/. 

145  Again much of this depends on the manner and approach 
of the personnel so trauma informed training is vital. 

Workers need to recognise the power they hold as health 
professionals and to ensure the patients feel able to make 
choices and have as much control as possible. As noted 

above the gender of the examiner is the key piece of 
negative feedback around current provision.  

The “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents)” 

course delivered by NHS Education Scotland, is a requirement 
for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. It 

has a strong emphasis on trauma informed principles and the 
importance of trauma informed practice at each stage of the 

victim’s journey. This training is also available to nurses 
involved in the provision of care to victims of sexual crime. 
 

Wider workforce training is out of scope of the clinical pathway.  
The terms of reference of the Workforce and Training 

Subgroup note that the group aims to ‘identify and support the 
training needs of sexual assault examiners’. The training needs 
of the wider health and social care workforce will be the 

responsibility of individual Health Boards and will be informed 
by the ‘Transforming Psychological Trauma: A Skills and 
Knowledge Framework for The Scottish Workforce’ strategy.    

 
An initiative to develop the role of nurse sexual offences 

examiner in Scotland, to deliver on gender balance in the 
workforce, has been approved and work to progress is 
currently underway. 

146  Although again it hinges not on the policy/protocol but on 

staff training & supervision 

The “Essentials In Sexual Offence Forensic Medical 

Examination And Clinical Management (Adults & Adolescents)” 

https://www.fsrh.org/standards-and-guidance/current-clinical-guidance/emergency-contraception/
https://www.fsrh.org/standards-and-guidance/current-clinical-guidance/emergency-contraception/
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
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course delivered by NHS Education Scotland, is a requirement 

for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. It 
has a strong emphasis on trauma informed principles and the 

importance of trauma informed practice at each stage of the 
victim’s journey. This training is also available to nurses 

involved in the provision of care to victims of sexual crime. 
 
Wider workforce training is out of scope of the clinical pathway.  

The terms of reference of the Workforce and Training 
Subgroup note that the group aims to ‘identify and support the 

training needs of sexual assault examiners’. The training needs 
of the wider health and social care workforce will be the 
responsibility of individual Health Boards and will be informed 

by the ‘Transforming Psychological Trauma: A Skills and 
Knowledge Framework for The Scottish Workforce’ strategy.    

147  It would be of benefit if there was Early Evidence Kits 
(7.3.7 P37) available within a range of services that may 

be the first point of contact for patient.  For example GP 
surgeries, and voluntary support services.  This would 

preserve more evidence and reduce impact of not having 
immediate access to an examination when patient 
chooses not to engage with police immediately 

Each NHS Board Nominated Lead will work with their multi-
agency groups to determine how best design and develop 

person-centred services within their local areas.  

148  We welcome the allocation of ‘gender appropriate’ Sexual 
offences Liaison Officer, and noted that it would be for the 

trans person who had experienced the rape or sexual 
assault to confirm what was a ‘gender appropriate’ person 

for them.  
 
We welcome the addition of trans specific resources and 

support. 

Noted. 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
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149  In general we agree that it is person-centred, but would 

comment as follows in relation to 7.4.2: 
We agree that issues of sexual orientation or identity are 
relevant, but not sure they should be classed as 

‘Vulnerabilities’. 
Mental illness should be added to the list of 

‘Vulnerabilities’ 

Evidence presented in the Pathway suggests that some sexual 

orientations and identities may increase the risk of being 
subject to sexual violence and in some circumstances people 
may be less likely to seek support from families and peers.  

There are higher incidences of some potentially harmful coping 
behaviours including drug and alcohol use that may make 

people more vulnerable. As a result, the Clinical Pathways 
Subgroup decided not to amend the wording.   

150  No the advice given by the European Parliament is simply 
one sentence within a 214 page long document (Overview 

of the worldwide best practices for rape prevention and for 
assisting women victims of rape) stating a colposcopy 
should be used, but no information is given in overview or 

The Pathway about when they should be used, what the 
recording will be used for, whether a patient is 

REQUIRED to have a colposcopy used.  This guidance is 
given based on a single study. 

The Clinical Pathways Subgroup decided that it is important 
that people receiving care are offered the choice of colposcopy 

and are informed of the purposes. Clinicians working in the 
service should have training in colposcopy. 

151  More importantly studies show very mixed results over the 
effectiveness of colposcopy use. One study found 87% of 

women who have been raped have injuries that show up 
on a colposcopy, another study found it was only 16%.  
Additionally, studies show nothing to distinguish a lot of 

these injuries in a woman who has been raped and a 
women who has had consensual intercourse.  Again there 
is hugely mixed findings in studies that seek to look at 

injuries in those engaging in consensual sex. 

The Clinical Pathways Subgroup decided that it is important 
that people receiving care are offered the choice of colposcopy 

and are informed of the purposes. Clinicians working in the 
service should have training in colposcopy.   

152  There is no consideration of the implication for the women 
who have been raped and no injuries are present. There 
is no consideration of how admissible this evidence is, 

and what it proves in light of the fact that women who 
have not been assaulted can present with the same 

injuries. (Using Colposcopy in the Rape Exam: Health 

The presence / absence of injuries is not the primary 
consideration of determination of rape and sexual assault.  
Colposcopy by trained examiners is only one of the methods 

used to gather evidence. The Clinical Pathways Subgroup 
decided that it is important that people receiving care are 

offered the choice of colposcopy and are informed of the 
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Care, Forensic, and Criminal Justice Issues - Marilyn 

Sawyer Sommers; Bonnie S. Fisher; Heather M. Karjane, 
(2005)) 

purposes. Clinicians working in the service should have training 

in colposcopy. The reference will be passed on to NHS 
Education for Scotland for consideration of inclusion in its 
training manual for forensic medical examiners.   

153  Much of this depends on the manner and approach of the 

personnel so trauma informed training is vital. Workers 
need to recognise the power they hold as health 
professionals and to ensure the patients feel able to make 

choices and have as much control as possible. As noted 
above the gender of the examiner is the key piece of 

negative feedback around current provision.   

The “Essentials In Sexual Offence Forensic Medical 

Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland, is a requirement 
for all general forensic physicians and sexual offences 

examiners who are providing these services within Scotland. It 
has a strong emphasis on trauma informed principles and the 

importance of trauma informed practice at each stage of the 
victim’s journey. This training is also available to nurses 
involved in the provision of care to victims of sexual crime. 

 
Being able to offer a choice of the sex of examiner involved in 

an individual's care is a key priority for the Taskforce and an 
important aspect of the HIS Standards for Healthcare and 
Forensic Medical Services for People who have Experienced 

Rape, Sexual Assault or Child Sexual Abuse: Children, Young 
People and Adults. Taskforce funding has been provided to 

NHS Education for Scotland to train more doctors in sexual 
offence examinations, with a view to increasing the number of, 
particularly female, doctors who are available to undertake this 

work. Funding will also be available in 2020/21 to train more 
doctors and nurses involved in the delivery of this service.   

 
An initiative to develop the role of nurse sexual offences 
examiner in Scotland, to deliver on gender balance in the 

workforce, has been approved and work to progress is 
currently underway. 

154  Some of the qualitative feedback comments around the 
forensic examination and how distressing it was relates to 

The “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents)” 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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the manner, warmth and compassion of the examiner, 

aside from the gender and the other logistical 
considerations. 

course delivered by NHS Education Scotland, is a requirement 

for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. It 
has a strong emphasis on trauma informed principles and the 

importance of trauma informed practice at each stage of the 
victim’s journey. This training is also available to nurses 

involved in the provision of care to victims of sexual crime. 
 
Being able to offer a choice of the sex of examiner involved in 

an individual's care is a key priority for the Taskforce and an 
important aspect of the HIS Standards for Healthcare and 

Forensic Medical Services for People who have Experienced 
Rape, Sexual Assault or Child Sexual Abuse: Children, Young 
People and Adults. Taskforce funding has been provided to 

NHS Education for Scotland to train more doctors in sexual 
offence examinations, with a view to increasing the number of, 

particularly female, doctors who are available to undertake this 
work. Funding will also be available in 2020/21 to train more 
doctors and nurses involved in the delivery of this service.   

 
An initiative to develop the role of nurse sexual offences 

examiner in Scotland, to deliver on gender balance in the 
workforce, has been approved and work to progress is 
currently underway. 

155  Again, we have no issues with the content as it stands, 

but it would be helpful to consider adding some cross-
referencing to Adult Support and Protection procedures 
where appropriate. Section 9 of the Adult Support and 

Protection (Scotland) Act 2007 is clear on the requirement 
for medical examinations and the Code of Practice has 

given as an example: 
Where there is an allegation or disclosure of sexual abuse 
and the type of assault may have left physical evidence. 

This section of the pathway has been updated following 

engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 
 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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Section 9 (2) of the 2007 Act states that the person to be 

examined must be informed of their right to be refused to 
be examined. 
The Code of Practice Chapter 9 gives further guidance on 

how to proceed if consent is refused. This is also relevant 
to section 8.3 of the Pathway.  

Both the issue of communication with adults and 
disabilities and obtaining consent in relation to incapacity, 
may require training / awareness raising for professionals 

in this area. 

156  The healthcare response was well set out and 
demonstrated a person centred response.   

Noted. 

157  The healthcare component looks comprehensive and 
covers key areas for intervention however, the pathway 

would also benefit from including a requirement for staff to 
be aware of inequalities sensitive practice and also 
adverse childhood experiences in addition to trauma 

informed practice. 

Workforce planning is out of scope of the national clinical 
pathway. Being able to offer a choice of the sex of examiner 

involved in an individual's care is a key priority for the 
Taskforce and an important aspect of the HIS Standards for 
Healthcare and Forensic Medical Services for People who have 

Experienced Rape, Sexual Assault or Child Sexual Abuse: 
Children, Young People and Adults.  

 
Taskforce funding has been provided to NHS Education for 
Scotland to train more doctors to carry out forensic medical 

examinations, with a view to increasing the number of females 
who are available to undertake this work. Funding will also be 
available in 2020/21 to train more doctors and nurses involved 

in the delivery of this service. This training will include the 
impact of Adverse Childhood Experiences and inequality”. 

 
158  Consider Reference to reasonable adjustments / 

accessible information  

Noted. The Pathway has been updated following engagement 

with key stakeholders to include reference to the relevant 
legislation and use of appropriate terminology. 
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159  Again this depends on the professionals interacting with 

the survivor.  People accessing the pathway need to have 
choices about their decisions, they must not feel 
pressured into reporting. The professional will require to 

undertake training to ensure their approach is trauma 
informed.  

The accredited “Essentials In Sexual Offence Forensic Medical 

Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland, is a requirement 
for all general forensic physicians and sexual offences 

examiners who are providing these services within Scotland. It 
has a strong emphasis on trauma informed principles and the 

importance of trauma informed practice at each stage of the 
victim’s journey. The course focuses on a trauma-informed 
approach to clinical management, forensic examination, 

evidence collection, documentation and preparation for 
presentation of evidence in a Scottish Court. This training is 

also available to nurses involved in the provision of care to 
victims of sexual crime. 
 

The Advanced Forensic Practice postgraduate course, 
accredited by the Faculty of Forensic & Legal Medicine and 

certified by the United Kingdom Association of Forensic Nurses 
Advanced Standards in Education and Training within forensic 
practice, currently being developed at Queen Margaret 

University will provide nurses and doctors with the opportunity 
to further develop their skills. Continued professional 

development for doctors can be accessed through NHS for 
Education Scotland.    
 

The terms of reference of the Workforce and Training 
Subgroup note that the group aims to ‘identify and support the 

training needs of sexual assault examiners’. The training needs 
of the wider health and social care workforce will be the 
responsibility of individual Health Boards and informed by the 

‘Transforming Psychological Trauma: A Skills and Knowledge 
Framework for The Scottish Workforce’ strategy. 

 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
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The agreed national model is underpinned by published 

Healthcare Improvement Scotland Standards which are clear 
about the need to deliver an improved gender balance within 
the clinical professionals who provide these services. An 

initiative to develop the role of nurse sexual offences examiner 
in Scotland, to deliver on gender balance in the workforce, has 

been approved and work to progress is currently underway. 
160  We have ticked yes but would reiterate our comments 

from the previous section that this will rely upon the 
training and resources to be implemented.  (Trauma-

informed responses, access to the preferred gender of 
examiner etc.)  

Noted. 

161  Recommending abortion is not person centred healthcare 
at all it’s not even medicine it’s just down right child 

murder how can recommending to a woman that she 
discriminate against an unborn child by killing it for the 
criminal background of another at all resemble any form of 

civilised pathway to medicine hear Scottish Government?  
I am against encouraging others to take any life even 

animal life I am against capital punishment full stop but if 
we brought it back for rape at least that would make more 
sense than terminating the life of an innocent unborn for 

the criminal actions of a guilty rapist.   
 
I can’t think of anything less person centred than killing a 

person actually and that is exactly what part of this 
pathway proposes to do in regards a child in a womb of 

an already injured person. We are supposed to be 
creating pathways to counter the exploration of women 
hear not encouraging it and that’s exactly what this 

pathway does exploit the vulnerable who have already 
been exploited in order to recommend the murdering of an 

The Scottish Government believes all women in Scotland 
should have access to clinically safe and legal abortion 

services, within the limits that are currently set down in law, 
should they require it. It is our view that abortion care should be 
part of standard healthcare provisions, free from stigma. All 

persons should be supported and free to reach their own 
decision on whether or not to have an abortion. 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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infant. 

 
Shame on the Scottish Government! 

162  As seen consistently throughout the examination process, 
the patient is asked many questions in order to determine 

the outcome suitable to their needs.  As it is a distressing 
and lengthy process, efforts should be made across the 
examination process to reduce the time it takes and the 

number of questions asked.  Alternative ways of 
determining what emergency contraception is appropriate 

should be explored.  For example using a poster detailing 
the time frames that certain contraception is applicable, 
with existing knowledge that most women have regarding 

contraception, could facilitate the patient determining 
appropriate contraception - reducing the number of 

questions a patient is asked.  Of course patients should 
have the option of being given more assistance to make 
this choice if they feel they need it.  Using a method like 

this would be in line with the person centered trauma 
informed approach, by offering choice and control to the 

patient, while taking practical action to reduce known 
distress caused by extensive questioning 

The national form has been revised to minimise duplication of 
questions. The Faculty of Sexual and Reproductive Healthcare 

guidance on emergency contraception contains a decision 
algorithm which is referenced in the pathway. 

163  If the patient is pregnant as a result of rape, any 
conversation regarding potential evidence in the event of 
a termination (7.1.7 P27) should only be had if the patient 

explicitly states they wish to have a termination in order to 
prevent pressure or perceived pressure to have a 

termination, or any potential judgement by clinicians 

A person's right to choose is paramount. The options available 
to a person and the implication for evidence will be discussed 
in full and the person will be supported to make the decision 

that is right for them. 

164  In my experience a baseline STI check is always done 

despite it being unlikely to be of any forensic relevance. 
This causes real difficulty understanding the purposes of 

the extensive questioning done by clinicians, if they are 

Clinical history-taking is important to the healthcare of people 

who have experience of rape and sexual assault. Enquiry to 
sexual health, and other health needs, of individuals should be 

https://www.fsrh.org/standards-and-guidance/documents/ceu-clinical-guidance-emergency-contraception-march-2017/
https://www.fsrh.org/standards-and-guidance/documents/ceu-clinical-guidance-emergency-contraception-march-2017/
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not using the information to determine specific needs 

(7.1.3.1 P28). Either treat everyone the same and don’t 
ask so many questions or adjust treatment appropriately 
based on the patients’ answers. 

undertaken by clinicians to ensure a comprehensive and 

person centred assessment.   

165  Although again it hinges not on the policy/protocol but on 

staff training & supervision 

The “Essentials In Sexual Offence Forensic Medical 

Examination And Clinical Management (Adults & Adolescents) 
“course delivered by NHS Education Scotland, is a requirement 
for all general forensic physicians and sexual offences 

examiners who are providing these services within Scotland. It 
has a strong emphasis on trauma informed principles and the 

importance of trauma informed practice at each stage of the 
victim’s journey. This training is also available to nurses 
involved in the provision of care to victims of sexual crime. 

 
Wider workforce training is out of scope of the clinical pathway.  

The terms of reference of the Workforce and Training 
Subgroup note that the group aims to ‘identify and support the 
training needs of sexual assault examiners’. The training needs 

of the wider health and social care workforce will be the 
responsibility of individual Health Boards and will be informed 

by the Transforming Psychological Trauma: A Skills and 
Knowledge Framework for The Scottish Workforce’ strategy.    
 

Workforce planning is out of scope of the national clinical 
pathway.  Being able to offer a choice of the sex of examiner 

involved in an individual's care is a key priority for the 
Taskforce and an important aspect of the HIS Standards for 
Healthcare and Forensic Medical Services for People who have 

Experienced Rape, Sexual Assault or Child Sexual Abuse: 
Children, Young People and Adults.  

 
Taskforce funding has been provided to NHS Education for 
Scotland to train more doctors to carry out forensic medical 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
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examinations, with a view to increasing the number of females 

who are available to undertake this work. Funding will also be 
available in 2020/21 to train more doctors and nurses involved 
in the delivery of this service.   

 
An initiative to develop the role of nurse sexual offences 

examiner in Scotland, to deliver on the gender balance in the 
workforce, has been approved and work to progress is 
currently underway.  

166  The healthcare response was well set out and 

demonstrated a person centred response.   

Noted. 

167  By recommending abortion it is doing the exact opposite it 

is further harming rape victims not reducing harm.  Let’s 
take the side of the victims in these issues for once 

Scottish Government - let’s not add to the psychological 
pain there already suffering by telling them murdering the 
secondary innocent victim to the crime, the unborn child is 

the answer.   
 

Instead, let’s tell them that it’s not their fault they were 
raped nor the fault of the child for being conceived by rape 
and that the state will take care of her and the resulting 

child even if she wishes not to raise the human being 
herself - that there are plenty of LGBTI couples out there 
for example who are more than willing to adopt that could 

take very good care of the little one then once we have 
told them that Scotland […] we can then use that saved 

money from the terminated abortions that would otherwise 
go into the pockets of big U.S pharmaceutical fat cats who 
leach off human suffering under the guise of being 

benevolent hear in Scotland into real beneficial ventures 
such as good policing, preventive measures to stop rape 

The Scottish Government believes all women in Scotland 

should have access to clinically safe and legal abortion 
services, within the limits that are currently set down in law, 

should they require it. It is our view that abortion care should be 
part of standard healthcare provisions, free from stigma. All 
persons should be supported and free to reach their own 

decision on whether or not to have an abortion. 
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in the first place and good procurator fiscal training to 

imprison the sorts that have ruined victims in the first 
place. 
 

What about that? 

168  It would be helpful to have clarification for those 
physicians who are conscientious objectors and how 
alternative means need to be put in place. 

Conscientious objection to abortion care is outside the scope of 
the pathway. For those clinicians who have a conscientious 
objection to other aspects of health care (for e.g. emergency 

contraception) the employing NHS Board needs to put local 
processes in place to ensure there is no detriment to the 

person seeking care. The following sources provide further 
clarification: General Medical Council Guidance - 
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-

doctors/personal-beliefs-and-medical-practice/personal-beliefs-
and-medical-practice. 

Faculty of Sexual and Reproductive Healthcare principles - 
https://www.fsrh.org/documents/guidance-for-those-
undertaking-or-recertifying-fsrh/. 

169  Ensure alternative advice is clear regarding alternative 

options for conscientious objectors and those who don’t 
insert coils.   
Ensure that this is available across Scotland.  The on Call 

Gynae will quite simply NOT BE HAPPY if called to insert 
a coil at 3am. 
Ensure clear guidance for routes of referral onwards 

Conscientious objection to abortion care is outside the scope of 

the pathway. For those clinicians who have a conscientious 
objection to other aspects of health care (for e.g. emergency 
contraception) the employing NHS Board needs to put local 

processes in place to ensure there is no detriment to the 
person seeking care. The following sources provide further 
clarification: General Medical Council Guidance - 

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-
doctors/personal-beliefs-and-medical-practice/personal-beliefs-

and-medical-practice. 
Faculty of Sexual and Reproductive Healthcare principles - 
https://www.fsrh.org/documents/guidance-for-those-

undertaking-or-recertifying-fsrh/. 

170  Also includes good links to relevant documents.  Noted. 

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/personal-beliefs-and-medical-practice/personal-beliefs-and-medical-practice
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/personal-beliefs-and-medical-practice/personal-beliefs-and-medical-practice
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/personal-beliefs-and-medical-practice/personal-beliefs-and-medical-practice
https://www.fsrh.org/documents/guidance-for-those-undertaking-or-recertifying-fsrh/
https://www.fsrh.org/documents/guidance-for-those-undertaking-or-recertifying-fsrh/
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/personal-beliefs-and-medical-practice/personal-beliefs-and-medical-practice
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/personal-beliefs-and-medical-practice/personal-beliefs-and-medical-practice
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/personal-beliefs-and-medical-practice/personal-beliefs-and-medical-practice
https://www.fsrh.org/documents/guidance-for-those-undertaking-or-recertifying-fsrh/
https://www.fsrh.org/documents/guidance-for-those-undertaking-or-recertifying-fsrh/
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171  The assessment gives medical professionals far too much 

power to identify someone as a vulnerable adult. 
Vulnerable adults in Scotland have few rights such as 
housing or employment in Scotland today. Emergency 

contraception can result in castration social and political 
exclusion etc. 

Noted. 

172  The advice around the choice of oral emergency 
contraception is agreed.   UPA is now considered 1st line 

as superior efficacy to LNG. It is acknowledged that there 
are some subtleties around not being able quick-start 

ongoing contraception after UPA for subsequent 
pregnancy risk due to the risk of interactions. It is however 
judged that in the case of sexual assault, preventing 

pregnancy from this episode is the clear priority. 

Noted. 

173  Additional comment: In relation to the fitting of copper 
IUDs there would be a requirement to ensure that all 
FMEs were trained to fit these coils or have the ability to 

refer the patient for one to be fitted within 5 days of the 
incident. 

NHS Board Nominated Leads will decide what is most 
appropriate for their area and which relevant referral pathways 
should be in place. They will lead discussion within their multi-

agency groups to determine how best to progress these issues 
within their local area.   

174  Oral emergency contraception is less invasive.  Noted. 

175  I disagree with abortion on many premises Scottish 
Government one of those premises and perhaps one of 
the most overriding ones is the anti-democratic nature of 

the practice hear in Scotland. I may disagree with abortion 
but we only need to look to the western world to the 

Emerald Isle for an example of a nation state ran by a gay 
man that currently has more right democratically speaking 
to promote and use it than this country ever will for at 

least the Republic of Ireland had a referendum on the 
issue. Gay Catholics are lovers of democracy that’s why 

but this nation that will soon be ejected from the EU 
community knows no such rule by majority and when it 

The Scottish Government believes all women in Scotland 
should have access to clinically safe and legal abortion 
services, within the limits that are currently set down in law, 

should they require it. It is our view that abortion care should be 
part of standard healthcare provisions, free from stigma. All 

persons should be supported and free to reach their own 
decision on whether or not to have an abortion. 
 

Staff with conscientious objection to performing or aiding 
abortion are not required to deliver these services and would 

not be penalised for their views. Clinicians who choose to opt 
out of providing particular procedures because of their personal 
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comes to progressive Eire looks like an autocratic 

backwater - the lack of a direct referendum on this matter 
should therefore be enough for this government not to 
implement it, promote it or indulge it in this or any other 

action. 
 

Sources to consider: Direct Democracy and the will of the 
common people. 
 

Another reason is that its murder - if any form of 
contraception entails terminating a fertilised egg no matter 

how that egg is fertilised then it’s homicide and yes it’s as 
simple as that. 
 

Reference: Western thought. 
 

A third reason is that it causes more psychological 
damage to the woman  who terminates the child than 
having the child and passing that child over to an lgbti 

adopting family would ever have for example . Many rape 
victims are regardless of the opinion of others plagued for 

the rest of their lives with added avoidable guilt and grief 
by the sheer fact that they have been pushed into aborting 
a child conceived out of rape by the medical profession 

and the stigmatisation they know society would throw at 
them for keeping the child. Many women who have 

chosen to keep the child conceived of rape have not just 
not regretted it but to quote one Irish woman whom kept 
her child treasured it regarded it as something beautiful 

out of something terrible yet this pathway while yes 
understands the true meaning of choice by allowing the 

victim to keep the child as well as terminate it instead of 
enforcing an obligatory termination makes no mention or 

beliefs and values, must make sure that arrangements are 

made – for another suitably qualified colleague to advise, treat 
or refer the person. 
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propagation of such experiences or choices of survivors 

what so ever in fact such survivors who do choose to 
keep the child are becoming increasingly vilified and even 
the targets of violent attacks by pro-abortion advocates. 

Despite pro-life rape survivors on the increase. While 
there has been known to be co-ordinated attacks upon 

pro-life activists hear in Scotland by anti-democratic thugs 
it must be said however much to Scotland’s credit in fact 
that it is not known at least to the author of the response 

that a victim of rape whom has chosen to keep the child 
has ever been targeted by pro-choice advocates in 

anyway something to their credit as well and a situation 
that were it to change should be and would be of great 
concern to Scotland. There is however in a society 

increasingly being told by its government to accept 
abortion a great concern that those women in the future 

whom have been raped yet consider keeping their child 
will eventually face increasing pressure to abort. 
 

There is also the added issue that conscientious objectors 
either by religion or adherence to the Hippocratic Oath 

could and most likely will be penalised if the refuse to 
recommend abortificant contraception to rape victims they 
come into contact with as the guidance might direct, 

something that may very well violate the human rights of 
the objector. 

 
Sources:  
 

https://www.irishtimes.com/life-and-style/people/a-baby-
from-rape-is-something-beautiful-from-something-terrible-

1.3269157 

https://www.irishtimes.com/life-and-style/people/a-baby-from-rape-is-something-beautiful-from-something-terrible-1.3269157
https://www.irishtimes.com/life-and-style/people/a-baby-from-rape-is-something-beautiful-from-something-terrible-1.3269157
https://www.irishtimes.com/life-and-style/people/a-baby-from-rape-is-something-beautiful-from-something-terrible-1.3269157
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https://www.christianheadliNational Education 
Scotland.com/blog/rape-victim-s-decision-to-choose-life-
makes-her-the-target-of-abortion-activists.html 

 
and common sense. 

176  Products of conception may be a particularly sensitive 
subject.  A patient may not take in, or remember all of the 

information.  It may be helpful to provide the patient with a 
hand out detailing considerations for a later date.   

Mention of products of conception has been removed from the 
pathway.  

The Clinical Pathways Subgroup agree with this comment, 
although consider the detail of the support information given is 

out of scope of a clinical pathway. Work is ongoing to review 
and update current guidance materials available for people who 
have experienced rape and sexual assault. This feedback will 

be taken on board when further work is carried out on future 
guidance. 

The Clinical Pathways Subgroup have developed an 
information leaflet to provide additional information on a 
forensic medical examination, which can be given to people 

who disclose rape and sexual assault and who choose to have 
a forensic medical examination. 

177  Pregnancy testing should also be included in the ‘key 
points’ box on p25 

Wording included 'assessment of the possibility of existing 
pregnancy should be undertaken'. 

178  It includes comprehensive and appropriate links.   Noted. 

179  It is helpful you have noted self-taken swabs as an option.  
Collaborative approaches to overcoming barriers to 

forensic and health care procedures are highly valued by 
survivors.   

Noted. 

180  “Page 28 re STI testing is contentious.  On one hand we 
are being asked to do STI testing where it may be 
forensically significant, on the other we are being asked to 

screen all requests for the results and not disclose unless 
there is relevance to the crime on trial”. Not sure we are 

This point is covered in the NHS Education for Scotland 
training for forensic medical examiners. Potential forensic 
relevance of testing for sexually transmitted infections depends 

on individual circumstances, for e.g. people without previous 
sexual experience at a particular anatomical site. 
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ever in a position to know enough information about the 

""crime on trial"" to make that decision.  
181  All of the guidance around vaccination would perhaps be 

best dealt with at a follow up appointment as it is a lot for 
a victim to deal with along with the forensic examination 

and potential emergency contraceptive processes. 

This is a matter of clinical judgement. Initiating vaccination 

early may confer partial immunity and increase uptake of 
subsequent doses. However, in some circumstances, this or 

other clinical interventions may be deferred. 
182  Guidance regarding the Hepatitis B vaccination isn’t clear.  

It reads everyone should have a test but no guidance as 
to whether to vaccinate all (which is what has been done 

until now) or to do a risk assessment based on knowledge 
of assailant (which may be more appropriate).  The 
timeline then says all should get a vaccination.   

The Clinical Pathways Subgroup recommends that all adults 

who present having experienced rape or sexual assault should 
have vaccination, as outlined in the timeline. Testing is to 

identify those who may have had previous exposure and 
require additional interventions. 

183  Following on from comments 2 and 5, women have fed 
back the negative impact of having to make follow up 

appointments in order to address some of the sexual 
health risks.  Having a pathway which was collaborative 

and identified a point of contact who would coordinate this 
would be beneficial to individuals and prevent further 
trauma. 

The previous Chief Medical Officer asked NHS Board Chief 
Executives to ensure there is a single point of contact to 

provide support with the coordination of ongoing care and 
support for victims.  

184  Please note that there is a significant disparity of 

psychological support provision across Scotland.  What is 
offered in the West and at Archway is NOT going to be 
offered in the North and Island Boards. Recognition of this 

is essential. 

All NHS Boards have local improvement plans in place. Within 

these plans, NHS Boards are required to consider access to 
services including Sexual Health Services and mental health 
treatment and care. 

185  It includes comprehensive and appropriate links.   Noted. 

186  No one for victim to talk to other than medical 

professionals. 
 
The trauma theory identifies victim as a brain damaged 

person who will never recover. 
 

The Pathway outlines that referral to other agencies would be 

done after agreement with the person who has experienced 
rape or sexual assault. Trauma-informed practice aims to offer 
choice to increase the possibility of recovery. 
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The assessment just destroys any future the victim might 

have. 
187  https://www.ucl.ac.uk/news/2014/sep/40-women-severe-

mental-illness... 
 

There must be adequate support provided timeously to 
victims with a recognition that support must be linked into 
a range of services such as mental health, women's aid 

etc. and not just simply focus on the sexual assault but 
perhaps this may be part of a broader range of issues 

such as domestic abuse. 

The Pathway outlines that referral to other agencies would be 

done after agreement with the person who has experienced 
rape or sexual assault. 

188  Calling it a 'risk assessment' is a bit limiting; why not a 

broader psycho-social assessment?  Narrow focus might 
not encourage identification of subtler effects of the 

abuse, e.g. avoidance of certain situations/places etc. 

The Clinical Pathways Subgroup agrees that a broader 

assessment of a person is important. The terms ‘risk 
assessment’ and ‘psychosocial assessment’ are both used in 

the pathway. 
189  It is positive that the key points highlight that the survivor 

should not be expected to coordinate multiple follow up 
appointments. Another key piece of feedback we have 
had through the monthly Police Direct Referral feedback 

protocol is where the forensic appointment has not 
considered the sexual health or pregnancy concerns and 

that they were signposted to others to address this. 
Having coordinated and proactive follow up services given 
the trauma is vital. 

Noted. 

 
 
 

 

190  The importance of proactive follow up could be further 

emphasised - some survivors will be so overwhelmed that 
any requirement for them to proactively chase up 
appointments will be too difficult.  This of course needs to 

be balanced with an emphasis on survivors being in 
charge/in control of what happens to them 

Noted. 

191  Although the Pathway acknowledged the limitation of the 
use of DASH RIC questionnaire to cases that involved an 

The Clinical Pathways Subgroup welcome any suggestions of a 
nationally accepted, validated tool to ensure consistency in 

https://www.ucl.ac.uk/news/2014/sep/40-women-severe-mental-illness
https://www.ucl.ac.uk/news/2014/sep/40-women-severe-mental-illness
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element of domestic abuse, respondents sought greater 

guidance on the psychosocial risk assessment and judged 
that the pathway would benefit from a consistent tool to 
assess psychosocial risks. 

assessment.  In the absence of a clearly identified tool, the 

Clinical Pathways Subgroup recommend a series of 
standardised questions about personal circumstances which 
may form part of psychosocial risk assessment along with the 

risk identification checklist. There is training in psychosocial risk 
assessment as part of the NHS Education for Scotland training 

available to sexual offences examiners. 
192  It is important that a survivor has choice, professionals 

need to have an awareness and understanding of the 
different ways a person may present after experiencing 

sexual violence.  The follow up appointments will be more 
effective if survivors have someone to coordinate this on 
their behalf, survivors on the whole will find this too much 

after what they have experienced.   

Coordination of ongoing care after forensic medical 

examinations is a recognised priority within NHS Board Local 
Improvement Plans. Many local areas have already appointed 

or are seeking to recruit nurse coordinators to provide support 
and manage treatment and care needs at the time the person 
is ready for this. 

193  Positive to see that local protocols should be referred to in 
order to avoid duplication.  In relation to homeless 
accommodation it is vital that this is appropriate 

accommodation.  It would be positive to see noted in the 
guidance excluding some accommodation.  This may 

include busy mixed-sex environments.  We would like to 
see further guidance regarding appropriate emergency 
accommodation.   

This is outside the scope of the pathway and for local 
determination. Local authorities have a duty to ensure that 
emergency accommodation is appropriate.   

194  I am actually mostly in agreement with this however … 
stupidity aborts all chance of supporting this fully as there 

stupidity did in causing me to not support the nations 
independence bid as much as I would have liked to.  

There is a danger of vilifying the victim of sexual abuse 
hear by commencing an assessment that would entail 
examining if they are a so called risk to others most 

survivors are not risks to others at all its others that are a 
risk to them including their society and government, that is 

why they end up victims in the first place for the Scottish 

The risk assessments mentioned are tools that aim to identify 
someone’s need for additional support. Identifying risks to 

others, for example children in the household, is an important 
step to offering survivors and those close to them appropriate 

support.   
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Government to even consider victims as risks to society is 

outrageous, ludicrous and absolutely laughable. So no. 
Only in Scotland could a victim of a brutal rape be 
considered on the same level as there attacker in regards 

threats to the public. Victims often engage in taking 
alcohol, drugs or engaging in outbursts of verbal 

aggression due to suffering intense emotional and 
psychological pain as a consequence of the heinous 
crime of rape leading to them being in turn prosecuted or 

institutionalised therein being very vulnerable to 
judgement by society and the state which in turn no 

surprise leaves such victims being disbelieved, blamed, 
stigmatised and criminalised for the Scottish Government 
to then add to that judgemental attitude already prevalent 

in society by recommending a risk to others assessment 
is counter-productive and an absolute disgrace. An utter 

disgrace... 
 
It should be noted however that I am for the suicide risk 

assessment as for the domestic abuse risk assessment I 
think once a partner of anybody presents as being raped 

its went way over and above a domestic abuse risk don’t 
you think Scottish government?  
 

Ridiculous. 

195  As per my answer in section 1 - locally provided, but 
medical examination should be provided by an expert. 

Noted. 

196  A further pathway document would be useful for child 
protections issues, particularly if the individual who has 
been assaulted is the main carer of a child.  

The Pathway document refers to the National Child Protection 
Guidance which should be used, along with local child 
protection procedures. 

197  As a result of the assault an individual may experience 

difficulties in caring for a child and may need extra 

Noted. Referral to social work services if required is a part of 

the Pathway. 

https://www.gov.scot/publications/national-guidance-child-protection-scotland/
https://www.gov.scot/publications/national-guidance-child-protection-scotland/
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support. This should be framed as supportive, rather than 

punitive.  
198  Consider moving to the beginning of section before the 

medical interventions 

Noted. 

199  Psychiatric services in Scotland are just set up to identify 
people as sick. They are not set up to treat evil rapists or 
vulnerable rape victims. 

Noted. 

200  I am very concerned that if products of conception are 
seized for DNA analysis this will include an inseminate 

egg or a foetus. Such should not be done again, this is 
due to the fact there has been no direct referendum on 

the issue of abortion and second due to the fact that it 
may create a culture of death were victims are 
encouraged to have an abortion to build a successful 

prosecution case for COPFS. 

Mention of products of conception has been removed from the 
pathway 

201  "There is a small typo on p28 (require to remove the 
“than”) – 

Wording amended. 

202  In circumstances where a positive screening sample is 
likely to be of forensic significance (where minimal chance 

that the person could have acquired infection from anyone 
other the assailant can be evidenced, usually in child 
cases or people without than previous sexual activity), 

baseline samples should be taken at time of examination 
and again 14 days post incident 

The Clinical Pathways Subgroup agrees with this comment.  
This is included in 7.1.2.1 on p39 of the consultation version of 

the document. It is also covered in the NHS Education for 
Scotland training for forensic medical examiners. 

203  I think that it should be clear in the pathway that it is vital 
that survivors receive support during any physical 

examinations.  Survivors need the choice to have a 
trauma worker present or not in the examination.  
Someone they have met and know can make a huge 

difference before going through a physical examination 
following a rape or sexual assault. I had the support of my 

SOLO who accompanied me to my appointments. My 

Police Scotland reiterated that the important role of the sexual 
offences liaison officer will not be changed by the introduction 

of this pathway. The examination and samples obtained must 
be undertaken in a forensic environment to ensure quality of 
evidence if the case would go to court. Consequently, best 

practice dictates that a minimum number of individuals should 
be present to protect this; i.e. two health professionals carrying 

out the examination. There are no issues with support being 
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SOLO took me to drug testing in the Police HQ and she 

made sure a trauma worker could attend any medical 
appointments I had to attend due to the result of being 
raped. 

available before and after the forensic examination and at any 

other physical examination at the request of the person.   

204  However I would suggest that further detail in terms of 

follow up would be helpful as the immediate impact of the 
assault may not cause immediate concern re: 
psychosocial risk which could have a delayed onset. 

Section 9 page 59 refers to follow up care. The Clinical 

Pathways Subgroup recognise that symptoms following an 
assault may not appear until a later date. The Subgroup have 
worked with Rape Crisis Scotland to develop an information 

leaflet. The leaflet provides information on what a person can 
expect in relation to a forensic medical examination and where 

to access support services should these be required. 
205  The emphasis on health & care of survivor over forensic 

evidence is welcome although it can always be further 
strengthened 

Noted. 

206  Some clinicians reported surprise that in section 7.4.2 
under the general history, that sexual orientation was 

described as a vulnerability 

This wording has been removed from the Clinical Pathway, the 
Clinical Pathways Group are aware of evidence to support this 

and have included this in the Equality Impact Assessment as 
having a potential positive impact for LGBT groups.  

207  Additional clarity re A&E / GP roles in responding to 
immediate injury would be beneficial.  We have worked 

with women who have left A&E before treatment and 
who’s GPs felt unable to proceed with any medical 
intervention before forensics were taken. This risks people 

not receiving immediate care and has also left women 
feeling they had no other choice but to proceed with a 

forensic medical examination.  It may be beneficial for 
some additional guidance to be made available to those 
within these settings as well as key partners so that 

external workers are clear about any limitations which 
may exist.   

The Clinical Pathways Subgroup agrees with this comment.  
The trauma informed training needs of the wider health and 

social care workforce will be informed by the ‘Transforming 
Psychological Trauma: A Skills and Knowledge Framework for 
The Scottish Workforce’ strategy.  

 
The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 
experienced rape or sexual assault, to ensure that those 

professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 

included in the package of resources launched in November 
2020. 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
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208  I am very concerned that if products of conception are 
seized for DNA analysis this will include an inseminate 

egg or a human embryo. Such should not be done, again 
this is due to the fact there has been no direct referendum 

on the issue of abortion and second due to the fact that it 
may create a culture of death were victims are 
encouraged to have an abortion to build a successful 

prosecution case for COPFS. 
 

I am in favour of ceasing products such as an embryo if 
the child has died other than by abortifacient means. 

Mention of products of conception has been removed from the 
pathway. 

209  The further guidance on “no police involvement” would be 
helpful. As would guidance for GPs/A&E and sexual 

health services in case patients present at other health 
service.  

Subsequent to the consultation process for the adult clinical 
pathway, the Forensic Medical Services (Victims of Sexual 

Offences) (Scotland) Bill was introduced to the Scottish 
Parliament and is nearing its final legislative stage – Stage 3 - 
in the Scottish Parliament.  The Bill proposes a clear statutory 

duty for health boards to provide trauma-informed forensic 
medical services for victims and will provide for consistent 

access to self-referral so that a victim can access healthcare 
and request a forensic medical examination without first making 
a report to the police. The Bill will ensure that victims are 

informed about what will happen to any evidence taken from 
them and the circumstances under which it will be shared with 
the police.  

A self-referral Subgroup of the CMO Taskforce was established 
in December 2019 and set up two Task and Finish Groups to 

develop key products. The Access to Services Task and Finish 
Group is looking at how people will contact self-referral 
services, as well as options for a national awareness raising 

campaign ahead of Bill commencement. A representative from 
the Scottish Police Authority (SPA) forensic services and NHS 
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Tayside co-chair the National Protocol and Retention Task and 

Finish Group tasked with developing a robust protocol for 
health boards on how to maintain the “chain of evidence” in a 
way that meets the requirements of the Scottish criminal justice 

system. 
 

The Clinical Pathways Subgroup have developed guidance for 
staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 

experienced rape or sexual assault, to ensure that those 
professionals can provide a trauma informed response and 

signposting as appropriate to the relevant services. This was 
included in the package of resources launched in November 
2020. 

210  Only that the importance for having options in the forensic 

suite for clean clothes into which to change following the 
examination 

All NHS Boards are tasked with making provision for clothing 

changes within their forensic suites. This is in line with HIS 
Standards for Healthcare and Forensic Medical Services for 
People who have Experienced Rape, Sexual Assault or Child 

Sexual Abuse: Children, Young People and Adults (included in 
Standard 3 practical evidence of achievement).   

211  The section on preserving forensic evidence (section 7.3) 
could be strengthened by including advice on minimising 

loss of forensic evidence in non-forensic healthcare 
settings where first disclosure could be expected (e.g. 
accident and emergency departments).  

The Clinical Pathways Subgroup have developed guidance for 
staff in other services (such as primary care and A&E), who 

may be the first point of disclosure for someone who has 
experienced rape or sexual assault, to ensure that those 
professionals can provide a trauma informed response and 

signposting as appropriate to the relevant services. This was 
included in the package of resources launched in November 

2020. 
212  Will this be further updated if arrangements for self-

referral are confirmed via other taskforce activity and how 
this may require change to the pathway? 

Subsequent to the consultation process for the adult clinical 

pathway, the Forensic Medical Services (Victims of Sexual 
Offences) (Scotland) Bill was introduced to the Scottish 

Parliament and is nearing its final legislative stage – Stage 3 - 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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in the Scottish Parliament.  The Bill proposes a clear statutory 

duty for health boards to provide trauma-informed forensic 
medical services for victims and will provide for consistent 
access to self-referral so that a victim can access healthcare 

and request a forensic medical examination without first making 
a report to the police. The Bill will ensure that victims are 

informed about what will happen to any evidence taken from 
them and the circumstances under which it will be shared with 
the police.  

A Self-referral Subgroup of the CMO Taskforce was 
established in December 2019 and set up two Task and Finish 

Groups to develop key products. The Access to Services Task 
and Finish Group is looking at how people will contact self-
referral services, as well as options for a national awareness 

raising campaign ahead of Bill commencement. A 
representative from the Scottish Police Authority (SPA) forensic 

services and NHS Tayside co-chair the National Protocol and 
Retention Task and Finish Group tasked with developing a 
robust protocol for health boards on how to maintain the “chain 

of evidence” in a way that meets the requirements of the 
Scottish criminal justice system. 

213  Chaperones clearly need to be nurses trained specifically 
to corroborate swabs and injuries.  Clarity is required 

around whether it is just genital injuries that need 
corroborated or all injuries noted on head to toe 

examination. 

The Crown Office and Procurator Fiscal Service confirmed that 
forensic medical examinations should be conducted by a 

clinician and witnessed by a second person who can give 
evidence of what occurred and what was observed during that 

examination, in particular, the taking of all samples and the 
presence of all injuries. That person should, ideally, be a 
healthcare professional with training in forensic medical 

examination and evidence gathering techniques. 
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214  It would be beneficial to have more details on storage of 

forensics (time length) for material captured from self-
referrals. 

Subsequent to the consultation process for the adult clinical 

pathway, the Forensic Medical Services (Victims of Sexual 
Offences) (Scotland) Bill was introduced to the Scottish 
Parliament and is nearing its final legislative stage – Stage 3 - 

in the Scottish Parliament.  The Bill proposes a clear statutory 
duty for health boards to provide trauma-informed forensic 

medical services for victims and will provide for consistent 
access to self-referral so that a victim can access healthcare 
and request a forensic medical examination without first making 

a report to the police. The Bill will ensure that victims are 
informed about what will happen to any evidence taken from 

them and the circumstances under which it will be shared with 
the police.  
A Self-referral Subgroup of the CMO Taskforce was 

established in December 2019 and set up two Task and Finish 
Groups to develop key products. A representative from the 

Scottish Police Authority (SPA) forensic services and NHS 
Tayside co-chair the National Protocol and Retention Task and 
Finish Group tasked with developing a robust protocol for 

health boards on how to maintain the “chain of evidence” in a 
way that meets the requirements of the Scottish criminal justice 

system. This is appropriate because the protocol will need to 
be kept under constant review and updated to reflect any 
changes to other related national guidance issued by the 

Faculty of Forensic Legal Medicine or the Scottish Police 
Authority for example. The detailed protocol will set out detailed 

and robust requirements for the retention of forensic evidence, 
including what is stored, where and how. Processes will be put 
in place to ensure that the corroboration and secure retention 

of any evidence obtained will be admissible in any future 
criminal proceeding.   
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Further details about the storage period will be added to the 

pathway when more information is available. 
215  As previously stated, the Final Standards Document - 

December 2017 lays out in detail the required standards 
for the gathering and preservation of forensic evidence 

and its provisions, along with the pathway guidance, 
should lead to a comprehensive, person centred, service. 

Noted. 

216  Yes, if any evidence suggesting guilt is shared by COPFS 
or any other state authority with the defence suddenly is 

deemed missing or is damaged by the defence or if any 
evidence suggesting innocence shared by the defence 
with COPFS or any other state authority is deemed 

suddenly missing or is damaged by COPFS then the 
courts should be required by law to take it extremely 

serious - as a contempt of court if committed by the 
defence or an automatic reason for acquittal if committed 
by the prosecution. 

The Clinical Pathways Subgroup agreed that national judicial 
processes and case outcomes are out of scope of a clinical 

pathway.   

217  Information is provided on different options and consent if 
gained at every point.  

Noted. 

218  Again as with 1.1. It has the potential to be person centred 

but depends really on the delivery by the personnel 
involved. The narrative makes clear what a trauma 
informed approach should look like, and that survivors 

should be given meaningful choice about who they 
engage with, e.g. whether they report to the Police, and 

whether they can access a female examiner, but the 
manner and approach of the people at key points within 
the pathway determine whether this is meaningfully done 

and that people don’t feel under pressure to report or 
engage. 

The “Essentials In Sexual Offence Forensic Medical 

Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland, is a requirement 
for all general forensic physicians and sexual offences 

examiners who are providing these services within Scotland. It 
has a strong emphasis on trauma informed principles and the 

importance of trauma informed practice at each stage of the 
victim’s journey. This training is also available to nurses 
involved in the provision of care to victims of sexual crime. 

 
Being able to offer a choice of the sex of examiner involved in 

an individual's care is a key priority for the Taskforce and an 
important aspect of the HIS Standards for Healthcare and 
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Forensic Medical Services for People who have Experienced 

Rape, Sexual Assault or Child Sexual Abuse: Children, Young 
People and Adults. Taskforce funding has been provided to 
NHS Education for Scotland to train more doctors in sexual 

offence examinations, with a view to increasing the number of, 
particularly female, doctors who are available to undertake this 

work. Funding will also be available in 2020/21 to train more 
doctors and nurses involved in the delivery of this service.    
 

An initiative to develop the role of nurse sexual offences 
examiner in Scotland, to deliver on gender balance in the 

workforce, has been approved and work to progress is 
currently underway. 

219  The forensic examination process described in the 
pathway was judged to be person centred and evidenced 

an understanding of trauma informed practice.  

Noted. 

220  It incorporates all required elements of forensic 

examination as required to facilitate the process of justice. 
This experience will never be pleasant but done in a 

sensitive and efficient manner, it will provide the victim 
with an element that cannot be offered anywhere else. 

Noted. 

221  Again as previously mentioned it depends on the 
professionals interacting with survivors, they need the 
appropriate training to ensure the service they are offering 

is trauma informed. Real choice, free from pressure to 
report, and a range of services they could access is key.  

The accredited “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents) 
“course delivered by NHS Education Scotland, is a requirement 

for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. It 

has a strong emphasis on trauma informed principles and the 
importance of trauma informed practice at each stage of the 
victim’s journey. This training is also available to nurses 

involved in the provision of care to victims of sexual crime. 
Being able to offer a choice of the sex of examiner involved in 

an individual's care is a key priority for the Taskforce and an 



Consultation feedback report on the draft clinical pathway for adults who have experienced rape or sexual assault  
Section 2: Healthcare and forensic medical examination  

88 
 

I Consultation comment Project group response 

important aspect of the HIS Standards for Healthcare and 

Forensic Medical Services for People who have Experienced 
Rape, Sexual Assault or Child Sexual Abuse: Children, Young 
People and Adults.   

 
Taskforce funding has been provided to NHS Education for 

Scotland to train more doctors in sexual offence examinations, 
with a view to increasing the number of (particularly female) 
doctors who are available to undertake this work. Funding will 

also be available in 2020/21 to train more doctors and nurses 
involved in the delivery of this service. An initiative to develop 

the role of nurse sexual offences examiner in Scotland, to 
deliver on the gender balance in the workforce, has been 
approved and work to progress is currently underway. 

222  If the evidence collection entails the facilitation of an 

undemocratically verified dispense of abortifacients then 
no, it’s not. In that sense, the preservation of evidence 
procedure seems to be more obsessed by its overriding 

drive of punishing the innocent for being conceived 
through no fault of its own than actually catching and 

punishing the offender. 
 
Such is not victim centred. I'm sorry. 

Second, I am concerned about the rather careless attitude 
displayed in regards the prospect of cross contamination 

of evidence such contamination can cause a 
Prosecution case to fail or an innocent person to be 
imprisoned and if the aim is justice and not just to fill 

conviction quotas such an attitude should be avoided not 
When possible but […]. A disrespect to all persons 

involved and in no way person centred. Such negligence 
may also leave the medical services liable by either party. 
Negligence on this issue, is absolutely unacceptable. 

A person's choice of whether to proceed to termination or not is 

paramount, and it is within the principles of the pathway to 
encourage choice as much as possible. Whether products of 
conception can be, or are, used as evidence will dependent on 

the circumstances of that particular case 
 

HIS Standards for Healthcare and Forensic Medical Services 
for People who have Experienced Rape, Sexual Assault or 
Child Sexual Abuse: Children, Young People and Adults 

Standard 3 outlines that each NHS Board should ensure that 
the facilities and equipment for forensic examinations are 

appropriate, safe and effectively managed.   
 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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223  The discussion on the patient being in control of what is 

being done and the samples being taken is very helpful.  

Noted. 

224  Not enough emphasis on flexible responses, choice, and 

training of staff 

The Clinical Pathways Subgroup agreed that flexible response 

and choice are integral to the pathway. Training of staff is out of 
the scope of the pathways document, but skilled training can be 

provided through the relevant Queen Margaret University 
postgraduate course in advanced forensic practice and, for 
continuing professional development for medical practitioners, 

via NHS Education for Scotland. 

225  This section should also reflect techniques that staff can 
use when examining a woman that can reduce the 
likelihood of triggers – NES 1 in 4 resources would be 

useful to reflect here. 

The accredited “Essentials In Sexual Offence Forensic Medical 
Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland, is a requirement 

for all general forensic physicians and sexual offences 
examiners who are providing these services within Scotland. It 

has a strong emphasis on trauma informed principles and the 
importance of trauma informed practice at each stage of the 
victim’s journey. This training is also available to nurses 

involved in the provision of care to victims of sexual crime. 
226  The longer a rape victim is left in the same clothes and 

cannot wash the longer the nightmare continues.  This 
process needs to be done instantly.  I was not able to 

shower for nearly 8 hours after I was raped and I will 
never forget the feeling of being repulsed by my own skin.   

The Taskforce aims to prevent people from having these 

experiences of services. Adults should have access to a 
forensic examination within the 3 hour timeline stipulated by the 

HIS indicators. NHS Boards are required to provide washing 
facilities and spare clothes immediately after the forensic 
examination as part of local improvement plans. 

227  Again as with 1.2 The narrative makes this clear but 

delivery depends very much on the training, 
understanding and experience of the personnel involved.  

The accredited “Essentials In Sexual Offence Forensic Medical 

Examination And Clinical Management (Adults & Adolescents)” 
course delivered by NHS Education Scotland, is a requirement 
for all general forensic physicians and sexual offences 

examiners who are providing these services within Scotland. It 
has a strong emphasis on trauma informed principles and the 

importance of trauma informed practice at each stage of the 

https://www.nes.scot.nhs.uk/
http://www.healthcareimprovementscotland.org/our_work/person-centred_care/resources/sexual_assault_indicators.aspx
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victim’s journey. This training is also available to nurses 

involved in the provision of care to victims of sexual crime. 

228  It also depends on whether the services and logistics are 

in place to ensure that there are female examiners 
available for everyone, that people do not have lengthy 

waits where they are unable to wash, and that their 
access needs are considered.  

All NHS Boards are required to have local improvement plans 

in place to meet the HIS Standards for Healthcare and Forensic 
Medical Services for People who have Experienced Rape, 

Sexual Assault or Child Sexual Abuse: Children, Young People 
and Adults in their area. 

229  Again the importance of the option of having forensics 
done without a report to police at this stage needs to be 

further highlighted. 

Subsequent to the consultation process for the adult clinical 
pathway, the Forensic Medical Services (Victims of Sexual 

Offences) (Scotland) Bill was introduced to the Scottish 
Parliament and is nearing its final legislative stage – Stage 3 - 
in the Scottish Parliament.  The Bill proposes a clear statutory 

duty for health boards to provide trauma-informed forensic 
medical services for victims and will provide for consistent 

access to self-referral so that a victim can access healthcare 
and request a forensic medical examination without first making 
a report to the police. The Bill will ensure that victims are 

informed about what will happen to any evidence taken from 
them and the circumstances under which it will be shared with 

the police.  
A Self-referral Subgroup of the CMO Taskforce was 
established in December 2019 and set up two Task and Finish 

Groups to develop key products. A representative from the 
Scottish Police Authority (SPA) forensic services and NHS 
Tayside co-chair the National Protocol and Retention Task and 

Finish Group tasked with developing a robust protocol for 
health boards on how to maintain the “chain of evidence” in a 

way that meets the requirements of the Scottish criminal justice 
system. 

230  Although the guidance on the examination process 
demonstrates a clear understanding of trauma it also 

details actions that need to be carried out in order to 

Noted. 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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collect evidence and ensure the chain of evidence is not 

broken, the approach examiners take when carrying out 
these actions is important to reduce the risk of causing 
further trauma.  

231  The process clearly demonstrates that following 

completion of the forensic evidence collection that 
individuals should have control of their follow up care; 
however it may be helpful for the individual to be guided 

through what after care services are available by a 
designated care coordinator and/or Rape Crisis/ 

independent advocacy worker. 

The Clinical Pathways Subgroup has added a reference to the 

Rape Crisis National Advocacy Project evaluation report, 
although the pathway has been developed to recognise wider 
ongoing work on advocacy. Implementation of the pathway in 

each NHS board area will depend on local circumstances. 
 

232  Explaining in detail the invasive procedure and why 

certain procedures need to be carried out in the collection 
of evidence is key. Survivors having the choice of the 

gender of the forensic examiner and the option to have 
support during this process. The procedure to be carried 
out timely, without delays.  

Noted. 

233  There are a significant number of questions to be asked 
during this process. Some of the questions may be asked 

by more than 1 of the multi-agency workers. Comments 
from women who have been through the process have 

noted that being asked the same questions again feels 
unnecessary and intrusive.  Having clarity (perhaps 
through local protocols) about what information is 

gathered and by whom, or some formalised process of 
agreeing information to be shared with other 

professionals, e.g. Police, advocacy, trauma support 
worker may prevent further trauma to the individual.  

The Clinical Pathways Subgroup agree with the principles of 
this comment.  The national form has been revised to reduce 

duplication and support appropriate sharing of information 
between professionals. 

234  Having a consistent approach can only but support the 
legal process in the larger setting. 

Noted. 

235  As in previous replies, remote GPs in my area believe that 
the most appropriate service is a regional model with local 

The Taskforce recognises that small and island Boards will 
require a level of support from larger Boards within their region.  

https://www.rapecrisisscotland.org.uk/national-advocacy-project/
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practitioners providing first contact and support, but with 

the legal critical forensic examination being provided by 
an expert FME, not local GPs.  The local view was that no 
amount of local training could empower local generalists 

to safely and expertly provide such examination when 
performed so infrequently, nor to enable their evidence to 

withstand legal scrutiny. Local training only confirmed that 
view for those who attended. 
Providing gender appropriate examiner is also very 

challenging in some areas. 

There are collaborative models and support networks 

established already which provide forensic medical 
examination services for survivors and support to clinicians 
who are involved in providing treatment and care. The Clinical 

Pathways Subgroup agree that clinical expertise is essential to 
the delivery of the pathway at local level.  The subgroup 

decided, however, that this was out of scope of the clinical 
pathway and relates to national service design.   
 

The agreed national model is underpinned by published 
Healthcare Improvement Scotland Standards which are clear 

about the need to deliver an improved gender balance within 
the clinical professionals who provide these services. An 
initiative to develop the role of nurse sexual offences examiner 

in Scotland, to deliver on gender balance in the workforce, has 
been approved and work to progress is currently underway. 

 
236  Yes and No.  

 
• No information is included on fingernail samples or the 

kit used. This would be a helpful addition in the top-to-toe 
examination section.  
• It would be helpful to include guidance on clothing 

bought in by the patient, but not worn at the time of 
examination (for example clothing brought in, in a bag).  

• An early evidence kits and chain of custody flow chart 
may be useful.  

Detail on fingernail samples is available in the FFLM 

“Recommendations for the Collection of Forensic Specimens 
from Complainants and Suspects” document which is linked in 

the pathway. The handling of clothing under these 
circumstances would require a discussions between the sexual 
offences examiner and the sexual offences liaison officer on a 

case by case basis.   

237  Enabling anonymous storing of forensic samples across 
the country will significantly increase options for survivors 
who have not yet had the time to fully consider whether 

they want to/are in a position to formally report.  

The Forensic Medical Services (Victims of Sexual Offences) 
(Scotland) Bill enables access to self-referral services. Further 
guidance will be added to the pathway once arrangements for 

self-referral can be implemented across the country. 
 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
https://fflm.ac.uk/publications/recommendations-for-the-collection-of-forensic-specimens-from-complainants-and-suspects-3/
https://fflm.ac.uk/publications/recommendations-for-the-collection-of-forensic-specimens-from-complainants-and-suspects-3/
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A Self-referral Subgroup of the CMO Taskforce was 

established in December 2019 and set up two Task and Finish 
Groups to develop key products. A representative from the 
Scottish Police Authority (SPA) forensic services and NHS 

Tayside co-chair the National Protocol and Retention Task and 
Finish Group tasked with developing a robust protocol for 

health boards on how to maintain the “chain of evidence” in a 
way that meets the requirements of the Scottish criminal justice 
system. This is appropriate because the protocol will need to 

be kept under constant review and updated to reflect any 
changes to other related national guidance issued by the 

Faculty of Forensic Legal Medicine or the Scottish Police 
Authority for example. The detailed protocol will set out detailed 
and robust requirements for the retention of forensic evidence, 

including what is stored, where and how. Processes will be put 
in place to ensure that the corroboration and secure retention 

of any evidence obtained will be admissible in any future 
criminal proceeding.   

238  Having systems in place to store forensic evidence while 
survivors have the opportunity to decide if they feel able to 

report will increase options for survivors.  

Subsequent to the consultation process for the adult clinical 
pathway, the Forensic Medical Services (Victims of Sexual 

Offences) (Scotland) Bill was introduced to the Scottish 
Parliament and is nearing its final legislative stage – Stage 3 - 
in the Scottish Parliament.  The Bill proposes a clear statutory 

duty for health boards to provide trauma-informed forensic 
medical services for victims and will provide for consistent 

access to self-referral so that a victim can access healthcare 
and request a forensic medical examination without first making 
a report to the police. The Bill will ensure that victims are 

informed about what will happen to any evidence taken from 
them and the circumstances under which it will be shared with 

the police.  
A Self-referral Subgroup of the CMO Taskforce was 
established in December 2019 and set up two Task and Finish 
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Groups to develop key products. A representative from the 

Scottish Police Authority (SPA) forensic services and NHS 
Tayside co-chair the National Protocol and Retention Task and 
Finish Group tasked with developing a robust protocol for 

health boards on how to maintain the “chain of evidence” in a 
way that meets the requirements of the Scottish criminal justice 

system. The detailed protocol will set out detailed and robust 
requirements for the retention of forensic evidence, including 
what is stored, where and how.  

Processes will be put in place to ensure that the corroboration 
and secure retention of any evidence obtained will be 

admissible in any future criminal proceeding.   
239  Minus the abortion the forensics behind this are actually 

quite good. 

Noted. 

240  For areas when the provision of another trained medical 
member for examination is highly unlikely and the 
colposcopy images should be considered for 

corroboration.  
Nurses cannot provide any corroboration for injuries and 

can only corroborate that swabs were taken, by which 
doctor, which complainer and when and where. 

The Crown Office and Procurator Fiscal Service has confirmed 
that colposcope images cannot, in isolation, provide the 
necessary corroboration. Accordingly, there must be a second 

person present in the examination room who can give evidence 
of what occurred and what was observed during that 

examination, in particular, the taking of all samples and the 
presence of all injuries. That person should, ideally, be a 
healthcare professional with training in forensic medical 

examination and evidence gathering techniques.   
 
Colposcope images may be useful to the criminal justice 

process for other reasons but it should be noted that this may 
require the images to be disclosed to the solicitor representing 

the accused and, on very rare occasions, to be shown in court. 
241  Clarity needed from Scottish Government is needed 

regarding the use of colposcopy for corroboration  
We cannot recruit in the North and therefore use of 

Colposcope images is invaluable. 

The Crown Office and Procurator Fiscal Service has confirmed 
that colposcope images cannot, in isolation, provide the 
necessary corroboration. Accordingly, there must be a second 

person present in the examination room who can give evidence 
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of what occurred and what was observed during that 

examination and, in particular, the taking of all samples and the 
presence of all injuries. That person should, ideally, be a 
healthcare professional with training in forensic medical 

examination and evidence gathering techniques.   
 

Colposcope images may be useful to the criminal justice 
process for other reasons but it should be noted that this may 
require the images to be disclosed to the solicitor representing 

the accused and, on very rare occasions, to be shown in court. 
242  We agree that the document Overview of the Worldwide 

best Practices for rape Prevention and for assisting 

women victims of rape 2013 does include the sentence 
described at section 4.6.2. However there is no context 
around this statement. 

The Lovett paper 2004 suggests that developments in 
skills of SOEs would include the use of colposcopy.  

However there is no guidance via the FFLM as to the 
necessity of a colposcopic examination for all adult 
examinations. 

 
The Statement that appears to have been taken directly 
from the National Guidance on the delivery of police 

custody healthcare & forensic medical services is not 
actually as stated:  

 
It does NOT say that “colposcopes should be used where 
consent has been provided” or that “video colposcopy 

provides the best quality of forensic evidence in relation to 
intimate examinations” and we would be keen to see 

evidence that this is the case. As colposcopy is technical 
skill that takes years to learn, is open to technical failures, 

This section was subject to considerable discussion prior to the 
consultation as current practice varies from region to region.  

The Clinical Pathways Subgroup, however, maintains that the 
recommendation for colposcopy use in the pathway is 
sufficient. Colposcopy was recommended by Her Majesty's 

Inspectorate of Constabulary in Scotland inspectorate report 
and CMO taskforce quality improvement group; it is included in 

the HIS Standards for Healthcare and Forensic Medical 
Services for People who have Experienced Rape, Sexual 
Assault or Child Sexual Abuse: Children, Young People and 

Adults. The pathway includes reference to examination 'ideally' 
with colposcopy. It is recommended that all Boards aspire to 
use of colposcopy as standard, and training of staff in its use.  

Colposcopy equipment and facilities for secure image storage 
are being commissioned in all Boards. It is not used for 

corroboration, but to add to the clinical examination by 
providing magnification and as a valuable tool for peer review 
and for, as well as potentially, although rarely, being used by  a 

second expert witness and / or being made available to the 
defence. 

  

https://www.hmics.scot/sites/default/files/publications/HMICS%20Strategic%20Overview%20of%20Provision%20of%20Forensic%20Medical%20Services%20to%20Victims%20of%20Sexual%20Crime.pdf
https://www.hmics.scot/sites/default/files/publications/HMICS%20Strategic%20Overview%20of%20Provision%20of%20Forensic%20Medical%20Services%20to%20Victims%20of%20Sexual%20Crime.pdf
https://www.hmics.scot/sites/default/files/publications/HMICS%20Strategic%20Overview%20of%20Provision%20of%20Forensic%20Medical%20Services%20to%20Victims%20of%20Sexual%20Crime.pdf
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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images may be obscured by the examiner particularly 

where they are less experienced and therefore may not 
provide any forensic evidence let alone best quality 
forensic evidence. 

 
We agree that “where taken digital recording of genital 

examinations would enable the crown to obtain where 
necessary the opinion of a medical expert” (“not present 
at the examination” is also not within the above National 

Guidance) and that it affords defence medical experts an 
opportunity to view the recording. 

 
In our experience this opportunity is rarely taken and it 
would be concerning if this was a routine as it would also 

further afford an opportunity to for the defence 
challenge/discredit the medical examiner should the 

recording be of a suboptimal standard/technical failure/ 
not show the injury quite as the SOE has described. 
It needs to be recognised that the images recorded may 

for minor injuries not appear with the same clarity as to 
the naked eye. 

 
The statement superior magnification and lighting 
provided by colposcopes increasing the rate of injury 

detection is also controversial and we would be interested 
to know how many practicing forensic physicians in UK 

use the colposcope in this way in this setting. 
 
Again the issue of injury in sexual assault if minor is 

unlikely to be helpful in discrimination of consensual 
sexual activity from that of non-consensual activity. 

 
If the images are unable to provide corroboration in 
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themselves again why this would be recommended for all 

examinations?  
 
Corroboration is provided by experienced nurses 

observing the location of the swabs obtained and this 
provides the possibility of forensic evidence being relevant 

to the case. 
 
In England where no corroboration is required in 

Law…there are no such recommendations regarding the 
routine use of Colposcopy that we can find. 

 
SOEs in our unit are encouraged to use colposcopy after 
an injury has been seen with the naked eye and during 

training to facilitate best practice in genital examination, 
And it is only embedded with in a protocol where the 

complainers under 16 yrs. old, or under 18 where they are 
LAAC. 
 

We feel this section of the guidance should be revised. 

243  Page 43 - Colposcopic images cannot in themselves 
provide corroboration of the findings of forensic medical 
examinations”.  This needs clarified.  Nothing can in itself 

provide corroboration. 
 

Rape issue is about consent not genital injury.  Minute 
genital injuries or even marked genital injury make little 
difference to verdicts. 

Noted.   

244  I agree with the use of colposcopy as recommended by 
the European Parliament yes; but I do not agree with its 

use the way it’s being proposed to be used by the Scottish 
Government […]. Current evidence gathered by the 

Noted. 
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responder in regards matters of data and gender intimacy 

in Scotland between a five year sample period 2014-2019 
shows that DPA procedures are often deliberately ignored 
and breached when the state and medical profession 

feels it has a vendetta on assumed petty criminals or 
complaints even by the ICO itself meaning there is no 

guarantee of privacy to the victim as a lot of victims are 
often involved in complaint processes or petty crime due 
to their life circumstances there in due to rape in fact a 

s22 breach of the Gender Recognition Act 2004 or an 
action that would amount to the same effect as a breach 

maybe possible with this in regards transgender persons 
due to the UKs (including Scotland's) flaunting of DPA 
regulations when other EU states (that will be in the EU 

after march unlike Scotland may I add) have not 
surprisingly had very little issues with EU Privacy 

regulations and matters such as sex and gender. I am 
worried as well that if consent is refused then the Crown 
will threaten to drop the case therefore coercing the victim 

into agreement in order to promote use and therefore 
future production of the device for business or business 

partners. 
 
Saying all of the above in principle yes I am for it but it 

must always be with the written consent of the person, not 
in breach s22 of the Gender Recognition Act 2004 (or an 

action that would amount to the effect of a breach) and 
never be favoured over or in place of collaboration of 
other more concrete evidence.  

245  “The primary purpose of the healthcare and forensic 

medical examination for rape and sexual assault is to 
support the health and wellbeing of individuals and 
identify the health care needs of the patient (European 

The Clinical Pathways Subgroup take the position that the 

primary purpose of the healthcare and forensic medical 
examination for rape and sexual assault is to support the health 
and wellbeing of individuals and identify the health care needs 
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Parliament 2013). The secondary purpose is to collect 

evidence that would support investigation and prosecution 
of crime.” 
It is proposed that this section be amended to reflect the 

fact that healthcare and forensic medical examinations 
have two equally important purposes. 

of the patient(European Parliament 2013). The secondary 

purpose is to collect evidence that would support investigation 
and prosecution of crime. 

246  “In certain cases it may be appropriate to prioritise 
emergency medical care despite the possibility of some 

compromise of forensic evidence.” It is proposed that this 
wording be amended to “In exceptional cases…” to reflect 

that this is not the normal procedure. 

Noted - wording has been amended in the revised pathway. 

247  “Where forensic medical examination is planned, every 

effort should be made to preserve forensic evidence and 
avoid contamination. There may however be situations 

where immediate clinical needs override this, in which 
case Forensic Physicians should be informed that this has 
occurred, and this should be recorded.” 

It is proposed that this wording be amended to “There 
may, however, be exceptional situations…” again to 

reflect that this is not the normal procedure. 

Noted - wording has been amended in the revised pathway. 

248  “Colposcopic images cannot in themselves provide 

corroboration of the findings of forensic medical 
examinations.” 
It is proposed that this line be deleted. It is not necessary 

in light of information provided later regarding 
corroboration and could cause confusion about the value 

using colposcopes for other purposes. 

Noted - wording has been amended in the revised pathway. 
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249  Not enough emphasis on flexibility and choice The principles of trauma informed care include elements of 
flexibility, choice, making people feel safe and empowered.  

Section 6 of the revised pathway emphasises flexibility and 
choice, and these are also mentioned throughout. 

250  The scope and responsibility for this task would benefit 
from being clearer. Who will take responsibility to organise 
the appointments for them? Would be helpful to specify 

what type of appointments – just follow up health? / or 
trauma support? / or housing? 

The implementation of the pathway is for local determination. 
All NHS Board Local Improvement Plans have identified the 
need for care coordination to support the delivery of the clinical 

pathway. Scottish Government has provided funding to engage 
nurse coordinators to fulfil this role.   

251  What does “Harmful” coping strategy mean? What is safe 
for one person may be harmful to another. How will this 

disclosure impact on a service user’s medical notes? 

In this context the word 'harmful' needs to be assessed on an 
individual basis. In a general sense, this refers to coping 

strategies which may cause further physical, emotional or 
mental harm. 

252  What is the minimum standard / essential information that 
they should receive? 

The Clinical Pathways Subgroup agree that this is an important 
question, although consider the detail of the support 

information given is out of scope of a clinical pathway. Work is 
ongoing to review and update current guidance 
materials available for people who have experienced rape and 

sexual assault. This feedback will be taken on board when 
further work is carried out on future guidance. 

The Clinical Pathways Subgroup have developed an 
information leaflet to provide additional information on a 
forensic medical examination, which can be given to people 

who disclose rape and sexual assault and who choose to have 
a forensic medical examination. 
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253  We are unclear about the psychosocial needs 
assessment with reference to what this involves and who 

carries this out. 

This is usually carried out by the clinician involved in care of the 
individual. This also may be done in combination with others 

depending on the individual’s circumstances. 

254  It would be hugely beneficial if there was a support worker 
who took responsibility for patients’ care, separate from 
the clinician carrying out the forensic exam. This would 

enable more trust, choice and improve long term 
wellbeing and criminal justice outcomes by ensuring 

patient is supported appropriately through the initial 
information gathering process, forensic examination and 
given relevant follow up care 

The Clinical Pathways Subgroup has added a reference to the 
Rape Crisis National Advocacy Project evaluation report, 
although the pathway has been developed to recognise wider 

ongoing work on advocacy. Implementation of the pathway in 
each NHS board area will depend on local circumstances. 

 

255  The guidance that there should be an anonymous 

feedback mechanism in place (7.6.4 P46) is hugely 
valuable. However it is difficult to implement this 
anonymously due to the small number of patients seen. 

The feedback form should not be long or complicated but 
it should ask well thought out questions in order to get an 

accurate picture of the care patients receive. The idea the 
feedback form should be given at a follow up appointment 
is very worrying as this automatically excludes patients 

who felt unable to return – arguably those who will give 
the most valuable feedback are those who have had the 
worst experience of the service. There should be clear 

signs informing all patients of the feedback mechanism in 
all areas e.g. waiting room, examination room and any 

other areas. There should be forms available for patients 
to help themselves too and a patient should be given one 
as a standard procedure regardless of how the visit was 

concluded, and patients who are expressing upset and 
frustration should be particularly encouraged to make use 

of these forms. However for the feedback mechanism to 
be valuable, the feedback has to be taken into account 

The Healthcare Improvement Scotland Standards for 

Healthcare and Forensic Medical Services for People who have 
Experienced Rape, Sexual Assault or Child Sexual Abuse, 
Standard 1 (leadership and governance) notes that people 

should be informed about what to do if they wish to make a 
complaint or provide feedback about the service or faci lities 

they have experienced.  It is the responsibility for individual 
NHS Boards to meet this standard. 

https://www.rapecrisisscotland.org.uk/national-advocacy-project/
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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and adjusted accordingly to provide the highest standard 
of care 

256  The Pathway instructs that a support worker should make 

contact with the patient in the days following presentation. 
(7.2.2 P34). It would be more person centered if this 
support worker was known to the patient from their initial 

consultation.  It would be off enormous benefit if this 
support worker was the main point of contact for the 

patient and took on the role of assessing risks, and 
arranging any referrals and follow up support. It would be 
beneficial as it would reduce the forensic clinician’s 

responsibilities to duties associated with forensics and 
clinical treatment.  This would benefit the patient as they 

would be able to build a relationship with a member of 
staff that is purely there to support them, separate from 
the member of staff carrying out difficult forensic 

examination. The support worker would be responsible for 
decisions regarding patients wellbeing and supporting 

patient to make decisions regarding which parts of the 
examination they wish to undergo 

The Clinical Pathways Subgroup agree with the principles of 

this comment.  Delivery of the pathway, including care 
coordination and models of ongoing support, is for local 
determination.   

257  It is not clear about who would do the psychosocial needs 
assessment. Is this still the initial health care worker, or a 
further option? In the box at the bottom it references a 

number of agencies, but Rape Crisis, the only specialist 
national organisation working with survivors, is not listed 

amongst them, albeit listed later in the document. Health 
professionals can be wary of making referrals out with the 
NHS so without overt naming are unlikely to do so. The 

introduction to the document talks about multiagency and 
partnership, so this needs to be reflected in the pathway. 

Given the document is aimed at being used as required it 
may be when someone needs it they do not have time to 

The Clinical Pathways Subgroup expects that there would be 
multi-agency groups in operation locally and that a partnership 
approach is taken across all sectors.  NHS Board Leads will 

lead discussion within their multi-agency groups to determine 
how best to progress these issues within their local area.   
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read the whole document and will only refer to crucial key 
information so this should be listed here. Also it states 

‘offer a choice of services’. This could mean give a leaflet 
with a number of organisations, but if many services have 

lengthy waiting lists this is not really a choice. 
Given p44 references immediately available there needs 
to be a review locally of what the capacity is to respond 

timeously. 

258  This section refers to safety throughout which is confusing 
as it is often unclear if it means practical safety or 
emotional safety.  Reading it the sense I get is it mainly 

refers to emotional safety, perhaps it would be beneficial 
to use separate terms of “safety” and “wellbeing” to allow 

the reader to distinguish between the two separate 
concepts. Also there no advice given on what should be 
done if the patient is at risk by returning home, unless it is 

as a result of domestic violence, ignorant to the fact the a 
patient may be at risk at home from a perpetrator that isn’t 

a partner 

Training on gender-based violence is provided to forensic 
medical examiners and those working in professional services.  
The Clinical Pathways Subgroup acknowledges that the 

perpetrator is not always the partner. 

259  This section involves the patient being asked a large 

number of questions, which are likely to be emotionally 
challenging to answer.  Rather than using a series of 
insensitive yes/no questions to determine risks, perhaps 

the psychosocial needs assessment would be more 
effective if the member of staff used a human being 

approach and spoke to the patient as a person, in a 
natural conversational manner, in order to determine the 
psychosocial needs of the patient.  This supports the need 

for traumatised individuals building trusting relationships 

The Clinical Pathways Subgroup agreed that connecting with 

people on a human level is essential to delivering the pathway 
in a person-centred way.  As part of this, clinicians are trained 
to adapt their language, offer choice and be flexible in their 

approach.  

260  There should be further clarity about the range of 
advocacy services available, as not all victims will want to 
use Rape Crisis. 

The clinical pathway highlights that advocacy support should 
be offered.  Details of local advocacy services are out of scope 
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of a national clinical pathway, and will be for NHS Board 
Nominated Leads to determine locally.   

261  Some statutory agencies may require additional training to 

enable them to take on this specialist follow-up role and 
local areas should be asked to consider assessing any 
additional support that may be required. 

The national preferred service model recognises the need for 

everyone involved in providing treatment, care and support to 
those with lived experience to have the relevant skills and 
competencies, backed by accredited training where 

appropriate. Specific to the role of forensic medical examiners 
and nurse chaperones relevant training is being provided by 

NHS Education for Scotland. For those professionals providing 
on-going treatment and care at any part of the clinical pathway 
journey, all registered clinicians are personally accountable for 

working within their scope of practice which requires them to 
demonstrate that they have the relevant skills, competencies 

and experience to deliver services to the highest standards.   
The Clinical Pathways Subgroup have developed guidance for 
staff in other services (such as primary care and A&E), who 

may be the first point of disclosure for someone who has 
experienced rape or sexual assault, to ensure that those 

professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 
included in the package of resources produced in November 

2020. 
 

An initiative to develop the role of nurse sexual offences 
examiner in Scotland, to deliver on gender balance in the 
workforce, has been approved and work to progress is 

currently underway. 
262  How is this considered if an adult with incapacity?   The Clinical Pathways Subgroup have updated the section of 

the pathway relating to capacity following discussions with 
stakeholders. 

263  But it is not detailed enough about the patient choices and 
where the follow up care is to be delivered 

Implementation of the clinical pathway is the responsibility of 
NHS Boards and local partnerships.  Each NHS Board has a 
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nominated lead to ensure services develop to meet HIS 
Standards for Healthcare and Forensic Medical Services for 

People who have Experienced Rape, Sexual Assault or Child 
Sexual Abuse: Children, Young People and Adults and 

implement the pathway.   
264  There is a plan in our health board area to have a 

coordinator based within the new forensic unit however, 
this has been committed to only for a year, and 

additionally it will be a signposting service in the main. It 
doesn't address the need for trauma informed services in 
our area. Our centre is only just reopened a waiting list 

and without significant sustainable funding investments in 
the service, this will be a situation that is likely to be 

ongoing. 

Implementation of the clinical pathway is the responsibility of 

NHS Boards and local partnerships.   

265  There is also no attempt to understand and respond to 

patients who present multiple times as a result of 
experiencing on-going abuse 

The Clinical Pathways Subgroup agrees that this is something 

that needs to be explored further; however, this is for local 
partnerships to address with referrals to relevant support 

services in their area. 
266  The person providing the healthcare is the forensic 

examiner, their role is an agent of the justice process 
including making judgement presented to the court.  It is 
not person centered for this person to also be assigned 

the role of assessing psycho social risks and providing 
support. 

The Clinical Pathways Subgroup takes the view that the sexual 

offences examiner is not an agent of the justice process, but 
offers clinical assessment and treatment and, in doing that, 
obtains evidence that may be used in the justice process.   

267  Service users where concerned that the only consultation 
came at the end of the process.  Professional needs came 

first. 

The CMO Taskforce was established on the basis of feedback 
from survivors and the Her Majesty's Inspectorate of 

Constabulary in Scotland report.  There is also a reference 
group on the Taskforce, whose role is to provide feedback and 

views of survivors and a member of this group is a member of 
the Children and Young Persons Subgroup. The options 
appraisal report also included further representation.   

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
https://www.hmics.scot/sites/default/files/publications/HMICS%20Strategic%20Overview%20of%20Provision%20of%20Forensic%20Medical%20Services%20to%20Victims%20of%20Sexual%20Crime.pdf
https://www.hmics.scot/sites/default/files/publications/HMICS%20Strategic%20Overview%20of%20Provision%20of%20Forensic%20Medical%20Services%20to%20Victims%20of%20Sexual%20Crime.pdf
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268  Focusing on patients drug/alcohol use, self-harm, mental 
health etc. doesn’t show understanding of trauma as 

these are commonly affected by trauma 

The Clinical Pathways Subgroup agrees that the issues of 
substance use and self-harm may be a response to trauma.  

The Clinical Pathways Subgroup does not think that the 
emphasis on these issues is disproportionate; they may be 

relevant to the clinical history, the forensic examination and to 
the ongoing support required by the individual.   

269  Consideration would need to be given to building and 
sustaining strong multi-agency partnerships. Where this 

exists we feel the follow up care component is person-
centred if this approach to working is embedded.  

Noted. 

270  I fear this could do significant damage to a victim of 
sexual abuse particularly those with children and it seems 

more like Introducing GIRFC through the back door 
than anything else an outlawed apparatus struck down by 
the UK Supreme Court very recently in fact so I would 

recommend a legal challenge by interested 
Groups on this measure to certain parts of it if it should be 

attempted to be implemented hear in Scotland. 
 
While any reasonable person would agree that no child 

should be subjected to physical or sexual harm this follow 
up recommendation has the potential to punish 
adult sex abuse victims for being sex abuse victims 

themselves through no fault of their own by 
recommending the removal of their child from them. The 

point alluded to that a child could be removed as it could 
be a victim to abuse even if they have not been a victim of 
abuse or witnessed abuse in order to reduce some sort of 

other alleged abuse contrived by an outside unaffected 
civil servant is an absolute hilarious and makes none 

sense it either is a victim or not I find this more of an 
excuse to remove a child on a whim than to protect them. 

Noted. 
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The public are not stupid. 
 

There is also the danger that those that suffer from 
disabilities such as mental illnesses due to genetics or 

trauma of being victims could be targeted prejudicially for 
removal of their children from their homes. Those that 
cannot provide fully emotionally or materially due to 

suffering from being a victim, having a disability or due to 
poverty could also be unduly selected by the civil service 

to have their children removed via a vague accusation of 
neglect of essential material and 
emotional needs being given to the child adding to alleged 

suffering - No. 

271  As mentioned in our responses to Section 1, Question 2 
and Section 2, Question 2, although the consultation 
paper refers to the longer-term consequences of sexual 

assault and rape, the clinical pathway focuses almost 
exclusively on management of disclosure of very recent 

trauma. Although it refers to The National Trauma 
Training Framework, the pathway lacks detail regarding 
people who delay disclosure, which is more frequently the 

presentation overall and also in Mental Health/Addictions 
services where the initial presentation is usually with the 

long-term consequences of trauma.   

Noted - further information has been added to the pathway to 
make it clear that the primary purpose of the pathway is meet 
healthcare needs following the disclosure of acute cases of 

sexual assault or rape. Information has also been included in 
the introduction about delayed disclosure and appropriate 

health care / sources of support. 

272  Provided staff well-trained, there is plenty of time given; 

and environment within which examination occurs is seen 
as safe 

Noted. 

273  The gender of the support worker should also be 
considered and not limited to that of the examiner.  

The national model and the HIS Standards for Healthcare and 
Forensic Medical Services for People who have Experienced 

Rape, Sexual Assault or Child Sexual Abuse: Children, Young 
People and Adults recognise the need for person-centred care 
which includes the individual directing their own treatment and 

http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
http://www.healthcareimprovementscotland.org/our_work/standards_and_guidelines/stnds/sexual_assault_services.aspx
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support plan and choices of the sex of staff involved in 
providing services. 

274  Respondents were surprised that little reference was 

made to trauma in follow up care. Respondents had 
expected guidance on how to assess patient’s trauma 
needs. The International Trauma Questionnaire was 

suggested as an appropriate tool.   

Workforce training is out of scope of the clinical pathway.  The 

terms of reference of the Workforce and Training Subgroup 
note that the group aims to ‘identify and support the training 
needs of sexual assault examiners’. The training needs of the 

wider health and social care workforce will be the responsibility 
of individual Health Boards and will be informed by the 

‘Transforming Psychological Trauma: A Skills and Knowledge 
Framework for The Scottish Workforce’ 
strategy. Reference to the international Trauma Questionnaire 

will be added to the pathway as a resource for professionals.   

275  But it would be beneficial to have a summary of all follow 
up planned (appointments/ dates, times etc.) recorded 
and given to patient. 

A section has been added to the national form which can be 
given to the person following the examination, which will 
include information on follow up appointments etc.  

276  But, again be mindful that service provision across 
Scotland is NOT uniform and there will be gaps and 

delays in remote and rural areas. 

The clinical pathway document outlines a national response to 
people who have experienced rape and sexual assault.  

Implementation of the pathway and wider service design is for 
local determination.   

277  Appointments and information regarding other services 
accessed at a later date, for example sexual health 

screening or pregnancy testing, are not covered.  

Section 9.1 of the pathway covers follow up care, which 
includes sexual health screening, pregnancy testing, 

psychosocial assessment and support  and ongoing trauma 
support. 

278  Third sector - especially important to consider the impact 
on trauma in client attending and or engaging with 

services. So that the client is not discharged when they 
fail to engage initially... this area needs to be stressed to 
avoid multi agency services discharging client too soon 

The Clinical Pathways Subgroup note that this is one of the 
principles of trauma-informed care which underpins the 

document.   

279  “They should be directed to other services that could 

support their needs”  
Directed - This possibly contradicts the previous comment 
about people not having to book and organise follow up 

Wording has been amended in the revised pathway. 

The previous Chief Medical Officer asked NHS Board Chief 
Executives to ensure there is a single point of contact to 

https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
https://www.nes.scot.nhs.uk/media/3971582/nationaltraumatrainingframework.pdf
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appointments -should contact / appointments be made for 
them? 

provide support with the coordination of ongoing care and 
support for victims. 

280  “Healthcare professionals should make sure that the 

person has somewhere safe to go home to”.– The scope 
and responsibility for this task would benefit from being 
clearer.  How thorough is this commitment? – will a health 

care professionals make arrangements for a victim or 
contact housing on their behalf? 

Wording has been amended in the revised pathway to make it 

clearer that this is a multi-agency responsibility. 
 

281  “A plan should be made” – Would be helpful to clarify the 
purpose and scope of the plan. What will this plan be 

used for? for the victims use to create a sense of safety?  
or is this a professional plan with timescales and assigned 

tasks? 

Wording has been amended to make it clear that this is a 
professional plan made jointly with the individual, including 

timescales. 

282  Insufficient resources to support follow-up care delivered 

timeously across all parts of Scotland, in the north 
Highlands there is no immediate support from Rape Crisis 
depend on GP, person travelling or telephone support. 

Not equitable.  Priority should be given to immediate 
provision one to one support and children. 

The delivery of the clinical pathway at a local level is the 

responsibility of NHS Board Nominated Leads and relevant 
local partnerships.   

283  There is a need to improve services for male victims of 
Childhood sexual abuse or sexual assault. While the 

consultation paper does acknowledge that male survivors 
have particular difficulty disclosing that they have been 

victims, there are no suggestions as to how male 
survivors can be supported to discuss their experiences.  

The Clinical Pathways Subgroup agrees with this comment.  
The vision of the Chief Medical Officer's Taskforce is for 

consistent, person-centred, trauma informed health care and 
forensic medical services and access to recovery, for anyone 

who has experienced rape or sexual assault in Scotland. The 
Scottish Government made clear through its Forensic Medical 
Services (Victims of Sexual Offences) (Scotland) Bill that there 

must be equal access to services and support for victims who 
are men and boys.   

284  More emphasis on psychological component of harm --
perhaps access to supporter at the time? 

The clinical pathway document outlines a national response to 
people who have experienced rape and sexual assault.  

Implementation of the pathway, including referrals to relevant 
support services, is for local determination. 
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285  The only note of caution would be in terms of follow up 
care and support - we know we have huge waiting lists 

and pressure on third sector specialist service as well as 
psychology services so this needs to be considered in 

terms of the pathway. 

All local improvement plans take account of the need to 
develop capacity in services such as mental health in order to 

meet demand and implement the pathway. Scottish 
Government has provided additional funding to NHS Boards 

and local Health and Social Care Partnerships to improve 
access to Mental Health Services. The Taskforce has also 
provided funding to improve through care services. 

286  The victim should be offered a scheduled phone call in 

between leaving after examination and coming back in.  If 
a victim has come straight into the process after being 
raped (not a delay in reporting) then many times they 

have not had the chance to talk to family or friends.  The 
prospect of going home after such a traumatic experience 

is very daunting and lonely. Advice on Rape Crisis 
Helpline should be provided at a very minimum.   

This aspect has been incorporated into the revised pathway. 

287  See comments re 1.4 - (repeated here) It is not clear how 
the trauma support is established above and who is 

assisting the survivor to explore their options and choices. 
It could be interpreted that ‘trauma support established’ is 
in the manner of the health care worker such as the GP, 

and not something more robust and meaningful. Rape 
Crisis support & advocacy staff would be ideal for 
providing this, and the evidence noted in the evaluation 

below highlights how vital having this early access to 
specialist support and information is in navigating the 

justice process. The Rape Crisis national helpline, which 
is currently open 6pm to midnight provides timely access 
to this support and information and could also play a key 

role but is limited currently to 6pm to midnight.  For both 
the Nation Advocacy Project and the national helpline 

there are some issues of capacity and additional funding 
would be required to ensure timeous specialist access.  

The Clinical Pathways subgroup has added a reference to the 
Rape Crisis National Advocacy Project evaluation report, 

although the pathway has been developed to recognise wider 
ongoing work on advocacy. Implementation of the pathway in 
each NHS board area will depend on local circumstances. 

 

https://www.rapecrisisscotland.org.uk/national-advocacy-project/
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Engaging with the criminal justice process can be a 
daunting one and having early access to support & 

advocacy can be ‘life changing’ (according to the 
evaluation of the Rape Crisis National Advocacy Project’. 

https://www.sccjr.ac.uk/publications/evaluation-of-the-
rape-crisis-scotland-national-advocacy-project-final-
report-2018/) Having the support & advocacy option 

highlighted prior to Police engagement would enable 
informed choice about engagement. 

 
It is not clear about who would do the psychosocial needs 
assessment. Is this still the initial health care worker, or a 

further option? In the box at the bottom it references a 
number of agencies, but Rape Crisis, the only specialist 

national organisation working with survivors, is not listed 
amongst them, albeit listed later in the document. Health 
professionals can be wary of making referrals out with the 

NHS so without overt naming are unlikely to do so. The 
introduction to the document talks about multiagency and 

partnership, so this needs to be reflected in the pathway. 
Given the document is aimed at being used as required it 
may be when someone needs it they do not have time to 

read the whole document and will only refer to crucial key 
information so this should be listed here. Also it states 

‘offer a choice of services’. This could mean give a leaflet 
with a number of organisations, but if many services have 
lengthy waiting lists this is not really a choice.  Given p44 

references immediately available there needs to be a 
review locally of what the capacity is to respond 

timeously.  
288  Within the follow up component there is no reference to 

those who may be subjected to human trafficking; it would 

Wording amended - human trafficking has been referenced in 

the revised pathway. 
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be helpful to include guidance on how the service should 
respond if they identify victims of human trafficking to 

ensure they receive appropriate care.  Guidance should 
also include the responsibility for referral to a first 

responder and then to the National Referral Mechanism.  
289  The Guidance is “light” in relation to direction for the local 

implementation of the agreed Clinical Pathway; who is 
responsible for the implementation and how is it quality 

assured? 
The Guidance would benefit from a suggested “referral 
pathway” as part of the Clinical Pathway, to be 

implemented in principle at local level 
Training and workforce development in the Guidance 

needs to be more explicit, to support the workforce at 
local level to be clear about their role and the impact of 
their response. 

There needs to be a stronger link with domestic abuse 
services at local level re sexual violence within intimate 

relationships (over 50% of rapes are within the context of 
a relationship). The Guidance would strengthen the 
referral routes and working partnerships if services were 

guided to consider referral to sexual violence services and 
encouraging survivors to report. 

The Clinical Pathways Subgroup agrees with the principle of 

this comment; however, implementing the pathway is out of the 
scope of this document. Details on implementing the national 

clinical pathway at a local level, including referral pathways and 
training will be addressed by a national sexual assault service 
specification. This is being developed following on from the 

options appraisal report 'Honouring the Lived Experience: Rape 
and Sexual Assault Victims Taskforce' which was carried out in 

June 2018.   
 
Further information has been added to the pathway around 

links to domestic abuse services. 

290  As a former SARC support worker, FPA's clinical lead was 
the patients advocate throughout the forensic examination 

process, as well as throughout the initial discussion. It be 
may be beneficial to add the role of the SARC support 
worker in this section. 

NHS Board Nominated Leads will lead discussion within their 
multi-agency groups to determine how best to provide 

individual support throughout the pathway within their local 
area.   

291  There is a lack of clarity and details of who, when, where 

and who does what.  

The clinical pathway document outlines a national response to 

people who have experienced rape and sexual assault.  
Implementation of the pathway and wider service design is for 
local determination. 

https://www.gov.scot/publications/honouring-lived-experience-chief-medical-officers-taskforce-improve-services-victims/pages/2/
https://www.gov.scot/publications/honouring-lived-experience-chief-medical-officers-taskforce-improve-services-victims/pages/2/
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292  Availability of alternative health services are not really 
covered.   

The national preferred service model recognises the need for 
everyone involved in providing treatment, care and support to 

those with lived experience to have the relevant skills and 
competencies, backed by accredited training where 

appropriate. Specific to the role of forensic medical examiners 
and nurse chaperones relevant training is being provided by 
NHS Education for Scotland.  For those professionals providing 

on-going treatment and care at any part of the clinical pathway 
journey all registered clinicians are personally accountable for 

working within their scope of practice which requires them to 
demonstrate that they have the relevant skills, competencies 
and experience to deliver services to the highest standards.   

 
The Clinical Pathways Subgroup have developed guidance for 

staff in other services (such as primary care and A&E), who 
may be the first point of disclosure for someone who has 
experienced rape or sexual assault, to ensure that those 

professionals can provide a trauma informed response and 
signposting as appropriate to the relevant services. This was 

included in the package of resources produced in November 
2020. 

293  Generally smooth where there is a service Noted. 
294  Unsure --depends how locally configured and on how well 

local system works 

Noted. 

295  However, in most areas, the ways of co-ordinating this will 
have to be discussed and agreed. 

Noted. 

296  From day one, the victim needs a point of contact that 
they can ask questions to.  I was lucky to have my SOLO 

from day one of reporting the crime to the day my case 
went to the High Court.  Even when my case was passed 
to the PF my SOLO was still supporting me. 

Noted – the role of the SOLO remains a very important part of 
the pathway. 
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297  This will be very much dependent on how this is put into 
practice.  Building relationships between key partners, 

which is already underway in a number of health board 
areas to forge constructive pathways between statutory 

and third sector services is vital, as is adequate 
resourcing to enable services to be able to effectively and 
timeously respond. Identifying who coordinates this will be 

key.  

The Clinical Pathways Subgroup agrees with this comment.  
The benefits of collaborative working across all sectors and 

agencies are recognised within the pathway.  The CMO 
Taskforce promotes a multi-agency approach with health 

services co-located with other agencies and partners to help 
deliver a smooth pathway of care. 

298  Again this will depend on systems in place locally to 
facilitate speedy and smooth transition 

Partnership working will be facilitated through the multi-agency 
groups established to lead on this improvement work in all NHS 
Board areas.  This is for local determination, and is therefore 

not in the scope of a national clinical pathway.   

299  However, this will be contingent on constructive local 
relationships / pathways between all the key partners 
involved.  

Noted. 

300  It will depend hugely on how this pathway is put into 
practice and who coordinates the pathway. Strong and 

effective partnerships between statutory and voluntary 
sector organisations is key to making this an effective 

response for survivors of sexual violence. There is work 
being undertaken in our area already however, additional 
resources will be required in our rural area to put the 

pathway into practice.  

The Clinical Pathways Subgroup agrees with this comment.  
The need for multi-agency partnerships and collaborative 

working is strongly emphasised within the pathway.  
Implementation of the pathway is for local determination, and is 

therefore not in the scope of the Clinical Pathways Subgroup. 

301  I fear however that the government will use such easy 
transitioning without care for privacy rights of the 
individual, any trafficking of a victims data should be done 

only with the written consent of the individual. 

The Clinical Pathways Subgroup recognise that how an 
individual’s data is processed is a concern. Data is processed 
in line with local health board policies and processes. 
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302  Currently the pathway notes either do people want to 
report or they don't. There is a further option of 

intelligence sharing. Rape Crisis Scotland currently 
facilitates intelligence sharing with the Police through the 

online EPPIC system. Is this something which could be 
considered for those who do not feel ready/able to 
engage? This could be explored, or at least referenced. 

This is an issue for consideration with Police Scotland. 

The Clinical Pathways Subgroup considered this to be out of 
scope of the pathway document. The issue of intelligence 

sharing is being explored in detail as part of the work of the 
new self-referral subgroup. 

 

303  In the diagram the box at the start is based on ‘informed 

choice and consent’. There is a box at top pertaining child 
and adult protection concerns and any overriding mental 

and/or physical concerns.  This needs to reference 
capacity of individual to make informed decisions and 
choices in that box and then provide detail in 

accompanying guidance. No guidance is referenced but 
assume will be? 

Further work has been carried out on the diagram. 

304  Summary references in that there is a separate pathway 
for young people with additional support needs. Not 

enough about adults with additional support needs just 
saying adults will be directed to support. 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant legislation and use of appropriate terminology. 
 

305  A person being distressed should not be interpreted as 
not giving consent. If a patient appears to be too 

distressed to undergo examination they should be 
supported and given time, not issued with a threat of 
stopping examination fully as they are upset. Person 

centered approach implies appointment time shouldn't be 
a barrier - a patient should be given appropriate time and 

Clinicians working in sexual offences examinations are trained 
to provide trauma informed care and to assess capacity to 

consent to examination and to data sharing. This includes 
offering choice and flexibility in approach. Trauma informed 
training is available for all NHS Staff through NHS Education 

for Scotland. 

https://www.nes.scot.nhs.uk/
https://www.nes.scot.nhs.uk/
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option of stopping and starting the examination in order to 

minimize distress and give patient control and safety. 
306  Lacking capacity has to be a high test, patients cannot be 

seen to be lacking capacity due to presenting as 
distressed by the incident as this undermine trauma 

informed practice which seeks to consider the impact of 
trauma 

The Clinical Pathways Subgroup believes that clinicians’ 

practice should allow recognition of physical and relational 
triggers and minimise re-traumatisation and levels of distress.  

Clinicians are encouraged to appropriately seek informed 
consent and document when reasons other than incident 
related distress (e.g. learning difficulties, dementia), require the 

support of an appropriate adult to support individuals in making 
informed choices for themselves. 

307  If a patient who is intoxicated is seen as not having 
capacity to consent to examination, they should be 

assessed as not having capacity based on how they 
present not simply a knowledge that they are under the 

influence. This takes into account the difficulty of the 
examination that some patients may only go through with 
if they are mildly under the influence, and removes the 

barrier for patients with addictions. 

Assessing the capacity of a person to give consent for a 
medical procedure is a core medical skill and this would be 

done by the examiner based on individual circumstances.   

308  Service users suggested that the medical examiner takes 

some of this information from police statements to avoid 
them having to repeat and re-disclose details to different 

people 

The national form has been updated to reduce the person 

having to repeat the same details that have already been 
provided to the police. 

309  Questions about the medical examiner giving evidence 

and opinions to police. What can and can’t they pass on? 
Could this influence the police? How is this safeguarded 

against? 

The national form has a structure where only certain sections 

are forensic and can be shared with Police Scotland. This will 
be explained to individuals in advance as part of seeking 

consent for examination. The Clinical Pathways Subgroup 
believes that this structure is enough to provide the necessary 
protections.   

310  We have comments on 8.3 Refusal of any Elements of the 
Examination 

This implies that it is only people with capacity who can 
refuse an examination. Some guidance should be given 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant legislation and use of appropriate terminology. 
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on the situation where a person without capacity refuses 

or resists the examination. We suggest something on the 
following lines –  
“Where a person with incapacity refuses or resists any 

part of an examination, appropriate support and 
reassurance should be given. If this is unsuccessful, the 

examination should not proceed in the face of resistance 
unless there are compelling reasons to do so. Force must 
not be used except where absolutely necessary, for 

example a medical emergency.” 

311  We believe [the Adults with Incapacity] section requires a 
considerable amount of further work to accurately reflect 
the law and provide the most helpful guidance. It would be 

helpful to do this with a small group of people or agencies 
with expertise in this field. 

Most importantly, some clarity is needed on the position of 
forensic examinations which go beyond what is required 
for medical treatment. The provisions of Part 5 of the 

Adults with Incapacity (Scotland) Act are specifically 
directed at authorising medical treatment to safeguard or 

promote the physical or mental health of the adult. An 
intrusive examination to gather forensic evidence may not 
fall within that category, so may not be covered by the 

authority to treat. 
We suggest the guidance should set out the following 

approach in relation to the forensic aspect of the 
examination 
- The primary focus should be on assessing and 

treating the healthcare needs of the adult 
- It is acceptable to collect forensic evidence where 

doing so is incidental to the consideration of the adult’s 
healthcare needs 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 
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- Where the forensic examination involves more 

intrusive interventions, e.g. to take samples, this should 
normally only be done where the adult is not resisting the 
intervention and there is minimal discomfort and risk to 

the adult. 
We are not expert in the nature of current forensic 

examinations, and are not sure if this approach might rule 
out any particular approaches which may generate 
important evidence. If so, we’d be happy to discuss what 

further refinements might be added.  
In relation to the Flow Chart at page 50, this sets out the 

procedure for treatment in non-emergency situations, 
where there is time for the medical practitioner to 
complete a certificate under s47 of the Adults with 

Incapacity (Scotland) Act. We are not sure whether this is 
practical in the context of a medico/forensic examination 

following a sexual assault. If it is not, it would be important 
to set out what should happen, drawing on the relevant 
Code of Practice for Part 5 of the Act - 

https://www2.gov.scot/Topics/Justice/law/awi/010408awiw
ebpubs/cop. There should still be an assessment of the 

patient’s capacity to make a decision, and of the 
appropriateness and extent of the interventions, taking 
account of the adult’s wishes and feelings, so far as they 

are ascertainable. 
Incidentally, the word ‘Incapacity’ is missing from the 

heading of the flow chart. 
The document covers loss of capacity due to intoxication, 
but we would like more advice on the situation of impaired 

or lost capacity due to trauma and shock. 
It should be made clearer whether the section beginning 

‘Each patient and their condition should be evaluated …’ 
on pages 51-52 applies only to the heading above of 

https://www2.gov.scot/Topics/Justice/law/awi/010408awiwebpubs/cop
https://www2.gov.scot/Topics/Justice/law/awi/010408awiwebpubs/cop
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‘Patient with Serious Injury/Unconscious Patient’ or is 

intended to apply to the whole of 8.2. Assuming it is the 
latter, as we set out above, the statement that ‘forensic 
medical examination should be undertaken if it is 

considered to be in the best interests of the patient’ 
requires a more nuanced consideration of the purpose of 

the examination. 
The first and fourth paragraph on page 52 cover the same 
point. We would suggest combining them as follows: 

‘The Forensic Examiner should consult any legally 
appointed welfare attorney or welfare guardian. They 

should also consider speaking to family members or 
others close to the patient about the nature and purpose 
of the proposed examination in order to determine and 

take into account the person’s past and present wishes 
and feelings, beliefs and values.’ 

312  In relation to expert witnesses, it is relevant to note that 
this category of witnesses must be accepted by the court 

to be an expert in the appropriate area, based on their CV 
and experience. 

Wording has been amended in the witness section of the 
pathway. 

313  The Pathway stresses that the clinician should not re-
interview or stray into the role of investigator (7.4.1 P38) 

however there is a significant list of questions that can 
easily be interpreted as an interview. This information has 
been asked regardless of police involvement which 

suggests the need for better communication 

The national form has been updated to avoid the person having 
to repeat the same details that have already been provided to 

the police.  

314  As a general comment, we would note that under section 
4, although it is correct that sexual violence predominately 
affects women and girls, it is important to note that the 

Sexual Offences (Scotland) Act 2009 is a gender-neutral 
Act, and that men and boys can also be victims.   

Wording amended - the Pathway has been updated to reflect 
the Sexual Offences Act (2009) is gender neutral. 

https://www.legislation.gov.uk/asp/2009/9/contents
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315  In the Sheriff Court, a Sheriff has the power to remit cases 

to the High Court where they deem sentencing of 5 years 
to be inadequate in the light of the facts and 
circumstances. 

In addition, although it is correct that the maximum 
sentence that a Sheriff can impose is 12 months 

imprisonment, their sentencing powers include a huge 
range of community disposals/ fines etc. which may be 
pertinent in relation to the range of sexual offending and 

management of offending behaviour. Only mentioning the 
maximum sentence may unrealistically shape 

expectations of the inevitable outcome of such offending 
as being custodial sentencing 

Noted. 

316  But note earlier comments on staff training re fully 
informed consent 

Clinicians working in sexual offences examinations will be 
trained to provide trauma informed care. Trauma informed 

training is available for all NHS Staff through NHS Education 
for Scotland.   

317  The inclusion of a written consent is good practice and is 
welcome.  The exemplar consent form in national 

proforma and this entire section should however be 
professionally neutral in cognisance that all professionals 
will be expected to obtain consent for healthcare or 

forensic medical services that they provide 

Noted. 

318  Agree that the patient should be offered fully informed 

consent where available. However, if notifying the GP is 
refused, this does pose a problem for overarching health 

and wellbeing and ensuring continuity of appropriate care. 
Under the public task for Health Boards re GDPR, 
appropriate sharing with the GP – as the conduit for most 

health care access – is a significant block also subject to 
consent. 

The Clinical Pathways Subgroup acknowledge that this issue 

does potentially pose a problem; however, it is the individual’s 
right to decline to notify their general practitioner. It is important 

that individuals understand the purpose for information sharing 
and the consequences of not sharing the information. 
Discussions should be tailored to the individual. 

https://www.nes.scot.nhs.uk/
https://www.nes.scot.nhs.uk/
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319  consideration to consent and capacity in terms of the 

person with a learning disability and how this links into 
legislation  

This section of the Pathway has been updated following 

engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 

320  Yes victims should always be told what is wished of them, 
what is happening or going to happen to them and if they 

agree or not and their consent should always be 
respected the state or medical opinion should have no 
power to challenge or ignore their decision for any 

reasons unless a court order is granted by a judge or jury. 

Noted. 

321  More could be said about the Adults with Incapacity act, 
including mention of the principles of the act. 
More could be said in relation to supporting individuals 

with a learning disability including the use of language, 
visual aids, etc. 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 

322  We have concerns that this section, including the flow 
chart, does not accurately reflect the legal position in 

Scotland or best practice in relation to adults with 
incapacity. 
Adults with Incapacity (Scotland) Act 2000 

Section 8.2 properly identifies the Adults with Incapacity 
(Scotland) Act 2000 (the 2000 Act) as the basis of the law 

in Scotland. However, the main content of this section 
appears to be based on the law in England & Wales, for 
example in the use of concepts such as ‘decision-making 

capacity’.  
In particular, it is incorrect to apply a test of the best 

interests of the adult. That test was explicitly rejected as 
inappropriate for persons aged over 16. In Scotland, all 
interventions in relation to an adult with incapacity must 

be made in line with the fundamental principles of the 
2000 Act, namely that: 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant legislation and use of appropriate terminology, the 
flowchart has been removed. 
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• The intervention will benefit the adult, and the 

benefit cannot be reasonably achieved without that 
intervention 
• The least restrictive option should be taken 

• Consideration must be taken of 
o The present and past wishes and feelings of the 

adult, using any means of communication 
o The views of specified individuals, including the 
nearest relative, guardians, and attorneys 

• The adult should be encouraged to exercise their 
skills in relation to their affairs and welfare 

323  Any guidance on how to approach decisions and 
interventions relating to adults with incapacity or disability 

must take into account the United Nations Convention on 
the Rights of Persons with Disabilities (CRPD), an 

international convention “to promote, protect, and ensure 
the full and equal enjoyment of all human rights and 
fundamental freedoms by all persons with disabilities, and 

to promote respect for their inherent dignity”.1 The UK has 
ratified both the CPRD and the optional protocol.  

In addition to the wider implications of this rights-based 
approach and non-discrimination, Article 12 recognises 
the legal capacity of persons with disabilities, and the 

need to take measures to support the exercise of legal 
capacity, and Article 13 of the CRPD requires effective 

access to justice for persons with disabilities on an equal 
basis to others. Article 16 requires measures to protect 
persons with disabilities from exploitation, violence, and 

abuse. This includes promoting recovery, rehabilitation, 
and social reintegration of victims of abuse, and effective 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant legislation and use of appropriate terminology. 

                                                                 
1 Article 1, United Nations Convention on the Rights of Persons w ith Disabilities 
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means of identifying, investigating and, where 

appropriate, prosecuting instances of exploitation, 
violence, and abuse.  
Ensuring that adults with incapacity presenting with 

experience of rape or sexual assault are treated in a way 
that respects and protects their human rights, including 

ensuring that necessary forensic examinations can be 
undertaken to support criminal investigations, is clearly an 
important part of guidance to healthcare professionals. 

324  The two concepts of supported decision-making and best 

interpretation of an individual’s wishes and feelings 
provide necessary context to how decisions on 
interventions should be approached in compliance with 

both the 2000 Act and the CRPD.  
Although we recognise the concerns around allowing 

family members, friends or partners to act as interpreters, 
in practice this may conflict with the need to seek the best 
interpretation of the views and wishes of an individual and 

support them to exercise their skills in making decisions 
relating to their treatment.  

The role of independent advocacy workers would also be 
a helpful point to include in the guidance, in the context of 
supported decision-making. 

This section of the Pathway has been updated following 

engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 

325  In section 8.2 of the guidance it may be helpful to include 
the full definition (below in bold and italics) to ensure a full 

understanding of those who may not have capacity: In 
Scotland the Adults with Incapacity (Scotland) Act 2000 

and any recent updates defines individuals as 
incapacitated if they cannot make decisions, or 
understand their decisions, or act on their decisions, or 

communicate them, or remember their decisions.  
 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 

relevant legislation and use of appropriate terminology. 
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In section 8.2.3 of the guidance it may be helpful to make 

a small revision to ensure it is consistent with the correct 
terminology within the Adults with Incapacity (Scotland) 
Act 2000.  

 
“The Forensic Examiner should consider obtaining the 

views of other people who are close to the patient as well 
as consulting with any legally appointed welfare attorney 
or welfare guardian attorney”. 

to 
“The Forensic Examiner should consider obtaining the 

views of other people who are close to the patient and 
must consult with any legally appointed welfare attorney 
or welfare guardian.” 

326  consideration to consent and capacity in terms of the 

person with a learning disability and how this links into 
legislation - completion of section 47 certificate  
the use of the appropriate adult  

is there reference to guardianship powers or power of 
attorney ? 

seeking support from other agencies - mental welfare 
commission for example  

This section of the Pathway has been updated following 

engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 

327  I am in agreement that adults with incapacity should be 
given as much choice as they can demonstrate having the 
capacity to exercise and that medical and legal 

personnel should work to preserve the life of the person 
and bring any of the victims offenders to justice however I 

am opposed to any measurement by the state or medical 
profession that may be used under the banner of acting in 
the best interests of an incapacitated person to enforce on 

that person any treatment which would amount to the 
termination of a child or to the euthanasia of the victim. 

This section of the Pathway has been updated following 
engagement with key stakeholders to include reference to the 
relevant legislation and use of appropriate terminology. 
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In cases of incapacity there should be a legal compulsion 

for the NHS to consult with any person holding power of 
attorney or a person who is a next of kin as a 
matter of course and not just if the NHS think it’s 

appropriate if in the event the next of kin or holder of the 
power of attorney is suspected of the sexual offence 

then there should be an automatic need to defer to 
another member of the persons family or a known loved 
one at once. In all cases if no suitable person can be 

located to consult at all then a defence solicitor at Scots 
mental health law should be notified at once to act for the 

person deemed to not have capacity in which 
case legal aid should be automatically granted. The 
person holding such power of attorney or deferred to must 

not be given the ability to recommend or consent 
to an abortion of any human being conceived of rape or to 

any action to end the life of the victim. If an application is 
made to the MWC and any resulting action agreed by 
medical personnel or the MWC is challenged by an 

interested party that planned action 
to be performed on the victim by the MWC and medical 

personnel should not commence at all until a court has 
decided in their favour and against the interested party 
unless that action so planned is to save the immediate life 

of the incapacitated person. If the action planned is to 
amount to euthanasia of the victim or an abortion 

then the courts, MWC and NHS should be statutory 
barred from implementing it for any reason. 

328  Survivors should receive a pack with follow up 
information, contact numbers etc. as they may still be in 

shock and need time to absorb information.  Should 
include a multi-agency feedback sheet if they wish to 
complete that 

The Clinical Pathways Subgroup agrees with the principle of 
this comment. NHS Boards are encouraged to provide 

information and ongoing support to survivors which is relevant 
to their local services.   
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329  Sign-posting key Noted. 

330  Definitely information on Rape Crisis Helpline and 
Samaritans. It is a lonely place going home after making 

statements or having examinations.  To go home to 
people that often don't know what is happening is very 

difficult.   

The Clinical Pathways Subgroup agrees with the principle of 
this comment.  NHS Boards are encouraged to provide 

information and ongoing support to survivors, which is relevant 
to their local services.   

331  Information about how to re-refer / seek additional support 

may be helpful. 

Wording amended - further information has been included on 

re-referring / seeking additional support in the revised pathway. 
332  For information on a survivors’ journey through the justice 

process it would be useful to highlight the online video 
resources produced by Rape Crisis Scotland featuring 

NHS, Police Scotland and COPFS. The English language 
version can be found here 
https://www.youtube.com/watch?v=xTlDX1hDZjY 

 
It is also available in a number of languages and with 

subtitles. We did have copies in DVD format though 
feedback latterly is that online access is preferable . Work 
is about to begin on updating this resource, through the 

Scottish Government. 
 

RCS also have a range of support resources which we 
use all the time and are valued by survivors, the most 
commonly requested are those looking at trauma 

https://www.rapecrisisscotland.org.uk/resources/RCS-
supportresources-trauma.pdf healing 

https://www.rapecrisisscotland.org.uk/publications/RCS-
supportresources-healing.pdf and coping strategies 
https://www.rapecrisisscotland.org.uk/resources/RCS-

supportresources-coping.pdf  Edinburgh Rape Crisis also 
produce a very helpful self-help resource; the ‘little green 

The Clinical Pathways Subgroup agree with this comment, 

although consider the detail of the support information given 
out of scope of a clinical pathway. Work is ongoing to review 

and update current guidance materials available for people who 
have experienced rape and sexual assault. This feedback will 
be taken on board when further work is carried out on future 

guidance. 
The Clinical Pathways Subgroup have developed an 

information leaflet to provide additional information on a 
forensic medical examination, which can be given to people 
who disclose rape and sexual assault and who may undergo a 

forensic medical examination. 

https://www.youtube.com/watch?v=xTlDX1hDZjY
https://www.rapecrisisscotland.org.uk/resources/RCS-supportresources-coping.pdf
https://www.rapecrisisscotland.org.uk/resources/RCS-supportresources-coping.pdf
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book’ . https://www.ercc.scot/wp-

content/uploads/2016/08/Little-Green-Book.pdf 
 
The Scottish Government recently commissioned us to 

review this question with a view to reviewing their current 
resource 

https://www2.gov.scot/Publications/2011/06/13141931/0 
and how best to meet this need. Survivors noted that 
having access to PDF versions of these resources as well 

as hard copies which gave a sense of comfort and 
companionship where they could interact with a physical 

copy was very helpful. There is some ongoing work 
planned from this.  
 

It is important that resources are produced in a number of 
languages, in easy read format and in BSL/subtitles. This 

is an example produced by Enable with input from us 
https://www.rapecrisisscotland.org.uk/publications/enable-
abusebooklet-easyread.pdf 

 
In our Police feedback survivors often cannot remember 

what information they were told so having clear 
information in written/digital format for later reference is 
important.  Checking whether this information is better 

given out or whether email is better for later reference.  
Having clear online access is also helpful for safety and 

access purposes.   
333  Too much material could be overwhelming, so tailored 

elements that can create a specific individual ‘leaving 
pack’ would be ideal.  

 
It must also be checked that it will be safe to take such 
materials home for privacy/safety reasons. 

The Clinical Pathways Subgroup agree with this comment, 

although consider the detail of the support information given 
out of scope of a clinical pathway. Work is ongoing to review 

and update current guidance materials available for people who 
have experienced rape and sexual assault. This feedback will 

https://www.ercc.scot/wp-content/uploads/2016/08/Little-Green-Book.pdf
https://www.ercc.scot/wp-content/uploads/2016/08/Little-Green-Book.pdf
https://www2.gov.scot/Publications/2011/06/13141931/0
https://www.rapecrisisscotland.org.uk/publications/enable-abusebooklet-easyread.pdf
https://www.rapecrisisscotland.org.uk/publications/enable-abusebooklet-easyread.pdf
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‘Florence’ system style text messages for appointments 
may help (if phone has not been seized as a production). 

be taken on board when further work is carried out on future 

guidance. 

334  Person centred follow up care is crucial for the recovery of 
those individuals who have experienced sexual assault, 

the role of an independent service advocacy worker would 
support the smooth transition between services and keep 
the individual at the centre of any support that is required 

to help them recover. 

Implementation of the Pathway, including co-ordination of care, 
is for local determination. NHS Boards are encouraged to 

provide information and ongoing support to survivors which is 
relevant to their local services.   

335  In most areas there are comprehensive support services 
available. The challenge is to ensure that information 
about these services is widely distributed and staff are 

aware and pass on information to victims. Coordinating 
follow-up appointments and facilitating attendance is 

challenging for the NHS, but if the appropriate contact is 
made with other agencies specialising in support at the 
time of initial contact - Rape Crisis, Victim Support, SWD 

etc.  There is a much higher chance of a wraparound 
service being delivered. 

Implementation of the Pathway, including the co-ordination of 
care, is for local determination. NHS Boards are encouraged to 
provide information and ongoing support to survivors which is 

relevant to their local services. 

336  It is proposed that there needs to be clarity about who will 
fulfil this role if the chaperone is to act as the 

corroborating witness, particularly given the suggestion 
that it may not be a healthcare professional. 
 

For example, the corroborating witness will need to have 
had some form of training in forensic medical examination 

and evidence gathering techniques.  
 
An advocacy worker, for example, is unlikely to be an 

appropriate corroborating witness given their likely 
partisanship towards the patient and likely lack of requisite 

training. 

Role descriptors including that of chaperone are included in 
Appendix C of the Pathway. 
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Appendix A: Roles and Responsibilities: Chaperones The 
chaperone has an important role in forensic medical 
examination. As well as witness the conduct of the 

examination the chaperone offers support to the individual 
during examination and reduces risk of them feeling 

vulnerable. The chaperone may be used to corroborate 
evidence collection in Scotland, within the parameters 
detailed in Section 9 therefore the chaperon must be 

prepared to sign labels of productions seized during the 
examination, provide the police with a witness statement 

and attend at court to give evidence if cited to do so. It is 
proposed that if the chaperone is to be the corroborating 
witness the suggestion that they offer support to the 

patient is problematic from a criminal justice perspective 
as it could result in their impartiality being called into 

question. Would it be possible to delete that phrase and 
simply state that the presence of the chaperone reduces 

337  I question the capabilities of a forensic examiner to carry 
out all these responsibilities to the highest standard, I 

suggest that the separate support worker role would allow 
for a worker who is specifically qualified in a support role, 
rather than a forensic/healthcare role would enable a 

higher standard of follow up care (psycho/social support – 
healthcare follow up e.g. STI check should be carried out 

by appropriate professional, with the support worker 
offering support to attend appointment). 

The Clinical Pathways Subgroup does not envisage that the 
sexual offences examiner will carry out all roles, but that the 

service will be multidisciplinary, and follow-up support will be 
offered. Exact configurations of those roles is for local 
determination. 

338  “Before photographic evidence is taken, the patient must 
have given written consent and must be fully aware that 
the photographs may be shown in any subsequent court 

proceedings although this is unlikely. COPFS do not 
disclose copies of intimate photographs to the defence; 

Wording amended according to suggestions.   
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disclosure would be facilitated by allowing the defence to 

come to a Procurator Fiscal’s office to view the images.” 
It is proposed that deletion of the words “although this is 
unlikely” is appropriate. Inclusion creates an expectation 

that may not be fulfilled. 
It is proposed that the word “routinely” should be inserted 

between the words “not” and “disclose” on line 3 of the 
paragraph. 
It is proposed that the word “normally” should be inserted 

between the words “would” and “be” on line 3 of the 
paragraph. 

339  “Patients who are intoxicated due to alcohol or drugs may 
temporarily lose their capacity. In such circumstances, the 

forensic assessment should normally be deferred until the 
patient’s capacity has returned.” 

It is proposed that it should be explicitly stated that there 
may be exceptional circumstances in which the forensic 
examination should take place prior to the patient 

regaining capacity, e.g. if the patient is not expected to 
regain capacity within the forensic window and the FME 

judges that it is appropriate to proceed. 

The Clinical Pathways Subgroup believes that this is covered 
under the section on capacity. 

 
  

340  “If a patient chooses not to have a forensic medical 

examination, then they should do so with a clear 
understanding of the implications of the choice they are 
making and that choice should be respected.” 

It is proposed that the words “including the potentially 
detrimental effect this could have on the investigation and 

prosecution of criminal conduct” be inserted between the 
words “making” and “and” on line 2. 

Wording amended according to suggestions.   

341  “The necessity of having corroborated evidence has lain 
at the heart of the criminal justice system in Scotland. Its 

stated purpose, in criminal cases, is to prevent an 

This section is not included in the revised version of the 
Pathway as the Pathway is to inform the provision of healthcare 

to victims of sexual assault or rape. 
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accused from being wrongly convicted on the basis of a 

single witness, who may be either fallible or dishonest.” 
It is proposed that the words “witness, who” be amended 
to “source of evidence, which”. 

342  The corroborating witness requires to be able to confirm: 

the date and place of the examination; the name of the 
person who has experienced rape or sexual assault, the 
taking of all swabs and samples; and the presence of any 

injuries. 
It is proposed that this sentence should be replaced with: 

“The examination requires to be corroborated by a 
witness preferably a health professional, who must be 
able to speak to the particulars of the examination 

including: the taking of all swabs and samples and the 
presence of any injuries. 

Wording amended according to suggestions.   

343  The Criminal Justice Process - Is there value including 
this section? It doesn’t specifically relate to the conduct of 

a forensic medical examination 

The Clinical Pathways Subgroup discussed this section and 
opted to include it for background information. The subgroup 

has decided that the section should be included in the final 
pathway. 

344  Cases, which involve an allegation of serious sexual 
assault, are likely to be heard in the Sheriff Court by a 

Sheriff sitting with a jury. Again the jury will decide if the 
accused is guilty and the Sheriff will pass sentence. The 
maximum sentence that can be imposed is 5 years 

imprisonment. 
It is proposed that the words “are likely to” should be 

replaced by the word “may” in both of these paragraphs. 
On reflection the current drafting suggests too high a 
degree of certainty that is arguably inappropriate.  

Wording amended. 

345  In summary a Chaperone should… 

It is proposed that the following bullet points be added: 
"Be independent of the patient" 

Role descriptors, including that of Chaperone are now included 

in Appendix C of the pathway. 
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It is proposed that there needs to be clarity about who will 

fulfil this role if the chaperone is to act as the 
corroborating witness, particularly given the suggestion 
that it may not be a healthcare professional. 

For example, the corroborating witness will need to have 
had some form of training in forensic medical examination 

and evidence gathering techniques.  
An advocacy worker, for example, is unlikely to be an 
appropriate corroborating witness given their likely 

partisanship towards the patient and likely lack of requisite 
training. 

Workforce planning is a key issue in relation to the 
employment of healthcare professionals as corroborating 
witnesses. It would be wise to explore that issue before 

publishing guidelines which require this to be the case.   

346  The chaperone has an important role in forensic medical 
examination. As well as witnessing the conduct of the 
examination the chaperone offers support to the individual 

during examination and reduces risk of them feeling 
vulnerable. The chaperone may be used to corroborate 

evidence collection in Scotland, within the parameters 
detailed in Section 9 therefore the chaperon must be 
prepared to sign labels of productions seized during the 

examination, provide the police with a witness statement 
and attend at court to give evidence if cited to do so. 

It is proposed that if the chaperone is to be the 
corroborating witness the suggestion that they offer 
support to the patient is problematic from a criminal justice 

perspective as it could result in their impartiality being 
called into question. Would it be possible to delete that 

phrase and simply state that the presence of the 
chaperone reduces the risk of the patient feeling 
vulnerable? 

Wording amended. Role descriptors, including that of 
Chaperone are now included in Appendix C of the pathway. 
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347  Consistent recording of information and a consistent 
approach to the examination. Results in a streamlined 

approach with trauma informed practice throughout. 

Noted. 

348  The national form should provide a natural flow and 

progression from the pathway. IT DOES NOT! The form is 
disjointed, it is nonsensical. It does not follow the natural 

rhythm we as healthcare providers are trained into. It 
needs to be in a logical forma: CONSENT, Present 
complaint, History of presenting complaint, Examination, 

management, Follow on plans.... 
This form runs the risk of important information being 

missed. 
It is far too long!!! We do not need the spaces for the 
production bag numbers...this is for the cops, not the 

healthcare provider. 
I do not support this form and would recommend that it is 

reviewed in its entirety. 

Wording amended - the national form has been updated to 

improve flow for healthcare providers. Production bag numbers 
have also been removed from the form, following discussions 

between health, the SPA, Police Scotland and COPFS. 

349  There is also no guidance given on how clinician should 

avoid straying into the role of investigator in the absence 
of police involvement. Of course much of the information 

is required to deliver the best evidence. However there 
should be flexibility in the amount of details a patient 
should be required to give in order to respect their 

decision not to report, as the questioning process 
replicates the process of reporting and associated 

difficulties and barriers e.g. struggling to talk about 
incident, fear, shame. There is a danger of the 
questioning process with the clinician becoming a further 

Noted - clinicians working in sexual offences examinations are 

trained to provide trauma and person informed care. Trauma-
informed training is available for all NHS staff through NHS 

Education for Scotland. 
 

https://www.nes.scot.nhs.uk/
https://www.nes.scot.nhs.uk/
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barrier to reporting, e.g. if patient found it too difficult or 

had a bad experience with clinician. 
350  The National Form is impersonal and doesn’t support 

person centred or trauma informed practice. For example 

including questions about someone's drug/alcohol and 
suicide/self-harm history can cause undue distress, and 
the insensitive nature of ticking yes/no boxes comes 

across as cold and uncaring, and also can cause the 
patient anxieties about being judged. The questions don't 

consider the impact of trauma 

The Clinical Pathways Subgroup decided that questions around 
drug / alcohol and suicide / self-harm history are clinically 

relevant and will inform a safety assessment by the examiner 
and potentially referral to other services. Staff are trained to ask 
questions in a trauma informed and person-centred way.  

Trauma informed training is available for all NHS staff through 
NHS Education for Scotland. 

351  It is lengthy and involves page turning back and forward 
whilst carrying out forensic history and examination 
I would prefer if consent was for 'history and examination' 

not just 'examination' 
 

I don't like the use of terms 'cunnilingus' and' fellatio' 

Wording amended - the national form has been updated to 
improve the flow for healthcare providers. These are legal 
terms that are used and staff are trained to understand and use 

them appropriately. 

352  Too many often irrelevant questions.  Questions should 

be person centred and not to tick boxes.  Service users 
should be able to ask for clarification or purpose of a 

question without the exam being stopped.  This has not 
been the experience 

The Clinical Pathways Subgroup expects clinicians to ask 

these types of questions in a person-centred way. Trauma-
informed training is available for all NHS staff through NHS 

Education for Scotland. 

353  The question that asks the clinician to record “perceived 
concerns that the individual hasn’t raised”.  This is 
potentially damaging as it is demeaning to the patient 

(who may view these notes at some stage.) It is inviting 
the clinician to judge the patient, which contradicts the 

person centered approach, and raises the question of 
whether the forensic examiner is qualified to make a 
judgement 

This question has been removed from the revised version of 
the form. 

354  In the ’vulnerabilities’ section, simple tick boxes regarding 

issues such as dementia seem insufficient.  If these are 
reliant on examiner ‘observation’, it would be useful to say 

The Clinical Pathways Subgroup believes that existing medical 

conditions and issues may be identified from the history given 
by person or carer, rather than by simple observation, to 

https://www.nes.scot.nhs.uk/
https://www.nes.scot.nhs.uk/
https://www.nes.scot.nhs.uk/
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what research enables that to be accurate enough under 

these circumstances to proceed with a certain approach 
towards that individual. 

support the clinician to adapt their approach to the consultation.  

Dementia diagnosis cannot be made by observation alone and 
requires a tailored approach  
https://www.nhs.uk/conditions/dementia/diagnosis-tests. 

355  Some omissions: Immediate personal needs of victim 

such as housing.  
Family details e.g. children who might be affected.  
Named person details and advocacy contact details. 

These have been included in revised form. 

356  In the section where it is deemed that safety is “not 

assured” there is only a question of referral to psychiatry 
services, and nothing relating to the safety of patient from 
perpetrator which seems confusing as the form relates to 

an incident of abuse not a psychiatric incident. 

A question has been included in the revised form on concerns 

about the person’s safety. 

 

357  The follow up section of the form refers only to the health 

related issues i.e. STI testing, contradicting the stated aim 
of the Pathway to “initiate recovery” and the “provision of 

ongoing support 

The form has been revised to cover follow up support. 

358  Questions should be person centred and not to tick boxes. 

Service users should be able to ask for clarification or 
purpose of a question without the exam being stopped. 

This has not been the experience of our service users 

One aim of the Pathway and the supporting national form is to 

improve the experience of service users. This involves shared 
decision-making and ensures informed consent at every stage 

of the pathway, including the examination. 
 

359  Section 5 could become a block. Service users agreed 
that re-traumatizing a survivor during an exam can’t be 
completely avoided and if exams are stopped due to 

distress many exams will never happen, despite the 
choice of the survivor. 

Noted - the aim of conducting the examination in a trauma-
informed way is to minimise re-traumatisation. Acknowledging 
and responding to distress must include assessment of 

capacity to consent to continuing a forensic examination, but 
the presence of distress would not in itself be seen as lack of 

capacity.   
360  In discussion about the national proforma for use by 

doctors, we note the following: 
• Documentation is too long 

• Consent needs to be sought from the outset 

Wording amended - the national form has been updated to 

improve flow for healthcare providers. 

https://www.nhs.uk/conditions/dementia/diagnosis-tests


Consultation feedback report on the draft clinical pathway for adults who have experienced rape or sexual assault  
Section 5: The national form 

136 
 

 Consultation comment Project group response 

• Order of the form does not flow with the order of the 

examination (some of which is set as is a requirement of 
evidence gathering) 

361  Please ask the local teams collective opinions. See the 
forms they are using currently and how they differ. 

Discuss with the SOLO and SIO in cases to see if they 
could add information...and most especially REMOVE 
pages. 

The form was reviewed by Police Scotland, the SPA and 
COPFS to ensure it was fit for purpose.  It was also tested by 

clinicians in this field to ensure the questions included are 
relevant. There will be a facility to feedback on any issues with 
use of the Form after introduction and this feedback will inform 

future revisions.  

362  The Forensic History part of the examination (7.4.2 P39) 
is lengthy and almost all questions relate to potentially 
distressing details of patients life and of the incident. It is 

not made clear to the patient what is done with this 
information (e.g. is it used in a lab to determine forensic 

results, is there a potential for the perpetrator/court to be 
made aware of any answers). Without information on how 
this information is used, a patient doesn’t have sufficient 

information to give consent to having this information 
gathered, stored and shared. They may not feel 

comfortable answering questions when it is not clear why 
they are being asked, and who the information will be 
shared with 

Work is ongoing to review current guidance materials available 
for people who have experienced rape and sexual assault, to 
understand the overlaps and gaps in the guidance. This 

feedback will be taken on board when further work is carried 
out on future guidance. 

 
Before the forensic examination begins, it will be explained to 
the person who has experienced rape or sexual assault what 

will happen to the information that is captured on the form  

363  Standardised information and guidance would help ensure 
things are not missed.  

Noted. 

364  The number of questions that an individual is asked is not 

person centered. The number and depth of questions is 
not necessary. For instance, having to repeat information 
twice- once to the police and then again in depth to the 

doctor is distressing and repetitive 

The national form has been updated to prevent the person 

having to repeat the same details that have already been 
provided to the police. 

365  raising awareness and targeting key service providers Noted. 
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366  It will assist in identifying rape victims as brain damaged 

individual s with no right to decent health care, housing 
and employment.  

Noted. 

367  Consistent approach  Noted. 

368  Provide consistency across Scotland Noted. 
369  It will ensure consistency across Scotland; prompt 

healthcare professionals to meet a wider range of 
healthcare needs and result in improved outcomes for 
survivors of sexual violence. 

Noted. 

370  The form would not download, so I am afraid I cannot 

comment. 

Noted. 

371  Provides a clear illustration of the key considerations and 

decisions that should follow. The design and wording of 
the form provides a clear emphasis on the ‘choices’ 

available to the victim. 

Noted. 

372  Increased consistency and a reminder of practice 

essentials 

Noted. 

373  Feedback amongst clinicians was variable and tended to 

demonstrate apprehension about the proposed draft. 
There was an acknowledgment that a national proforma 

would improve consistency and quality of service, but 
most expressed concerns that the length and repetitive 
nature of the national form would detract from the patient 

centred response.  
 

The chronology of the form does not match typical 
forensic medical examination. For example a clinician 
from sexual health noted that “documenting height and 

weight in the middle of history taking and asking about 
dependent children in the middle of emergency 

contraception risk assessment” was counterintuitive and 
did not flow.   

Wording amended - the national form has been updated to 

improve flow for healthcare providers. 



Consultation feedback report on the draft clinical pathway for adults who have experienced rape or sexual assault  
Section 5: The national form 

138 
 

 Consultation comment Project group response 

It is suggested that the following chronology supports the 

implementation of a seamless pathway;  
 
1. Demographics 

2. Forensic Examination Sexual Offences Form 
3. Medical Assessment (excluding follow up, risk 

assessment and information sharing)  
4. Forensic Examination SPA Forensic Support Form 
5. Medical Assessment (information sharing, follow up 

and risk assessment).  
 

It is further suggested that the PDSA methodology is 
applied to the development of the proforma to ensure its 
appropriateness, comprehensiveness, and ease of use.  

 
Specific feedback also included;  

if. Absence of section on presence of pubic hair in males 
(p.21). This section is however present in the female 
genital examination (p.20),  

 
ii. Assaults that included cunnilingus did not differentiate 

between those perpetrated or coerced by the assailant – a 
differentiation that is made in assaults that include fellatio 
(p.31),  

 
iii. Systems Examination (p.20) should be contained within 

the confidential medical assessment section. Its inclusion 
in this section does not support current or future police 
engagement.  

374  This should allow the easy sharing of information between 

agencies - however at the moment it seems too long. it 
should also facilitate the collection of a minimum data set  

Noted. 
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375  It enables the Government to monitor key data 

consistently. 
It ensures all victims are consulted upon all aspects of 
care, dependent on their individual circumstances, rather 

than what an individual practitioner chooses. 
 

For future requests for access to data in the medical 
record (by court, or others, including the patient 
themselves), there could be key areas that would be 

redacted automatically.  Without a core form, this will be 
variable. 

Noted. 

376  A national form which details the follow up care and 
onward referrals would only be supportive if the services 

exist within local areas, it is crucial that services to 
support individuals in their recovery are consistent across 

the country. 

The configuration of local services is outside the scope of a 
national clinical pathway; the implementation of the pathway is 

for local determination.  NHS Board Local Improvement Plans 
are in place to identify needs for additional capacity in through 

care services.  Scottish Government has provided funding 
through the Taskforce and Mental Health funding to support 
improved access to services required in managing the ongoing 

treatment and care of victims. 

377  I understand that the form is in two parts. The first, which 
details health related matters, and the second, which 
details the findings of the forensic examination. The plan 

appears to be that the Police will seize the second part of 
the form but the first part will remain with health. 
 

This is likely to be unproblematic in many cases but will 
causes issues in some. 

 
Archway employs a similar style of form and there have 
been requests from both prosecutors and defence for 

sight of the first part of the form. This has resulted in 
lengthy debate and processes in order to obtain the first 

Discussion has taken place between Police Scotland, the 
Scottish Police Authority, the Crown Office and Procurator 
Fiscal Service, health and Scottish Government and a decision 

has been reached on the inclusion of further questions in the 
Forensic Medical Examination section of the national form. 
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part of the form. 

 
In criminal investigations the police have a duty to 
“provide the prosecutor with details of all the information 

that may be relevant to the case for or against the 
accused that the agency is aware of that was obtained 

(whether by the agency or otherwise) in the course of 
investigating the matter.” 
 

The information in the first part of the form could fall into 
this definition. 

 
Provision of the information by the police to the prosecutor 
does not mean necessarily mean that the form itself 

requires to be provided to the prosecutor and it certainly 
does not mean that the form or its contents would 

necessarily be disclosed to the defence or used in 
evidence. 
 

The prosecutor has a duty to review all relevant 
information submitted by the police and disclose only 

material information to the defence. In some cases that 
will require evidence from the first part of the form to be 
disclosed but in others it will not. The key is that the 

criminal justice agencies have the chance to review the 
information and decide if it is relevant and material.  

 
There would be benefit in discussions before roll out of 
the national form between health, police and COPFS in 

order to decide how to deal with this issue.  

378  It would be better to record the clinical aspects on NaSH 
in electronic format. I think a national form is duplication 
and if too cumbersome, will not be filled in properly 

The Quality Improvement Subgroup of the CMO Taskforce is 
currently working to introduce a national Clinical IT system for 
Forensic Medical Services in Scotland and following 
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implementation, the National Form will be accessed 

electronically.  
379  A national form would ensure consistency and act as a 

check list for individuals often operating in highly stressful 
situations. As commented in Appendix C it is important 

that any national form is compatible with IT systems and 
future proofed as far as possible. 

Noted. 

380  Download error received.  Noted. 
381  It is not clear how transgender statistics will be collated, 

as it is currently presented as MALE   FEMALE  
TRANSGENDER   - would it be a double tick i.e. FEMALE 

and TRANSGENDER to indicate transitioned to female, 
as just ticking TRANSGENDER doesn’t indicate one or 
the other.  If we are trying to capture data to examine 

trends, needs, etc. this is insufficient. In terms of gender 
recognition consultation at the moment, we cannot ignore 

that gender is not sex, and this may lead to confusion in 
terms of accuracy for robust statistics for future service 
development in clinical pathways. 

 

This section of the form has been updated. 
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During the consultation period, 7 focus groups were held with practitioners across Scotland.  The Clinical Pathways Subgroup would like to 

thank everyone who took part in focus groups during the consultation.  The responses have provided a wealth of feedback on the clinical 

pathway and national form, and although a response has not been provided for every individual comment, the Clinical Pathways Subgroup 

has provided responses to the specific areas detailed below and all other comments will be taken on board. 

 

Participants of the focus group included forensic medical examiners, lead clinicians, forensic nurses, support staff, third sectors 

organisation, service managers and sexual offences investigation officers.  Participants of the focus groups were asked questions relevant 

to their area of expertise.  All focus group participants were asked questions related to the following areas: 

 Person-centred care  

 Processes and existing pathways 

 The use of the document  

 The use of the proposed national form  

 

Full discussion data can be found in Annexe 1.  Where possible, identifying data has been removed and participants anonymised.  
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Themes Key Discussion Points Clinical Pathways Subgroup Response 

Person-centred 
care 

 

Participants generally felt that many aspects of the 
pathway were person-centred and praised its ambition.  

In particular, groups commended the investment and 
drive for improvement in the service area.  The document 

was believed to address some key barriers to reporting, 
but this was dependent on the training of personnel and 
available services.  One key area was the provision of 

support and the difficulty in implementing ongoing follow-
up care within existing overstretched services and an 

anxiety that the pathway would be letting survivors down, 
or not fulfilling its promise.  Extensive questions and 
checklists were thought to be focussed on quality 

improvement indicators or data collection and risks 
unnecessarily extending examinations.  Finally, some 

groups raised the issue that there were gaps in the 
pathway surrounding support and forensic stringency in 
relation to suspects of sexual violence.  

 

The Clinical Pathways Subgroup acknowledges the 
ambition of the clinical pathway and the links with the 

training of personnel to deliver. The national preferred 
service model recognises the need for everyone 

involved in providing treatment, care and support to 
those with lived experience to have the relevant skills 
and competencies, backed by accredited training 

where appropriate. Specific and relevant training for 
individual roles, including forensic nurses, is being 

provided by NHS Education for Scotland. NHS Boards 
are best placed to reduce inequality of access to 
services in their local area and engage with partners to 

support all survivors of rape and sexual assault.  
Finally, the Clinical Pathways Subgroup deems 

suspects of sexual violence as outside the scope of 
the clinical pathway. Service specification and the 
detail of required facilities are out of scope of the 

clinical pathway; however, the feedback provided by 
the focus groups will be passed onto the subgroup that 

is responsible for the service specification, for 
consideration. 

Processes and 

existing pathways 
 

There was a large discrepancy between areas and 

services.  Reports of poor experiences reflect those 
identified in options appraisal, HIS Standards 
development and HMICS report.  Survivors (even within 

the same locality) reported widely different experiences.  
All of the participants reported that the implementation of 

the pathway depended on service design to reduce 
inefficient or non-person-centred processes such as 
travelling long distances for a forensic examination or 

having to ‘queue’ to access facilities.  However, 
participants also reported that locally-accessed services 
were not always the best course of action, as a new 

The Clinical Pathways Subgroup acknowledges the 

feedback on existing processes. The implementation 
of the pathway will be for local determination as the 
Clinical Pathways Subgroup is aware of the 

differences in the services provided in more rural and 
island boards. The national model aims to deliver a 

multi-agency approach which is delivered as locally as 
possible, including forensic medical examinations and 
follow up care and support. All NHS Boards have local 

improvement plans in place to improve access to 
consistent, high quality care and support, including 
forensic medical examinations and through care. 
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workforce was difficult to recruit and retain.  Participants 
reported that services needed to work more closely 

together; however, this was dependent on funding and 
available referral pathways.  There were concerns about 

how the follow-up component of the pathway would be 
met; the information given to survivors; and further 
concerns about confidentiality. 

 

The use of the 

pathway document 

Participants reported that the document was more of a 

‘guidance manual’ than a logical pathway.  This was seen 
as a positive for some in areas where the workforce was 

expanding.  Participants requested that the document be 
shortened and include more diagrams.  Concern was 
raised that the document did not adequately outline roles 

and responsibilities.   

The Clinical Pathways Subgroup acknowledges the 

feedback on the use of the document. Further work 
has been carried out on the pathway to improve the 

flow of the information provided.  
The Clinical Pathways Subgroup have developed 
guidance for staff in other services (such as primary 

care and A&E), who may be the first point of disclosure 
for someone who has experienced rape or sexual 

assault, to ensure that those professionals can provide 
a trauma informed response and signposting as 
appropriate to the relevant services. This was included 

in the package of resources produced in November 
2020. There is now an Appendix which describes roles 

and responsibilities. 

The use of the form  
 

Participants noted that the form was extensive, repetitive 
and did not flow in a logical order with the process of 

forensic examination.  Although it was deemed to be 
potentially useful to new forensic examiners, there were 
issues with the order.  The number of questions and 

nature of some of the questions were thought to be too 
invasive, unnecessarily extend the examination or be 

otherwise not person-centred.  Examiners raised 
concerns that the form required them to cite their medical 
opinion at the time of examination which was removed 

with the police and may later be used in court—many 
examiners were concerned that no time was allotted to 
review or ensure accuracy.  Other participants queried 

The Clinical Pathways Subgroup acknowledges the 
feedback on the national form. Work has been 

undertaken to improve the flow of the form for 
healthcare providers and it was recognised that some 
individual questions required more work. It was also 

updated to suggest that examiners take evidence from 
Police statements to avoid the person having to repeat 

the same details. The Clinical Pathways Subgroup 
expects clinicians to ask questions in a person-centred 
way. Trauma-informed training is available for all NHS 

staff through NHS Education for Scotland. A period of 
testing took place with examiners in each of the 
regions to make sure it was fit for purpose and meets 
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whether the form encouraged re-telling people’s stories 
due to the lack of clarity over who was responsible for 

gathering information at each stage. 
 

Participants provided detailed feedback on individual 
form questions (see Annexe 1).   

the needs of local services. Feedback from this testing 
has also been taken into consideration and the form 

has been updated accordingly. The National Form will 
be amended to align with the National Clinical IT 

System that the Quality Improvement subgroup are 
developing to support the improvement of services for 
victims of rape, sexual assault and child sexual abuse. 
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ID 40  

 Feels more like a manual than a pathway –there’s nothing to actually follow  

 Query hep B vaccine: usually offered only after a risk assessment  

 7.1.3.4: no evidence base, low national prevalence, so is the vaccination 

appropriate?  

 Who benefits from the proforma—the victim or the quality improvement/data 

collectors?  

 The form is too long and feels like a data-mining tool. It’s not trauma-informed 

to subject victims to a lengthy document with lots of repetition  

 Feedback from SOLOs is that it’s too big, not person-centred and asks for a 

lot of information which isn’t also relevant. The form in general is prescriptive, 

with lots of questions and checklists, maybe missing something more valuable 

such as overall presentation, demeanour, natural conversation  

 The doctor is there to gather evidence for court  

 From a public health perspective, all of that data collected would be rich 

information 

 Who has ownership of data?  

 Doctors not happy about documentation to be handed over to the police—

their opinion might change with reflection, and a legal report might be different 

to their views as noted in the proforma. Police usually meet with doctors after 

the examination for a verbal update 

 The form doesn’t flow, jumps around from one section to the next from start to 

finish. Our doctors use the FFLM proforma, completed after the examination. 

Notes are used as an aide memoir  

 Consent section: having signed consent feels like a legal disclaimer. For any 

other intimate examination, verbal consent would be enough without the 

person having to sign a form. The time would be better spent getting informed 

consent and chatting to the person to ensure they understood the process 

and what it means  

 Consent to share data, more about GDPR than informed consent to 

examination  

 Placement of some questions feels wrong: self-harm risk, thoughts and plans, 

should be captured with ‘recent and ongoing mental health issues’  

 A lot of question to be asking a person at that time. The person is so 

traumatised and can’t always retain information. It’s too much for someone to 

take in  

 Qs about drug use should be on p. 4 to follow mental state examination  

 Data captured on referral form to Tayside sexual health---no point putting it in 

the proforma, as it wouldn’t show up for 2 weeks. 

 It feels as though the national form informed the indicators rather than the 

other way around  

 Q on demeanour needs to be nearer the front  
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 Positive about the SPA form at the back  

 Need to think about who asks what and when  

 Is the form mandatory?  

 Child protection—would this question really be asked during the forensic 

examination? 

 Most info on the form will be given to the doctors from the SOLO, most of the 

form is only relevant for self-referral process. Would it make sense for the 

police to fill in their part rather than the FME doing it?  

 It’s not up to the document itself to be person-centred but the clinicians 

delivering the service  

 Dispute whether the IUD is the most effective form of emergency 

contraception 

 Key points on p. 25: the forensic examination should be first—before what? 

Healthcare needs? Full statement should be taken first so the examination 

doesn’t just swab everything—doing more than is necessary is re-traumatising 

and not person-centred. The person might have to go back again for more 

swabs—this is raised by Rape Crisis as traumatic for survivors.  

 Re: corroboration, no reason for (male) nurse to be down the ‘business end’ 

of the examination—their role is to be with the survivor, reassuring them and 

talking them through the process, not watching the examination and 

corroborating bag numbers. Can’t practice trauma-informed care and 

corroborate at the same time.  

 7.3: presenting forensic evidence. Consider the role of Rape Crisis 

 Re: consultation paper. Should be able to annotate the document, quicker and 

easier than answering the questions.  

ID 41   

 We more or less do the pathway, apart from self-referral  

 It’s very difficult for the north and almost impossible for [Islands] to implement 

the pathway. It doesn’t take into account the skills updates, skills maintenance 

and facilities needed for such few people  

 We can’t recruit—pathway is in place but can’t staff it [here] difficulty getting 

forensic medical examiners and nurse chaperones trained up  

 It’s great to see the pathway there in black and white, and it’s good that 

there’s so much momentum behind change and improvement  

 The pathway is obstructive in rural areas—used to be that local GPs assisted 

police doctors, now they’re concerned about being called to court and are not 

comfortable about giving evidence. Would like to see the Crown being more 

proactive, and giving more training and reassurance to new forensic 

examiners in providing evidence. This is people’s professions and they don’t 

want to face an adversarial system where they are hauled over coals—they 

don’t see it in the same way as people such as the police or FMEs from 

[another service] who are in court all the time  

 GPs don’t see themselves as experienced after they’ve done the training and 

there are so few cases to gain experience. Don’t want to be asked their 

experience in a witness box. Why would they put themselves through being in 
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court—most of them run a mile? The crown should be supporting FMEs at a 

much earlier point  

 The national form and the pathway document conflict. The form is in the 

wrong order and there’s no logical flow, you need to jump backwards and 

forwards when filling it in  

 The very first page should be where the consent form is, not on p. 16  

 Doctors are logical thinkers, the form is not logical. Not all examinations go 

the same way, and while we’re trying to be person-centred the length of the 

form extends the examination. The form is not helpful for new recruits or 

examiners either, as many would use it as a prompt for the examination 

process, but it doesn’t follow a logical order, or the order of an examination  

 We don’t need to be putting sample/log numbers in bags, or details of what 

was prescribed.  

 Is it really necessary to record the SOLO’s age and date of birth?  

 Divide into male/female forms? 

 If you’re seeing someone, the explanation of what the examination is and the 

consent comes first, you need to tell them that what they say might be used in 

court.  

 Simple things—like it’s hard to find where to put the person’s name 

 The form that goes to the labs is duplicated by the police—the police re-key 

the data from production and enter it on an evidence label. So why are we 

putting bag numbers too?  

 The statement is taken officially by the police, often the FME takes the police 

statement. The FME asking the person for details again is asking them to re-

tell their story, just to record it on the form.  

 The pathway has issues with psychology, and there are a lack of services for 

people to co-ordinate. There is 1 psychologist on Shetland and he has a 

waiting list of 18 months, so access to support is difficult. Third sector 

specialist organisations might have a 6 month waiting list, and the rape centre 

tries to see people very quickly initially, but then can’t see them again for 6 

months. This isn’t person-centred either—it brings it all back if they are 

contacted out of the blue and go for counselling 6 months later  

 Social care/social support is not available.  

 Section 1.2, consider the wording: before legislation, isn’t ‘forensic medical’ 

with the police not the NHS? 

 7.1.1 some GPs are conscientious objectors to emergency contraception, this 

isn’t mentioned and no advice is given  

 P. 5 Appropriate Adult present might delay an examination, and it’s hard to 

get engagement with social services  

 It’s difficult to strike a balance between working towards a service where the 

examination is close to where people are, or flying them to a centre of 

excellence and them having a specialist examination. There’s no one size fits 

all—people should be given a choice. I’m keen for a pathway where clinicians 

came up, but people should still have the choice to go off island and be 

anonymous. This shouldn’t be on a chartered transport, but emergency 
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transport in the same way that someone would be transported by helicopter to 

the mainland for medical treatment. 

 Doctors in rural areas find it hard to gain and maintain skills where there are 

so few cases, and there’s a question of professional competency. No 

clinicians lead or teach. Can be traumatised from doing the examinations 

when they’ve only had the training in theory  

 Huge barriers to people coming forward on the islands 

 Re: forensics, evidence doesn’t prove or disprove consent. Most of the time, 

the case hinges on the issue of consent and not the presence of injuries  

 P. 24 reference to early evidence kits isn’t adequate. This is critical and it’s 

underlined in the pathway and not the key points. Early evidence might swing 

a court cases, and it needs to be noted that mouth swabs etc. can be taken. 

Also to clarify who has responsibly for this—can the police do it?  

 FFLM guidelines for taking swabs are updated every six months, so the date 

should not be stated in the pathway. Significant revisions are in the new 

guidance, coming out soon  

 The form needs consideration that examinations are not undertaken in ideal 

settings—we’re at risk of losing people by asking someone so many questions 

when all they want to do is go home. It’s not the FME’s job to take all of these 

details, and people can distracted by the forms. It gets in the way of making a 

human connection and providing that trauma-informed care. The form is 

burdensome and makes it worse, and the doctor flipping back and forth 

doesn’t inspire confidence.  

 Maybe thinking about having a separate form for self-referral and reporting? 

Or it needs to be more coherent  

 I’m not sure I’m happy with giving my opinions during the examination, as the 

form will be handed straight to the police and then I have to defend it in court. 

Need time to think and review, reduction in work might not justify the reduction 

in quality. Verbal update given to the police, and the report should be written 

on reflection in the cold light of day.  

 GDPR consent needed, especially with sharing of information and auditing. 

Also, is there a process by which the consent to sharing data can be 

withdrawn? 

 The information provided in the pathway giving the guidance and research is 

good, especially for new recruits.  

 We treat suspects differently—we’re improving services for victims so you 

have a situation where the women or the complainant is in the health centre 

up the road and having a trauma-informed focus, and someone who is not 

proved guilty will be in a cell without support, healthcare or understanding. 

Sometimes they are both young people, or vulnerable, and when no evidence 

is found to charge the person they are left without any access to services, 

while the complainant has access to the pathway. That’s a major health 

inequality—especially in cases where there was no evidence or likelihood that 

the suspect would ever be charged.  
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ID 42  

 Who is the contact for the pathway—the doctors or the SOLO? It’s been a 

challenge getting doctors involved: assumption that most of the service is 

done by the SOLO  

 In relation to the preference of gender: our doctors and new nurse 

chaperones are mostly female, so what happens if a male requests a male 

FME? Need to emphasise that it’s not an equal choice  

 We feel as though the islands aren’t listened to: promises are easy to make, 

need resourcing for island and remote areas. We’re smaller boards, which 

comes with limited resources, yet have the same governance and therefore 

the same expectations. We have additional costs when it comes to covering 

small teams, or providing extra training and travel for people  

 We have a low prevalence—there are around 5 reports per yet, but we are 

expected to have doctors/nurses on call 24 hours  

 We’re developing a brand new service, so we are relying on the pathway 

group to be providing evidence and information. We assume it’s correct  

 People are unwilling to come forward because they think if they wait more 

than a week they won’t be put on a plane. Forensics on the island might 

change this and increase the number of reports. People know about the new 

services and the standards but are misinformed—are people going to be 

expecting an FME within 3 hours, as it would be elsewhere? Are we failing 

people because of misinformation or expectations?  

 Trauma-informed care is essential to the pathway, but we can’t deliver it. 

There has been a refusal from anyone to come on island and deliver the 

training to us---they want us to go to them and will cover the costs, but it’s 

challenging logistics and huge problems with covering rotas with so many 

people off island getting the training. Money isn’t enough to solve this—we 

need people to come to us  

 GPs/A&E provide sexual health services. We will link with local sexual health 

clinic, but it’s a private practice. Need to think more about the practicalities of 

the pathway—mostly out of hours, we have difficulties  

 Referrals can be done by the new nurse chaperones Education Scotland, but 

we don’t have people to refer them to. SOLO is responsible for the follow-up 

care in the pathway e.g. to social work. Do the police have the skills to make 

extensive referrals?  

 What about self-referral? It’s not clear in the pathway how this will work.  

 In our community, people want to limit the number of people who know. All 

those referrals are not person-centred here, but we agree that people should 

have that choice. In the immediate aftermath of an assault, people might find 

it difficult to make decisions. Is there capacity for follow-up?We are 

considering the ongoing role of Rape Crisis, including information on the 

national helpline for more anonymity  

 For referrals, the police responsibility needs to balance, so that responsibility 

does not overwrite the pathway—are people doing things twice?  
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 Whose responsibility is it to get people home? Especially on the island where 

it can be dark and bad weather and there is no good public transport. The 

pathway isn’t clear on these things—do we let people just walk out of the 

door? But is it traumatic to put them in a hotel by themselves with limited 

support?  

 Clothing and bedding could be given. We’ve heard report from survivors about 

bedding being taken from their homes as a crime scene and they return with 

no bedding 

 For long-term follow-up, how is that governed? Our service will be geared 

towards forensics, mental healthcare isn’t part of immediate services nor the 

responsibility of the forensic examiner. Who is responsible for acting as an 

outreach worker? Need consent, but probably the GP will act in this role, and 

there’s ongoing role of local Rape Crisis service  

 

 

ID 43 

 Few referrals to and from statutory agencies. Few people report and if they do 

report, it’s a long while after. Huge barriers to reporting, from the way that the 

community reacts to people who report. Some places […] have no police 

presence at all.  

 General feedback from survivors is that the police and healthcare practitioners 

are not trauma-informed. Information can be over-shared with people, leading 

to family members and other people being traumatised by being told details 

they don’t need to know. People are sometimes told the complexi ties of 

organising arrangements. People only need to know the final arrangement—

they get themselves ready for one arrangement, then it changes, which is 

confusing and can be traumatising (i.e. they think they have to go on a public 

flight and be off island for three days, so need to think of reasons)  

 Survivors want the number of people on the island who know what happened 

to be limited, many people have connections e.g. the NHS admin support 

booking flights, or the SOLO.  

 Statutory services don’t refer people to Rape Crisis services. Most people 

hear about us from friends and family, but we have been involved in the 

design of the new comfort room in the new hospitals’ forensic suite, so are 

thinking of new ways of approaching people.  

 Information given to survivors needs to be in a way they want—large leaflets 

aren’t what people want, as it’s not subtle. Survivors prefer information in 

pocket-sized cards that fold out, containing information about support but also 

grounding techniques and practical things. We provide an ‘emotional first aid 

kit’ in the forensic suite, containing toiletries, nice smelliest, bubbles, 

information, a notebook etc. It is designed for people to build on at home.  

 As a matter of people’s human rights, this pathway should be implemented 

everywhere. There’s no reason not to aim for it—it’s aspirational, but 

important  
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 Forensics on the island might be good for changing people’s behaviours, if 

they think that they might get caught. With the self-referral legislation and 

forensics, we might see an increase in reporting. What we see now is just the 

tip of the iceberg—it’s not the case that this stuff doesn’t happen [here]. 

 

 

 

ID 44 

 This is similar to the pathway used in my area. It is 24 hours but we still send 

people home during the night. Sometimes there is a doctor but no nurses or 
vice versa.  

 [One service] staff excellent.They are now asking for more follow up in terms 
of aftercare – a bit disconnected at times.FMEs are reluctant at times to carry 
out forensics at times.There may only be a male on duty (general agreement 

to that). 

 We only have male FMEs and night service is ok.Nurses available 24/7 and 

they facilitate. 

 If you contact an FME during the day and it is nearing the end of their shift 

they don’t want to travel too far.Sometimes you have to wait for the next shift 
to start before you get someone. 

 If we speak to someone to take a statement and they haven’t been able to 

wash and are feeling shattered, we do not get the best from them and we are 
not able to do our job properly. 

 If you come in to a live enquiry, you try to be first in the queue at [one service] 
as you don’t want to miss a slot so you get no chance to digest the enquiry. 

 We have had a few issues with [one service] staff.We got a complaint from a 
woman who was made to sit and wait for an hour after her medical while the 
building was forensically cleaned.The FME left and nurse could not be left on 

her own.Doctor refused to prescribe the morning after pill to a 15 year old 
because they did not believe in it.The mum had to go the next morning and 

ask for it pretending it was for her. 

 People are given the message go home, don’t wash and we will see when we 

can get you a medical.A medical can take 2 hours.[The service] is a good 
facility but it only has one examination room and covers a large area – 5 
police divisions. 

 In the past we had a suite at division which worked better.Police carried out 
the SOLO role and never had any issues getting a FME – easier and quicker 

as you can take the statement while waiting.It would be better if [the service] 
had somewhere you could start taking a statement. 

 When Baird Street went it impacted everywhere.[One service] are looking to 

move but no decision or timescale.If they move to a better facility it might 
alleviate some of the issues. 

 Forth Valley are getting a new facility – not new build but redesign of existing 
building. 

 It is not workable if no medical facilities.FME could not be on their own.  

 One woman would not go to [the forensic facility] unless she could take her 3 

young children.She had no one to take them.Police would need to babysit 
them in the room next door to the examination being done.Although you do 
not want to take children there normally, new facilities should have provision 

for kids. 
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 Forensically cleaning was an issue.Who was responsible and who would do it. 

 Need to have everything in one place.Archway repurposed in other facilities 

would be good.Need to feed these comments back to them. 

 [Our local area are] looking at a facility.There is a place in [the hospital] which 

is good.NHS went through procurement to get this and it worked well.They got 
equipment, including a VRI suite. 

 The suite [in our local] police station was convenient for police but not victim 
focused. 

 Leaving [one service] is not good.You walk out with production bags to put 
into the car and people know something is up, and although we have had no 
reports, it can’t be person-centred to be so exposed.  

 We had a complaint from someone about that saying that you had to press a 
buzzer and wait, you were standing there with two police officers and a police 

car.They felt the whole process was poor and thought everyone would know 
why they were there because of the production bags. 

 We usually take statements at police stations because people do not want to 

do it at home. 

 We had an ex-police house which was down a lane and no one would know it 

was there.There was couches, a medical room, one for VRI and a room for 
children.It was very discreet. 

 Everyone agreed discretion was most important. 

 [Our local service] manage it.There is no cross over.You don’t see the next 

person.Location and facilities need to be looked at as the need has increased 
greatly in the last few years. 

 The pathway is very good.There are FME issues.It is not good if you phone at 

12 and don’t get someone until 7. 

 It is more the availability of the doctors than the facilities. 

 We phone the nurses hub and you get different information.There is a break 
in communication and FMEs can change. 

 We phone the control room and ask who is on call, then phone the service 
and repeat the information.All very repetitive. 

 I think the section on additional services is very good. 

 [One service] ask questions and information is shared so that is good. 

 [One service] ask if they have somewhere to go back to and the nurse does 

this too.  

 Nurses share information that they have been told which is good. 

 FME do sometimes but generally my opinion is that information is not 
shared.There is a different attitude. 

 Pathway would work if the facilities had the right staff. 

 Nurse on their own, can’t be there by themselves locking up at night so it falls 

down.Not victim centred. 

 Not much difference between Out of Hours in my area.It is done in police 
headquarters so not an issue with security. 

 [Here] it is done locally.We have on call FMEs and find it easier to get a hold 
of them out of hours.We have a medical suite, VRI and family room so no real 

issues. 

 We don’t use the form.[The service] fill it out. 

 FME complete this. 

 I think it is better to standardise this. 

 It is quite lengthy, 50 odd pages. 

 It looks similar to what we have. 
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 FGM has been added.It was not in the last form. 

 At [one service] police go into the doctor with the complainer and give them 

information a summary of what they have been told, they fill it in on the form 
and complete the rest as part of the examination. 

 I would say the police require it to be straightforward; accurately report of 
what police have told them verbally; breakdown of the injuries, and needs to 

have doctor and nurses’ statements attached for court. 

 It all comes in a pack. 

 Police get an abbreviated report at the start and the full report comes later. 

 The conclusion needs to be concise of what the findings of the exam are. 
Some say injuries consistent with the events given by the complainer. 

 There needs to be enough information that the injury could be caused by 
something else. 

 If the new form is lengthy, the longer the person is sitting waiting which in turn 
means less people can be seen. 

 Medical terms and the hand writing can make it difficult to understand and 
read. 

 Electronic form would be better but can take longer depending on the 

person’s typing abilities. 

 If it goes to court, can they understand hand writing? Does it look very 

professional? 

 Police can wait 1-2 days for a report in some areas. 

 In other areas – a longer wait but they are given a verbal report. 

 6 months down the line still trying to get a statement from FME that has not 

been provided with report. 

 We get the FME’s email addresses and then police compile statement and 

email to FME who approves, signs and returns. 

 The form covers all the points and might help as a reminder to the FME to ask 
the questions. If shared with other agencies then that would improve 

consistency. 

 Repetition for the person is a concern. They tell the police, then tell the FME. 

Could FME just ask if what they told the police is correct? 

 So much repetition sometimes 3 or 4 times. It can’t be helpful. 

 Add “Do you want to tell me anything that you have not told the police?” 

 The whole process for the victim needs to be improved.  VRI for victim 

statement. They can sit for 6 hours. 

 What is initially disclosed is not always what happens. Repeating it gives a 
better idea of that. If it changes again with the doctor then we can be aware of 

that. 

 There are people who are repeat complainers.[One service] after 3 medicals 

make a referral through MARAC to Social Work. 

 Difficult to cover these people. Only through the investigative process can we 

clarify this. We need statement, CCTV etc. to do this. 

 Should be able to feed the result into the pathway and other agencies 

 I charged someone recently with wasting police time. She wanted to go for a 

medical but it was a complete fabrication. 

 A female reported to a doctor at hospital and they said she should go to the 

police. [One service] said no to a medical, she needed a psychiatrist.[The 
service] has a dedicated person who they can link to – a psychiatric service. 

Sometimes police are in the middle if medical services disagree. 
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 Significant amount of mental health issues being dealt with. We need to look 
at capacity and appropriate adult. Need to look at health records. We are 

flying blind for a lot of the time. It can be a waste of police time as they 
investigate. 

 Forensic cleaning for suspects is not as rigorous.  

 Some suspects are not charged and have not raped. 

 It is right that they are offered support. Had an allegation of rape and he had 
not done it. His mental health was poor and he needed support. He was badly 

affected by it. 

 With the Human Rights Act we need to do it – get ahead of it. 

 Biggest headache is that we need to get warrants all the time to get a 

suspect’s medical done. It is very time wasting. 

 People usually agree if you ask them as say you will get a warrant if they 

refuse.The idea of obstructing a police enquiry is alien to some suspects. 

 The forensic examination is often key to the case. 

 There should be a focus on pathway.The process is not as robust for accused 
as victim.It is a human right. 

 Can I ask if there is a way of using FMEs from other areas?We had one 

refuse to come to another area as it was not in their local authority.The 
suspect was in custody and we had to release him because of the law and 

then rearrested when we had a FME available by which time he had washed. 
 

 

ID 45  

 The document is very long and tends to lose sight of its role. Is it targeting 
who it is supposed to be?Who is it aimed at—this isn’t clear  

 If this is a clinical pathway, then the people reading this will know the job 

anyway (e.g. forensic guidance). 

 The document might act as a good point of reference for nominated leads  

 When using the document, I skipped to the parts most relevant to me.  

 There is so much information on sexual assault in general and on the legal 

side e.g. the need for corroborating witnesses. Do we need all of this? Who is 
it aimed at?  

 As an educational document it is useful, and if I hadn’t done t [the forensic 
exam process] before, then the document would be useful. There is a lot of 
guidance—wouldn’t this be covered in the NSS guidelinesand National 

Education Scotland training? Are we better to link to existing documents (e.g. 
BASSH guidelines) and keep the pathway document shorter?  

 The pathway is more like a manual. I think it would also be useful to 
standardise services, and useful in setting up localised services.  

 Goes along with the HIS standards  

 The diagram on p. 24 is useful—it flows and makes sense. Most of the 
pathway would be up to individuals, using common sense, on a case-by-case 

basis.  

 Section 7.1 ‘unprotected sex’ should be rephrased as ‘sexual assault’ or ‘a 

risk’. Anxious about the phrasing to ‘consider’ prophylactic antibiotics—this is 
something we would want to avoid. But wouldn’t clinicians know that anyway? 

Clear links needed for emergency contraception evidence from FSRH (the link 
from p. 26). For STIs, need a link to current guidelines—if the link is there, do 
we need the guidelines too? Maybe think how this can all be condensed.  
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 Section 9.2 disclosure of records—wouldn’t the national proforma be separate 
anyway?  

 We suggest that a form could be emailed or given to someone which would 
include: things you had done, things you need to do, names of 

officers/support workers, other agencies that have been identified as being 
useful (minimal information, just contact details or agencies or national/local 

helpline). People could then give this to the GP/agencies to save explaining 
what they have been through, and so that they know about what the forensic 
examination does, what treatment/vaccinations they were given etc. Is this 

what is meant by the summary of attendance? On p.45 of the pathway, the list 
of information to be given included services contacted, numbers to phone, 

care of injuries etc.—this isn’t reflected in the form and seems to be lost in the 
document, when we feel that it is important  

 The information and follow-up section is not with the section on psychosocial 

risk—you need to look for each section, when the psychological/wellbeing 
components should be put together. Also need to link follow-up care to HIS 

standards. Needs one singular chapter on immediate and long-term follow-up, 
separate from the forensic examination section. 

 7.6.1 Question the use of the phrase ‘should the need arise’—how do we 

know? The section on support to attend is important but also lost within the 
document  

 p. 34-35 should be included in 7.6  

 7.2.3 The document needs to highlight the relevant guidelines and pathways. 

We do the GP summary and psyche risk assessment before the forensic 
medical examination—you need to know the assessment and address 
capacity etc. before the examination.  

 p. 59 Chaperones cannot corroborate—this is the role of the nurses. Nurses 
are part chaperone and can corroborate & attend court.  

 p. 60 corroborating witnesses—highlight that chaperones are not an option 
and cannot corroborate evidence. Clear link to the legal section—not explicit 

what section 9 is. For clarification, link to FFLM and training for role definition 
of forensic nurses  

 Should there be something in the pathway on regional modelling pf services? 

Maybe consider updating the service model/ethos section in line with progress 
in this area.  

 If this is a larger manual it might also be useful to add in a section about how 
other aspects of the taskforce e.g. legislation or service design link together.  

 Blank pages are needed between the sections of the forms if they are to be 
sent different places  

 The forensic exam section was amended on our service form so that it started 

on page 1, we found this necessary if going to the police  

 Suggest we rename the first (blue) section as ‘confidential 

medical/clinical/health assessment’ and the second as the ‘forensic medical 
documentation’.  

 We tested the form in training—candidates spent a lot of time toing and froing 
constantly.  

 Use of CHI number—issues with confidentiality, and also worth remembering 

that not everyone has one  

 Tick-box for consent form attached, why is it in clinical notes? Where is the 

consent form?  
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 Re: list of vulnerabilities. Homelessness/prostitution is not recorded, which we 
see often in our service. What about trafficking, or whether they are looked 

after/accommodated, or have refugee status? Is neurological condition a 
vulnerability? Normally you would write down after talking to them what you 

believe their vulnerabilities are, so why is there a list? Is this used to match to 
a dataset? The list is not all inclusive and does not reflect practice  

 The location of incident is usually: their home/suspect’s home, other home, 

and outdoors. Why the extensive list is needed—is it up to date? We think that 
information such as the location of incident is better being obtained by the 

police. The question could be leading, especially for self-referral. We’re not 
statement-takers, we would usually just ask what happened and where.  

 In PESE section, the section on guidelines is additional and doesn’t need to 
be there 

 The form asks who people have disclosed to, but it would be helpful is it also 

asked whether or not the people they have disclosed to are supportive or 
helpful/might be harmful  

 At the end of the blue section, the list of information given needs to be up to 
date. The handbook is no longer in print, and we don’t yet know what will be in 

its place.  

 In the forensic examination section why is clinician detail needed? I would just 
write ‘see statement’.  

 It would be useful to note the rank/division and contact details of the SOLO 
rather than their date of birth etc. Need to be able to contact them and know 

who they are 

 The gender of examiner request met/offered should not be part of the forensic 

exam—this is done by police before the person gets to the examination, and 
we wouldn’t necessarily know. It’s not meaningful to ask in the examination ‘is 
it okay if I am a woman/man’ 

 Maybe add in office briefing (completed by the police)—briefing needs to be 
before the examination  

 Length of fingernails is recorded, but need to add in whether fingernails are 
damaged/broken as this is forensically important  

 Why is ‘disability’ in the body survey? 

 Hymen question should be about whether the hymen is present or not rather 
than tissue/remnants— some myths exist about the hymen and sexual assault 

which we should not enforce  

 Add in circumcision in male examination  

 p. 23 Intimate images are only taken by a clinician using a colposcope. 
Suggest use of the term NHS photographer or clinical photographer  

 p. 24 Suggest the wording be changed to ‘summary of findings & professional 
opinion’—no need for the term ‘lead’ when the examinations are not joint  

 p. 26 Suggest the term ‘guardian’ be changed to health/welfare power of 
attorney  

 Details of incident given to the police—what about self-referral?  

 Name of assailant does not appear on the form, or any suspect details (e.g. if 
the person is known) 

 Terminology for use of the term ‘complainant’ in the context of self-referrals  

 SPA support form—questions about previous sexual intercourse does not 

specify if this is the suspect or not. This question comes across as quite 
judgemental, and FMEs need to make sure that the person knows this is to 
eliminate any consensual intercourse partners from the investigation. There is 
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a stray asterix in place on the form— maybe use it to add in necessity for 
explanation?  

 p. 33 diaphragms are not use often, no provision for mooncups etc. Suggest a 
generic term such as sanitary protection or other devices  

 p. 34 what is the evidence bag number for? Contamination, or control testing? 
It would be good to get clarity from SPA on this  

 The mouth rinse is not intended for gargling, but rather to collect evidence 
between teeth/braces. Suggest wording changed to remove ‘gargle’  

 p. 40 Toxicology for 1 urine sample is incorrect—suggest it be changed to < 

72 hours  

 Need to explain abbreviations (this also relates to the pathway) for terms such 

as VIPER 
 

 

ID 46 

 

 Might get examined by a male doctor and/or by someone who isn’t trained 

properly 

 Not being believed 

 Blamed 

 Lots of people being in the room 

 Worried about presenting at A&E and them not being able to understand  

 Good that you don’t have to involve the police in some services 

 24 hours (query regarding whether can access services outside office hours 

without a referral?) 

 A pathway that doesn’t involve the police makes it more open to people who 

don’t want to report 

 Some people don’t access medical support as don’t want to report and are 

worried they would be made to or the medical staff would report without their 
consent. 

 May have to travel far to access services 

 Waiting to access archway if not accessible overnight or doesn’t want to be 
examined by a man – don’t want to wait until the next day – challenges of 

not washing - someone said they wished there was somewhere nice to wait 
until the next day 

 The forensic examination is often described as the worst part – not knowing 

what to expect, not knowing what will happen or when – this can be scary 

 Have people who contact us accessed healthcare or forensics? 

• Yes – often if referrals from the police 
• In general less so if have contacted the helpline without a referral 

• Someone who went to A&E had a nurse contact the police without her 

consent. 
• Apprehensions about accessing healthcare can limit survivors getting help – 

some people may not get the help they need as a result. 
• If there are options of accessing forensics and healthcare without reporting it 

can help people with accessing healthcare. 

 If self-referring – what else are barriers for people accessing? 

• Initial responses – if someone gets a positive response and still feels they 
have choice and control then it will greatly improve people’s experiences. 

• Trauma informed 
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• What does trauma informed look like? – addressing the power imbalance. 

Professionals having an awareness of how they come across. Ensuring 
survivors maintain control. 

• The questions are asked and the way that they are asked them. EG. Police 

asking questions but not explaining why. The speed of how they ask them an 
impact as can be hard to take things in when experienced trauma.  

• Less of a focus on evidence gathering. For example, being asked about how 
much they were drinking can make someone feel like they’re being blamed 

for drinking. No explanation or context about why the question is being 
asked. 

• Environment very important – warm, nice, age appropriate, something to eat, 
something to drink 

• If clothes may be taken away or the survivor doesn’t want to wear them 
home – having clothes in different sizes for people to change in to. 

• Important that people know that the facilities are there – the information is 
out there – for example info at GPs surgeries etc. Not just something people 

find out about once something bad has happened. 
• Important to have information leaflets to take away – hard to take info in at 

the time so useful to have info to take away. 
• Support contacts to access afterwards. 

• Knowing what’s going to happen next – if there’s a next step knowing what 
this is. This is often something we get asked as survivors don’t always know. 

• Useful for helpline workers to have info of the pathway to support survivors 
in understanding what to expect and what’s happening. 

 It’s about power & control, knowledge. 

 What else is important for a service? 

• That the staff are all trained about rape and sexual violence – impact, 
gendered analysis of sexual violence 

• A measured response by staff – not being shocked by what they hear  
• Staff understanding prevalence – the high levels of experience of sexual 

violence, how this may impact on how people access and experience health 
services in general (for example, being aware when you’re doing a smear 

test that someone may have experienced sexual violence and they may not 
have disclosed this to you – or anyone) 

• How do people access archway? A lot of people don’t know about it, most of 
the people we hear of who access [one service] are via police direct 

referrals. Low awareness that the service exists. 
• Consistency of experience – in terms of members of staff that people see. 

• GP is a big source of knowledge about different services, this knowledge can 
be quite patchy. Sometimes distrust from health professionals about non-

statutory services? 
• Often survivors don’t know what will happen after – sometimes it may have 

been said but the individual couldn’t take it in at the time. People don’t know 
what to expect. 

• If people don’t report they can fall through a gap. If report to police can find 
out about what supports are available. 

• If people do report they can be waiting a long time before they even find out 
if the case is going to trial. A lot of waiting in the system. 

• In terms of knowledge of other services, follow up – what do people know?  
• Survivors can have a lot of related issues that are linked to their experience 

of sexual violence but this isn’t immediately obvious. For example, can be 
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impact on home, employment, family etc. It can be quite bitty in terms of 
support. Being able to find holistic advice about a range of services. 

• Often the professionals don’t know what survivors can access. Example of 
Police officer contacting us as they were concerned about a young survivor 

being housed in a hotel in town and didn’t feel it was safe for her. 
• Pathway – should include that the professional should ensure somewhere 

safe to go to – unrealistic to find somewhere – emergency housing not 
always appropriate – how can we expect professionals to meet this 

expectation from the pathway without changes to housing services / 
emergency accommodation? 

• Big problem with waiting lists – more or less all services have long waiting 

lists. 
• A pathway will only work with appropriate funding to support and develop it. 

• One stop shop model?? 

• Difficult if there’s a one stop model if all the services involved have long 
waiting lists. 

• People all in one place, well resourced, trauma informed, gendered analysis, 
continuity of care. 

• Not having to retell your story lots of different times (unless you want to). 
• One person who can guide you through the service. 

• Someone who’s accountable. Named person. To prevent there always being 

blame on other services if something doesn’t work. Really important. 
Consistency. This person doesn’t need to be from within statutory sector – 
could be someone outwith but appropriately trained (example given of 

veterans services where this happens. Also the Link Worker for people 
newly diagnosed with dementia). 

• Should be close to home – not flying people across the country to access 
services. 

• Continuity across the country -we want to feel comfortable that people 
across Scotland can access the same service. 

• Confidence in storing systems, security of data, anonymity. 
• There would need to be increased resources for rape crisis centres and the 

RCS helpline as an improved pathway will lead to an increase in demand for 
support. 

• We anticipate that once a new pathway comes in to place it will open the 
floodgates to people accessing the pathway and associated services. 

• Big variables in people’s experiences across the country – even in the same 
area there can be big variability between experiences. 

• Sometimes issues such as the room not being nice aren’t so important if the 
member of staff is kind, can make a big difference. 

• NHS 24- can be helpful or a barrier. Questions asked can put someone off 
accessing service again. Needs to be trauma informed. The importance of 

gatekeepers (receptionists etc.) 
• Being aware that people may drink or take drugs to build up the confidence 

to access services. Not judge the person based on this. 

 Clinician being aware that what they ask and what they write may have long 

term impact for survivor – for example clinician writing ‘they were calm’ could 
be used negatively at a later stage in court. 

 Being believed very important. 

 For the survivor they may not distinguish between different services, sees 
them all as professionals. 
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 The professionals may not always identify issues to be related to sexual 
violence. 

 My Body Back trauma informed smear clinic – good example of trauma 
informed NHS service 

 Forensics shouldn’t be the headline factor – care for survivors, holistic care 
is important. Survivors accessing the healthcare they need. 

 Forensics are about getting evidence for a trial, on convicting the 
perpetrator. The focus should be on the needs of the survivor. Shifting the 

focus may mean more survivors access the healthcare and support they 
need whilst they need it. Could forensics be something that’s offered whist in 
this environment as opposed to the primary focus? 

 First question survivors are often get asked by different people is ‘have you 
reported to the police’? It would be good if this wasn’t the main focus of the 

pathway. By placing forensics at the heart of the pathway it puts reporting at 
the centre, whereas the survivor should be at the centre. 

 Person centred – the individual in charge of what they want and what they 

need. 
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