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ABSTRACT

Pelvic health (PH) physiotherapists treat a range of pelvic floor conditions, with more than 20% of
those seeking treatment having a prior history of sexual assault or childhood sexual abuse. This
Discussion Paper incorporates an integrated case study of a patient who was sexually assaulted as
a teenager and went on to develop Genito-Pelvic Pain Penetration Disorder (GPPPD). The authors
collectively share multidisciplinary insights in physiotherapy, psychology, psychotherapy, nursing,
law and trauma research to advocate for a tailored evidence-based approach to treating patients
with sexual trauma. A trauma-informed perspective creating safety, screening and consent will be
offered. Graded exposure techniques to facilitate an adaptive and flexible patient response to cues
of safety vs threat will be introduced. Empathic responding, being attentive and attuned to a
patient’s trauma triggers could translate to improved patient outcomes. Inadvertently, these same
qualities may place PH physiotherapists at risk for vicarious trauma. Harmonising this delicate
intersection where clinicians are required to flexibly pivot between containing hyper/hypo arousal
for the patient with empathic, attuned responding to ensure a safe treatment milieu, is a specific
focus. We invite further collaboration from this review article, serving as a catalyst for developing
rigorous clinical practice guidelines for PH physiotherapists to be confident and competent when
managing patients presenting with history of sexual trauma.

Keywords: childhood sexual abuse, deep brain reorienting, dyspareunia, Genito-pelvic pain penetration
disorder, pelvic health physiotherapy, pelvic pain, post-traumatic stress disorder, rape, sexual assault,
sexual trauma, somatic experiencing, tonic immobility, trauma-informed care, vaginismus, vicarious trauma.

Introduction

The term ‘sexual assault’ incorporates a wide range of unwanted sexual experiences. These
can occur during adulthood or childhood and may include rape, sexual assault with a
weapon or object, coercion, intimidation, and attempts to force sexualised activity that may
or may not include penetration.! Often the longer-term impacts of such experiences are
complex, affecting sense of self, ability to regulate emotion, a morphed sense of wellbeing
or diminishing functional capacity if dissociation is a feature.>~* More than a third of women
who endure sexual trauma go on to experience post-traumatic stress disorder (PTSD),>” with
fluctuations in mood, arousal, intrusions, and avoidance of trauma related reminders.8 Intimate
relations, gynaecological surgery, and childbirth can trigger subliminal reminders; especially if
there is a sensed loss of control, diminished agency or when body boundaries are challenged.”'2

Neurobiological and physiological changes following a highly stressful and possibly life-
threatening event such as sexual assault, can drive and maintain symptoms of pain, anxiety,
PTSD and mood dysregulation. The focus in treatment is on shifting from ‘stress’ or
‘overwhelm’ (represented in Fig. 1),'>!* to ‘safety’, to establish homeostasis. ‘Basically, when
humans feel safe, their nervous systems support the homeostatic functions of health, growth,
and restoration, while they simultaneously become accessible to others without feeling or
expressing threat and vulnerability’ (p. 1).'4

This discussion, based on experiences from interviews, clinical experiences and
literature, aims to bridge the gap between what is known in the literature in terms of
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Fig. 1. lllustration of safety versus stress and overwhelm.”

clinical conditions associated with prior sexual trauma and
the survival response activated during sexual assault; and
what is less well known, which is how to identify, assess, and
support patients with this history when they present for pelvic
health (PH) physiotherapy. A person-centred, trauma-informed
approach is used throughout, to cultivate safety and to promote
sociality. Sociality is the natural inclination humans have, to
connect and engage socially with one another, it is adversely
impacted by threat and fear and is restored under conditions
of safety.'®1* A collaborative, two-way communication style
is thus encouraged, to build safety and trustworthiness and to
empower the patient. Offering choice and involving them
actively, wherever possible, within a dignified non-discriminatory
treatment environment.'>'7

Methodology

In March 2024, author JS jointly interviewed authors AJ and
ZW, two PH physiotherapists with over three decades of
combined PH work experience. The 1-h unstructured interview,
focused on exploring knowledge they had acquired in relation to
treating patients in clinical practice with prior sexual trauma
(from adult sexual assault or childhood sexual abuse). The
interview was audio recorded, and the recording was transcribed
verbatim. A central theme emerged for investigation: how to
work safely in clinical practice with individuals who have
endured sexual trauma. This informed the literature search.
The case example that follows is included to bring the
narrative to life; it is not based on a specific patient; rather, it
represents the integration of numerous patient presentations
to PH physiotherapy, based on the authors’ professional
experience. The patient in the case example presents with
Genito-Pelvic Pain Penetration Disorder (GPPPD), and in
some instances this condition may be related to prior sexual
trauma. However, any presenting condition could be substituted
for GPPPD as the intention of this article is to outline the

complexity and impact of sexual trauma. To inform clinical
practice in a way that supports patient and PH physiother-
apist safety, through enhanced awareness and understanding.

Case example

Kelly is 31 years old and lives with her husband Jack; they
have been married for 14 months. She is referred to PH
physiotherapy by her general practitioner (GP) who outlines
that Kelly would like to conceive a baby, yet painful attempts
at intercourse (dyspareunia) due to painful, tight and non-
relaxing pelvic floor muscles (vaginismus), prohibit their
shared aspiration to start a family.

Her GP has diagnosed GPPPD, following unsuccessful
attempts at speculum examination. At 17, Kelly’s first sexual
experience was one of rape. Now during opportunities to have
sex, Kelly describes pain, fear, active avoidance of vaginal
penetration and on some occasions sensory intrusions of the
sexual assault.

In PH physiotherapy, Kelly identifies goals of becoming
comfortable with intimacy with Jack, use of tampons, and
tolerating speculum examination without distress.

The downstream impact of sexual assault

Pelvic pain, emotional distress, hyperarousal, fear, avoidance
and sensory intrusions comprise Kelly’s post rape experience.
In the literature, many health conditions across the lifespan
have been linked to prior experiences of sexual assault. These
include PTSD, depression, anxiety, sleep and eating disorders,
fibromyalgia, sexual dysfunction, chronic pain, pelvic pain,
gastrointestinal dysfunction and suicide ideation with
attempts.!8-22

In a study that investigated faecal incontinence and
constipation in participants with and without prior sexual
trauma, symptoms were considered more severe and quality
of life was scored lower in those with sexual trauma, compared
to those without, despite both groups having similarly abnor-
mal anorectal pathology.?® Episiotomies and hysterectomies
were also more common in the sexual trauma cohort.?3
Although many factors could underpin these findings, one to
note is altered pain processing due to central sensitisation.?32*
Central sensitisation is a mechanism whereby pain is amplified,
possibly due to somatosensory neuroplasticity driving increased
excitability and/or decreased inhibition after the initial
peripheral injury, nerve injury or inflammation has resolved.
Exaggerated experiences of pain may then exist in the absence
of injury, mediated by hypersensitivity within the central
nervous system.?>2>26 Negative sensory-emotional experiences,
with psychological, social and biological elements can then
produce chronic pain, in the absence of recent tissue damage
or injury.?’



www.publish.csiro.au/cj

Australian and New Zealand Continence Journal 31 (2025) CJ24042

While adaptive responses to threat and pain are protective,
allostatic load (see Appendix 1) and sensitivity towards
innocuous stimuli in the absence of genuine threat, are restric-
tive and maladaptive from a biopsychosocial perspective.'

Active and passive survival responses

To better understand these sequelae and how they develop, a
deeper understanding of what happens at the time of sexual
assault is required, as sexual assault commonly activates an
atypical survival response.

Typically, when an individual feels safe, the autonomic
nervous system mediates involuntary ‘rest and digest’ functions.
Survival-based responses are activated in response to danger
or life-threat.!® Fight or flight active responses are evoked
with danger if the threat is deemed escapable and/or able
to be controlled.!®?%2° Then, sympathetic nervous system
activation generates energy through catecholamine release,
redirecting glucose from digestive functions towards perfusion
of vital organs by increasing heart rate, blood pressure and
breath rate to support confrontation with, or escape from,
the threat.?®2° If, however, environmental life-threat is
detected through sensory, deep joint/muscle and visceral
pain, haemorrhage, or repeated engagements culminating in
social defeat, then passive, dorsal vagal parasympathetic nervous
system activation occurs.!®?%2° The result is diminished
metabolic requirements and enhanced pain tolerance (from
release of endogenous opioids). Characterised by a drop-in
heart rate, blood pressure, and respiratory rate, these physiolog-
ical mechanisms are designed to conserve energy.'3252°

Tonic immobility

Van der Kolk,>° emphasises that processing and effective
integration of memories requires ability to act on the environ-
ment.3° In essence, a profound and involuntary inability to act
is where things go awry in sexual assault. Extreme fear
together with sensed or actual inability to escape, initiate a
reflexive survival response known as tonic immobility.3!:32
This phenomenon, sometimes referred to as rape paralysis,
is common during both adult sexual assault and childhood
sexual abuse.??31-34 A study that screened women for tonic
immobility during rape, within a month of the assault, found
70% had experienced significant tonic immobility.??

Tonic immobility is a passive autonomic response to
extreme life threat; it involves sympathetic activation initially
followed by profound co-activation and dominance by the
parasympathetic nervous system when escape is determined
by sensory, visceral, spatial and proprioceptive inputs to be
impossible.?%2° Some rape survivors describe having the urge
to run away during tonic immobility, yet they are rendered
immobile, ‘trapped internally’.®

Tonic immobility induced by a traumatic event is linked to
more profound PTSD symptom scores, and lower pharmaco-
logical treatment success.?’ Survivors report that they
continue to feel vulnerable to immobility in the years that
follow, especially during sexual contact or when consenting to
intercourse.® The inability to ‘act’ on the environment leaves a
residue of dissociated, fragmented, implicit reminders.3-30-35
Retrieval of these reminders can occur during contextually
similar situations or in somatic states reminiscent of the
original trauma.>3° This could include a situation such as a
pelvic examination with a PH physiotherapist or speculum
examination with a doctor. Even routine clinical procedures
in hospital that involve insertion of a urinary catheter or
treating incontinence-induced dermatitis, could evoke
strong subliminal reminders for patients with prior sexual
trauma. Responses during such procedures may elicit fear,
anger, muscle tension, tremor, immobility, speechless terror,
or a feeling of being sick, etc. This necessitates a well-
considered strategy, to identify, assess, and support patients
like Kelly, as central nervous system function is altered
neurobiologically and physiologically by trauma.>>2°

Central nervous system considerations

Neural circuits in the brain are comprised of populations of
interconnected neurons that form networks; one such
network is the salience network, that has projections to the
periaqueductal grey (PAG).® The salience, central executive
and default mode networks of the brain are disrupted in
those with PTSD.?® The salience network mediates functional
connectivity between these networks and intense unexpected
emotional or sensory stimuli will activate the salience
network preferentially which mounts PAG driven defensive
responses without accessing higher order brain processes to
contextualise the source or type of threat.>

The PAG, located in the midbrain, is involved in
reproductive functions and autonomic responses to support
survival.3® Functionally, the PAG mediates pain, fear, active
and passive responses to threat, anxiety, and respiratory and
cardiac fluctuations in accordance with the region stimulated.>°
For example, studies have shown that if the lateral, dorsal lateral
part of the PAG is stimulated by excitatory amino acids then
active fight/flight responses to threat occur, and endocannabi-
noids are released. If the ventral lateral (vl) part of the PAG is
stimulated, then passive immobility in the context of threat
unfolds.!>?%2° The reason survivors report spacey numbness
with diminished pain sensation during rape where tonic
immobility is experienced, is because endogenous opioids are
released when the vIPAG is stimulated.?® Visceral pain,
profound somatic pain and repetitive superficial pain can
actuate the vIPAG.%®

However if an individual feels safe, i.e. not stressed or
under threat, then top-down processes involving the medial
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prefrontal cortex in the brain can inhibit the types of defensive
bottom-up responses displayed in Fig. 2.3”

Biopsychosocial considerations

Kelly, and patients with sexual trauma, may find consenting to
an internal pelvic examination (per vaginam) to assess pelvic
floor muscles, particularly stressful. A vaginal examination
may create stress related arousal, sufficient to retrieve trauma
memories with sensations and behaviours reminiscent of the
original traumatic event.>® An internal examination could be
likened to a form of graded exposure for patients with a
history of sexual assault.

Exposure therapy in the field of psychology has shown
efficacy and is considered effective as a treatment modality
in improving symptoms of PTSD.3° In Somatic Experiencing
(an approach developed by Peter Levine for working with
trauma in the body), the aim in therapy is to foster safety
and body awareness. Care is taken through titration and
pendulation to not overwhelm the body as a system, as this
could result in re-enactments of past trauma.*°

To address Kelly’s GPPPD, over the course of several
sessions, three core areas pertaining to safety, building
capacity and neuromodulation will be addressed.

e Shifting Kelly’s experience of threat to an experience of
safety.
In the amygdala and especially in the dorsal vagal complex
(which co-ordinates the parasympathetic immobility
response), there are an abundance of oxytocin receptors.'?
Oxytocin can reduce sensitivity to acute pain.*! Social
interactions, affiliations with others, emotional and sensory
processing are influenced by oxytocin.*? Oxytocin is key for

autonomic regulation, enabling ‘safe immobility’.!314

_ Rostrally stimulating ACTIVE FIGHT
the lateral (1) and Confrontational SNS
dorsolateral (dl) PAG hehaviotre Endocanmiabinoids
Caudally stimulai ACTIVE FLIGHT
udally stimulating
the | and dl PAG Escape SNS
behaviours Endocannabinoids
PASSIVE TONIC
Stimulating the Immobili IMMOBILITY
ventrolateral (vl) PAG emotinnz}ly i e
shut-down Opioids

Fig. 2. Stimulating specific areas of the PAG with excitatory amino
acids initiates active and passive sympathetic nervous system (SNS)
responses.*2829

Phylogenetically, oxytocin supports pair bonding, copula-
tion, and breast feeding, to facilitate safe immobility
during these activities.!®> The abundance of oxytocin
receptors in the dorsal vagal parasympathetic complex,
can under non-threatening conditions, attenuate defensive
responding to support social engagement.'® If trauma-
informed PH physiotherapy can provide a safe treatment
platform, then patients can work on, learn about, and
develop mastery in previously avoided, threatening body
sensations.®

e The aim in PH physiotherapy is to build capacity within
the sensory nervous system, to enable Kelly to ‘register,
organise and modulate incoming sensory information’
(p. 1) in such a way that sensations can be processed and
integrated free from overwhelm. This will provide Kelly
with agency to ‘act’ or respond behaviourally to sensory
cues in a manner aligned with her goals.

e PH physiotherapists are instrumental in facilitating
neuromodulation which involves psychoeducation, co-
regulation and helping patients develop explicit awareness
of physiological responses and changes in breath rate and
muscle tension during treatment.

The above three components introduce a biopsychosocial
foundation to working with patients who have experienced
prior sexual trauma. A practical psychotherapeutic approach
to treating trauma follows; this is intended to scaffold
knowledge and understanding, especially around the neuro-
science underpinning trauma processing.

Deep brain reorienting

Frank Corrigan, a psychiatrist and researcher, developed a
neuroscientific-based PTSD treatment method known
as Deep Brain Reorienting (DBR).*> DBR engages three
subliminal regions of the brain (the superior colliculus,
locus coeruleus and the PAG); together these three regions
mediate the traumatic sequence that occurred during the
original event. Later when triggered the same sequence will
remain.*> In a psychotherapeutic trauma therapy approach
using DBR, the initial focus is orienting, helping an individual
ground in their body by guiding them verbally through a
process aimed at spatially orienting them to the surrounding
environment.*> In DBR the therapist draws the client’s
attention to the orienting tension, by asking them to notice
tension or tightness in the muscles surrounding the eyes,
forehead, and posterior neck.*® ‘This orienting tension is the
point of focus at the start of processing as it facilitates embodi-
ment and provides a necessary anchor against emotional
overwhelm’ (p. 4).4

In PH physiotherapy, physiotherapists are inadvertently
practising some aspects of DBR, without necessarily being
aware of the DBR model and the psychotherapeutic evidence

4
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to support how and why this may be an effective way to work
with trauma. For example, when initiating treatment with a
patient such as Kelly presenting with GPPPD, light touch with
a tissue to the medial thigh or abdomen is used in clinical
practice to assess tolerance. This may be followed by a
Cotton Swab Test (lubricated cotton, moistened with gel or
water), to apply gentle pressure to quadrants 12, 12-3, 3-6
etc., to test for the presence of allodynia at the vestibule.**
This process of drawing the patients awareness and attention
to the sensations in this region, will likely engage the superior
colliculus,*® the subcortical midbrain structure that cued and
oriented Kelly at the time of the sexual assault, to the initial
threat. The superior colliculus accesses trauma reminders
through the dense connections this structure has with
higher cortical regions of the brain.*?

The Locus Coeruleus (LC) has projections throughout the
brain and spinal cord and contains neurons that make
norepinephrine.*>46 The 1L.C has ascending pathways (to the
hypothalamus, amygdala, hippocampus and cortex to regulate
attentional arousal and cognitive pain appraisal) and descend-
ing pathways (to the PAG and spinal cord).*> In DBR, the LC is
thought to be involved in mediating the shock component of
trauma.*> Muscle tension/tone is enhanced in association
with the connections the LC has to these norepinephrine
sensitive, ascending and descending pathways.*® In the process
of providing PH physiotherapy to Kelly, who has experienced
prior sexual trauma, the physiotherapist may notice while
digitally palpating Kelly’s muscles, physiological changes in
muscle tension/tone. When noradrenaline is synthesised, Kelly’s
muscle tone may increase, her breath rate may speed up, and as
the trauma processes during treatment, the muscle tension may
dissipate, and her breath may slow down or regulate towards an
even rate. Being with Kelly and her experience in an attuned,
attentive, responsive and compassionate manner, provides the
safety that differentiates this experience from the one of threat
and disconnection that occurred at the time of the sexual assault.

In PH physiotherapy, even the subtlest of palpation to
pelvic floor muscles will likely activate an orienting response
within the superior colliculus. The physiotherapist can then
cue Kelly’s awareness to this pelvic floor muscle response
(which may include tension, spasm, fasciculation, numbness
etc.), with slow progression to ensure that Kelly remains
connected, enabling an embodied experience free of overwhelm.*?
Excessive stimulation can trigger overwhelm and defensive
responding.*> In DBR the aim is to keep the individual
grounded in the orienting tension with awareness. If this occurs,
the affective elements pertaining to breath, viscera, and raw
emotion can process appropriately through the PAG.*

Trauma-informed care in PH physiotherapy

Sexual assault is a relational trauma, involving a perpetrator
or multiple perpetrators. Relational safety within the

treatment environment is thus very important. Women who
have experienced tonic immobility during rape report a less
profound but related feeling of immobility return when
they feel angry, afraid, or when they sense dismissal or feel
out of control.® Creating a treatment milieu that is free of
provider busyness, distraction, and over-control will enable
providers to attend and attune to the patient’s healthcare
needs. PH physiotherapists can use non-threatening body
postures, relaxed warm facial expression, and gentle inflections
in tone of voice to communicate safety.'® Fostering relational
safety in this way is required for Kelly to feel safe in her body.

Attuning to a patient’s healthcare needs using a person-
centred approach that is accepting, genuine/authentic and
empathic, can bring about therapeutic change.*’ In Table 1,
practical trauma-informed care strategies are offered by the
authors, based on clinical experience. Defining comfort for a
patient, is as unique as their individual trauma experience.
Enquiry and open dialogue is thus important; physiotherapists
may ask how best they can support the patient in feeling
comfortable.”>> In Kelly’s case, she elected to bring in her
own music, and requested the curtain remain open when she
undressed (the physiotherapist turned away). Honouring
and respecting boundaries pertaining to touch, positioning,
undressing etc. attenuates distress, that fear and feeling out
of control elicit.%”

Throughout treatment, Kelly will be exposed to titrated (to
tolerance) amounts of touch, cueing her attention to notice
with awareness internal sensations, and where her body is
positioned. The PH physiotherapist supports Kelly in this
process by observing with her and checking in as fluctuations
are noticed. For example, if a sympathetic response is evoked
during treatment and Kelly becomes tachypnoeic, or if
parasympathetic dominance produces brief apnoea, then
the physiotherapist can model safety using even tempo
breathing (10-12 breaths/min), to invite co-regulation.
This way of connecting with Kelly through the breath is not
necessarily explicitly articulated, rather the physiotherapist
may accentuate their breath to communicate safety non-
verbally to Kelly. Depending on Kelly’s capacity to regulate in
the moment, she may mirror the physiotherapists breathing,
or she may not. There is no expected outcome, rather the point
is to invite Kelly’s awareness to what is happening in her body,
with her breath in that moment.

Other observable autonomic measures may include
supporting Kelly in noticing changes in heartbeat (thudding
in the chest) or temperature (facial, neck flushing), which is
indicative of stress activation. This way of working invites
curiosity in the body and its capacity to protect. Pendulation
towards and away will dictate the line between safe versus
threatening, enabling the physiotherapist to work in a range
with Kelly where she can benefit from treatment, without fear
intruding and causing overwhelm.

Breath work can also be used as a resource to calm the
nervous system. Slow, deep, rhythmic, diaphragmatic breathing
promotes self-efficacy in regulating arousal and managing
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Table 1. Practical trauma-informed care strategies for patients with sexual trauma.

Strategy Practical experiences Examples and principles

Screening tools  Screen patients with clear intention and purpose. Screening can Examples of standardised questionnaires that may be appropriate for
yield valuable information; discernment is required to select the Kelly:
‘best fit’ for the patient. Weigh up risk vs benefit. Calling to mind e To screen for childhood trauma — Adverse Childhood
specific traumatic events/reminders can be upsetting for sexual Experience’s Scale.*®
trauma patients, prepare them for possible discomfort when o Assessing impact following a specific event — Impact of Events
completing questionnaires. Scale — Revised (IES-R).*

Sensitive enquiry

Building capacity

Identify
compliance

Regulating the
body’s reaction
to trauma

e Determining the psychological driver — Depression, Anxiety and
Stress Scale (DASS — 21 or 42 item).>%”!

o Screening for central pain sensation — The Central Sensitisation
Inventory (CS) Part A and B.*?

o Assessing sexual function — Female Sexual Function Index.>

o Female Sexual Distress Scale — Revised (FSDS-R).>*

Some sexual trauma survivors may never have shared information of Example of an open-ended explorative question

the assault with anyone before, memory recall of the abuse may be ‘Is there anything in your past that might make an internal
limited, especially if dissociation was a feature. Sensitive responding, examination difficult for you today? This type of question enables
in a person-centred, non-judgemental way promotes a safe space disclosures of birth trauma, medical trauma, sexual abuse/assault,
for information exchange. or other kinds of trauma either in childhood or adulthood. It

fosters autonomy as the patient can choose how much to disclose.
If you start the examination and notice distress/heightened anxiety,
a validating response may be: ‘I can see this is distressing for you,
perhaps we can work in a different way ...’

Start working externally with the body if sexual trauma is identified. ~ Use the five Principles of Trauma-informed Care (in bold)

This will allow clinical assessment of the patient’s body awareness, Ideally in all patients where a trauma history is identified
boundaries, and capacity to navigate and cope with increasing establishing therapeutic safety by being trustworthy is
arousal. paramount. This is facilitated by attuning to the patient’s

experience, in a respectful, attentive and responsive manner that
offers choice and is collaborative. Checking in before, during and
after treatment to better understand the patient’s experience.
This process empowers patients, instilling in them a ‘sense of
control’ and agency to support growth in capacity.

Stemming from low self-esteem which could impact a patient’s If a patient hands over responsibility, ‘you do what you need to do,

capacity to set boundaries. and I'll be right'. A collaborative opportunity exists; in helping the
patient tune into their body, they will become more aware of their
nervous system and response to touch. This models healthy boundary
awareness. Empowering patients to actively participate in body
boundary formation fosters an internal sense of safety.

This collaborative approach requires co-regulation initially, building 1. Biopsychosocial education — involves helping patients understand

towards patient self-efficacy. Teaching mindfulness techniques and how the body responds to stress. Identifying, noticing and building
skills to manage overwhelming sensations in the body. Providing awareness will enable patient insight in autonomic nervous system
education, being curious, fostering a sense of awe and wonder in mediated transitions between safety, stress and overwhelm.

N

. Diaphragmatic breathing can be taught to anchor and connect
the patient with the interoceptive or felt sense of their body.
Physiotherapists can model slow diaphragmatic breathing to
re-anchor and ground patients if the stress response is activated
during treatment.

. The aim is to work within the patient’s capacity and tolerance,
acknowledging this is highly subjective and individual. As a guide,
an arousal level of ‘5/10" may be set as a boundary to work within.
Diaphragmatic breathing may be used as a strategy during
assessment and/or treatment to provide the patient self-efficacy
over their nervous system. For example, slowing breath rate to
4-6 breaths/min will engage the ventral vagal parasympathetic
nervous system,” aiding regulation, and countering the sympathetic
stress response. Regulation allows experiences in the body to be
assimilated in a manner that supports integration and growth.

the body’s natural capacity to protect and survive.

w

pain.>® Diaphragmatic breathing benefits cardiopulmonary  physiotherapy.>® Diaphragmatic breathing can be used as a
perfusion, stroke volume and vital organ circulation.>” Patient ~ form of exercise therapy to build rapport, rhythm, connection,
education coupled with exercise therapy is highly regardedin =~ and co-regulation with patients.
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Screening for trauma

Screening patients for sexual trauma is important, especially
considering that PH physiotherapy could involve offering
patients the choice of undergoing an internal examination
(per vaginam), which requires removal of underwear and
lying down. The nature of these sorts of activities could cue
sensory, interoceptive, proprioceptive and vestibular pathways.
As highlighted earlier, the salience network, superior colliculus,
locus coeruleus and PAG will drive defensive responding, where
fear associated with unprocessed trauma resides. Screening
provides knowledge of prior trauma; this can be used to
adequately prepare the PH physiotherapist and the patient.

Several types of screening questionnaires are available,
and those that may complement care provision for Kelly are
listed in Table 1. Currently, research into screening reveals
some physicians lack confidence to screen patients and cite
this as a barrier, feeling ill-equipped to respond, despite
awareness that screening may be beneficial in detecting
abuse.’® In a gynaecology-oncology study screening was
considered helpful to both providers and patients, reducing
emotional distress during interventional procedures, if a
need for trauma-informed care and counselling was identified
early.®® A clear evidence gap in PH physiotherapy research
exists to determine if physiotherapists are confident screening
patients for sexual trauma and how this may impact patient
treatment outcomes.

Consent

Gaining patient consent prior to proceeding with assessment
and treatment, verbal, inferred or in writing, is arguably
protective for both the PH physiotherapist and the patient.
Consent prepares and informs patients of the procedure
they are about to undergo. It ought to be current, specific,
and voluntarily given with adequate time and capacity for
patient understanding, consideration, and for outside consulta-
tion to be sought free of coercion. Disclosure of sufficient
information is required to ensure consent is informed. At any
stage the person providing consent can change their mind
and withdraw their consent.®"-°? Informed consent ought to
include what any individual under reasonable circumstances
would value knowing, such as risks, benefits, and alternative
options to the proposed assessment or treatment.%® In PH
physiotherapy, alternative options for consent may extend to
allowing the patient to choose at each appointment the way
the pelvic floor muscles and nervous system are assessed.
For example, using transabdominal ultrasound to assess and
provide biofeedback on pelvic floor muscle contraction, or
observing with/without touch in the region of the perineum,
or applying variable depth and pressure during internal
assessment (per vaginam). Informed consent benefits patient
autonomy by respecting the patient’s agency in deciding
what is right or best for them. As insufficient time is identified

as a potential impediment to achieving informed consent,
planning to ensure adequate time is available is imperative.®3

In Kelly’s case, a first session may involve a discussion
about assessment and treatment options, with an opportunity
for Kelly to ask questions and actively participate in the
discussion. Explaining and demonstrating how an examination
is performed, why it may provide valuable diagnostic
information, and what the purpose of pelvic floor muscle
relaxation is, in the context of addressing her presenting
condition, are all pillars of informed consent. Muscle
assessment, palpation and treatment techniques could elicit
reminders of past trauma, as already mentioned; ensuring
Kelly is aware and prepared for this is important. Offering
Kelly control throughout: ‘if you need me to stop at any
point, please let me know, hand up/push me away if you
need, you are in charge’, this sort of approach reiterates the
ability for consent to be withdrawn at any time, as consent
is not intended to be ‘once off’ but rather iterative in nature.

Acquiescence during sexual assault is sometimes mistak-
enly considered implied consent, when in fact if tonic
immobility is experienced, this involuntarily inhibits vocal
and physical expression.'%?234 Effort must be taken in PH
physiotherapy to ensure that patients can stop treatment
if threat activation prevents more traditional avenues of
communication. Author clinical experience supports the
following clinical strategies if immobility occurs during
treatment; raise the head of the treatment bed to around 45°,
orient the patient to the treatment environment, and provide a
pen and paper to facilitate another option for connection
when verbal communication is lost.

Even with every effort and attentive attunement by the
physiotherapist, an immobility response may still occur in
the early part of PH physiotherapy, mediated by subliminal
reflexive responding. If this occurs, an opportunity exists for
patient-provider collaboration to instil greater safety going
forward by analysing what happened in the patient’s body from
the perspective of what they sensed and felt. Overwhelm can
be managed by titrating smaller amounts of exposure, using
pendulation towards and away, in a manner that enables and
builds tolerance.

Treatment goal for sexual trauma patients in PH
physiotherapy

‘Access to sociality as a neuromodulator is influenced by
both autonomic state and the flexibility or resilience that an
individual’s autonomic state has in returning from a state of
threat to a state that supports homeostasis’ (p. 4).*

This is the explicit goal when working with sexual
trauma survivors — developing autonomic flexibility — so that
appropriate and adaptive responses to incoming sensory
information occurs.'® Encouraging Kelly to be curious in
learning the language of her body. This can be achieved by
supporting her in noticing, for example, tension in the muscles

7
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or fluctuations in her breath or heart rate. PH physiotherapists
are uniquely placed to potentially orchestrate a shift from
stressed or overwhelmed responding, to embodied choice and
a felt sense of safety in the body. In providing a physically and
socially safe space in physiotherapy for Kelly to ‘act’ on
the environment, unprocessed sensory and motor traces of
traumatic memory can be somatically experienced with success-
ful action sequences that immobility previously denied.>>*° This
process enables repressed trauma memories to be recovered into
conscious awareness, where the memory then has context, is
grounded in time, and can be consciously recalled.>®

Safety for PH physiotherapists to mitigate
vicarious trauma

If a healthcare practitioner has experienced prior sexual
trauma themself, distressing reminders may resurface when
treating patients with this history, and this could impact the
practitioner’s wellbeing. Furthermore, in the field of mental

Table 2.

health, a link exists between caseload of trauma patients,
especially sexual trauma patients, and heightened risk of
vicarious trauma for the treating practitioner.*-°°® Vicarious
trauma comes about from indirect exposure to other people’s
trauma. Through repeatedly witnessing the emotional and
psychological toll of trauma and in validating and responding
empathically, practitioners themselves can be at risk of
becoming traumatised. Some may even develop PTSD.646567
Working relationally with raw emotion, memories, and
details of trauma, can influence a practitioner’s sense of self,
the way they view the world, their sleep, ability to concentrate
and discern appropriate action, even interpersonal relation-
ships outside of work can be impacted.®°-%8

This is undoubtedly a concern for PH physiotherapists who
may treat numerous patients with sexual trauma daily, or in
the course of a clinical work week. Sexual trauma in Australia
impacts as many as 1 in 4 women and 1 in 12 men.®
Alarmingly, there are 28.6 rapes per one hundred thousand
women, positioning Australia 11th in the world for reported

Safe work practices for physiotherapists treating patients with sexual trauma.

Risk management strategies can be implemented at an individual and practice level

At an individual level

At a practice level

e Awareness of vicarious trauma and the importance of tempering this with a
mixed caseload of patients and lifestyle factors that incorporate adequate
self-care, meditation, exercise, sleep, and social support can aid balance and
be protective for clinicians.5®

Physiotherapists report creating emotional distance or directing treatment
focus to the physical health complaint if patient distress impacts them.
They cite a lack of training in establishing and maintaining boundaries as a
reason for shielding themselves in this way when impacted.”" This highlights
a need for healthy boundaries and appropriate care expectations to be
established right from the start of treatment.

A team care strategy involving a patient’s GP and psychologist can reduce risk of
vicarious trauma for the physiotherapist and alleviate uncertainty for the patient.
If the patient is unsettled between appointments, such a plan denotes who to
contact and the type of support that can be anticipated for the patient.

o Creating a safe workplace involves assessing the likelihood of harm and the
consequence if harm occurs. The explicit intention being, if the risk cannot
be eliminated, to reduce its potential of occurring.”?

e De Castro’® demonstrates using a Hierarchy of Controls, an Occupational
Health and Safety framework for prioritising interventions in the workplace
to address an identified hazard.”® An example of how these can be applied
in PH Physiotherapy, specifically when working with sexual trauma patients is
provided below.

Hierarchy of controls”

. Elimination

Involves removing the hazard completely.”> An example here might be that PH physiotherapists in private practice can

sensitively refuse to treat patients with sexual trauma. Elimination is an opportunity to mitigate vicarious trauma at the outset.

[

Substitution
informed care.

w

. Engineering controls

4. Administrative controls

Identify an alternative and refer to a PH physiotherapist with specialist knowledge and training in sexual assault and trauma-

This measure uses technology to address the hazard.”* It may involve making the environment more comfortable in terms of
lighting, positioning of equipment, acoustics etc.

Have policies in place, trauma-informed training, healthy boundaries with patients. In psychology-based professions supervision

is a registration requirement that offers another perspective, an opportunity to debrief, reflect, and to review the impact on
self of providing this type of trauma support to another. Creating a warm, accepting, growth driven professional environment
can serve as an antidote to carrying work stress alone.

(%)

. Work-practice controls

Longer predetermined appointment times may be required to adequately meet the biopsychosocial needs of sexual trauma

patients. While ensuring that once a session time is established, it is adhered to where possible, ensuring patient expectations
around time are maintained. This planned approach provides a boundary that is protective for both the clinician and the patient.

o

Personal protective
equipment (PPE)

Healthy intrapersonal boundaries — balancing work demands with self-care activities. Screening employees for stress to ensure
early detection to mitigate unrelenting exposure transitioning into chronic stress or even PTSD. PPE for sexual trauma work

may include establishing explicit boundaries for patient support and contact, for example, channelling in the first instance out
of session communication through reception and following up with patients at a convenient time.
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cases of rape.”® Sexual trauma is thus prevalent and a frame-
work to manage vicarious trauma as a potential workplace
psychosocial hazard is required. See Table 2.

Conclusion

Trauma-informed care uses person centred skills to work with
and enable patients to develop sensory capacity and tolerance
for new adaptive experiences, free of fear-based reflexive
responses. By fostering an embodied sense of safety, PH
physiotherapists can work collaboratively with patients to
improve resilience, promote flexibility and to restore balance
within the autonomic nervous system.

Evidence-based research to support PH physiotherapists in
this emerging field is required. Although sexual trauma is not
new, treatments for the adverse biopsychosocial sequelae are
evolving, informed by advances in knowledge, skill and
technology. This Discussion Paper extends an invitation to
engage collaboratively with the authors and others in the
field, to develop training programs to better meet the needs
of PH physiotherapists who routinely treat patients with
sexual trauma. There is urgent need for further research to
establish competency frameworks, policies and procedures
to support PH physiotherapists in this important work.
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Appendix 1. Short list of definitions

Definition

Allostatic load

Dorsal vagal complex
(DVQ)

Endogenous opioids

Excitatory amino acids

Interoception

Salience network (SN)

Superior colliculus (SC)

Fasciculation

Represents the cumulative toll of ongoing day-to-day stress and life occurrences.”* Over time chronic stress can burden the body as a
system and impact ability to respond adaptively and flexibly if life’s challenges exceed and overwhelm individual coping.”*

In humans the DVC is involved in digestion and taste, as well as hypoxic reactions.” ‘The DVC provides primary neural control of
subdiaphragmatic visceral organs . .. Hypoxia or perceived loss of oxygen resources appears to be the main stimulus that triggers the
DVC. Once triggered, severe bradycardia and apnoea are observed, often in the presence of defecation’ (p. 159, 160)*

Endogenous opioids provide the body with its own internal form of pain relief. In addition to providing analgesia, endogenous opioids
regulate the autonomic nervous system. They are involved in immune response, functioning of the gastrointestinal system, and have a
role in mood, motivation, learning, memory and reward processing.”®

Glutamate and aspartate are examples of excitatory amino acids. Glutamate is the brains most abundant excitatory neurotransmitter,
with influence on mood, cognition and memory.”®

Interoception relates to noticing and attending to the ‘felt’ visceral or physical sensations within the body.**"/

The SN incorporates the anterior insula and the dorsolateral cingulate cortex. It operates like a switch, dynamically shifting focus
between the inner ‘self’ world and the outer task-oriented environment, according to pertinent and competing stimuli in the internal
and external environment. It plays a role in pain processing, motivation, reward and emotion.”®

The SC, located in the midbrain, is a sensorimotor hub of sorts with multiple inputs, outputs and internal circuits; designed to detect,
localise and orient towards salient stimuli.”’

Visual and spatial input is received in the outer layer of the SC directly from the retina. Excitatory auditory stimuli and somatosensory
inputs are received in the deep and middle layers of the SC.”” The SC has multiple ascending projections (one such projection is to
the amygdala), and descending projections (for example, to the reticular formation, a key regulator of arousal/consciousness). The SC
also receives modulatory inputs from several brainstem regions including the locus coeruleus. This hub of interconnectivity supports
the SC’s primary role of ‘orienting’, it uses perceptual decision making to organise visuospatial attention and motor responses.””

Individual muscle twitches at rest or following contraction of a muscle.**
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