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MENTAL 
HEALTH & 
SUBSTANCE USE 
AND ABUSE

Thanks to generous donations of time and wisdom 
from mental health providers across a range of 
practice, much of the writing below stems from 
the professional expertise of our contributors, and 
written sources are therefore not cited in some 
cases. 

INTRODUCTION
Survivors	of	sexual	violence	may	experience	
challenges	related	to	their	overall	mental	health.	
Many	of	the	mental	and	emotional	impacts	of	
sexual	violence	are	discussed	in	the	Introduction	
to	types	of	Sexual	Violence	section	of	this	manual;	
this	section	provides	more	specific	information	
about	various	mental	health	diagnoses,	substance	
use/abuse,	and/or	addictions.	It	is	not	intended	
to	be	a	comprehensive	overview	of	mental	
health,	substance	use/abuse	and	addiction,	or	
the	treatment	of	these	disorders.	Rather,	general	
information	is	provided	to	assist	advocates	in	
supporting	survivors	who	may	also	be	experiencing	
some	of	these	challenges	or	symptoms.	Advocates	
may	hear	from	callers	who	are	survivors,	or	
concerned	others	who	observe	behaviors	and/or	
safety	issues	with	a	loved	one.	

It	is	common	for	advocates	to	speak	with	survivors	
about	mental	health,	substance	use/abuse,	and	
addiction	concerns,	or	for	survivors	to	present	
with	symptoms.	Survivors	may	have	pre-existing	
mental	health,	substance	use/abuse,	and	addiction	
concerns,	or	experiencing	sexual	violence	may	
cause	symptoms	to	arise	or	worsen	for	survivors.	

It	is	important	for	advocates	to	respectfully	offer	
that	mental	health	professionals	can	assist	callers	
regarding	mental	health,	substance	use/abuse,	
and/or	addiction	issues	or	symptoms.	It	is	not	an	
advocate’s	role	to	diagnose	survivors,	or	presume	
to	know	about	a	survivor’s	experience	based	on	
an	individual’s	disclosed	diagnosis;	this	is	outside	
the	scope	and	skill	of	an	advocate’s	role.	Survivors	
or	concerned	others	needing	a	higher	level	of	
assistance	or	information	should	be	referred	to	a	
treatment	provider	in	their	area.	

It	is	important	to	understand	that	overall	good	
health	starts	with	taking	care	of	both	physical	and	
mental	health	needs.	Individuals	can	consider	
viewing	themselves	as	one	person	with	one	
mind	and	one	body.	The	social	stigma	and	fear	
of	mental	illness	have	limited	the	available	social	
supports	for	individuals	with	mental	health	needs,	
and	have	limited	our	societal	knowledge	around	
understanding	and	obtaining	quality	health	care	
when	needed.	The	goal	of	providing	advocacy	
services	is	to	meet	individuals	where	they	are,	
underscore	the	importance	of	overall	good	health,	
and	how	to	obtain	it	even	in	the	most	difficult	of	
times.

Survivors	of	sexual	assault,	just	like	anyone	seeking	
mental	health,	substance	use/abuse,	or	addiction	
services,	may	sometimes	seek	professional	help	
for	symptoms,	and	are	not	successful	in	getting	
their	needs	met.	They	may	consult	professionals	
who	do	not	take	their	symptoms	seriously,	or	
who	misinterpret	their	symptoms,	which	can	
lead	to	misdiagnosis	and	mistreatment.	Survivors	
are	empowered	when	they	are	supported	in	
their	search	to	gain	a	better	understanding	of	
the	available	services	within	the	community,	and	
seeking	a	second	opinion	if	they	disagree	with	a	
treatment	provider.	All	individuals	need	to	know	
that	they	are	truly	in	control	of	their	treatment	and	

Considerations for Advocates

Mental health professionals are available 24/7 to provide services 
to any individual with mental illness and/or substance use/abuse 
issues. Advocates can refer callers to the statewide crisis hotline at 
1-888-568-1112 or the Peer Warm Line at 1-866-771-9276.
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decide	whom	they	see	and	if	they	agree	with	the	
treatment	offered.

The	majority	of	recipients	of	mental	health	and	
substance	abuse	services	in	Maine	have	histories	
of	sexual	or	physical	abuse	trauma.	This	is	not	
a	“special	population”.	Multiple	studies	show	
that	as	high	as	70%	to	81%	of	persons	diagnosed	
with	mental	illness	and	treated	in	psychiatric	
settings	have	a	history	of	sexual	or	physical	
abuse	or	both.	Data	on	children	and	adolescents	
suggest	even	higher	percentages,	and	anecdotal	
reports	in	Maine	indicate	still	higher	prevalence	
rates	for	both	adults	and	children	receiving	
mental	health	services.	Among	those	treated	
for	substance	abuse,	the	majority	of	women	
(conservatively	75%)	and	a	substantial	number	
of	men	have	histories	of	trauma.	(Maine	Trauma	
Advisory	Group,	1997,	p.	i)

WHAT IS MENTAL HEALTH?

Some	positive	mental	health	characteristics	include:

 • The	ability	to	enjoy	life:	Planning	for	the	future	
and	learning	from	the	past,	while	living	in	
the	present	moment	help	to	create	a	healthy	
outlook	on	life.

 • Resilience:	Having	tools	and	supports	which	
strengthen	the	ability	to	bounce	back	from	
adversity.

 • Balance:	Creating	appropriate	time	for	various	
roles	and	responsibilities	while	practicing	self-
care.

 • Flexibility:	Having	a	range	of	emotions	and	the	
ability	to	express	those	feelings	safely.

 • Self-awareness:	Becoming	conscious	of	one’s	
capability	and	contributions	to	the	world.

Other	concepts	include	the	ability	to	form	healthy	
relationships	with	others,	self-esteem,	and	healthy	
sexuality.	

(Holmes,	2009)	

WHAT IS MENTAL ILLNESS?

A	mental	health	diagnosis	is	a	description	of	
symptoms	that	an	individual	may	suffer	from,	and	
is	used	to	determine	treatment	interventions	that	
have	proven	to	be	successful	in	reducing	symptoms.	
A	particular	diagnosis	does	not	explain	why	some	
individuals	may	suffer	from	some	symptoms	
stemming	from	a	traumatic	event,	and	others	do	
not.	Diagnoses	can	change	based	on	the	individual’s	
presentation,	or	how	effective	the	individual	is	in	
describing	the	symptoms.	

Diagnoses	provide	a	common	language	to	use	in	
understanding	symptoms	and	behaviors,	but	should	
never	become	a	label	for	a	person.	In	general,	
diagnosis	has	been	viewed	as	observing	what	is	
not	working	well	for	the	individual,	rather	than	
what	is	working	well.	Treatment	providers	focus	
on	the	strengths	of	individuals	and	seek	to	use	the	
diagnosis	as	a	point	of	reference	in	the	starting	and/
or	changing	of	a	treatment	regimen.
This	section	explores	some	specific	mental	health	
issues	and	how	they	may	impact	the	advocate’s	

Considerations for Advocates

It is important for advocates to remain focused on the person and 
not the diagnosis that a caller may or may not share. 

Advocates should be aware that their communication style and 
the words they use can give the impression that the caller is the 
problem, rather than supporting the fact that the caller is suffering 
from symptoms resulting from, or made more serious by, an 
experience of sexual violence.
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interactions	with	a	caller.	The	following	are	common	
mental	health	diagnoses	that	an	advocate	may	
hear	about	from	survivors.	Information	about	these	
diagnoses	is	provided	here	to	increase	knowledge	
and	awareness,	and	advocates	must	always	keep	
in	mind	that	their	role	includes	referral	to	mental	
health	professionals	when	survivors	present	mental	
health	concerns	beyond	the	scope	of	an	advocate’s	
ability	to	assist.	

Schizophrenia

Schizophrenia	is	a	thought	disorder,	in	which	
symptoms	include	an	inability	to	understand	
or	relate	to	reality	in	the	same	way	as	those	

who	do	not	suffer	from	the	disorder.	A	person	
with	schizophrenia	may	experience	some	of	the	
symptoms	listed	below,	and	may	struggle	to	cope	
with	a	traumatic	event	such	as	sexual	violence.	
Their	ability	to	relate	to	what	occurred	and	to	
provide	accurate	information	about	details	to	
others	may	be	low,	because	of	a	perceived	reality	
which	may	include	delusions,	hallucinations,	and	
psychosis.	Onset	of	symptoms	is	normally	within	
late	adolescence	and	early	adulthood.	This	disorder	
exists	more	often	in	families	with	a	previous	history	
of	schizophrenia	or	other	related	disorders.

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Thought	disorder

 • Hallucinations	–	May		 	
be	visual,	auditory,		
tactile,	olfactory

 • Delusions

 • Difficulty	maintaining	
employment

 • Difficulty	living	
independently

 • Difficulty	maintaining	
relationships

 • Difficulty	following	
through	with	tasks	

 • Disorganized	thinking	
negatively	impacts	ability	
to	attend	to	details	such	
as	appointment	times,	
when	to	go	to	work,	
budgeting,	etc.	

 • Psycho-social	
rehabilitation	

 • Psychotropic	medications

 • Vocational	Rehabilitation

 • Social	clubs/groups

 • Case	management	to	
support	the	development	
of	community	supports	
for	individuals	and	their	
families.	This	helps	to	
maintain	structure	with	
completing	activities	and	
attending	to	scheduled	
appointments.

 • Mental	Health	Crisis	Plan	
that	can	include	sexual	
assault	support	services

 • Start	with	where	they	are	
and	what	they	are	talking	
about

 • Offer	supportive	
communication	that	
includes	attending	to	what	
they	perceive	their	reality	
is

 • Focus	on	tasks	they	can	
complete	and	skills	they	
can	build	from

 • Reinforce	a	positive	daily	
routine	that	includes	
supports	from	family,	
community	resources	
and	treatment	providers,	
and	taking	medications	as	
prescribed

 • Encourage	overall	physical	
health	care

 • Avoid	arguing	over	
what	callers	describe	
as	symptoms	they	
are	having,	especially	
associated	with	any	
thought	processing	issues

Overview of Schizophrenia
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Hallucinations 

A	hallucination	is	something	a	person	sees,	hears,	smells,	or	feels	that	no	one	else	can	see,	hear,	
smell,	or	feel.	“Voices”	are	the	most	common	type	of	hallucination	experienced	by	a	person	with	
schizophrenia.	Many	people	with	the	disorder	hear	voices	that	may	comment	on	their	behavior,	order	
them	to	do	things,	warn	them	of	impending	danger,	or	talk	to	each	other.	Other	types	of	hallucinations	
include	seeing	people	or	objects	that	are	not	there,	smelling	odors	that	no	one	else	detects,	and	
feeling	things	like	invisible	fingers	touching	their	bodies	when	no	one	is	near.

Delusions 

Delusions	are	false	personal	beliefs	that	do	not	change,	even	when	other	people	present	prove	that	
the	beliefs	are	not	true	or	logical.	People	with	schizophrenia	may	have	delusions	such	as	believing	that	
neighbors	can	control	their	behavior	with	magnetic	waves,	people	on	television	are	directing	special	
messages	to	them,	or	radio	stations	are	broadcasting	their	thoughts	aloud	to	others.	They	may	have	
delusions	of	grandeur	and	think	they	are	famous	historical	figures.	People	with	paranoid	schizophrenia	
can	believe	that	others	are	deliberately	cheating,	harassing,	poisoning,	spying	upon,	or	plotting	against	
them	or	the	people	they	care	about.

	 	 (National	Institute	of	Mental	Health	[NIMH],	2009a)

Major Depression and Mood Disorders

The	most	common	mental	illness	in	the	United	States	today	is	depression.	The	disorders	in	this	category	
include	those	in	which	the	main	symptom	is	mood	disturbance,	or	inappropriate,	exaggerated,	or	limited	
range	of	feelings.	To	be	diagnosed	with	a	mood	disorder,	the	feelings	must	be	extreme,	consistent	and	
persistent	for	over	a	2-4	week	period	of	time.	Untreated	mood	disorders	can	lead	to	increased	symptoms	
associated	with	psychosis	and	suicidal	thoughts	and/or	behaviors.

Considerations for Advocates

The descriptions of hallucinations and/or delusions can in fact 
mirror experiences described by survivors who have experienced 
flashbacks or body memories.

How can an advocate respond when someone with schizophrenia 
makes statements that are strange or clearly false?  Because 
hallucinations or delusions are real to the caller, it will not be 
useful for the advocate to say they are wrong or imaginary. Going 
along with the delusions will not be helpful either. It is best for 
the advocate to say calmly that they see things differently than 
the caller does and acknowledge that everyone has the right to 
see things in their own way. Being respectful, supportive, and kind 
without tolerating dangerous or inappropriate behavior is the 
most helpful way for an advocate to approach someone with this 
disorder.
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Overview of Major Depression

Millions	 of	 Americans	 suffer	 from	untreated	depression.	 A	 caller	may	 feel	 symptoms	of	 depression	 as	 a	
result	of	being	sexually	assaulted,	harassed,	stalked,	or	abused.	Often,	survivors	will	experience	a	flood	of	
emotions	in	the	time	period	following	the	sexual	violence.	Society	may	have	little	tolerance	for	people	in	
crisis,	fail	to	acknowledge	a	person’s	pain,	and	may	label	individuals	who	exhibit	emotion	as	weak,	which	
may	prevent	people	from	freely	expressing	their	emotions.	Societal	myths	about	sexual	violence	may	lead	
survivors	to	turn	their	anger	inward,	blaming	themselves	in	some	way	for	the	sexual	violence.	Many	survivors	
report	feeling	helpless	and	out	of	control.	These	dynamics	can	lead	to	the	despair	that	often	characterizes	
depression.	

Clinical	depression	is	different	from	the	experience	of	“feeling	depressed.”	People	who	are	feeling	down	or	
having	a	bad	day	may	refer	to	themselves	as	depressed.	However,	this	temporary	feeling	is	not	the	same	as	
having	a	clinical	depressive	illness,	which	lasts	for	a	more	extended	period	of	time	and	consists	of	several	

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Poor	appetite	or	
over-	eating

 • Insomnia	or	
hypersomnia

 • Low	energy	or	
fatigue

 • Loss	of	interest	in	
things	that	were	
previously	cared	
about	or	enjoyed:	
work,	family,	sex,	
or	hobbies

 • Crying	or	inability	
to	cry

 • Lack	of,	or	loss	of,	
self-esteem

 • Difficulty	being	
motivated	

 • Sense	of	
hopelessness

 • Irritability
 • Lack	of	ability	to	

concentrate	or	
remember

 • Unexplained	
illness

 • Combination	of	
group	or	individual	
therapy	with	
anti-depressant	
medications	if	the	
therapies	offered	
do	not	support	
immediate	changes	
in	mood	or	energy	
level

 • Family	therapy
 • Couple’s	treatment
 • Mood	changes	

such	as	seasonal	
affective	disorder	
light	therapy	as	
prescribed	by	
a	physician	or	
psychiatrist

 • In	extreme	cases	
of	very	long-term	
severe	depression,	
Electro	Convulsive	
Therapy	(ECT)	have	
been	found	to	be	
effective

 • Encourage	the	individual	to	seek	
out	an	assessment	of	symptoms	
if	they	are	progressive	or	non-
responsive	to	approaches	

 • Encourage	the	caller	to	increase	
activity	in	their	daily	routine;	
movement	is	the	number	one	
cure	for	depression

 • Support	reducing	isolation.	
Encourage	the	caller	to	increase	
social	contacts	to	support	and	
promote	self-	care	

 • Group	contact	is	also	one	of	the	
most	effective	ways	to	reduce	
symptoms.	Support,	educational,	
or	treatment	groups	are	
effective.

 • Remind	callers	to	take	
medications	as	prescribed	or	
work	with	health	care	providers	
if	they	are	having	symptoms	or	
concerns

 • Avoid	doing	tasks	for	callers,	and	
encourage	them	to	avoid	letting	
others	do	tasks	for	them

 • Avoid	joining	around	how	bad	
they	feel	and	encourage	them	to	
focus	on	what	they	can	do	about	
feeling	sad,	lonely,	or	isolated
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Considerations for Advocates

Individuals may need professional assistance in seeking help when 
they:
 • Do not realize the extent of their symptoms

 • Blame their problems on some cause other than mental illness

 • Report feeling good and stop medications and treatment,   
 causing symptoms to reappear

Advocates can refer the caller to the local mental health provider 
of the caller’s choice, the caller’s primary care provider, or can offer 
the statewide crisis line at 1-888-568-1112 or the statewide Peer 
Warm Line at 1-866-771-9276. 

other	symptoms	in	addition	to	“feeling	down.”	
(Depression	and	Bipolar	Support	Alliance	[DBSA],	2009)

Bipolar Disorder 

Nearly	six	million	adult	Americans	are	affected	by	bipolar	disorder.	This	
disorder	is	equally	common	in	men	and	women.	It	usually	begins	in	
late	adolescence,	often	appearing	as	depression	during	the	teen	years,	
although	it	can	start	in	early	childhood	or	later	in	life.	Bipolar	disorder	is	
characterized	by	emotional	highs	and	lows	so	extreme	that	they	interfere	
with	daily	life.	An	individual	diagnosed	with	bipolar	disorder	may	exhibit	
“manic”	and/or	depressed	behaviors	that	may	vary	in	both	duration	and	
degree	of	intensity.	

Individuals	who	suffer	from	a	manic	episode	suffer	from	increased	
heightened	anxiety	that	negatively	affects	their	ability	to	think	clearly	and	
use	sound	judgment	and	insight	regarding	what	is	occurring	and	what	
they	believe	they	need	to	do.	Behaviors	may	include	excessive	spending,	
racing	thoughts,	inability	to	maintain	focused	attention	on	any	one	item,	
pacing	excessively	and	reporting	that	they	feel	like	they	are	“going	crazy”	
because	of	the	activity	within	the	head	and	body.	This	experience	is	
complicated	by	having	symptoms	of	mood	changes	from	extreme	highs	to	
extreme	lows	in	mood.	

(DBSA,	2009)

Bipolar	disorder	is	one	of	the	most	successfully	treated	mental	illnesses.	
The	combination	of	therapy	and	medication	management	has	successfully	
proven	that	individuals	with	this	diagnosis	can	lead	productive	lives	
without	any	negative	repercussions	associated	with	the	illness.	Without	
treatment,	the	natural	course	of	bipolar	disorder	tends	to	worsen	with	
increased	symptoms.	Over	time,	a	person	may	suffer	more	frequent	rapid	

Considerations 
for Advocates

Because depression 
is more than a feeling 
of sadness, it cannot 
be solved by simply 
encouraging callers to 
cheer up or by giving 
them reasons to be 
happy.
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cycling	between	manic	and	depressed	moods	than	those	experienced	when	the	illness	first	appeared.

Anxiety Disorders

Survivors	of	sexual	violence	may	experience	symptoms	of	anxiety.	These	symptoms	may	progress	to	the	
point	of	an	anxiety	disorder,	when	the	symptoms	continue	without	change	even	when	interventions	have	
been	tried.	

There	are	different	types	of	anxiety	disorders,	and	each	may	cause	a	different	array	of	physical	and	
emotional	symptoms.	Some	survivors	may	experience	anxiety	on	a	regular	basis,	while	others	have	anxiety	
attacks	or	develop	specific	phobias.	Individuals	may	also	be	predisposed	to	developing	problems	based	on	
their	own	history	or	experiences,	or	their	family	history	relating	to	these	symptoms.	

Overview of Bipolar Disorder

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Agitation  • Psychosocial	
rehabilitation

 • Psychotropic	
medications

 • Individual	/	group	
treatments

 • Social	clubs	or	
contacts

 • Family	therapy

 • Couple’s	
treatment

 • Focus	on	what	the	caller	believes	
works	for	them	concerning	tasks,	
seeking	support,	contacting	
health	care	providers,	and	
talking	with	family	or	friends

 • Support	current	mental	health	
treatment	plan	–	specifically	
taking	medications	as	
prescribed;	most	common	
problem	is	the	lack	of	follow	
through	with	medication	
management.	Medications	are	
often	so	successful	in	helping	
individuals	live	a	productive,	
independent	life	that	they	may	
stop	their	medications	because	
they	believe	they	are	cured.

 • Review	resources	within	the	
community	for	accessible	
treatment	options

 • Encourage	attendance	at	
support,	educational,	and/or	
treatment	groups

 • Avoid	problem	solving	for	them	
or	advising	them	what	to	do	and	
what	not	to	do

 • Avoid	trying	to	make	a	point	in	
support	of	their	seeking	help	
when	they	may	see	this	as	not	
helpful

 • Argumentativeness

 • Difficulty	with	problem	
solving	or	recognizing	
that	behaviors	or	
decisions	may	be	poor

 • Excessive	buying

 • Staying	up	all	night

 • Excessive	cleaning

 • Heightened	depressive	
symptoms

 • Angry	outbursts	or	
mood	swings

 • Low	energy

 • Refusal	to	participate	in	
normal	daily	activities

 • Because	of	poor	
judgment	callers	may	
place	themselves	in	
harm’s	way
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Panic Disorder

Panic	 Disorder,	 also	 known	 as	 anxiety	 attacks,	 is	 often	 an	 extreme	 version	 of	 reactions	 that	 the	
body	may	normally	have	to	stressful	situations.	Under	stressful	conditions,	such	as	when	a	person	
anticipates	a	crash	with	an	oncoming	car,	the	human	body	is	designed	to	react	to	the	danger	with	
physical	changes	that	help	people	protect	themselves.	These	reactions	are	often	called	the	“fight,	
flight	 or	 freeze”	 response	 and	 include	 changes	 such	 as	 increased	 adrenalin	 and	 rapid	 heart	 rate.	
For	people	with	anxiety	disorders,	this	same	physical	response	appears	at	times	when	there	is	no	
immediate	danger.	That	is	not	to	say	that	the	survivor	has	no	reason	to	be	afraid.	For	many	survivors,	
anxiety	attacks	are	the	result	of	reliving	the	terror	of	the	violence	they	experienced.	This	can	occur	as	
a	reaction	to	flashbacks	or	repressed	memories.	

When	survivors	experience	one	of	these	reactions	and	cannot	think	of	a	logical	cause	for	the	reaction,	
they	may	interpret	the	situation	in	many	ways.	They	may	decide	that	they	are	losing	their	minds,	or	
“going	crazy.”	If	the	attack	is	severe,	they	may	think	that	they	are	having	a	heart	attack	or	dying	due	to	
the	physical	symptoms	they	are	experiencing	such	as	increased	heart	rate,	chest	pain,	blurred	vision,	
etc.
	 (NIMH,	2009b)

Survivors	may	try	to	find	a	reason	for	the	panic	attack.	For	example,	if	an	anxiety	attack	occurred	in	a	crowded	
supermarket,	 they	may	 blame	 the	 crowds.	 In	 an	 attempt	 to	 avoid	 future	 panic	 attacks,	 they	may	 avoid	
the	perceived	cause.	Eventually,	as	more	and	more	anxiety	attacks	happen,	they	may	develop	phobias	of	
perceived	triggering	situations,	and	gradually	limit	the	world	in	which	they	can	function.	In	its	extreme	form,	
this	can	develop	into	a	disorder	known	as	agoraphobia,	or	fear	of	open	spaces	(NIMH,	2009b).	Other	phobias	
may	develop	from	a	mental	association	between	a	place	or	object	and	the	violence	they	have	experienced.

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Excessive	
heightened	anxiety	
for	no	known	
reason

 • Extreme	fear	of	
dying	or	being	
harmed

 • Physical	reaction	
of	having	chest	
pain,	believing	
they	are	having	a	
heart	attack	when	
they	are	not

 • Shallow	breathing	
or	difficulty	
breathing

 • Combination	of	
psychotherapy	
and	behavioral	
therapy,	and/or	
cognitive	behavioral	
restructuring	

 • Use	of	medications	
if	symptoms	persist	
and	they	are	not	
responsive	to	therapy	

•	 Use	calming	approaches:

1.	 Deep	breathing

2.	 Caller	focusing	on	the	
words	being	spoken	and	
not	on	other	thoughts

 • Review	community	resources	for		
treatment	assessment	

 • Suggest	taking	medications	as	
prescribed

 • Obtain	medical	assessment	if	
needed

 • If	encouraging	them	to	calm	
themselves	or	slow	down	does	
not	work,	ask	what	has	worked	
in	their	experience	with	high	
anxiety	or	panic	feelings

Overview of Panic Disorder
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Obsessive-Compulsive Disorder

Obsessive-compulsive	disorder	(OCD)	affects	millions	
of	American	adults	and	can	be	accompanied	by	eating	
disorders,	other	anxiety	disorders,	or	depression.	 It	
affects	men	 and	women	 in	 roughly	 equal	 numbers	
and	 usually	 appears	 in	 childhood,	 adolescence,	 or	
early	adulthood.	

Many	people	with	OCD	have	specific	personal	
rituals,	such	as	checking	to	see	if	the	stove	is	off	
several	times	before	leaving	the	house,	or	washing	
their	hands	repeatedly.	People	with	OCD	perform	
these	rituals	even	though	doing	so	interferes	with	
daily	life,	and	the	repetition	is	distressing.	People	
with	OCD	have	continuing	upsetting	thoughts,	
referred	to	as	obsessions,	and	use	rituals,	referred	
to	as	compulsions,	to	control	the	anxiety	these	
thoughts	produce.	

For	example,	if	people	are	obsessed	with	germs	or	
dirt,	they	may	develop	a	compulsion	to	wash	their	
hands	over	and	over	again.	Being	afraid	of	social	
embarrassment	may	prompt	people	with	OCD	to	
comb	their	hair	compulsively	in	front	of	a	mirror.	

Other	common	rituals	are	a	need	to	check	things	
repeatedly,	touch	things	especially	in	a	particular	
sequence,	or	to	count	things.	Performing	such	
rituals	is	not	pleasurable.	At	best,	it	produces	
temporary	relief	from	the	anxiety	created	by	
obsessive	thoughts.

Some	common	obsessions	include	having	frequent	
thoughts	of	violence	and	harming	loved	ones,	
persistently	thinking	about	performing	sexual	acts	
the	person	dislikes,	or	having	thoughts	that	are	
prohibited	by	religious	beliefs.	People	with	OCD	may	
also	be	preoccupied	with	order	and	symmetry,	have	
difficulty	throwing	things	out,	or	hoard	unneeded	
items.	

The	course	of	the	disease	is	varied.	Symptoms	may	
come	and	go,	ease	over	time,	or	get	worse.	If	OCD	
becomes	severe,	it	can	keep	a	person	from	working	
or	carrying	out	normal	responsibilities	at	home.	
People	with	OCD	may	try	to	help	themselves	by	
avoiding	situations	that	trigger	their	obsessions,	or	
they	may	use	alcohol	or	drugs	to	calm	themselves.	

(NIMH,	2009b)

Considerations for Advocates

It may be helpful for the advocate to support a caller by saying, 
“You are not crazy” or “Just because you feel crazy, does not mean 
you are crazy.”

It is important for the advocate to remain calm at all times with 
the caller, and avoid speaking in a raised voice, even if the caller 
questions or challenges the advocate.

Considerations for Advocates

In some areas, support groups may be available. There are several 
successful mental health treatment options for survivors to 
consider, including cognitive behavioral restructuring, as well as the 
use of anti-anxiety mediations that can reduce symptoms enough 
so that survivors can regain their normal daily routine and continue 
with their mental and emotional work or healing.
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Overview of Obsessive-Compulsive Disorder

Post Traumatic Stress Disorder 

Post	traumatic	stress	disorder	(PTSD)	is	an	anxiety	disorder	that	can	occur	after	someone	experiences	a	
traumatic	event	that	caused	intense	fear,	helplessness,	or	horror.	

PTSD	was	first	brought	to	public	attention	in	relation	to	war	veterans,	but	it	can	result	from	a	variety	
of	traumatic	incidents,	such	as	mugging,	rape,	torture,	being	kidnapped	or	held	captive,	child	
abuse,	car	accidents,	train	wrecks,	plane	crashes,	bombings,	or	natural	disasters	such	as	floods	or	
earthquakes….	PTSD	affects	about	7.7	million	American	adults,	but	it	can	occur	at	any	age,	including	
childhood.”	(NIMH,	2009b)

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Intrusive	thoughts	and/	or	
images	that	cause	marked	
increase	in	anxiety	or	
distress

 • Impulsive	behaviors	
caused	by	heightened	
level	of	anxiety

 • Excessive	repetitive	
behaviors:	hand	washing,	
rearranging	items	in	order,	
and	other	activities	that	
are	meant	to	reduce	
anxiety	or	distress	

 • Poor	insight	regarding	
personal	behavior	and	
potential	negative	impact	

 • Cognitive	Behavioral	
Therapy	(CBT)

 • Anti-anxiety	medications

 • Group	services

 • Review	resources	that	
are	available	in	the	
community

 • Encourage	daily	routine	
that	allows	for	some	
repetitive	activity,	and	
also	focuses	on	becoming	
more	involved	in	activities	
with	others

 • Offer	reassurances	that	it	
is	possible	to	get	beyond	
these	behaviors

 • Focus	on	problem	solving

 • Ask	if	they	are	taking	
medications	as	prescribed

 • Encourage	them	to	share	
their	feelings	with	others

From an individual living with OCD

“Getting dressed in the morning was tough, because I had a 
routine, and if I didn’t follow the routine, I’d get anxious and 
would have to get dressed again. I always worried that if I didn’t 
do something my parents were going to die. I’d have these terrible 
thoughts of harming my parents. That was completely irrational, 
but the thoughts triggered more anxiety and more senseless 
behavior. Because of the time I spent on rituals, I was unable to do 
a lot of things that were important to me.” (NIMH, 2009b)
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Overview of PTSD

Not	every	person	who	has	experienced	sexual	violence	or	other	trauma	develops	PTSD.	Symptoms	usually	
begin	within	three	months	of	the	traumatic	incident	but	occasionally	emerge	years	afterward	(NIMH,	
2009b).	It	is	common	to	experience	a	brief	state	of	anxiety	or	depression	after	any	traumatic	event.	People	
with	PTSD	often	report	experiencing	the	following:

 • Re-experience	-	Recurrent	and	intrusive	recollections	of	and/or	nightmares	about	the	stressful	event.	
Some	may	experience	flashbacks,	hallucinations,	or	other	vivid	feelings	of	the	event	happening	again.		
Others	experience	great	psychological	or	physiological	distress	when	certain	objects	or	situations	
remind	them	of	the	event.	

 • Avoidance	-	Continued	avoidance	of	things	that	remind	them	of	the	traumatic	event.	This	can	result	in	
avoiding	everything	from	thoughts,	feelings,	or	conversations	associated	with	the	incident	to	activities,	
places,	or	people	that	cause	them	to	recall	the	event.	In	others,	there	may	be	a	general	lack	of	
responsiveness	signaled	by	an	inability	to	recall	aspects	of	the	trauma,	a	decreased	interest	in	formerly	
important	activities,	a	feeling	of	detachment	from	others,	a	limited	range	of	emotion,	and/or	feelings	of	
hopelessness	about	the	future.

 • Increased arousal	-	Symptoms	in	this	area	may	include	difficulty	falling	or	staying	asleep,	irritability	or	
outbursts	of	anger,	difficulty	concentrating,	becoming	very	alert	or	watchful,	and/or	jumpiness	or	being	
easily	startled.	This	is	sometimes	referred	to	as	hyper-vigilance.		 	 	 	 	 	
	 	 	 (NIMH,	2006)		

Somatization Disorder 

A	somatic	complaint	is	experienced	by	an	individual	who	reports	experiencing	current	physical	pain	
without	a	current	physical	cause	requiring	medical	attention.	Some	survivors	of	sexual	violence	experience	
a	“somatic	memory,”	commonly	referred	to	as	a	“body	memory,”	which	is	often	a	symptom	of	an	anxiety	
disorder.	Body	memory	refers	to	body	sensations	that	symbolically	or	literally	reflect	some	aspect	of	a	

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Re-experiencing	traumatic	
events,	thoughts,	and	
feelings

 • Avoidance	of	places,	
people,	and	situations

 • Increased	arousal;	
heightened	anxiety	and	
fears

 • Flashbacks

 • Body	memories

 • Dialectical	Behavioral	
Therapy	(DBT)

 • Cognitive	Behavioral	
Therapy	(CBT)

 • Individual	and	group	
therapy

 • Crisis	planning	with	
mental	health	and	sexual	
assault	services

 • Medications	have	not	
been	known	to	be	
effective	with	this	specific	
disorder,	but	may	be	
helpful	for	depressive	
symptoms

 • If	the	caller	says	that	
they	have	had	helpful	
treatment	services	in	
the	past,	seek	to	use	
previously	beneficial	
services	in	their	current	
situation

 • Avoid	arguing	when	the	
caller	perceives	that	
treatment	services	do	not	
work	or	challenges	the	
advocate	

 • Reassure	and	review	what	
can	be	different	this	time
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trauma.	The	brain	records	sensory	signals,	and	these	stored	memories	can	be	re-stimulated	in	situations	
similar	to	the	original	traumatic	event.	This	is	then	experienced	by	the	survivor	as	a	bodily	sensation.	For	
example,	a	person	who	was	sexually	abused	as	a	child	may	later	experience	a	rash	or	a	pain	on	a	part	of	
the	body	that	was	abused.	A	body	sensation	may	occur	in	any	sensory	mode:	touch,	taste,	smell,	sight,	or	
movement.	

Overview of Somatization Disorder

Dissociative Disorders    

Dissociative	disorders	come	in	many	forms,	the	most	famous	of	which	is	dissociative	identity	disorder,	
formerly	known	as	multiple	personality	disorder.	All	of	the	dissociative	disorders	are	thought	to	stem	from	
trauma	experienced	by	the	individual.

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Physical	pain	
without	physical	
cause

 • Cognitive/behavioral	
approaches

 • Medication	is	not	
known	to	be	a	
successful	intervention	
for	this	issue	because	
of		the	lack	of	a	physical	
cause	

 • Reassure	the	caller	that	the	
event	is	not	currently	occurring	–	
that	it	is	a	memory

 • If	the	first	step	is	not	perceived	
as	helpful	then	consider	
supporting	the	individual	by	
treating	the	symptoms	as	if	
they	were	occurring	today;	i.e.	
if	there	is	pain	do	activities	to	
relieve	pain,	if	the	sensation	is	
that	of	having	a	cut,	use	a	Band-
Aid	-	this	is	supportive	to	callers	
who	have	a	need	to	feel	heard	
and	that	their	experience	of	pain	
is	real

Considerations for Advocates

When a caller talks about a discomfort or pain for which there does 
not appear to be a medical reason, advocates must remember that 
at that moment the discomfort or pain is real to the caller. The 
advocate can use advocacy skills to ground the caller and explore 
coping skills. Once the caller is feeling grounded, the advocate can 
then determine if the caller would like to discuss the situation. 
Normalizing the situation by explaining “body memories” may be 
helpful to the caller. Exploring what triggered the body memory 
may allow the caller to understand the connection to the sexual 
violence they experienced in the past and to what they are feeling 
now.
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Overview of Dissociative Disorders

 Dissociative Amnesia

There	are	two	primary	types	of	disorders	that	are	relevant	in	working	with	survivors	of	sexual	
violence.	The	first	is	Dissociative	Amnesia,	which	is	characterized	by	blocking	out	of	critical	personal	
information,	usually	of	a	traumatic	or	stressful	nature,	and	is	too	extensive	to	be	considered	simple	
forgetfulness.	

Some	survivors	learn	to	dissociate	to	cope	with	the	trauma	of	sexual	violence.	When	the	abuse	
becomes	too	difficult	to	deal	with,	this	coping	mechanism	allows	a	person	to	make	a	temporary	
mental	escape	from	the	situation.	While	the	body	is	physically	present	and	functioning,	survivors	
allow	their	mind	to	withdraw	to	a	safer	place.	This	can	help	survivors	endure	physical	or	emotional	
pain	by	keeping	themselves	separate	from	it.	(NAMI,	2000)

In	its	beginning	stages,	dissociation	can	be	a	positive	and	effective	strategy	for	coping.	It	has	helped	
many	survive.	However,	the	temporary	escape	that	it	creates	does	not	permanently	dissolve	the	
pain	that	sexual	violence	causes.	Additionally,	it	can	begin	to	interfere	with	or	jeopardize	a	caller’s	
emotional	and	physical	well-being.	

Dissociative	behavior	may	become	a	problem	for	some	survivors.	Sometimes	dissociation	is	so	
effective	in	allowing	the	survivor	to	escape	pain	that	it	becomes	a	habitual	activity.	Dissociation	may	
become	automatic	and	when	a	stressful	situation	arises,	survivors	may	slip	into	this	behavior	before	
they	have	a	chance	to	experience	the	situation	fully.	If	survivors	dissociate	each	time	they	encounter	
a	stressful	situation,	their	choices	and	decisions	about	how	to	react	may	become	limited.

Dissociation	may	keep	some	callers	from	feeling	completely	alive.	It	can	be	difficult	for	them	to	feel	
connected	to	their	body	or	to	the	concrete	world	around	them.	Or	it	could	keep	them	from	feeling	
certain	experiences	which	they	are	otherwise	interested	in	having.

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Re-experiencing	traumatic	
events,	thoughts,	and	
feelings

 • Avoidance	of	places,	
people,	and	situations

 • Increased	arousal;	
heightened	anxiety	and	
fears

 • Flashbacks

 • Body	memories

 • Dialectical	Behavioral	
Therapy	(DBT)

 • Cognitive	Behavioral	
Therapy	(CBT)

 • Individual	and	group	
therapy

 • Crisis	planning	with	
mental	health	and	sexual	
assault	services

 • Medications	have	not	
been	known	to	be	
effective	with	this	specific	
disorder,	but	may	be	
helpful	for	depressive	
symptoms

 • If	the	caller	says	that	
they	have	had	helpful	
treatment	services	in	
the	past,	seek	to	use	
previously	beneficial	
services	in	their	current	
situation

 • Avoid	arguing	when	the	
caller	perceives	that	
treatment	services	do	not	
work	or	challenges	the	
advocate	

 • Reassure	and	review	what	
can	be	different	this	time



HELP IN HEALING: A TRAINING GUIDE FOR ADVOCATES

196

Because	of	the	nature	of	dissociation,	survivors	may	not	be	aware	
that	they	dissociate.		It	is	also	possible	that	those	around	the	
survivor	do	not	realize	what	is	happening.	Some	will	only	become	
aware	of	it	when	they	seek	assistance	for	a	problem	which	stems	
from	dissociation.	

Dissociative Identity Disorder

The	second	primary	type	of	dissociative	disorder	that	is	relevant	
in	working	with	survivors	of	sexual	violence	is	Dissociative	
Identity	Disorder	(DID).		The	individual	who	suffers	from	DID	
develops	two	or	more	separate	personalities.	DID	is	an	extreme	
kind	of	dissociative	disorder,	and	individuals	suffering	from	DID	
have	more	than	one	distinct	identity	or	personality	that	surfaces	
on	a	recurring	basis.	This	disorder	is	also	marked	by	differences	
in	memory,	which	vary	with	the	individual’s	“alters”	or	other	
personalities.	

There	is	evidence	to	suggest	that	DID	occurs	when	extreme	
physical,	emotional,	and	sexual	violence	is	paired	with	an	ability	
to	dissociate.	When	subjected	to	trauma	so	intense	that	it	is	
beyond	their	ability	to	cope	using	typical	mechanisms,	some	
children	may	dissociate	in	order	to	cope	with	their	experience,	
and	fragmentation	of	their	personality	may	result.	The	child	
may	continue	to	fragment	their	personality,	creating	numerous	
different	identities	to	provide	emotional	and	physical	protection	
for	her	or	himself.	
 
The	number,	type,	and	distinctness	of	alters	vary	from	person	
to	person.	Each	person	with	DID	can	have	a	different	number	of	
alters	with	very	different	characteristics,	and	each	can	segment	
them	to	a	different	degree.	The	process	of	forming	alters	has	
been	likened	to	taking	a	long	balloon	and	twisting	it	in	various	
places	to	form	segments.	If	a	number	of	people	were	asked	to	
twist	balloons	in	this	manner,	each	person	would	do	it	differently;	

Considerations for Advocates

To better understand dissociation, advocates can think about a time 
when someone is driving a car and then suddenly realizes that they 
cannot remember the experience of driving for the past ten miles. 
The driver’s body was there, functioning, as it should physically, 
responding to all the curves and rules of the road, but the mind 
was not “present.” This experience is similar to the dissociation 
experienced by many survivors.

Considerations 
for Advocates

When speaking 
with survivors of 
sexual violence who 
are frustrated by 
dissociation or a 
similar coping 
mechanism, the 
advocate may want 
to talk about the 
ways in which the  
behavior has helped 
them survive and the 
positive and negative 
effects it currently 
has on their life.  The 
advocate might want 
to make a referral to 
a therapist who can 
help the caller 
address the pattern 
of dissociation.
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some	would	form	more	segments	than	others,	and	some	would	
twist	the	segments	more	tightly.	Alters	may	have	different	ages,	
races,	and/or	genders,	or	more	subtle	differences.	A	survivor	may	
be	aware	or	unaware	that	alters	exist.	

The	process	of	developing	alters	may	continue	to	help	survivors	
cope	in	their	adult	lives.	Often,	alters	become	very	skilled	at	
dealing	with	specific	types	of	situations.	For	instance,	some	
survivors	face	abusive	situations	in	their	adult	life	and	may	use	
alters	to	keep	themselves	psychologically	insulated	from	trauma.

At	the	same	time,	some	people	with	DID	find	that	having	alters	
complicates	their	life.	For	example,	they	may	worry	that	they	
are	unable	to	account	for	spans	of	time	or	explain	their	behavior	
to	others.	Alters	may	emerge	without	permission,	and	it	can	
be	frightening	or	frustrating	for	the	survivor	to	be	unable	to	
control	which	alter	emerges	at	any	given	time.	This	experience	
can	be	a	problem	if	the	alter	that	emerges	is	inappropriate	for	a	
given	situation.	Certain	alters	may	be	dangerous	to	the	survivor	
or	someone	else.	They	may	lead	the	survivor	into	patterns	of	
behavior	that	are	destructive,	such	as	alcohol	or	drug	abuse,	self-
mutilation,	or	suicide.	Approximately	one-third	of	individuals	with	
DID	complain	of	auditory	or	visual	hallucinations.	

(NAMI,	2000)

Personality Disorders

In	her	book	Trauma	and	Recovery,(1992)	Judith	Herman	writes:

Traumatized	people	suffer	change	to	the	basic	structures	of	
the	self.	They	lose	their	trust	in	themselves,	in	other	people,	
and	in	God.	Their	self-esteem	is	assaulted	by	experiences	of	
humiliation,	guilt,	and	helplessness.	Their	capacity	for	intimacy	
is	compromised	by	intense	and	contradictory	feelings	of	need	
and	fear.	The	identity	they	have	formed	prior	to	the	trauma	is	
irrevocably	destroyed	(pg.	56).

There	are	eleven	different	Personality	Disorder	diagnosis	types,	one	of	
the	most	prevalent	of	which	is	Borderline	Personality	Disorder.	

Borderline Personality Disorder 

Borderline	Personality	Disorder	(BPD)	is	characterized	by	
impulsivity	and	instability	in	mood,	self-image,	and	personal	
relationships.	Studies	show	that	many,	but	not	all	individuals	
with	BPD	report	a	history	of	abuse,	neglect,	or	separation	as	
young	children.	Between	40	and	71	percent	of	individuals	with	
the	diagnosis	of	borderline	personality	disorder	report	having	

Considerations 
for Advocates

If an advocate speaks 
with a caller who is 
frustrated or upset 

with alters or with the 
disorder, the advocate 

can begin by validating 
those feelings. The 

advocate can spend 
time discussing with the 

survivor how dissociating 
has served them in 

the past. This coping 
mechanism may have 
helped act as a buffer 

to pain, when emotions 
or physical sensations 

became too dangerous 
to handle by other 

means. Alters may still 
have some control over 

the survivor’s difficult 
feelings and memories 
and may be acting in a 

protective role. It can be 
helpful for the advocate 
to ask to speak with the 

person who called, using 
the caller’s name, to help 

the caller ground and 
focus rather than fixating 

on various alters.
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been	sexually	abused,	usually	by	a	non-caregiver.	Researchers	believe	that	BPD	results	from	a	
combination	of	individual	vulnerability	to	environmental	stress,	neglect	or	abuse	as	young	children,	
and	a	series	of	events	that	trigger	the	onset	of	the	disorder.	BPD	often	occurs	together	with	other	
psychiatric	problems,	particularly	bipolar	disorder,	depression,	anxiety	disorders,	substance	use/
abuse,	and	other	personality	disorders.	(NIMH,	2010)	

People	with	BPD	often	have	highly	unstable	patterns	of	social	relationships.	While	they	can	develop	intense	
but	stormy	attachments,	their	attitudes	towards	family,	friends,	and	even	service	providers	may	suddenly	
shift	from	great	admiration	and	love	to	intense	anger	and	dislike.	Thus,	they	may	form	an	immediate	
attachment	and	idealize	the	other	person,	but	when	a	slight	separation	or	conflict	occurs,	they	shift	to	the	
other	extreme	and	angrily	accuse	the	other	person	of	not	caring	for	them	at	all.	Even	with	family	members,	
individuals	with	borderline	personality	disorder	are	highly	sensitive	to	rejection,	reacting	with	anger	and	
distress	to	such	mild	separations	as	a	vacation,	a	business	trip,	or	a	sudden	change	in	plans.	These	fears	of	
abandonment	seem	to	be	related	to	difficulty	feeling	emotionally	connected	to	important	persons	when	
they	are	physically	absent,	leaving	the	individual	with	borderline	personality	disorder	feeling	lost	and	
perhaps	worthless.	Suicide	threats	and	attempts	may	occur,	along	with	anger	at	perceived	abandonment	
and	disappointments.	(NIMH,	2010)	

Considerations for Advocates

Some strategies to consider when speaking with individuals who 
may suffer from this disorder include supporting them being 
grounded in their current reality. Advocates can do this by asking 
callers to be concrete with planning tasks, including how they are 
managing day-to-day living tasks, and problem solving around 
different ways to manage barriers or conflicts without becoming 
explosive/angry or self destructive. Advocates avoid participating 
in any self destructive activities or comments made by such callers. 
Rather, advocates support current plans of action that may have 
been developed with a treatment provider and support survivor’s 
follow-through with treatment agreements. Note that medications 
have not been known to be successful treatment intentions with 
individuals suffering from this diagnosis.
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Addiction and Addictive 
Disorders

It	is	not	uncommon	for	individuals	who	have	
experienced	sexual	violence	to	develop	an	addiction	
of	some	type	during	their	lifetime.	There	are	many	
reasons	for	this	to	occur,	including	the	survivor’s	
desire	to	manage	or	bury	the	pain	that	they	feel.	

Some	individuals	may	have	an	addiction	prior	to	
experiencing	trauma.	There	is	a	common	belief	that	
people	with	addictions	may	be	more	vulnerable	to	
being	abused	or	assaulted,	yet	research	has	shown	
that	a	more	common	factor	for	the	development	
of	any	addiction	is	one’s	genetic	background	or	
socio-economic	environmental	factors.	Still	there	is	
inconsistent	evidence	to	show	why	some	will	or	will	

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Marked	mood	swings	
with	periods	of	
intense	depression,	
irritability,	and/or	
anxiety	lasting	a	few	
hours	to	a	few	days

 • Inappropriate,	
intense,	or	
uncontrolled	anger	
and	/or	aggression	

 • Impulsiveness	in	
spending,	sex,	
substance	use,	etc.

 • Recurring	suicidal	
threats	or	self-
injurious	behavior

 • Unstable,	
intense	personal	
relationships;	
extreme	black	and	
white	views	of	people	
and	experiences	

 • Marked,	persistent	
uncertainty	about	
self-image,	long	term	
goals,	friendships,	
and	values	

 • Chronic	boredom	or	
feelings	of	emptiness

 • Frantic	efforts	to	
avoid	abandonment,	
either	real	or	
imagined	

 • DBT	treatment
 • Medications	have	

not	been	shown	to	
have	any	impact	
on	this	disorder.	
Medications	can	
support	management	
of	other	symptoms	
that	this	individual	
may	be	experiencing,	
such	as	symptoms	of	
depression	or	anxiety.

 • Be	consistent
 • Keep	all	commitments
 • Maintain	boundaries	–	these	will	

be	tested;	inconsistent	messages	
will	be	seen	as	a	violation	of	the	
relationship	and	the	caller	may	
become	angry	and/or	verbally	
abusive	

 • Maintain	structure	of	the	call	
times	and	topics

 • Clearly	state	what	resources	are	
available	to	an	advocate	and	
what	is	not	available

 • Though	difficult	to	do,	avoid	any	
personalization	of	comments	
made	by	the	callers.	The	caller	
may	blame	the	advocate	for	
not	doing	“it”	right	or	not	
helping	them,	or	may	call	the	
advocate	names;	this	behavior	
is	about	the	caller’s	high	level	
of	frustration	and	possible	
emotional	distress	that	may	
be	intensified	through	talking	
with	someone	about	what	
has	occurred	or	how	they	are	
feeling.

Overview of Borderline Personality Disorder
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not	become	addicted	to	such	things	as	food,	drugs,	
alcohol,	shopping,	sexualized	behaviors,	etc.

Eating Disorders

Eating	disorders	are	characterized	by	severe	
disturbance	of	eating	behaviors.	This	disorder	
has	been	clearly	linked	to	individuals	suffering	
from	extreme	body	image	issues	and	very	low	
self-esteem	or	self-worth.	
People	with	eating	disorders	experience	
serious	changes	in	their	eating	patterns,	
such	as	a	severe	and	unhealthy	reduction	
in	their	food	intake	or	overeating,	as	well	as	
extreme	concern	about	body	shape	or	weight.	
Eating	disorders	usually	develop	during	
adolescence	or	early	adulthood	and	are	linked	
to	the	individual’s	relationships	with	others,	
specifically	close	family	members.	

The	importance	of	a	healthy	relationship	
with	immediate	family	members	is	important	
to	most	human	beings.	Individuals	with	
eating	disorders	may	say	that	a	negative	or	
destructive/conflictive	relationship,	such	as	
those	between	a	survivor	and	an	offender	
who	is	an	immediate	family	member,	is	the	
cause	for	these	types	of	symptoms.	Poor	self-
image	or	a	belief	that	their	body	has	failed	
to	be	“right”	may	contribute	to	a	survivor	
developing	an	eating	disorder.		

Eating	disorders	are	not	a	result	of	weak	
willpower	or	bad	behavior;	rather,	they	are	
real,	treatable	illnesses.	As	with	most	mental	
illnesses,	eating	disorders	are	not	caused	by	
just	one	factor	but	by	a	combination	of	socio-
cultural,	psychological,	and	biological	factors.

 Socio-cultural and 

Psychological Factors:

 • Low	self-esteem
 • Pressures	to	be	thin	(i.e.	pressure	from	

family	and	friends	to	lose	weight)	
 • Cultural	norms	of	attractiveness	as	

promoted	by	magazines	and	popular	
culture	

 • Use	of	food	as	way	of	coping	with	negative	

emotions	
 • Rigid,	“black	or	white”	thinking	(i.e.	“being	

fat	is	bad”	and	“being	thin	is	good”)	
 • Over-controlling	caregivers	who	do	not	

allow	expression	of	emotion	
 • History	of	sexual	abuse	

Biological Factors:

 • Genetic	predisposition	to	eating	disorders,	
depression,	and/or	anxiety	

 • Certain	personality	styles,	for	example,	
obsessive-compulsive	personality	type	

 • Deficiency	or	excess	of	certain	brain	
chemicals	called	neurotransmitters,	
especially	serotonin	

Eating	disorders	typically	fall	into	two	main	types,	
Anorexia	Nervosa	and	Bulimia	Nervosa.	Extreme	
weight	loss	and	believing	that	one	is	fat	despite	
excessive	thinness	are	the	key	features	of	Anorexia.	
Bulimia	is	indicated	by	binge-eating,	followed	by	
an	attempt	to	prevent	gaining	weight	by	purging	
(vomiting,	abusing	laxatives,	exercising	excessively,	or	
by	restricting	food).	
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Overview of Anorexia Nervosa

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Skips	meals,	takes	tiny	
portions,	will	not	eat	in	
front	of	others,	or	eats	in	
ritualistic	ways

 • Always	has	an	excuse	not	
to	eat	

 • Will	only	eat	a	few	“safe,”	
low-calorie,	low-fat	foods	

 • Loses	hair,	looks	pale	
or	malnourished,	wears	
baggy	clothes	to	hide	
thinness

 • Loses	weight,	yet	fears	
obesity	and	complains	of	
being	fat	despite	excessive	
thinness

 • Detests	all	or	specific	parts	
of	the	body,	insists	she/
he	cannot	feel	good	about	
self	unless	thin

 • Exercises	excessively	and	
compulsively

 • Holds	to	rigid,	
perfectionist	standards	for	
self	and	others	

 • Withdraws	into	self	and	
feelings,	becoming	socially	
isolated	

 • Has	trouble	talking	about	
feelings,	especially	anger

 • Cognitive/Behavioral	
therapy

 • Family	Therapy
 • Medication	management	

to	support	nutritional	
supports

 • Development	of	a	
recovery	plan	that	
includes	support	system	
and	resources	that	are	
readily	available	(around	
the	clock)	when	needed	
by	the	individual	

 • Support	follow-through	on	
any	treatment	process	or	
goals

 • Support	follow-through	on	
any	nutritional	supports

 • Support	use	of	resources	
that	have	been	identified	
as	helpful,	and	commend	
a	willingness	to	talk	to	
about	eating	habits
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SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

 • Binges,	usually	in	secret,	
and	empties	cupboards	
and	refrigerator

 • Buys	“binge	food”	(usually	
junk	food	or	food	high	in	
calories,	carbohydrates	
and	sugar)	

 • Leaves	clues	that	suggest	
discovery	is	desired:	
empty	food	packages;	
foul-smelling	bathrooms;	
running	water	to	cover	
sounds	of	vomiting;	use	
of	breath	fresheners;	
poorly	hidden	containers	
of	vomit	

 • Uses	laxatives,	diet	pills,	
water	pills	or	“natural”	
products	to	promote	
weight	loss	

 • Abuses	alcohol	or	street	
drugs	to	deaden	appetite	
or	escape	emotional	pain	

 • Displays	a	lack	of	impulse	
control	that	can	lead	
to	rash	and	regrettable	
decisions	about	sex,	
money,	commitments,	
careers,	etc.

 • Cognitive/Behavioral	
therapy

 • Family	Therapy

 • Medication	management	
to	support	nutritional	
supports

 • Development	of	a	
recovery	plan	that	
includes	support	system	
and	resources	that	are	
readily	available	(around	
the	clock)	when	needed	
by	the	individual	

 • Support	follow-through	on	
any	treatment	process	or	
goals

 • Support	follow-through	on	
any	nutritional	supports

 • Support	use	of	resources	
that	have	identified	as	
helpful	and	commend	
a	willingness	to	talk	to	
about	eating	habits

Overview of Bulimia Nervosa

SUBSTANCE USE/ABUSE

Substances,	referring	to	alcohol	as	well	as	prescription	and	illegal	drugs,	are	everywhere	in	our	society.	
Substance	use	can	be	recreational	and	have	minimal	impact	on	a	user’s	life,	or	can	lead	to	abuse	and	
dependency.	When	an	individual	progresses	from	recreational	use	to	abuse,	there	may	be	many	symptoms,	
including	but	not	limited	to:	

 • Loss	of	close	relationship(s)
 • Employment	problems
 • Lower	or	limited	social	contacts
 • Inability	to	complete	tasks	
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 • Illegal	activities	with	resulting	engagement	with	law	enforcement

 • Inability	to	meet	commitments	or	agreements	with	others

 • Experiencing	consequences	from	poor	communication,	such	as	lying	to	others

 • Increased	physical	complaints

Overview of Substance Use/Abuse

SYMPTOMS
TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

• Increased	tolerance	
–	need	for	increased	
use	to	have	the	same	
physiological	response	

• Cross-tolerance	–	
developing	addiction	to	
more	then	one	chemical

• Withdrawal	symptoms	–	
headaches,	stomachaches,	
vomiting,	shakes,	
delirium	tremens	(DT’s),	
hallucinations,	chemical	
poisoning

• Loss	of	motivation	/	
interest	in	daily	tasks

•	 Poor	judgment	about	
impact	use	is	having	on:

1.	 Social	contacts
2.	 Family	relationships
3.	 Employment	status
4.	 Legal	issues

• Detoxification	with	
a	medical	treatment	
provider	–	inpatient	or	
outpatient

• Outpatient	treatment–	
Intensive	outpatient	or	
residential	treatments

• Cognitive	/	Behavioral	
Therapy

• Substance	abuse	recovery	
groups

• Medication	supplement	
depending	on	the	drug	
of	choice	issue	–	Opiod	
treatment	includes	
Soboxin	medication	
management

• Family	therapy

• Avoid	talking	with	anyone	
who	is	under	the	influence	
of	any	chemical

• Re-direct	the	caller	to	
the	supports	in	place,	
including	resources	within	
the	community,	treatment	
providers,	Alcoholics	
Anonymous	or	Narcotics	
Anonymous,	etc.

• Decide	upon	a	time	that	
you	can	talk	when	the	
caller	is	sober

• Reassure	the	caller	that	
you	do	want	to	talk	but	
that	at	this	time	they	are	
not	able	to	benefit	from	
the	conversation	because	
of	being	under	the	
influence

Considerations for Advocates

Advocates who speak with callers who are prescribed medications can ask:
• Are you taking the medications as prescribed?
• Have you reviewed your concerns or side effects with your physician or psychiatrist?
• Have you considered seeking a second opinion? (This supports callers when they are 

not being responded to medically in the manner that they are seeking.)
• Have you spoken to your pharmacist to review side effects of combined medications? 
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SYMPTOMS TREATMENT &
MEDICATIONS

TOOLS FOR
ADVOCATES

•	 Increase	in	psychological	
defense	mechanism,	such	
as:
1.	 Projection	–	blaming	

others
2.	 Denial
3.	 Regression	–	reverting	

to	childlike	behavior
4.	 Displacement	–	

responding	with	
an	inappropriate	
emotional	response

5.	 Compensation	–	over	
compensating	to	the	
situation

6.	 Rationalization	–	
blaming	someone	else	
or	something	that	was	
the	cause	for	their	
behavior

7.	 Reaction	Formation	–	
rationalizing	behavior	
due	to	a	sequence	of	
events.

8.	 Intellectualization	
–	using	verbal	skills	
to	explain	behavior	
away	versus	accepting	
responsibility	

• Support	groups	–	
Alcoholics	Anonymous	or	
Narcotics	Anonymous

• Recovery	plan

• Emergency	medical	
centers	will	not	admit	
for	detoxification	
services/treatment	when	
individuals	are	under	the	
influence;	rather,	they	
recommend	that	the	
individual	be	substance-
free	for	24	hours,	which	
is	when	withdrawal	
symptoms	will	begin,	
and	treatment	services	
are	offered	for	medical	
detoxification

Considerations for Advocates

When a caller is intoxicated, review with them briefly what their 
supports to gain sobriety are, and request that they call back when 
they are sober. It is virtually impossible to work effectively with 
someone who is intoxicated or under the influence of substances.

Overview of Substance Use/Abuse Cont.
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Continuum of Use: Experimental Use – Social Use – Abuse – 
Dependency – Death

Substance	dependency	is	a	significant	public	health	problem	that	affects	all	members	of	society	regardless	
of	socioeconomic	status,	education,	race,	gender,	or	ability.	Individuals	may	begin	substance	use	by	
experimenting	during	adolescence	with	peers,	family,	or	through	community	involvement.	With	more	
frequent	substance	use,	the	physiological	and	psychological	tolerance	increases;	this	may	lead	to	using	
an	increased	volume	of	substances,	and/or	combining	substances	to	achieve	the	same	level	of	“high”.	
This	shift	leads	to	substance	abuse-related	social	and	emotional	behaviors	that	have	a	negative	impact	
on	family,	peer,	and	work	relationships.	As	tolerance	increases,	withdrawal	symptoms	such	as	headaches,	
body	aches,	vomiting,	and	other	medical	problems	increase	as	well,	and	lead	to	a	dependency.	

Dependency	is	often	used	interchangeably	with	addiction.	Dependency	simply	means	that	a	person	would	
have	a	hard	time	living	or	functioning	without	the	substance,	and	the	use/withdrawal	is	causing	significant	
stress	in	their	life.	

Individuals	suffering	from	co-occurring	diagnoses,	such	as	having	a	mental	health	disorder	in	combination	
with	a	substance	abuse	diagnosis,	are	becoming	far	more	prevalent	within	our	society	as	individuals	seek	
to	cope	with	a	variety	of	stressors.	Sexual	violence	may	be	one	of	these	stressors.	The	co-occurring	factor	
of	individuals	suffering	from	more	than	one	disorder	at	one	time	complicates	the	seriousness	of	the	
situation	and	may	make	it	difficult	to	separate	which	issue	the	individual	wants	to	work	on	at	one	time.	

MEDICATION

Medications	for	mental	illnesses	were	first	introduced	in	the	early	1950s,	and	other	medications	have	
followed.	Scientists	have	learned	a	great	deal	about	the	workings	of	the	brain	as	a	result	of	their	
investigations	into	how	psychotherapeutic	medications	relieve	the	symptoms	of	disorders	such	as	
psychosis,	depression,	anxiety,	obsessive-compulsive	disorder,	and	panic	disorder.	These	advances	provide	
an	increased	understanding	of	the	causes	of	mental	illness.

These	medications	also	may	make	other	kinds	of	treatment	more	effective.	Someone	who	is	too	depressed	
to	talk,	for	instance,	may	have	difficulty	communicating	during	counseling	or	therapy,	but	the	right	
medication	may	improve	symptoms	so	the	person	can	respond.	For	many	people,	a	combination	of	therapy	
and	medication	can	be	an	effective	method	of	treatment.

Just	as	aspirin	can	reduce	a	fever	without	curing	the	infection	that	causes	it,	psychotherapeutic	
medications	act	by	controlling	symptoms.	These	medications	cannot	“cure”	the	illness,	but	they	can	take	
away	many	of	the	symptoms	or	make	them	milder.	In	some	cases,	they	can	shorten	the	course	of	an	
episode	of	the	illness	as	well.

Medications	work	differently	for	different	people.	Some	people	get	great	results	from	medications	
and	only	need	them	for	a	short	time.	For	example,	a	person	with	depression	may	feel	much	better	
after	taking	a	medication	for	a	few	months,	and	may	never	need	it	again.	People	with	disorders	like	
schizophrenia	or	bipolar	disorder,	or	people	who	have	long-term	or	severe	depression	or	anxiety	
may	need	to	take	medication	for	a	much	longer	time.	(NIMH,	2008,	2)	

Common Side Effects

Many	of	the	medications	discussed	in	this	section	may	cause	mild,	and	often	temporary,	side	effects	
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(sometimes	referred	to	as	adverse	effects)	in	some	people.	Typically,	
these	are	not	serious.	However,	any	reactions	or	side	effects	that	
are	unusual,	annoying,	or	that	interfere	with	functioning	should	be	
reported	to	a	doctor	immediately.	Some	common	side	effects	include:

 • Dry	mouth/increased	thirst
 • Constipation	
 • Bladder	problems	–	Emptying	the	bladder	completely	may	be	

difficult,	and	the	urine	stream	may	not	be	as	strong	as	usual	
with	the	use	of	some	medications;	other	medications	may	
cause	increased	urination	for	adults	and	bedwetting	for	some	
children

 • Sexual	problems	–	Decreased	sexual	ability	or	interest	are	
reversible,	in	both	men	and	women

 • Blurred	vision	–	This	is	usually	temporary	and	will	not	
necessitate	new	glasses

 • Dizziness	–	Lightheadedness		when	changing	positions
 • Drowsiness	as	a	daytime	problem	–	This	usually	passes	soon;	

a	person	who	feels	drowsy	or	sedated	should	not	drive	or	
operate	heavy	equipment

 • Increased	heart	rate	–	Pulse	rate	is	often	elevated
 • Headache	–	This	will	usually	go	away	after	a	short	time
 • Nausea	–	May	occur	after	a	dose,	but	it	will	disappear	quickly	
 • Nervousness	
 • Insomnia	(trouble	falling	asleep	or	waking	often	during	the	

night)	–	This	may	occur	during	the	first	few	weeks;	dosage	
reductions	or	time	will	usually	resolve	it

 • Agitation	(feeling	jittery)	–	If	this	happens	for	the	first	time	
after	the	medication	is	taken	and	is	more	than	temporary,	a	
doctor	should	be	notified

 • Weakness
 • Confusion	or	mental	slowing	–	Fatigue,	loss	of	coordination	
 • Weight	gain

Some	medications	have	specific	and	more	significant	possible	side	
effects	and	require	ongoing	medical	testing	to	monitor	their	levels	in	
the	person’s	body.	Because	substances	in	certain	foods,	beverages,	
and	medications	can	cause	dangerous	interactions	when	combined	
with	some	medications,	people	on	these	medications	must	adhere	to	
dietary	restrictions.	

If	a	person	is	feeling	better	or	even	completely	well,	a	medication	
should	not	be	stopped	without	talking	to	the	doctor.	It	may	be	
necessary	to	stay	on	the	medication	to	continue	feeling	well.	If	the	

Considerations 
for Advocates

Callers may state 
that they have 
stopped using their 
medication because 
they feel better, or 
they may say they 
do not think the 
medication is working 
for them, or they 
don’t like the way it 
makes them feel. It is 
important that callers 
who have questions 
or complaints about 
a medication be 
encouraged to speak 
with their doctor, 
pharmacist, or an 
emergency room 
physician before 
making any changes 
to their medication 
treatment. It is never 
appropriate for an 
advocate to give any 
medical advice. 
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decision	is	made	to	discontinue	the	medication,	it	
is	important	to	continue	to	see	the	doctor	while	
reducing	medication.	

Medications	of	any	kind	-	prescribed,	over-the-
counter,	or	herbal	supplements	-	should	never	be	
mixed	without	consulting	the	doctor,	nor	should	
medications	ever	be	borrowed	from	another	
person.	Other	health	professionals	who	may	
prescribe	a	drug,	such	as	a	dentist	or	other	medical	
specialist,	should	be	told	that	the	person	is	taking	a	
medication	and	the	dosage.	Some	drugs,	although	
safe	when	taken	alone,	can	cause	severe	and	
dangerous	side	effects	if	taken	with	other	drugs.	
Alcohol	(wine,	beer,	and	liquor)	or	street	drugs	may	
reduce	the	effectiveness	of	prescribed	medications,	
and	their	use	should	be	minimized	or,	preferably,	
avoided.	(NIMH,	2008)

TREATMENT OPTIONS  

Therapists	use	various	treatment	methods	when	
treating	clients	with	mental	health,	substance	use/
abuse,	and	addiction	concerns.	It	is	not	the	role	
of	an	advocate	to	attempt	to	use	any	of	these	
treatments	with	callers;	however,	it	may	be	helpful	
for	the	advocate	to	have	some	basic	knowledge	
about	the	options	because	callers	may	talk	about	
them.	A	brief	explanation	of	some	of	the	more	
common	treatment	methods	follows:	

Psychotherapy. Involves	talking,	individually	or	in	
groups,	with	a	trained	mental	health	professional,	
such	as	a	psychiatrist,	psychologist,	social	worker,	or	
counselor	to	identify	and	address	concerns.

Cognitive Therapy. A	therapy	that	helps	people	take	
a	close	look	at	their	thought	patterns	and	learn	new	
ways	of	thinking	and	learning	that	support	a	change	
in	behaviors.	

Behavioral Therapy. This	therapy	focuses	on	re-
mapping	harmful	behaviors	with	useful	ones.		It	is	
often	used	in	coordination	with	cognitive	therapy.	
Behavioral	therapy	is	a	very	structured	behavioral	
response	to	specific	behaviors	presented	by	the	
individual.	Positive	and	negative	reinforcement	

patterns	are	reviewed	and	a	behavioral	plan	is	
developed	that	works	to	support	the	behavioral	
change.	

Cognitive Behavioral Therapy (CBT).	CBT	is	one	of	
the	more	common	forms	of	treatment,	and	can	
be	adapted	for	the	circumstances	of	the	specific	
person.	The	cognitive	part	of	this	treatment	helps	
people	change	their	thinking	patterns	and	the	
behavioral	aspect	helps	people	change	the	ways	
they	react.	This	treatment	focuses	on	learning	
relaxation	and	coping	techniques.	This	therapy	
often	increases	the	person’s	exposure	to	a	feared	
situation	as	a	way	of	making	them	gradually	less	
sensitive	to	the	situation.	

Psychodynamic Therapy. Also	known	as	insight-
oriented	therapy,	this	approach	holds	that	bringing	
the	unconscious	into	conscious	awareness	promotes	
insight	and	resolves	conflict.	People	are	encouraged	
to	examine	how	the	past	is	influencing	present	
thoughts	and	behaviors.	

Dialectical Behavioral Therapy (DBT).	A	provider	
often	uses	various	therapeutic	methods	while	
working	with	an	individual.	This	treatment,	initially	
designed	for	clients	with	Borderline	Personality	
Disorder,	has	been	shown	to	be	extremely	helpful	
for	some	adult	survivors	of	child	sexual	abuse.	The	
DBT	model	uses	individual	and	group	therapy	(DBT	
groups	generally	run	a	year)	to	help	clients	decrease	
self-harming	behaviors	and	build	healthy	self-care	
and	interpersonal	skills.

Rehabilitation Programs.	Also	referred	to	as	
Psycho-Social	Rehabilitation	(PSR),	these	programs	
emphasize	social	skill	building	and	development	for	
independent	living	and	vocational	training.	They	
help	people	with	chronic	mental	health	problems	
who	may	not	have	had	the	opportunity	to	learn	
these	skills.	
	 (NIMH,	n.d.)

Eye Movement Desensitization and Reprocessing 
(EMDR). An	information-processing	therapy	that	
helps	clients	integrate	traumatic	memories.	The	
client	focuses	on	specific	thoughts,	images,	and	
sensations	while	simultaneously	following	the	
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therapist’s	fingers,	a	moving	light	bar,	or	gentle	taps.	
The	bi-lateral	stimulation	of	the	brain	caused	by	
the	eye	movements	allows	for	traumatic	material	
to	be	integrated	at	a	faster	rate	than	“talk	therapy”.	
This	integration	process	greatly	reduces	symptoms.	
EMDR	has	been	proven	to	be	extremely	effective	
with	many	trauma	survivors.	(EMDRIA,	n.d.)	

Group Therapy. Group	therapy	may	be	peer	lead	
or	facilitated	by	a	trained	provider.	This	forum	
allows	members	to	share	their	experiences	and	
thus	benefit	from	sharing	their	challenges	and	
achievements.	It	helps	people	to	know	that	others	
have	had	similar	situations	and	to	learn	that	their	
fears	and	feelings	are	not	uncommon.	This	approach	
is	the	most	successful	intervention	for	substance	
abuse	issues;	it	develops	a	strong	recovery	plan	that	
is	inclusive	of	openly	verbalizing	the	plan	to	others,	
which	increases	the	ownership	of	the	plan	and	the	
use	of	it	to	gain	or	maintain	sobriety.

In	addition	to	these	formal	treatment	programs	
and	options,	support	groups	specific	to	people	with	
mental	health,	substance	use/abuse,	and	addiction	
concerns	exist	in	many	communities,	and	advocates	
may	have	information	about	these	in	their	specific	
center’s	resource	manual.
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