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Improving care for
survivors of sexual violence
Sexual violence (SV) is a common
event, affecting millions of fe-
males across the globe. In the
United States, 1 in 6 females ex-
periences a rape or attempted
rape over the course of a lifetime
and about 300,000 females are so
victimized each year.1 However,
estimates of SV may represent on-
ly a fraction of the true number of
sexual assaults. Few survivors
seek physical evaluation following
an assault and even fewer report
the crime to law enforcement or
seek prosecution.2 About 26% of
women undergo a physical exam-
ination following a sexual assault
and only 19% of incidents are re-

ported to police.3 SV survivors
may not seek care or report the
attack out of shame, humiliation,
denial of need, fear of retaliation,
lack of faith in the system, or a
myriad of other reasons. As a re-
sult, the true prevalence of SV is
difficult to ascertain.  

The World Health Organization
defines rape as sexual intercourse
forced physically or psychologi-
cally and involving vaginal and/or
anal penetration.4 Sexual violence
is a broader term that includes
rape but also incorporates un-
wanted sexual contact such as
oral sex, touching, fondling, kiss-
ing, or threats.4 Eighty percent to
90% of SV survivors are females,
with rates being highest for those

aged 16-24 years.5,6 About 65%
of survivors know their attacker,6

who may be an acquaintance, a
friend, a partner, a spouse, or a
relative. 

Survivors of SV deserve indi-
vidualized, compassionate, com-
petent care immediately follow-
ing an assault and in the weeks,
months, and years thereafter to
prevent detrimental health ef-
fects. Nurse practitioners who en-
counter these patients in primary
care must be at least familiar with
physical and forensic examination
protocols immediately following
an assault, even if they do not
perform these exams themselves.
In addition, they must be aware of
the physical and mental health
sequelae of SV and how such a
history affects the way in which
females tolerate pelvic exams dur-
ing routine gynecologic care. 

For these reasons, and for the
sake of the approximately
300,000 U.S. females who experi-
ence a rape or attempted rape
each year and the many more
who experience a sexual assault
of any kind, NPs need to screen
all female patients for this history.
By comparison, 202,964 females
are diagnosed with breast cancer
each year and 12,280 with cervi-
cal cancer—two conditions for
which NPs screen routinely.7,8 Fa-
miliarity with proper history-tak-
ing and screening, as well as the
ability to provide a patient-cen-
tered exam and sensitive care, is
essential to better serve this pop-
ulation and ensure future en-
gagement with healthcare. 

Immediate care
A female who has recently experi-
enced a sexual assault is most
likely to seek care at a rape crisis
center or emergency department
(ED). After life-threatening in-
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throughout the world. Although most primary care
practitioners, including nurse practitioners, do not attend
to the immediate needs of females following a sexual
assault, they see these patients for follow-up and routine
care. Familiarity with the basics of the forensic and
physical examinations, including post-exposure
prophylaxis provided in acute care settings, is important
so that NPs can plan follow-up care and educate patients.
Because SV affects survivors’ short- and long-term 
physical and mental health, as well as the way in which
they tolerate future pelvic examinations, screening for a
history of SV is essential at each visit. By screening female
patients for this history, NPs can provide more competent
and individualized care. The purpose of this article is to
familiarize primary care NPs with the acute and long-term
management of SV survivors, including the necessity of
screening all patients for a history of SV, in order to
improve care and health outcomes for this population. 
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juries have been ruled out and
the SV survivor’s safety ensured,
the sexual assault response team
is activated. The team typically in-
cludes a sexual assault nurse ex-
aminer (SANE)/sexual assault
forensic examiner (SAFE)/forensic
nurse examiner (FNE), a sexual as-
sault advocate, and a law en-
forcement member if the survivor
plans to report the assault to po-
lice. This multidisciplinary ap-
proach improves outcomes.9,10

All SV survivors need an advo-
cate—someone who provides
emotional support, has knowl-
edge about the physical/forensic
exams and legal proceedings (but
does not perform any of these ex-
ams), and serves as a liaison to
community resources.11,12

Physical and forensic exami-
nations—Examination of SV sur-
vivors is performed only by clini-
cians qualified to do so. These
clinicians must know the legali-
ties of their jurisdiction, the prop-
er techniques of physical evalua-
tion/treatment, and the process
of evidence collection and chain
of custody; be willing to testify 
in court; and be able to perform
the exam in a compassionate, 
patient-centered manner.12,13

SANEs/SAFEs/FNEs are clinicians
who have received additional di-
dactic and clinical training in car-
ing for SV survivors and are often
utilized in these situations, al-
though other clinicians may be
authorized to perform these ex-
ams at their institutions.11,13

As with any encounter, the ex-
aminer begins by taking a de-
tailed history. Care is taken to
prevent re-traumatizing the sur-
vivor as she recounts the history,
which is taken in a quiet, private
area.12 The health history in-
cludes chronic and acute condi-
tions, surgeries, history of inter-

personal violence, the date of the
most recent menstrual period,
and the date of the most recent
consensual sexual encoun -
ter.11,12,14 The assault history cov-
ers (1) details of the incident such
as date, time, and location; (2) the
identity of the perpetrator(s) if
known or a description of the
perpetrator(s) if unknown; (3) the
types of sex acts performed; (4)
whether restraints, objects, or
weapons were used; (5) whether
drugs or alcohol was consumed;
and (6) whether a condom was

used or whether the perpetrator
ejaculated inside or on the
woman.11,12 The examiner docu-
ments the SV survivor’s history of
bathing, showering, douching,
urinating, defecating, inserting
tampons, and brushing, flossing
and rinsing the teeth since the
time of the assault.11,12

Although the forensic and
physical examinations are per-
formed concurrently, they have
different goals. The purpose of
the forensic exam is to collect evi-
dence in case the SV survivor
chooses to report the sexual as-
sault to police and pursue prose-
cution. Most jurisdictions use 72

hours as the cut-off to collect
forensic evidence following an as-
sault, although some jurisdictions
have lengthened this time to 5 or
7 days as DNA technology im-
proves.12,15 The aim of the physi-
cal exam is to assess and treat in-
juries and provide prophylaxis
against sexually transmitted in-
fections (STIs) and pregnancy.

Consent must be obtained
from the SV survivor for each 
step of the physical and forensic 
examinations. Each step is ex-
plained, including its nature and
rationale, before proceeding to
the next step.12 The survivor
needs to understand that she 
can stop the exam at any time 
or have only certain steps per-
formed.11,12 Consent enables 
the survivor to begin to regain
control after an assault has oc-
curred.12,16

The examiner notes the SV sur-
vivor’s behavior, appearance, and
orientation as she presents for
care.12 Upon arrival, a survivor
may appear to be calm, indiffer-
ent, distraught, fearful, in disbe-
lief, angry, or combative.12,16 All
these responses are normal. Reas-
surance is essential. The forensic
examination begins with the sur-
vivor undressing over a sheet
covered by a piece of white paper
spread on the ground.12 She is
properly draped as the clothing is
collected for evidence. Considera-
tion is given to how much cloth-
ing to collect; some SV survivors
may not have expendable cloth-
ing. Coats and shoes are general-
ly not taken unless they are
strongly suspected of containing
evidence. Facilities providing sex-
ual assault forensic examinations
should be equipped with season-
ally appropriate replacement
clothing in a range of sizes.

The examiner assesses for in-
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juries and documents them with
photography, bearing in mind
that absence of injury does not
mean absence of an assault.12

One study showed that 17% of
premenopausal women and 37%
of postmenopausal women sus-
tained a genital injury from a sex-
ual assault.17 The anogenital ex-
amination can be enhanced
through the use of a colposcope
and toluidine dye to elucidate
small lacerations.12 Specimen
swabs are collected from any ori-
fices or areas that may contain
evidence of the assault, including
areas where the SV survivor indi-
cates the perpetrator may have
kissed, licked, or ejaculated. 
If the survivor reports having
scratched the perpetrator, finger-
nail scrapings or clippings may be
collected. Combings of head and
pubic hair may uncover stray
hairs of the perpetrator.  

STI, HIV, and pregnancy pro-
phylaxis—Testing for STIs imme-
diately after an assault is typically
not done because of SV survivors’
poor follow-up rates.11,12,18 In-
stead, STI prophylaxis is offered for
gonorrhea, chlamydia, and trich -
omoniasis—the most common
post-assault infections.11,12,18

Recommended prophylaxis regi-
mens are listed in Table 1.18-21

Cultures are collected if the SV
survivor refuses prophylaxis.12

The importance of follow-up is
emphasized. Hepatitis B vaccine
for survivors previously unvacci-
nated is indicated.11,18 If preg-
nancy is a concern, emergency
contraception needs to be of-
fered (Table 1).18

The risk of HIV transmission
from a known positive male to a
female during a single consensual
sexual episode is 0.1%-0.2% for
vaginal intercourse and 0.5%-3%
for anal intercourse.4,18 Therefore,

the risk of acquiring HIV from a
single sexual assault is low. Cer-
tain factors could increase HIV
transmission risk during an act of
SV (eg, presence of vaginal lacera-
tions and lesions, lack of condom
use, multiple assailants).4,12,18,19

The utility of universal HIV pro -
phy  laxis is debatable; therefore,
the risk is assessed considering all
factors.12,18,19 If risk is high, the
Centers for Disease Control and
Prevention recommends a 28-day
course of a highly active anti-
retroviral therapy regimen initiat-
ed no later than 72 hours post-as-
sault (Table 1).18,20 Survivors must
agree to take the full course of
medication, with strict adherence
to follow-up. Referral to an HIV
specialist is indicated for patients
accepting HIV prophylaxis.19,20

Follow-up care
Follow-up care for SV survivors
should last at least 6 months.22 If
STI prophylaxis was not provided

post-assault, testing is done 1-2
weeks later.12,18 If the survivor did
receive prophylaxis, she needs to
return for follow-up 2-4 weeks af-
ter her initial visit. Depending on
the patient’s history, the NP rules
out pregnancy, assesses adher-
ence to therapy, re-evaluates in-
juries, and schedules hepatitis B
vaccinations for 1 and 6 months
after the initial dose.11,12,22 Fol-
low-up serology for syphilis and
HIV is performed at 6 weeks, 3
months, and 6 months post-as-
sault.16,18 Each visit provides an
opportunity to determine which
services the survivor may need,
such as counseling or social work,
and to provide education in order
to promote self-care, reduce risky
behaviors, and provide reassur-
ance and support.

Physical sequelae—Although
the immediate physical concerns
following SV are well known (e.g.,
injury, STIs, pregnancy), certain
physical sequelae can develop af-
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Table 1. Prophylaxis regimens18-21

Gonorrhea
Ceftriaxone 250 mg intramuscularly in a single dose

Trichomoniasis
Metronidazole 2 g orally in a single dose*

Chlamydia
Azithromycin 1 g orally in a single dose
OR
Doxycycline 100 mg orally BID x 7 days

Hepatitis B
Initiate vaccination series if previously unvaccinated

Pregnancy
Levonorgestrel 1.5 mg orally in a single dose

HIV†

Three-drug HAART regimen x 28 days

*Avoid alcohol intake for 3 days.
†Patient should be referred to an HIV specialist.
HAART, highly active antiretroviral therapy.



ter the initial period (Table 2).5,22-24

Forced penetrative sex that caus-
es traumatic injury to the vagina,
anus, and/or urethra may lead to
persistent complications.23 SV
survivors are more likely than fe-
males in the general population
to develop urogynecologic prob-
lems such as urinary tract infec-
tions, vaginal bleeding, vaginal
infection, pelvic pain, sympto-
matic fibroids, and dyspareunia.24

In addition, SV survivors report
significantly more non-gyneco-
logic concerns such as headache,
back pain, digestive problems,

loss of appetite, and abdominal
pain.24 Immune suppression sec-
ondary to stress may lead to an
increased incidence of colds and
influenza.23 Because health prob-
lems may persist long after the SV
has ended, survivors may not as-
sociate their symptoms with past
episodes of violence, which is
why universal screening for this
history is important. Presence of
physical complaints with no oth-
er obvious cause raises suspicion
of a possible history of SV.

Mental sequelae—SV sur-
vivors may experience lasting
mental health effects that require
attention (Table 2). Rape trauma
syndrome, post-traumatic stress
disorder (PTSD), depression, anxi-
ety, substance abuse, and suici-
dality are of concern.22,23 Rape
trauma syndrome consists of two
phases. The acute phase is
marked by shock and disbelief
that may present as outward
emotional lability or as stoic,
well-controlled behavior.22 Sleep
and appetite disturbances, anxi-
ety, and depression are common
during the acute phase but may
persist into the long-term phase,
during which the survivor begins
to restructure her life and return
to normal routines. Because each
survivor reacts to trauma differ-
ently, she must be reassured that
emotional reactions vary and that
counseling is available if she
needs it.  

About one-third of SV sur-
vivors develop PTSD or depres-
sion.5,23 PTSD is characterized by
flashbacks, nightmares, and pre-
occupation with the assault, re-
sulting in repeatedly reliving the
experience.22 Many survivors at-
tempt to cope with these disor-
ders through the use of drugs
and alcohol.23 Survivors are 13
times more likely than females

with no history of SV to attempt
suicide.5 Other psychological dis-
turbances such as stress, fatigue,
sleep/appetite problems, night-
mares, and sexual dysfunction
may be more vague, but they are
common and warrant just as
much attention as major disor-
ders.22 In the absence of other
causes, these subtle changes in
function suggest the need for
screening for an SV history. Men-
tal health referrals are indicated
for the management of survivors
experiencing psychological se-
quelae of SV.

Screening for sexual
violence history
Given the high prevalence of SV,
NPs are likely to encounter pa-
tients with this history. Most fe-
male patients do not disclose a
history of SV unless specifically
asked.16 In a study by Hilden et
al,25 20.7% of patients presenting
for a gynecologic examination
had a history of SV, but only 7.6%
reported it to their clinician. A
history of SV can significantly 
affect a survivor’s physical and
mental health, as well as increase
the anxiety she feels about gyne-
cologic exams. All female patients
need to be screened for a history
of SV, which can be done as NPs
ask about other forms of interper-
sonal violence. In 2011, the Insti-
tute of Medicine recommended
that all women be screened for
inter personal violence, which in-
cludes SV, at every visit in an ef-
fort to identify current abuse,
prevent it in the future, and de-
crease adverse effects of it.26

Some NPs may hesitate to ask
questions about SV because of
concern about offending the pa-
tient, not knowing the right ac-
tion to take if the patient does
disclose SV, or having adequate
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Table 2. Health
consequences of sexual
violence5,22-24

Physical
• Abdominal pain 
• Abnormal vaginal

bleeding 
• Chronic pelvic pain 
• Digestive problems 
• Dyspareunia
• Headache 
• HIV infection 
• Immune system depression
• Pregnancy 
• Sexually transmitted

infections
• Symptomatic fibroids
• Traumatic injury to vagina,

anus, and urethra 
• Urinary tract infections 

Mental
• Anxiety
• Change in appetite
• Change in sexual function
• Depression 
• Nightmares
• Post-traumatic stress

disorder
• Sleep disturbances
• Stress
• Substance abuse
• Suicidality



time to handle the disclosure.
To overcome practitioners’ hes-

itation or concern about screen-
ing for SV, the National Sexual 
Violence Resource Center recom-
mends approaching the interac-
tion by (1) normalizing it by stat-
ing that it is part of a routine
health history and that these
questions are posed to all female
patients; (2) providing context for
the questions by acknowledging
that SV is widespread; (3) con-
necting SV to health status by in-
forming the patient that this vio-
lence can affect her health; and
(4) asking about any unwanted
sexual experiences (Table 3).27

NPs can ask simply, “Have you
ever experienced unwanted sexu-
al activities with a partner, ac-
quaintance, or stranger?”  This
question is posed when the pa-
tient is alone, without judgment.
Terms such as rape, sexual assault,
abuse, and sexual violence are
avoided; many SV survivors may
not describe their experience
with these terms.27 The New York
State Coalition Against Sexual As-
sault developed the SAVE screen-
ing tool, which stands for Screen
all patients for sexual assault, Ask
direct questions in a non-judg-
mental way, Validate the patient’s
response, and Evaluate, educate,
and refer (Table 3).28 If a patient
does disclose a history of SV, NPs
assess her immediate safety, ask
her what help she needs, and re-
fer her to appropriate counseling
or community resources.28

Pelvic examination of
sexual violence survivors
Many female patients experience
anxiety before and during pelvic
examinations because of embar-
rassment about exposing inti-
mate body parts, concern about
hygiene, fear of pain, and worry

about possible diagnoses.25 SV
survivors are even more likely to
experience anxiety and discom-
fort with this type of exam be-
cause it can elicit feelings of 
vulnerability reminiscent of the
violence they have experi-
enced.16,22,25 This anxiety and 
discomfort may ultimately lead
them to avoid gynecologic care
altogether. Simple techniques
that increase involvement and
education of the patient during
the exam may make pelvic exam-
inations more tolerable for SV
survivors, as well as for any fe-
males presenting for routine care. 

The first step is simply devel-
oping a rapport with the patient,
which is of particular importance
in an SV survivor who may feel
vulnerability and distrust.29 Ac-
knowledging a patient’s anxiety,
taking time to listen to her
thoughts or worries, and provid-
ing information on what she can
expect during the exam can at-
tenuate her distress and discom-
fort.25,30-32 The patient begins to

understand that she is in control
of the exam and can end or modi-
fy it at any time. A pelvic exam
should never be forced. If the pa-
tient requests that the exam end,
reassure her that it is okay and
that the exam can be preformed
at another time.32

Her sense of control can be
heightened by offering her a mir-
ror (if she feels comfortable using
it) so that she can inspect her
own genitalia while the clinician
explains normal anatomy, there-
by demystifying a part of her
body over which she may feel she
has lost control.31 Another way to
shift the power differential is to
allow the patient to insert the
speculum herself.33 Studies have
shown that patients who are ex-
amined in modified lithotomy
positions without the use of stir-
rups report less discomfort and
vulnerability.34 Compared with
simply urging a patient to relax
during a pelvic exam, providing
information and guidance about
what is being performed and
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Table 3. Sexual violence screening methods27,28

National Sexual Violence Resource Center
1. Normalize the topic.

• State that you ask these questions of all patients.
• Articulate that it is part of a routine health history.

2. Provide context.
• Acknowledge that sexual violence is widespread.

3. Connect sexual violence with physical health and wellness.
• Inform the woman that sexual violence can affect her

health.
4. Ask about sexual experiences that were unwanted or

uncomfortable.
• Inquire about any unwanted sexual experiences in which

the woman felt coerced physically or psychologically.

New York State Coalition Against Sexual Assault
Screen all your patients for sexual assault.
Ask direct questions in a non-judgmental way.
Validate the patient’s response.
Evaluate, educate, and refer. 



what the patient can expect to
experience makes the exam more
tolerable.31

Conclusion
Many SV survivors present to
rape crisis centers or EDs for im-
mediate evaluation and poten-
tial evidence collection. NPs
need to be familiar with the
components of the immediate
care offered to SV survivors, in-
cluding the forensic exam and
post-exposure prophylaxis pro-
tocols, so that they will know
which services have already
been provided and will be able
to meet patients’ ongoing needs
for follow-up care. Some patients
may present to their NP explicit-
ly for SV-related follow-up. Other
patients will be seeking routine
care and make no mention of a
history of SV. Therefore, NPs
must be adept at screening for
this history and capable of rec-
ognizing the common physical
and mental sequelae of SV in or-
der to make proper diagnoses
and offer appropriate treatments
and referrals. NPs must take the
time and effort needed to per-
form gynecologic exams in a
way that decreases anxiety on
the part of the patient and pro-
motes future engagement with
healthcare practitioners. Internet
resources are listed in the side-
bar Internet resources. =
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