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 Sexual assault is a safety and health problem that disproportionality affects women 

(Krause et al., 2014). One out of six women will experience rape or attempted rape in their 

lifetime, and this number is highly likely to be underreported (Ray & McEneaney, 2014). Both 

acute and long-term effects of sexual assault include physical concerns, diminished level of 

social functioning, alteration in health perceptions, decreased quality of life, and numerous 

psychological consequences (American College of Obstetricians and Gynecologists [ACOG], 

2014). Sexual assault survivors are likely to receive standardized care in the emergency room for 

acute treatment, but similar standards do not exist for follow up treatment. Follow up treatments 

should be the time for reassessment of injuries, assessing adherence to prescribed medications, 

assessing mental health needs and resources, STI follow up, need for pregnancy testing or 

counseling, and assessing immunization status (Crawford-Jakubiak et al., 2017). Organizational 

change to create a clinic workflow that includes education and practice guidelines for providers 

to use can help achieve standardized care. Survivors of sexual assault may be missing out on 

treatment that will help them on their path to recovery and improvement of overall well-being 

(Hegarty et al., 2016).  

The Problem Identification/Available Knowledge 

The terms rape and sexual assault are used interchangeably and definitions of both vary 

from state to state (ACOG, 2021). No matter the definition, sexual assault is a pervasive public 

health concern in the United States (Nathan & Ferrara, 2020) that disproportionately affects 

women (Pemberton & Loeb, 2020). There are an average of 300,000 sexual assault survivors per 

year, and only 26% of survivors will receive a medical exam following the assault (ACOG, 

2021). Medical examinations following assault have commonly revealed injuries to the cervix, 

vagina, urethra, and anus (Ray & McEneaney, 2014). Survivors may also present with “general” 
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symptoms such as urinary tract infection, pelvic pain, vaginal bleeding, fibroids, and vaginal 

infection, which should trigger a provider to screen for sexual assault history (Ray & 

McEneaney, 2014). Long term effects may lead to decreased social function, decreased quality 

of life, and alterations in health perceptions. Early identification of survivors and follow up 

treatment can lead to prevention of long-term health outcomes and persistent physical and mental 

health consequences (ACOG, 2021). Because of the medical and psychological complexity 

involved with treating sexual assault survivors, healthcare providers treating survivors need to 

have thorough education and training to improve their confidence. Education on sexual assault 

and having resources to use in practice can improve provider knowledge and confidence, which 

in turn can improve the lives of sexual assault survivors by providing them with high quality and 

standardized healthcare.  

Literature Review  

Narrative Description  

 The literature search for articles to include in this literature review involved using The 

College of St. Scholastica’s library resources and databases. Search terms were built upon as 

more research was discovered and ideas were modified. The databases used were medical 

focused, and the criteria were used to ensure that articles were relevant and reliable.  

Search Terms  

 The following search terms and phrases were used to delineate literature related to the 

topic of the paper to be included in the integrated literature review: sexual assault, sexual assault 

and follow up, sexual assault and treatment, trauma informed care, and sexual assault and 

Minnesota. All search terms were searched using “and” as a Boolean search modifier.  

Databases  
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 The Cumulative Index to Nursing and Allied Health (CINAHL) and SOLAR were 

databases used to gather articles for the literature review. These databases provided hundreds of 

articles regarding sexual assault, but the ones chosen specifically assessed sexual assault in terms 

of follow up and long-term treatment.  

Inclusion Criteria  

 The inclusion criteria for this literature review included: peer and scholarly reviewed 

articles, articles published within the past ten years (2011-2021), articles written in English, and 

full texts that were able to be accessed via the internet.   

Exclusion Criteria  

 The exclusion criteria for this literature review included: being written in a language 

other than English, written before 2011, it was not peer or scholarly reviewed, the full texts were 

not available, treatment for sexual assault was done in the emergency room, and the treatment 

was immediate not long term.  

Literature Review Themes  

Educational Training for Injury Accurate Detection and Assessment     

As in any chart documentation, the documentation of a sexual assault survivor’s 

interview and examination can be used in legal circumstances. It is important for providers to be 

educated on consistent and accurate documentation for these patients. A study in Los Angeles 

sought to provide education to providers on accurate detection of genital injuries and ensure that 

documentation was standard for all providers (Sachs et al., 2011). The researchers recruited eight 

providers who performed forensic medical examinations on sexual assault survivors to assess 

their reliability in genital injury detection. Each examiner was shown two to four images from 50 

cases and were instructed to describe the image as an injury or not. Out of 98 photos shown to 
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providers, 60 pictures were described in total agreement (Sachs et al., 2011). Overall, there was 

moderate inter-rater agreement in the assessment of female genital injuries. Future studies were 

recommended to seek out optimizing descriptive terms for documentation of injuries (Sachs et 

al., 2011).  

Training to Improve Provider Competence to Treat Sexual Assault Survivors 

An Emergency Department in Canada sought to evaluate the efficacy of training modules 

to improve competence of caring for sexual assault survivors. Because of the business of the 

emergency room and shift work, the researchers created both in-person and online training for 

staff to use. Of the 1564 participants, 828 completed the in-person training and 736 completed 

the online training (Du Mont et al., 2018). Researchers measured the efficacy of the training 

using pre and posttest questionnaires, and 87% of participants completed both the pre and 

posttest questionnaire. Results of the questionnaire revealed that there were significant 

improvements in the ability to define sexual assault, the awareness of sexual assault as a 

predominantly gender-based crime, and identification of common myths regarding sexual assault 

(Du Mont et al., 2018). The mean gain of knowledge and skill was higher in those that completed 

the in-person training, but many of the participants felt more competent in taking care of sexual 

assault survivors in the emergency room. This study revealed that training modules can increase 

provider competence in the ability to understand and address the needs of sexual assault victims 

(Du Mont et al., 2018).  

Trauma-Informed Care  

Experiencing trauma can have long term and serious effects on mental, physical, 

emotional, and social health (Quaile, 2020). A trauma-informed care approach uses a framework 

that acknowledges the effect of trauma, recognizes signs and symptoms of trauma, responds by 
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integrating knowledge about trauma into practices, and seeks to resist re-traumatization (ACOG, 

2014). Barriers to trauma-informed care include not providing resources and training to 

providers in already hectic healthcare environments (Quaile, 2020). Effective trauma-informed 

care requires an organizational acceptance and change with the goal of holistic treatment of 

patients in the forefront.  

The 4 R’s  

The Substance Abuse and Mental Health Services Administration created the 4 R’s to 

help implement trauma-informed care into healthcare settings, such as an OB-GYN clinic. The 

four R’s include: realization, recognition, responding, and resisting (Quaile, 2020). Realization is 

when staff understand and accept the effect of trauma on individuals, families, and organizations. 

Recognition requires the providers to identify signs and symptoms of trauma and the use of 

screening measures to assess the impact of trauma. Responding takes the first two R’s and 

ensures that providers use appropriate behavior and language among those experiencing trauma 

by creating a safe environment. Resisting includes measures taken to avoid re-traumatization and 

avoidance of triggers that could exacerbate negative impacts that can interfere with the healing 

process (Quaile, 2020).  

The 4 C’s  

The four C’s are four skills used in trauma-informed care that take into consideration the 

trauma that providers have experienced themselves that could shape the approach and 

interactions between provider and patient (ACOG, 2014). Calm assesses how the provider is 

feeling while caring for the patient and encourages the provider to calm oneself to help model the 

same for the patient. Contain is to ask the level of detail of trauma history that allows the patient 

to maintain emotional and physical safety. Care emphasizes to the provider and patient the 
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importance of good self-care and compassion. Cope emphasizes to the provider and patient the 

need to establish coping skills to build on for both strength and resiliency (ACOG, 2014).  

Order Sets to Standardize Treatment  

An emergency department in Maine sought to identify if the use of computerized 

provider order entry and clinical decision support systems would help improve care delivery for 

sexual assault survivors presenting to the emergency room following an assault. Researchers 

created a pre and posttest study to assess the adherence to practice guidelines for treating sexual 

assault survivors after implementing a standardized electronic order set (Britton et al., 2013). The 

study covered a ten-year period with a total of 453 eligible subjects to be assessed. Before the 

intervention, 349 subjects were treated for sexual assault and 131 subjects were treated after the 

intervention (Britton et al., 2013). Researchers found a treatment adherence rate of 4.4% before 

the guidelines and 82.5% after implementation, which is a statistically significant change. The 

reduction of variability and improved adherence to the guidelines with the help of a clinical 

decision support system provides a great option for improving the health outcomes of sexual 

assault survivors (Britton et al., 2013).  

Optimizing Care with Treatment Protocols  

Researchers in Belgium completed a chart review in an emergency department that 

looked at the care of sexual assault survivors within the department. It was discovered that 90% 

of these patients did not receive “optimal” care. To optimize medical care delivery to sexual 

assault survivors, researchers created a protocol for the recommended medical steps and 

provided a computerized checklist for providers to follow. Researchers then trained providers on 

how to use these tools in practice through multiple educational sessions. To assess the use of the 

protocol and checklist, researchers assessed whether each patient was tested for: N. gonorrhoeae, 
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C. trachomatis, hepatitis C, hepatitis B, HIV, syphilis, and pregnancy (Gilles et al., 2019). 

Researchers defined optimal care in the as including: investigations for sexually transmitted 

diseases, prophylactic antibiotics, a pregnancy test, emergency contraception, and psychological 

and medical follow-up (Gilles et al., 2019). Missing one of these elements was considered poorly 

managed care. During the five-year period of the protocol implementation, 362 survivors of 

sexual violence were cared for. Ninety-three percent of all patients received the required 

examination, and 90% received the required preventative treatment (Gilles et al., 2019). All 

patients were encouraged to attend two follow-up visits; however, only 46% of patients followed 

up for evaluation with infectious disease and only 22% attended a follow up with a gynecologist 

(Gilles et al., 2019). After implementation of the new protocol and educational sessions for staff, 

researchers found that optimal care was provided to 90% of patients, compared with the past 

chart audit that showed only 10% of patients receiving optimal care (Gilles et al., 2019).  

Evaluation of Barriers to Follow Up Treatment   

Researchers in San Francisco working with sexual assault survivors discovered that 

minority women who were survivors of sexual assault were less likely to seek follow up care. 

They questioned if differences in treatment-seeking could be caused by differences in access to 

care or by other factors such as mental health stigma or mistrust of healthcare. Researchers 

developed a study to assess free mental health service use in female sexual assault survivors. 

They sought to determine if ethnicity was connected to differences in service usage when 

possible treatment barriers were reduced by offering free transportation, childcare, and 

healthcare services. Each of the 104 participants were offered 16 free individual and group 

mental health services as well as medication management if needed. The demographic 
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breakdown of the participants was 43.3% White, 25% mixed ethnicity, 19.2% African American, 

and 12.5.% Latino (Alvidrez et al., 2011).  

Results revealed white participants had the highest engagement of 82% while African 

Americans had the least engagement with 40% of participants attending four or more sessions 

(Alvidrez et al., 2011). At least half of the participants were matched with a counselor who 

shared their ethnicity, and those that were matched were more likely to engage in treatment. 

Beyond ethnic matching between counselor and participant, the reasons for ethnic differences in 

treatment-seeking could not be determined in this study but pointed to the need to explore 

additional barriers. Researchers suggested that barriers could be mistrust of healthcare, stigma 

for seeking mental health treatment, or discomfort sharing about sexual assault (Alvidrez et al., 

2011). The conclusion of this study revealed that ethnic differences in help-seeking after sexual 

assault were not explained solely by differences in access and further assessment of barriers to 

mental health care for minority women is needed (Alvidrez et al., 2011).  

Use of Chart Review to Assess Factors Affecting Follow Up Care 

While acute care recommendations in the emergency room are more standardized, 

elements of follow up care are not commonly standardized for providers (Ackerman et al., 2006). 

According to researchers, no studies had assessed whether the elements in acute care treatment 

may be associated with follow up. Researchers sought to determine if exam characteristics, 

assault history, and demographic information were associated with increased or decreased 

likelihood of a patient returning for follow up care. A retrospective review evaluating treatment 

of sexual assault survivors in an urban emergency room and follow up was completed over a 36-

month period. Each patient was scheduled for a follow up appointment at the outpatient clinic for 

1-2 weeks following the assault (Ackerman et al., 2006). The following variables were assessed 
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in this study: patient demographics, sexual assault characteristics, and examination 

characteristics.  

Of the 812 women who met inclusion criteria for the study, 288 participants (35.5%) 

attended a follow up appointment (Ackerman et al., 2006). Of those 288 who attended a follow 

up, 150 subjects had both medical and counseling follow up, 118 subjects attended only a 

medical follow-up, 58 attended more than one counseling session, and 20 subjects had only one 

counseling follow up (Ackerman et al., 2006). Results revealed that follow up decreased as age 

increased with those 15-19 years old had 42% follow up compared to 21% of women 50-79 

years old (Ackerman et al., 2006). This could be due to different perspectives around stigma as 

well as group norms for seeking healthcare. Regarding assault characteristics, patients who 

reported an assault in their home were significantly more likely to follow up compared to those 

assaulted in public possibly due to greater sense of violation. Women who were impaired during 

the assault were more likely to follow up with a 40% follow up rate compared to those who were 

not at 31% (Ackerman et al., 2006), which could be due to the uncertainty of harm and that 

further evaluation could provide them with more details. Documented bodily trauma was 

associated with significant follow up at 45% compared to those who had no documented trauma 

at 34% as visible harm may have heightened for physical well-being (Ackerman et al., 2006). 

This study provided a plethora of information that could be used to create further studies and 

interventions to address these factors and work to improve follow up care.  

Literature Synthesis  

 The literature review revealed that there is a universal gap in care regarding sexual 

assault education for providers and standardized treatment. Researchers, hospital systems, and 

providers are taking the necessary steps and implementing tools to practice high quality and 
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standardized care. Both educational training and protocol implementation were proven to be 

viable options as ways to close this care gap. While education can provide the base of knowledge 

and strengthen the reasoning behind a change in practice, developing and implementing 

protocols and resources into practice can help improve provider confidence in their skills, which 

then promotes a positive experience for patients and sexual assault survivors seeking treatment. 

Using a trauma informed care model is immensely beneficial to provider and patient as it takes 

into consideration the viewpoints of both and works to build a trusting relationship. A trauma 

informed approach starts as soon as the patient walks through the door so its framework must be 

adopted throughout the clinic to provide a safe and trusting environment for the patient. Lastly, 

the assessment of possible barriers to follow up and ways to attempt to break through those 

barriers are ongoing factors that should be addressed. It was important to acknowledge barriers 

that researchers have noticed to think about the barriers within this project, and how they can be 

addressed currently and in future projects.  

Organizational Project Information  

There are 19 providers in the project agency’s OB-GYN clinic that interview and perform 

exams on patients. These providers are medical doctors, midwives, and women’s health nurse 

practitioners. While these providers spend time at agency associated rural clinics, the clinic used 

for this quality improvement project is the main OB-GYN clinic with patients driving over an 

hour for preventative and episodic care. Due to OB-GYN clinic being in the largest city in the 

region, there is a higher likelihood of these providers encountering sexual assault survivors 

seeking out treatment. Participants in this project included the medical doctors, midwives, and 

nurse practitioners in the agency’s OB-GYN clinic. They had to be currently treating patients in 

the clinic and could be both full or part time providers. Those in the clinic such as registered 
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nurses, clinical assistants, and licensed practical nurses were not included as possible 

participants. The project stakeholders involved with the agency included: 

● Current Business Operations Manager of the OB-GYN clinic 

● Registered nurse in the OB-GYN clinic as well as a SANE  

● Former Business Operations Manager of the OB-GYN clinic   

Gap Analysis  

While standardized treatment for sexual assault survivors in the emergency room exists, 

standard treatment for follow up visits is a rarity for providers. Standardizing treatment will help 

ensure that providers feel more comfortable and competent when providing care in scenarios that 

they have lacked in training as well as ensure that all patients are receiving equal care. Since 

follow up visits for sexual assault survivors can bring up strong emotions, it is important that 

survivors feel safe and empowered during their visits. A provider showing confidence and 

competence in answering questions and offering treatment recommendations can build a trusting 

relationship and encourage further follow up. Providing education on sexual assault as well as 

providing standardized guidelines to use in the OB-GYN clinic could help reduce this care and 

knowledge gap for providers and as a result, their patients.  

Needs Assessment  

A coalition of organizations in the project agency’s main city hub, which works to 

improve the health of the city population has appointed mental health as a top priority within 

their organization. One of the ways the organization believed this could be addressed was 

through organizations adopting a trauma-informed care model in their systems (Bridging Health 

Duluth, 2022). A traumatic life experience, such as experiencing a sexual assault, can lead to 

poorer long term health outcomes (Bridging Health Duluth, 2022). Addressing this concern in 
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the community can help encourage organizations to adopt a trauma-informed care model within 

their practice.  

According to SANE nurses that provide services at this agency, providers are unaware of 

how to locate the SANE documentation from the emergency room medical evaluation of the 

survivor, and they also lack comfortability in knowing what to focus on during exams, how to 

take a history without retraumatization, immunization recommendations, and medication 

regimens. Providers in the clinic have expressed to SANE nurses their desire for more education 

and guidance on this topic as well as resources that can be accessed quickly during a busy clinic 

day. As stated in the literature review, the rate of follow up care for sexual assault survivors is 

generally low. When patients do follow up for treatment, it is necessary that they receive 

standardized quality care from a provider who is confident in their skills when treating a sexual 

assault survivor. Providing education and resources for providers to use in the clinic would be 

beneficial for their medical practice and subsequently their patients.  

Theoretical Framework 

In the 1950s, Kurt Lewin developed a change model theory that has been used across 

various organizational settings (Juneja, 2022). Lewin’s Change Theory is a three-stage model of 

change that involves unfreezing, change, and refreezing. Within this model are three concepts: 

driving forces, restraining forces, and equilibrium (Nursing Theory, 2020). Driving forces will 

push in the direction of making a change while restraining forces will counter that driving force. 

Equilibrium is when there is stability between these forces (Nursing Theory, 2020).  

Unfreezing is the stage where a group needs to assess the readiness and willingness to 

change that involves communication and motivation to reach desired results (Juneja, 2022). This 

stage will also address the restraining forces happening within current practice and seek to find a 
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state of equilibrium (Nursing Theory, 2020). Employee involvement is crucial to produce high 

quality change and prevail over resistance (Hussain et al., 2016).  

The second stage of the model is change, where the group implements the change within 

their practice (Nursing Theory, 2020). For implementation, there needs to be careful planning, 

effective communication, and encouraging involvement between leadership and employees 

(Juneja, 2022). Employee and leadership resistance have a chance of creating negative outcomes 

so if restraining forces have not been previously addressed, there will most likely be issues 

during implementation (Hussain et al., 2016).  

The refreezing stage of the model is a process of moving towards stability and people 

accepting their new ways of working (Juneja, 2022). Employee involvement and persistent use in 

practice will help create a new habit within the group and become a standard of practice (Nursing 

Theory, 2020). At this point, it is important to encourage employee’s commitment to working 

towards this change and continue communication and training to reduce negative outcomes 

(Juneja, 2022).  

Aims/Goals/Objectives 

Goals/Objectives  

Goal #1 

The first goal of this project was to improve healthcare provider knowledge regarding 

sexual assault and treatment. The objective within this goal was to create an educational 

presentation about sexual assault, trauma-informed care, SANE examinations, and treatment 

recommendations to be presented to providers in the agency’s OB-GYN clinic. This was to be 

presented via a SABA training module within the agency’s educational training system. The 

second objective was to create a questionnaire to be used as a pre and posttest assessment of a 
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gain in knowledge. This questionnaire was to be built into the training module with the 

presentation. The goal was to have a 75% completion of the module within the participant group.  

Goal #2 

The second goal of this project was to improve provider confidence when treating sexual 

assault survivors by using treatment guidelines. An objective for the goal was to compile practice 

guidelines from various evidence-based resources that providers could reference during a follow 

up session for a sexual assault survivor. These guidelines would also include tips on 

documentation, exam, and interviewing. The second objective within this goal was to create a 

questionnaire that assessed provider usage of the guidelines and recommendations for further 

improvement to best serve providers and their patients. The completion goal of the guideline 

questionnaire was 75%.   

Methodology and Analysis  

Pre-Implementation  

The design of this project included creating an educational presentation that included 

information on sexual assault statistics, SANE examinations and documentations, trauma 

informed care, and treatment recommendations. Along with this presentation was a pre and 

posttest questionnaire that included ten questions on this topic (see Appendix H). This 

presentation and pre/posttest were to be assigned to participants through the agency’s online 

educational training system that participants had previously used for other training modules. 

Practice guidelines were compiled from various evidence-based resources and divided into 

categories that participants could quickly look through when a sexual assault survivor presented 

to the clinic for follow up care (see Appendix C). A questionnaire was created to assess 
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participant’s use of the guidelines and presentation in their practice as well as to assess for 

changes to improve their use in practice (see Appendix B).  

Implementation  

 After receiving IRB approval from both the agency at which the project will be 

implemented as well as The College of St. Scholastica, the project was able to move towards 

implementation. After both approvals, there was a change in management within the clinic at the 

project agency. There was a seven-month period of transitioning from former stakeholder to new 

stakeholder, the business manager of the clinic, to provide information and education on the need 

for the project within the clinic. During this time, the registered nurse involved in this project 

took vacation, and the new business manager requested time to become acquainted with the 

clinic before adding on a quality improvement project as they wanted to be fully involved. Also 

during this time, the training module creators at the agency denied the request to implement the 

educational training module into the educational training system as the education department 

wanted it to be available to all providers within the larger agency. Stakeholders at the agency did 

not feel strongly that participants would complete a pre and posttest survey emailed to them with 

the module. After discussion on educational training dissemination, it was decided to include the 

presentation as well as informed consent within the recruitment email to eligible participants at 

the OB-GYN clinic. This information was disseminated with information on how to return the 

informed consent if they desired to participate. Those that completed the informed consent were 

given practice guidelines and tips to use in practice. Participants were emailed a questionnaire to 

complete after the guidelines were in practice for two months.  

Post Implementation  
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After the timeframe provided for participants to complete the guideline questionnaire, the 

plan was to analyze data by displaying the results in tables and figures to serve as a visual 

representation of the results. After the implementation was completed, it was brought to the 

attention of the project lead that the data could have been analyzed using an ANOVA or t-test if 

the Likert scales would have been created with a linear numeric response format. This was noted 

for future projects and usage of Likert scales. After results were gathered, the project information 

and results would be distributed to the project agency and academic institution through creation 

of a 3MT video and project poster.  

IRB/Ethical Considerations  

This project was granted approval by both the project agency and The College of St. 

Scholastica’s IRB Review Board. Before agreeing to enter the project, participants were 

informed that they would be able to withdraw their participation in this project at any time with 

no inquiry as to why. This quality improvement project offered no direct benefit to participants; 

however, it is possible that provider confidence in their practice will increase and the health 

outcomes of survivors of sexual assault will improve. This project posed minimal risk to 

participants; however, it was noted that the topic of sexual assault could be upsetting and cause 

distress for individuals. For this reason, participants were given information on how to contact 

the Employee Assistance Program (EAP) at the agency as well as crisis hotlines if needed. 

Regarding time constraints in an already busy clinic, the presentation they were asked to review 

would take approximately 10 minutes to complete based on provider comfort with the 

information. Participants would have to take time out of their practice to look over the guidelines 

when meeting with a sexual assault survivor so workflow may be interrupted. To mitigate work 
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disruption, the guidelines were concise to get the point across while not taking participants away 

from their work for an extended period.  

Implementation  

Results of Data Collection 

The original plan for data collection within this project was to have two measurement 

tools: the pre/posttest that measured knowledge of sexual assault and the questionnaire that 

assessed usage of the presentation and practice guidelines. As previously stated, the pre/posttest 

data was unable to be collected; however, the intended survey can be found in Appendix H for 

review. The questionnaire, which can be found in Appendix B for review, included yes/no 

questions regarding presentation usage as well as Likert scale questions that assessed agreement 

and likelihood regarding guideline usage. The data was considered ordinal data, which is 

common for Likert scales. Some of the most common ways to reveal this type of data is through 

displaying data with visual aids such as charts and tables (Corporate Finance Institute, n.d.). 

There were 19 potential participants who fit the inclusion criteria, and there was a 21% (n=4) 

participation rate in the project. Out of the participants who agreed to join the project, 50% 

completed the questionnaire.  

 Evaluating participant usage of the educational presentation and general use of guidelines 

in the clinic was done by having the participant answer yes, no, or did not have the clinical 

opportunity. The results of those questions can be seen in Table 1. Results revealed that those 

that viewed the presentation found the information to be relevant to the topic, and that the time 

frame of having the guidelines in the clinic affected the ability for participants to use them.  

Table 1 

Questions Regarding Educational Presentation and Guideline Usage  
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Questions Yes No Lacked 

Opportunity 

Total 

Did you review 

presentation 

2 0 0 2 

Did you find 

information 

relevant to the 

topic 

2 0 0 2 

Have you used the 

guidelines in 

practice 

1 0 1 2 

 

 Evaluating the likelihood of the participants continuing to use the practice guidelines in 

practice as well as the likelihood of recommending the guidelines to other providers in their 

clinic was accomplished using a Likert scale. The Likert scale was not used with a linear 

numeric response format, which would have allowed for improved data analysis (Franc, 2020). 

Results of the scale revealed that the participants were either likely or very likely to continue 

using the guidelines in their practice as well as recommending the guidelines to other providers 

in their clinic. These results can be seen in Table 2.  

Table 2. 

Likelihood of Guideline Use Evaluated with Likert Scale  

 Very 

Unlikely 

Unlikely Neutral Likely Very 

Likely 

Total 

Likely to 

continue 

using 

guidelines 

in practice  

0 0 0 1 1 2 

Likely to 

recommend 

guidelines 

to other 

providers  

0 0 0 1 1 2 
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 Evaluating whether participants agreed with statements regarding the practice guidelines 

was done with a Likert scale as well. Results of the scale revealed that the participants' responses 

ranged from neutral to strongly agree when asked about their level of agreement regarding ease 

of use of the guidelines, an increase in confidence when using the guidelines, and satisfaction 

with the content of the guidelines. These results can be seen in Table 3. 

 

 

 

 

 

Table 3 

Level of Agreement Regarding Guidelines Evaluated with Likert Scale  

 Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

Total 

Guidelines 

increased 

confidence 

when 

treating 

survivors  

0 0 1 1 0 2 

Guidelines 

were easy 

to use 

0 0 1 1 0 2 

Satisfied 

with 

content of 

guidelines  

0 0 0 1 1 2 

 

 After having the practice guidelines in the clinic for two months, participants were 

emailed the questionnaire requesting completion, were thanked for their participation in the 

project, and informed of how this information will help improve practice within their clinic. Over 
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a two-week period, the participants were sent two reminders regarding the questionnaire 

completion. Despite these attempts, only half of the participants completed the questionnaire. No 

data was necessarily missing, but it would have been beneficial to have full completion of the 

questionnaire to gather more data.  

Discussion of Data 

 The initial implementation plan was to assess knowledge of sexual assault treatment by 

having participants take a pre and posttest. When it was decided by management not to do the 

pre/posttest, it was still considered beneficial for the participants to be able to receive the 

presentation to review and keep as a resource. Because it was thought that the pre/posttest data 

would be a large part of data collection and analysis, the questionnaire was very short and quick. 

When the questionnaire came to be the sole source of data collection, the questionnaire was 

modified to include questions regarding the presentation. While the results section described the 

data and showed it in a table format, the following are visual aids used to depict the results and 

were used on the project poster.   

Figure 1 

Questions Regarding Presentation and Guideline Usage  
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Figure 2 

Likelihood of Guideline Use Evaluated with Likert Scale  

 

Figure 3 

Level of Agreement Regarding Guidelines Evaluated with Likert Scale  

 

The small sample size, completion rate of the questionnaire, lack of pre/posttest data, and 

the layout of the Likert scale all played a role in the impact of the results and analysis. With the 

data that was compiled, the results coincided with results found in the literature review. 

Providers could gain knowledge through education regarding sexual assault, and they also found 

practice guidelines to be a beneficial tool in their practice. The pre/posttest would have helped 
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provide clarification on the effectiveness of the presentation on gained knowledge. A future 

change would be to label the Likert scale in a linear numeric form to improve data analysis while 

keeping the Likert scale format.   

Dissemination  

The information of this project was disseminated in a variety of ways. A 3MT 

presentation and project poster was created to creatively share the project topic and data to the 

project coordinator’s academic institution and colleagues. To share the results of the project with 

the stakeholders and project participants, the 3MT presentation and project poster with the 

embedded scholarly paper were sent to all stakeholders and participants. The registered nurse at 

the clinic who was heavily involved in the creation of the project asked if the presentation, 

guidelines, and results of the project could be shared with a local organization of SANEs who 

work in the community sharing awareness of sexual assault.  The registered nurse wanted to 

share with her colleagues the work that was happening inside of the clinic and how the work that 

the SANEs do in the acute setting of sexual assault contributes to future care for survivors. 

Lastly, this scholarly paper was submitted to the Sigma Repository, which is an online global 

repository that shares the work of nurses (Sigma Repository, 2020). Submitting this scholarly 

paper to a repository ensured that a necessary topic such as sexual assault education and 

treatment would continue to be discussed and could hopefully inspire other nurses to create 

projects focused on this topic.   

Abstract 

Nature & Scope of Project: Sexual assault is a pervasive public health concern that 

disproportionately affects women and can have long-term effects in every aspect of a woman’s 

life (Nathan & Ferrara, 2020). While acute treatment of sexual assault has been standardized, 
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follow up care for victims has not. This project was created to improve OB-GYN provider 

confidence and competence when treating sexual assault victims in the clinic. Education as well 

as treatment guidelines and tips were used as an option to fill this care gap. Objectives of the 

project included improving knowledge of sexual assault and treatment through education as well 

as improving standardized care through guidelines for providers to use when treating sexual 

assault victims seeking follow up care.  

Synthesis and Analysis of Literature. The literature revealed studies where hospitals created 

training modules to educate and improve provider knowledge of sexual assault (DuMont et al., 

2018). Hospitals have also created order sets and treatment guidelines for providers to use to help 

standardize patient care and serve as a reference for providers when treating this patient 

population (Britton et al., 2013). Creating treatment guidelines, order sets, and education 

trainings proved to be effective ways to improve provider confidence and competence to provide 

safe standardized care. Ensuring quality follow up care can ensure evaluation of medication 

adherence, pregnancy assessment, immunization status, STI evaluation, mental health, and injury 

reassessment (Crawford et al., 2017).  

Project Implementation. The plan was to create a presentation on sexual assault and practice 

guidelines that would be built into the agency’s education platform and participants would be 

assigned the module to complete. Unfortunately, the module was not able to be built into the 

education platform, so the presentation was sent to participants to review. Practice guidelines 

were compiled and disseminated to participants to use in practice. After two months of having 

guidelines in practice, a questionnaire about guideline and presentation usage was sent to 

participants to complete.  
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Evaluation. The success of the project was evaluated based on participant responses regarding 

feeling more confident in their practice, that their knowledge base increased with the education, 

and that the guidelines were a beneficial tool in their practice.   

Outcomes. The outcomes of the project were collected with a Likert scale questionnaire and 

gathered into tables and figures to be analyzed. Results revealed that practice guidelines 

improved provider confidence, were easy to use, and would continue to be used in practice. The 

presentation was found to be relevant to the topic, and the timeframe of guidelines in practice 

limited the chance of usage in the clinic.  

Recommendations. Recommendations for the future included disseminating education and 

practice guidelines to other OB-GYN clinics in the project agency as well as family practice 

clinics. Other recommendations included changing the Likert scale to a numeric form for 

improved data analysis as well as working with the education team to build the module to gain 

pre/posttest data.  

Keywords: sexual assault, follow up treatment, education, & treatment guidelines 

Conclusion  

Due to the work numerous researchers and project coordinators, the treatment that sexual 

assault survivors receive in the emergency room has become more standardized. This project 

sought to fill the lack of standardized care in follow up treatment for survivors in a clinic such as 

an OB-GYN clinic. Providers at the project agency’s OB-GYN clinic were asking for education 

and help regarding sexual assault survivor treatment when SANEs in the clinic were not always 

on hand to provide help or there was not enough time. Providing an educational presentation 

along with having practice guidelines available for providers to use was seen as a possible way to 

fill that care gap in the agency’s OB-GYN clinic.  
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Limitations  

During the pre-implementation and implementation phase of the project, there was a 

change in management within the agency’s OB-GYN clinic. This occurred during the Covid 

Pandemic when this and many healthcare organizations underwent significant rapid changes. 

While the new manager was open to the project and understood its need, it was also not an 

immediate priority. This meant that the project timeline was delayed until management was able 

to work with the project coordinator and registered nurse on the project. Thankfully, the manager 

was helpful with sharing news of the project with providers in the clinic and disseminating 

emails and the guidelines themselves to participants. With this loss in time, however, the practice 

guidelines were only able to be in the clinic for two months before the questionnaire needed to 

be sent to participants to collect data. The goal was to have the guidelines in practice longer to 

increase the chance of usage as a provider may not see a sexual assault survivor in their practice 

within that shorter timeframe and therefore would not be able to use the guidelines.  

The loss of the data from the pre/posttest was a strong limitation of the project as it would 

have helped solidify that the presentation improved provider knowledge as well as provide an 

opportunity for more data to be analyzed. After meeting with the education team at the agency in 

charge of creating training modules, it seemed that working with the education platform would 

be a possibility at the time; however, it did not come to fruition due to the constraints imposed by 

significant leadership changes.  Instead, the presentation was emailed to participants. Thankfully, 

the participants did watch the presentation and felt that it was clinically relevant to the topic. 

This was encouraging as this presentation could be used in the future and considered a resource 

for providers. 
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This project was to be rolled out in one of the agency’s OB-GYN clinics that had 19 

possible participants based on inclusion criteria. Given the timing of the Pandemic and health 

system and leadership changes, participation was not as significant as hoped. While this does not 

discredit what was found in the data, it would have been beneficial to have more insight from 

more participants.  

Recommendations  

The sexual assault education and treatment guidelines could be shared with all the 

agency’s OB-GYN providers. Because of the possibility of sexual assault survivors seeking 

follow up care with their primary care providers, it could be very crucial for family practice 

providers to also have this education and guidelines to use in practice. Providers in the agency’s 

family medicine clinics voiced a desire to also have these tools in their practice. It would also be 

beneficial to attempt to work with the agency’s education team again to see how the presentation 

could be used within the agency’s electronic education platform to have it assigned to providers 

instead of emailed and to embed the pre/posttest to better assess knowledge of the topic.  

Final Summary  

 In accordance with the research found in the literature review, this project revealed that 

education and practice guidelines could help improve provider confidence and knowledge when 

treating sexual assault survivors. This project showed potential for improvements as well as the 

ability to be used in different clinic settings such as family medicine to continue to work on 

improving the care that sexual assault survivors deserve to improve their overall well-being.  
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Appendix A 

IRB Application  

THE COLLEGE OF ST. SCHOLASTICA 

INSTITUTIONAL REVIEW BOARD 

APPLICATION FORM 

 

Research activity involving human participants will be reviewed by the College of St. 

Scholastica Institutional Review Board.  The Institutional Review Board policy for review and 

approval of proposed research is in keeping with federal policies relative to the protection of the 

rights and welfare of human participants (Code of Federal Regulations 45 CFR Part 46). 

  

Principal Investigator (and co-investigators): Tera Sabatino  

 

If student research, name of faculty member who has read and approved the IRB application for 

this research project: Dr. Julie Honey  

 

Departmental/Program Affiliation:  Department of Graduate Nursing, CSS  

 

Project Title: Improving Provider Competence in Sexual Assault Treatment Through Education 

and Guideline Implementation  

 

 

Respond to each item below by typing in the space provided (do not attach proposals): 

 

1. A brief description of the research in non-technical language. Include in your 

description: a) the purpose or main aim of the study; b) definitions of key terms/concepts; 

c) a statement justifying the need for this research; d) a statement indicating what impact 

the results may have on society; provide research questions and/or hypotheses if relevant; 

e) a statement about whether this a quality improvement project or a research study with 

the intent to produce generalizable knowledge; and f) a declaration of whether this 

project is funded, and if so, provide the funding agency.  

 

A) This project aims to improve provider knowledge of sexual assault and sexual assault 

treatment as well as provide guidelines to use in practice that will increase their 

competence when working with sexual assault victims.  

B) Definitions: 

a. Sexual assault is completed or attempted penetration of the patient’s vagina or 

anus by penis, mouth, fingers, or another object as well as the patient’s mouth 

by penis.  

b. Injury discussed in this project refers to a bruise, laceration, fracture, or 

abrasion (Ackerman et al., 2006).  

c. SANE nurses belong to the Program for Aid to Victims of Sexual Assault 

(PAVSA) in St. Louis County who meet sexual assault victims in the 



34 

 

 

emergency room and complete the physical exam as well as history 

documentation (PAVSA, n.d.).  

C & D) Standards exist for acute treatment for sexual assault survivors in the emergency 

department: however, follow up treatment in clinics is less standardized. In the project 

agency’s Obstetrics-Gynecology (OB-GYN) clinic, there are no treatment guidelines for 

providers to use in their practice. Along with the guidelines for practice use, it was 

important to create an educational presentation for providers to provide information on 

the significance of this need and what they can do as providers to close this gap in care. 

Having education on the topic as well as guidelines to follow in practice creates an 

evidence-based workflow for providers to use that can improve health outcomes for 

women. Enhancing the follow up experience after an assault can help build trust in the 

healthcare system and ensure that survivors receive quality care. Ensuring trust within a 

patient and provider relationship increases the chances of the patient returning for follow 

up care in the long-term, which will likely improve their quality of life. Providing 

practice guidelines as well as education on the topic of treating sexual assault survivors 

will hopefully increase provider competence and confidence in their practice.  

 

E) This is a quality improvement project that does not pose a research question, test a 

hypothesis, or generate generalizable knowledge. It is a quality improvement project that 

seeks to improve provider competence with treating sexual assault survivors that seek 

follow up at the project agency’s OB-GYN clinic.  

 

F) This project is not funded by any entity.  

 

2. A description of the participants, how they will be selected, and an estimate of the total 

number to be recruited.  Indicate explicitly whether any are vulnerable participants (e.g., 

minors, prisoners, elderly, disabled). Include recruitment flyers or letters with this 

application. 

 

The participants in this study include medical doctors, physician assistants, and nurse 

practitioners who interview and perform physical exams on female patients at the project 

agency’s OB-GYN clinic. Participants include those who work full and part time. The 

platform that the education module will be completed through allows providers to be 

assigned the module to complete. All eligible participants will be sent an email informing 

them of the opportunity to partake in this quality improvement project.  

The approximate number of eligible participants is twenty-five, and the participants are 

not a vulnerable population. There will be no direct contact with sexual assault survivors 

within this study, and they will in no way be participants in this study.  

 

3. A description of the procedures involving the participants.  In this section, be specific 

when explaining all activities the participants will be asked to perform if they agree to 

participate in this study.  This includes not only what participants will do, but when and 

how often; provide an estimate of the total amount of time the participant will be 

involved in the study.  Any questionnaire, survey form, interview guide, specific 

assessment or cover letter must be attached. 
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Participants will complete an educational learning module through the project agency’s 

online learning module platform that includes information on sexual assault, treatment, 

and resources for the provider to access as they see fit. Participants will complete the 

pretest, work through the module, and then immediately take a posttest to assess what 

was learned during the module. They will answer true/false questions as well as multiple 

choice questions. Participants will retake the posttest until they achieve an 80% to pass 

the module. There will be three weeks to complete the module and it is estimated that the 

module will take participants about 15 minutes to complete. In addition, treatment 

guidelines will be posted in the clinic. The guidelines include how to access SANE 

documentation, injuries to look for, how to discuss crucial topics, a list of local and 

national resources, and tips for documentation. These guidelines will be available on 

laminated cards in the clinic and will either be in provider rooms or exam rooms. Two 

months after the guideline implementation, a questionnaire will be emailed to the 

participants to assess their use of the guidelines, including ease of use, and ask for 

comments regarding the guidelines. The participants will have three weeks to complete 

this questionnaire, which will take about 5-10 minutes to complete. The participants will 

be involved in the study for a total of approximately 3 months. 

   

4. A description of the benefits of the research to the human participants in the proposed 

study, if any, and of the benefits to human or scientific knowledge. 

 

This quality improvement project offers no direct benefit to participants; however, it is 

possible that provider confidence in their practice will increase and the health outcomes 

of survivors of sexual assault will improve.  

 

5. A description of the risks and discomforts, if any, to the participants.  Risks or 

discomforts may be physical, psychological, or social.  Some research involves neither 

risks nor discomforts, but rather violations of normal expectations of daily life.  Such 

violations, if any, should be specified. 

 

This project poses minimal risk on participants. The module they are asked to complete 

along with the tests attached will take approximately 10-15 minutes to complete based on 

provider comfort with the information. Participants will have to take time out of the 

practice to look over the guidelines when meeting with a sexual assault survivor so 

workflow may be interrupted. It should also be acknowledged that the topic of sexual 

assault can be upsetting and cause distress for individuals. Participants will be given 

information on how to contact the Employee Assistance Program (EAP) as well as a local 

crisis hotline number that they can contact if the topic of this project causes them distress.  

 

6. A description of the means to be taken to minimize each risk or violation, including the 

means by which the participant’s personal privacy is to be protected and confidentiality 

of information received maintained (e.g., disposition of questionnaires, interview notes, 

recorded audio or video tapes, etc.) 

 

To mitigate the distress that can result from discussing sexual assault, the treatment and 

facts on what can be done by providers will be the main focus of the module. There will 
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be information on how to access the Employee Assistance Program (EAP) at the project 

agency as well as the contact information for a local crisis hotline if the participant feels 

distressed. To mitigate work disruption, the guidelines will be concise in order to get the 

point across while not taking participants away from their work. The participants will be 

informed before starting the module that they are able to withdraw their participation in 

this project at any time.  

 

7. Consent, as a process, is successful when: 1) a potential participant is provided with all 

the information that is needed to make an informed decision about whether to 

participate; 2) the information is provided such that the individual fully comprehends the 

research activity including details about what they will be asked to do; and 3) the 

individual’s decision to participate is voluntary.   

 

A copy of the consent form that is to be used with the participants must be attached. This 

may be an adult consent form, parental permission form, children’s assent form, or some 

combination. The College of St. Scholastica should appear as a heading on the form; 

include the project title at the top of the form.  Include a description of the study 

procedures in nontechnical language. It should also include statements about benefits and 

risks; if risks are present, describe steps that will be taken to minimize those risks. Also, 

provide a statement informing the participant that they may withdraw their participation 

without consequences at any time.  Note also the steps taken to protect participant’s 

personal identity and treat collected information with confidentiality.  For research 

involving physical and emotional risks, a statement as to the availability or non-

availability of treatment for injuries, infections, illness resulting from the research must 

be provided.  Consent forms and data must be retained securely for a minimum of three 

years. See the required list of basic elements of all consent forms below. 

 

See Appendix A for Informed Consent Form  

 

 

8. Copies of letters of affiliation or permission.  The most common letter of affiliation is 

that obtained from an authority figure at the site (e.g. hospital administrator or school 

principal) who is capable of granting permission to conduct research at their institution. 

This form is required when research activity (data collection) occurs away from The 

College of St. Scholastica campus. This form must be signed and turned in prior to 

receiving IRB approval. 

 

This letter of permission from the project agency has been uploaded into the IRB Net 

portal to be submitted with this application.  

 

 

9. If deception of participants is viewed as necessary, a justification for such deception must 

be provided. Debriefing must also be included in the methodology. 

 

No deception in this project.  
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10. Provide the name of any professional document(s) that will guide your ethical 

responsibilities to protect participants in this research project.  

 

ANA Code of Ethics Provision #5- The nurse owes the same duties to self as to others, 

including the responsibility to promote health and safety, preserve the wholeness of 

character and integrity, maintain competence, and continue personal and professional 

growth.  

 

American College of Obstetricians and Gynecologists- The Role of Obstetrician-

Gynecologists in Supporting Survivors of Sexual Assault (Policy Statement)    
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38 

 

 

Appendix B 

 

Guideline Questionnaire 

 

1. Did you review the PowerPoint presentation sent to you in the recruitment email? 

a. Yes  

b. No  

2. If yes, did you find the information relevant to the topic and your clinical practice? 

a. Yes  

b. No  

3. Have you used the guidelines in your clinical practice?  

a. Yes  

b. No  

c. I did not have the opportunity to use them  

4. How likely are you to continue using these guidelines in your clinical practice? 

a. Very Unlikely  

b. Unlikely  

c. Neutral 

d. Likely  

e. Very Likely  

5. How likely are you to recommend these guidelines to other providers in your practice?  

a. Very Unlikely  

b. Unlikely  

c. Neutral 

d. Likely  

e. Very Likely  

Rate your level of agreement with the following statements  

1. Having these guidelines available for use increased my confidence when providing care 

to sexual assault victims 

a. Strongly Disagree 

b. Disagree 

c. Neutral  

d. Agree 

e. Strongly Agree  

2. The guidelines were easy to use  

a. Strongly Disagree 

b. Disagree 

c. Neutral  

d. Agree 

e. Strongly Agree  

3. I am satisfied with the content in the guidelines and their application to my practice  

a. Strongly Disagree 

b. Disagree 

c. Neutral  

d. Agree 

e. Strongly Agree  
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Do you have any comments/recommendations for the future use of sexual assault treatment 

guidelines in the OB-GYN practice?  

- Space provided for open ended comments from participants  
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Appendix C  

 

Guidelines 

 

SANE Nurse Documentation  

 

- Documentation on the full head to toe physical exam and pelvic exam when the patient 

comes to the emergency room  

- Documentation injuries and photographs when necessary  

- Collects swabs, blood, and urine for STI, HIV, and hep B 

- Documentation is scanned into EPIC system (need to clarify again exactly where)  

 

Script Tips  

 

- Screen every woman for sexual assault history  

o Saying it is a standard to ask every patient may help if they are uncomfortable 

with the question (ACOG, 2021) 

o Examples 

▪ Has anyone ever touched you against your will or without your consent? 

▪ Have you ever been forced or pressured to engage in sexual activities 

when you did not want to? (ACOG, 2021)  

- Trauma reaction is unique to everyone such as  

o Irritability, agitation, anxiousness, depression, having outbursts, cannot 

concentrate during conversation, blaming themselves    

- Offer choices during the visit as much as possible  

- Encourage their strength and resilience for seeking care (ACOG, 2021)  

o Encourage follow up- repeat STI testing, complete vaccine series, monitor side 

effects of medications, track progress of any (Crawford-Jakubiak et al., 2017)  

- Offer a local and national resource sheet and discuss counseling options if needed  

 

 

Documentation  

 

- Document the patient demeanor (U.S. Department of Justice, 2013)  

- Photograph injuries if necessary 

o Educate patient as to why a picture is needed 

o Used as a comparison for injury progress  

- Be as descriptive as possible when describing an injury- tender, indurated, color of 

ecchymosis, size, etc. (WHO, 2003)  

- Issues when saying “consistent with” or “inconsistent with” history of assault when 

documenting injury  

o History is crucial 

o Can say “consistent with a penetrating sexual activity” (Crawford-Jakubiak et al., 

2017)  

- Document resource and counseling referrals (WHO, 2003)  
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Things to Look for on Exam and To Ask  

 

- Limit interruptions 

o something to put on the door to know not to come in. (U.S. Department of Justice, 

2013) 

- Avoid repeated interview questions if possible to decrease retraumatization 

o When assault happened, pertinent medical history, recent sexual contact, assault 

related history (U.S. Department of Justice) 

- Pregnancy conversation 

o If seen within 5 days of assault- can offer emergency contraception (progestin 

only recommended)  

o If seen after 5 days of assault- return for pregnancy testing if they miss next 

menstrual period 

- STI 

o retesting  

▪ STI can take up from 3 days to 3 months to incubate- important to retest 

(WHO, 2003)  

o Risk increases with skin cut/tear, abrasion, and multiple assailants (Bates, 2021)  

o Empiric antibiotics is recommended for prophylactic treatment of chlamydia, 

trichomonas, gonorrhea (Crawford-Jakubiak et al., 2017) 

- HIV post exposure prophylaxis  

o If this was chosen to start in the emergency room, ensure that they are taking it 

and will continue to take for the full 28-day treatment (WHO, 2003)  

- Physical Exam with Pelvic Exam  

o Tell them what to expect and what you are doing throughout the exam 

o Think about having the patient in a modified position during the pelvic exam if 

the typical positioning is uncomfortable for them  

o Never force an exam- if they decline it or want to stop the exam before 

completion it can be done at the next visit (Ray & McEneaney, 2014)  

o Limit time spent doing the pelvic exam as best as you can to avoid 

retraumatization (ACOG, 2021) 

- Common issues to watch for with forced penetration  

o UTI, fibroids, pelvic pain, vaginal bleeding 

o Can show up long after the assault so may not make an immediate connection 

▪ Why history is crucial (Ray & McEneaney, 2014)  

o Uncommon symptoms to make you think sexual assault  

▪ Pelvic pain, dysmenorrhea, and sexual dysfunction (ACOG, 2021)  

- Injury assessment  

o Wound treatment? Antibiotics? Med for pain relief? (WHO, 2003)  

o Look for bruises/abrasion/redness on thighs, upper arms, face, and neck  

o Common sites of injury- breasts, external genitalia, anus, rectum, and vagina 

(Bates, 2021)  

- Recommended follow up times  

o 2 weeks – assess injury healing, photograph injuries if needed, STI testing discuss 

any results, pregnancy discussion, assess emotional state, vaccines if needed 



42 

 

 

o 3 months- HIV/STI testing, assessing any injuries as well as emotional state  

o 6 months- HIV testing, vaccines if needed, assess emotional state (WHO, 2003) 

 

Resources  

 

- Bates, C. K. (2021). Evaluation and management of adult and adolescent sexual assault 

victims. UpToDate. Retrieved from https://www.uptodate.com/contents/evaluation-and-

management-of-adult-and-adolescent-sexual-assault-

victims?topicRef=2721&source=see_link  

- Committee on health care for underserved women. (2021). Caring for patients who have 

experienced trauma. American College of Obstetricians and Gynecologists, 137(4), e94-

e99.  

- Crawford-Jakubiak, J.E., Alderman, E.M., & Leventhal, J.M. (2017). Care of the 

adolescent after an acute sexual assault. American Academy of Pediatrics, 139(3), e1-e14.  

- U.S. Department of Justice Office on Violence Against Women. (2013). A national 

protocol for sexual assault medical forensic examinations: Adults/adolescents (2nd ed.). 

https://www.ojp.gov/pdffiles1/ovw/241903.pdf.  

- World Health Organization. (2003). Guidelines for medico-legal care for victims of 

sexual assault violence. World Health Organization Publishing.   
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Appendix D 

 

Recruitment Email  

OB-GYN Provider,  

 

My name is Tera Sabatino, and I am a graduate student in The College of St. Scholastica’s 

Doctor of Nursing Practice Program. I was lucky to meet some of you in the clinic during my 

Women’s Health clinical with Eileen Scaringi as my preceptor. I want to thank you for 

welcoming me into the clinic and allowing me to learn from you. I have been working with Beth 

Young, Jennifer Baumann,  and Meghann Redden to create a quality improvement project to take 

place within the OB-GYN clinic. Through discussion and literature review, the topic of sexual 

assault and follow up treatment was a gap in care due to lack of education, training, and practice 

guidelines. Sexual assault victims can experience lifelong physical and emotional effects if not 

treated appropriately, and providers have the chance to provide high quality care and work 

alongside the patient to build trust and a treatment plan for recovery.  

 

The goal of this project is to improve provider competence regarding sexual assault and 

treatment through education and treatment guidelines. The education will take place through a 

presentation emailed to you that will include information regarding sexual assault, treatment, and 

the guidelines that will be implemented into practice. The treatment guidelines that will be 

implemented into the clinic for provider use will be concise and provide information on how to 

find SANE nurse documentation, patient interview tips, documentation tips, and points to focus 

on during the exam. The goal would be to have these guidelines in practice for 2-3 months and 

then assess through a questionnaire the ease of use, pros and cons, and if providers believe that 

these guidelines should be continued in practice. 

 

We believe this project will increase provider competence and confidence in the topic thanks to 

background education as well as having a quick resource available when treating sexual assault 

victims. This will then benefit sexual assault victims as they will be receiving more standardized 

care when going through a difficult and distressing time and increase their trust within healthcare 

to return for follow-up care. I hope you will consider participating in this project, and I look 

forward to working alongside you to learn more about this topic as well as improve the lives of 

sexual assault victims.  

 

If you would like to participate, please complete the attached informed consent and return to 

tsabatino@css.edu or Meg Redden in the clinic.  

 

Thank you for your consideration, 

 

Tera Sabatino, BA, BSN, RN, DNP Candidate  

 

 

 

 

 

 

mailto:tsabatino@css.edu
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Appendix E 

 

Informed Consent  

Participant Consent Form  

The College of St. Scholastica Graduate School of Nursing  

Improving Provider Competence in Sexual Assault Treatment Through Education and Guideline 

Implementation  

Informed Consent  

You have been invited to participate in a quality improvement project within the OB GYN clinic 

to improve provider confidence and competence in treating sexual assault victims through 

education and the use of treatment guidelines in practice. Using evidence-based guidelines when 

treating patients helps ensure that all patients are receiving the same care and that providers have 

access to tools that help guide them through their practice. You were selected as a possible 

participant because you are a provider within the project agency’s OB-GYN clinic that would 

treat sexual assault victims who come to the clinic for follow up treatment. The clinical project 

coordinator is Tera Sabatino, a graduate student at The College of St Scholastica. I ask that you 

read this consent form and reach out if you have any questions before you agree to join the 

project.  

 

Project Purpose  

This project aims to improve provider knowledge of sexual assault and sexual assault treatment 

as well as provide guidelines to use in practice that will increase their competence when working 

with sexual assault victims.  

 

Project Procedure  

You will be asked to participate in this project in the following ways: 

1. Review a recruitment email that invites you to review an educational presentation created 

by the clinical project coordinator, Tera Sabatino, with the guidance of registered nurse 

and SANE, Jennifer Baumann.  

2. Treatment guidelines will then be implemented into the clinic in the provider rooms. 

They will be in the form of laminated cards so you can easily and quickly note the 

information that you need to remember when going into an exam room to treat a sexual 

assault victim.  

3. After 2-3 months of treatment guidelines in the clinic, you will be given a questionnaire 

to complete that asks various questions regarding your use of the guidelines.   

 

Project Risks/Discomforts  
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This project poses minimal risk on participants. The presentation that you agree to review will 

take approximately 10 minutes to complete based on provider comfort with the information.  

Participants will have to take time out of the practice to look over the guidelines when meeting 

with a sexual assault victim so workflow may be interrupted. It is also important to know that 

discussing the topic of sexual assault can be distressing. To mitigate the distress that can result 

from discussing sexual assault, the treatment guidelines and information on what can be done by 

providers will be the focus of the presentation. There will be information on how to access the 

Employee Assistance Program (EAP) at the project agency as well as the contact information for 

a local crisis hotline if the participant feels distressed. To mitigate work disruption, the 

guidelines will be concise to get the point across while not taking participants away from their 

work. The participants will be informed before reviewing the presentation and guideline 

implementation that they are able to withdraw their participation in this project at any time.  

 

Benefits of the Project  

It is possible that this project may increase your confidence and competence when caring for 

sexual assault victims because of the guidelines available for use in your practice. You may 

begin to feel more comfortable in what exam points to focus on as well as increase confidence in 

interview skills. However, these potential benefits cannot be guaranteed. There are no monetary 

benefits from this project  

 

Confidentiality  

The treatment guideline questionnaire will be anonymous as it will be a physical questionnaire to 

fill out and name is not included.  

 

Voluntary Nature of the Project  

Participation in this project is voluntary. Your decision whether or not to participate in this 

project will not affect your work at the project agency or any relationship you might have with 

The College of St. Scholastica. If you decide to participate in this project, you are free to stop 

participating in the project at any time.  

 

The clinical project director is Tera Sabatino, a graduate student at the College of St. Scholastica. 

You may reach out to her with any questions you have by email: tsabatino@css.edu.  

 

If you have any questions or concerns regarding this project and would like to talk to someone 

other than the project director, you are encouraged to contact the following individuals: 

 

∙ Project Advisor: Lisa Starr, DNP, MSN, APRN, WHNP-BC, lstarr@css.edu  

∙ Department Chair: Julie Honey, DNP, PNP, APRN, FNP;  jhoney@css.edu 

∙ School of Nursing Dean: Sheryl Sandahl, PhD, DNP, APRN; ssandahl@css.edu  

∙ Chair of College Institutional Review Board: Steven Cope ScD, scope@css.edu  

 

You will be given the option to print a copy of this form to keep for your records.  

mailto:lstarr@css.edu
mailto:ssandahl@css.edu
mailto:scope@css.edu
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Your signature below indicates that you have read and understand the information in this consent 

form and that you want to participate in this study.  

 

___________________________       

 

Printed Name of Participant                

 

___________________________     ________________ 

 

Signature of Participant                     Date Signed  

 

___________________________      _______________ 

Signature of Project Leader  Date Signed  
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Appendix F 

 

Agency Approval Letter 
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Appendix G 

 

Literature Review Matrix 

Citation 

 

 

  

Purpose Research 

Design 

Methodology  Findings  Conclusion Critical 

Appraisal 

Rating  

Ackerman, D.R., 

Sugar, N.F., Fine, 

D.N., & Eckert, L.O. 

(2006). Sexual assault 

victims: Factors 

associated with 

follow-up care. 

American Journal of 

Obstetrics & 

Gynecology, 194, 

1653-1659. 

https://doi.org/10.1016

/j.ajog.2006.03.014  

 

To describe 

patient, assault, 

and 

examination 

characteristics 

associated with 

compliance 

with follow-up 

in sexual assault 

victims  

Retrospective 

cohort study 

812 women 

who 

presented to 

an urban 

hospital after 

sexual 

assault over a 

36-month 

period 

comparing 

those who 

did and did 

not follow-up 

by using 

standardized 

history, 

examination, 

and data 

collection 

forms 

288 

women 

attended 

follow up  

 

Young 

age, 

assault at 

home, 

amnesia, 

alcohol 

use, 

genital 

trauma, 

and use of 

post 

examinati

on 

medicatio

ns were 

associated 

with 

greater 

follow up  

 

Homeless

ness, 

psychiatri

c 

diagnosis, 

assault by 

intimate 

partner, 

and 

cocaine 

use were 

associated 

with less 

follow up 

Study was 

able to 

identify 

factors that 

positively 

and 

negatively 

affected 

sexual 

assault 

victims 

seeking 

follow up  

 

May help 

inform care 

strategies 

designed to 

improve 

follow up  

Level 4 
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Alvidrez, J., 

Shumway, M., 

Morazes, J., & 

Boccellari, A. (2011). 

Ethnic disparities in 

mental health 

treatment 

engagements among 

female sexual assault 

victims. Journal of 

Aggression, 

Maltreatment, and 

Trauma, 20, 415-425. 

https://doi.org/ 

10.1080/10926771.20

11.568997.  

 

Examining 

ethnic 

differences in 

treatment needs 

and engagement 

when receiving 

mental health 

treatment after 

sexual assault  

Descriptive 

study  

104 

ethnically 

diverse 

women were 

offered 16 

free 

counseling 

services 

following a 

sexual 

assault at a 

mental health 

clinic 

associated 

with where 

they received 

acute 

medical 

treatment  

Black 

women 

were less 

likely than 

white 

women to 

engage in 

treatment 

a year 

after 

following 

up 

Ethnic 

differences 

in help 

seeking 

after sexual 

assault are 

not solely 

explained 

by 

differences 

in access 

 

Need to 

assess 

further 

barriers to 

mental 

health care  

Level 6 

Britton, D.J., Bloch, 

R.B., Strout, T.D., & 

Baumann, M.R. 

(2013). Impact of a 

computerized order set 

on adherence to 

centers for disease 

control guidelines for 

the treatment of 

victims of sexual 

assault. The Journal of 

Emergency Medicine, 

44(2), 528-535. 

https://doi.org/10.1016

/j.jemermed.2012.06.0

16  

 

Determine the 

effect of a 

standard, 

computerized 

order set for the 

treatment of 

adult victims of 

sexual assault in 

compliance 

with current 

CDC guidelines  

Quasi-

Experimental 

Design 

Pretest (322 

compliance) 

and posttest 

(131 

compliance)d

esign before 

and after 

order set 

implementati

on  

Preinterve

ntion 

complianc

e 4.4% 

and post 

interventio

n 

complianc

e was 

82.4%, 

statisticall

y 

significant  

 

Overall 

complianc

e with 

CDC 

pharmacol

ogical 

recommen

dations 

was 

26.9% 

 

Implement

ation of 

computeriz

ed standard 

order set 

for 

treatment 

of sexual 

assault 

victims 

significantl

y improved 

provider 

compliance 

with CDC 

treatment 

guidelines  

Level 3 
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Darnell, D., Peterson, 

R., Berliner, L., 

Stewart, T., Russo, J., 

Whiteside, L., & 

Zatzick, D. (2015). 

Factors associated 

with follow-up 

attendance among rape 

victims seen in acute 

medical care. 

Psychiatry, 78, 89-

101. https://doi.org/ 

10.1080/00332747.20

15.1015901.   

 

Identify factors 

associated with 

follow up care 

after sexual 

assault to help 

create linkage 

strategies  

Correlational 

Design 

Cohort Study  

Analyze 

administrativ

e, patient 

self-report, 

and provider 

observational 

data  

521 sexual 

assault 

victims- 

28% 

attended 

follow up 

appointme

nts  

 

Current 

mental 

illness, 

being 

assaulted 

public 

were 

associated 

with 

reduced 

odds of 

follow up  

 

Prior 

mental 

health 

condition, 

complete 

SANE 

exam, and 

support 

increased 

odds of 

attending 

follow up  

Able to 

identify 

factors that 

reduce 

odds of 

patient 

follow up 

and create 

services to 

help link 

care for 

these 

patients 

 

Assess the 

possibility 

of creating 

alleviate 

service 

delivery 

models to 

engage and 

support 

survivors  

Level 4 

Du Mont, J., Solomon, 

S., Kosa, S.D., & 

Macdonald, S. (2018). 

Development and 

evaluation of sexual 

assault training for 

emergency department 

staff in Ontario, 

Canada. Nurse 

Education Today, 70, 

124-129. 

Assess the 

efficiency of a 

training in 

improving 

competence to 

address asexual 

assault among 

ED staff  

 

Compare in-

person and 

Randomized 

control trial 

1564 staff 

participated 

in either in-

person(828) 

or online 

(736) 

training 

sessions  

 

87% 

completed 

both pre and 

Mean gain 

in 

knowledg

e and 

skills 

higher in 

in-person 

trainings 

and were 

more 

satisfied 

with the 

Overall 

training led 

to 

immediate 

improveme

nts in ED 

staff 

perceived 

understandi

ng and 

ability to 

address 

Level 2 
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https://doi.org/10.1016

/j.nedt.2018.08.025.  

 

online training 

modalities  

posttest 

questionnaire  

training 

overall  

needs of 

survivors 

of sexual 

assault  

 

Particular 

advantages 

of in 

person 

training  

Gilles, C., Manigart, 

Y., Rousseau, C., 

Libois, A., Gennotte, 

A.F., & Rozenberg, S. 

(2019). 

Implementation of a 

protocol and staff 

educational sessions 

improves the care of 

survivors of sexual 

assault. Maturitas, 

124(2019), 39-42. 

https://doi.org/ 

10.1016/j.maturitas.20

19.03.004.  

 

Analyze 

whether the 

implementation 

of a new 

protocol and 

educational 

sessions for 

staff increased 

proportion of 

patients who 

receive optimal 

care  

Cohort Study 362 chart 

reviews of 

sexual 

assault 

victims 

presenting to 

the ED over 

a five-year 

period  

93% of 

charts 

reviewed 

revealed 

that all 

required 

procedure

s were 

done for 

patient  

 

90% of 

patients 

received 

all 

required 

preventati

ve 

measures  

Protocols 

and 

educational 

sessions 

are viable 

options for 

improveme

nt of 

standard 

care for 

patients  

Level 4 

Hegarty, K., Tarsi, L. 

Hooker, L., & Taft, A. 

(2016). Interventions 

to support recovery 

after domestic and 

sexual violence in 

primary care. 

International Review 

of Psychiatry, 28(5), 

519-532. 

http://dx.doi.org/10.10

80/09540261.2016.12

10103.  

 

Identify 

intervention 

studies relevant 

to recovery 

from domestic 

and sexual 

assault violence 

in primary care  

Systematic 

review  

Use of 

existing 

systematic 

reviews from 

2013-2015 

that were 

relevant in 

interventions 

used in 

primary care 

relevant to 

sexual 

assault 

victim 

recovery  

Interventi

ons 

usually 

include 

trauma 

informed 

care and 

models to 

support 

recovery  

 

Holistic 

healing 

models 

have not 

been 

formally 

Further 

research 

into what 

supports 

women and 

their 

children on 

trajectory 

of recovery 

from 

domestic 

and sexual 

violence is 

urgently 

needed  

Level 5 
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tested but 

show 

promise  

Nathan, S., & Ferrara, 

M. (2020). An 

innovative trauma-

informed curriculum 

for sexual assault care. 

Educational 

Innovations. 

https://doi.org/10.3928

/01484834-20200520-

07. 

Implement 

trauma 

informed care 

curriculum into 

nursing 

education  

Cohort Study Create and 

distribute a 

2-day course 

training 

providers and 

students  

 

Didactic and 

simulation 

exercises 

included in 

course  

Course 

increased 

participant 

knowledg

e of how 

to provide 

trauma 

informed 

care to 

sexual 

assault 

victims  

Comprehen

sive sexual 

assault care 

curriculum 

and use of 

standardize

d patient to 

develop 

trauma 

informed 

communica

tion skills 

is effective 

and 

acceptable 

for learners  

Level 4 

Sachs, C.J., Benson, 

A., Schriger, D.L., & 

Wheeler, M. (2011). 

Reliability of female 

genital injury 

detection after sexual 

assault. Journal of 

Forensic Nursing, 7, 

190-194. 

https://doi.org/10.1111

/j.1939-

3938.2011.01117.x. 

 

Establish inter-

rater reliability 

for genital 

injury detection 

among 

experienced 

forensic sexual 

assault 

examiners 

 

Cross 

sectional 

observation 

study  

8 sexual 

assault 

examiners  

 

Viewed 2-4 

images from 

50 cases  

 

Each image 

rated by 4 

examiners  

Perfect 

agreement 

in 60 

cases  

 

Overall 

agreement 

was 82%  

 

Highly 

experience

d 

examiners 

tended to 

agree with 

each other 

(86%)  

 

Moderate 

inter-rater 

agreement 

in 

assessment 

of female 

genitalia 

injuries  

Level 4 
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Appendix H 

 

 Module Questions  

 

1. How many women will experience rape or attempted rape in their lifetime?  

a. 1/10 

b. 1/2 

c. 1/6 

d. 1/15 

2. Provider documentation in a patient’s chart can be used in court cases.  

a. True or False 

3. Every sexual assault victim receives prophylactic antibiotic treatment for STIs? 

a. True or False 

4. SANE nurse documentation contains all of the following except?  

a. Pelvic exam findings  

b. Order labs and medications  

c. Photographing injuries  

d. Collecting blood and urine samples  

5. Trauma informed care (MC) 4 C’s involved in trauma care 

a. Calm, contain, care, cope 

b. Calm, Contain, content, cope 

c. Calm, careful, communication, cope 

d. Calm, confidence, communication, comfort  

6. Resources in St Louis County  

a. Safe Haven  

b. PAVSA- Program for Aid to Victims of Sexual Assault  

c. CASDA- Center against Sexual and Domestic Abuse  

d. All of the above 

7. What are helpful ways to keep a sexual assault victim comfortable and feel safe during a 

follow up exam?  

a. Explain to them the procedures before you start 

b. Ask the patient permission before initiating contact  

c. Inform patient that the interview and exam have to be completed in a certain 

sequence  

d. Allow patient to stop exam and interview at any time  

e. To have a thorough visit, the patient must re-explain the situation again as she did 

in the emergency room  

f. All but C and D 

g. All but C and E 

h. All of the above  

8. If an STI test was completed in the emergency room, then a follow up STI test does not 

need to be completed 

a. True or False  

9. If a woman is not coming to the clinic for follow up after a sexual assault, a provider does 

not need to inquire about a possible sexual assault history.  

a. True or False  
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10. All of the following are nonspecific symptoms that can be a result of a sexual assault 

except:  

a. Urinary tract infection  

b. Fibroids  

c. Diarrhea  

d. General pelvic pain  

 

 


