Barriers to care for sexual
assault survivors of
childbearing age:

An Integrative review

By Michelle L. Munro, PhD, CNM, FNP-BC orwomen in the United
States, one of the most

likely causes of severe
psychological trauma is sexual

Research indicates that only a small fraction of sexual

assault survivors seek comprehensive care—including assault, defined as unwanted
physical and mental healthcare, forensic evidence sexual contact in any form that
” ti icti . d I | t ft h occurs without a person’s con-
collection, victim services, and legal support—after the sent.12 Survivors of a completed
assault. This integrative review was conducted to identify rape have a 32%-80% incidence
barriers that may be keeping sexual assault survivors of of posttraumatic stress disorder

(PTSD), versus a rate of 9%-15%
in the general population.3-6 In
addition to psychological harm,
sexual assault survivors may ex-
perience physical consequences
such as bodily injury, sexually
transmitted infections (STls),
and pregnancy. In the immedi-
ate aftermath of a sexual assault,
about half of survivors show evi-
dence of physical trauma, up to
30% contract an STI, and 5% be-
come pregnant.’.8 Furthermore,
survivors are up to 9 times more
likely than the average woman
to attempt suicide. Despite
these potential health risks, a
major gap exists between re-
ported rates of sexual assault
and rates of comprehensive care
seeking following the assault.

childbearing age from receiving such comprehensive care.

Kev worps: sexual assault, barriers to care, comprehensive care

Statement of the problem
In this country, 1 of every 4-5
women is raped in college,10.11
and lifetime prevalence of rape is
1in 6-10 women.1.12 Following
sexual assault, women may have
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a need for comprehensive care
provided at a rape crisis center or
hospital emergency department
(ED)—ideally by a specially
trained sexual assault nurse ex-
aminer (SANE). Recommended
comprehensive care following a
sexual assault includes treatment
of physical injuries and other se-
quelae, pregnancy prevention,
STl screening and treatment, psy-
chological support and care for
potential PTSD, forensic evidence
collection, victim services, and
legal support.1.13-16

Many sexual assault survivors
do not receive the comprehen-
sive care they need. In one
analysis of post-assault care
seeking, only one-third of rape
survivors sought assistance from
one or more of the following: the
legal system, the medical sys-
tem, the mental healthcare sys-
tem, a rape crisis center, and/or
the religious community.17 An-
other report indicated that 4 mil-
lion U.S. women have not re-
ceived medical attention
focused on preventing or treat-
ing the physical and emotional
effects of rape.8

The author conducted an inte-
grative literature review to ascer-
tain the barriers that may be
keeping childbearing-age
women from seeking compre-
hensive care following sexual as-
sault. The review was focused on
survivor, advocate, healthcare
provider (HCP), police, and stu-
dent perspectives.
Method—Five steps were
used: problem identification, lit-
erature search, data evaluation,
data analysis, and presenta-
tion.18 An integrative review was
appropriate because of the mix
of quantitative and qualitative

data that were available.18,19

Problem identification. The
author analyzed empirical stud-
ies and national surveys com-
pleted between 1990 and 2012.
The research question guiding
the review was “What are the
barriers that may prevent sexual
assault survivors of childbearing
age from receiving comprehen-
sive care?”

Literature search. The review
was conducted at a university li-
brary using the search terms sex-
ual assault, rape, barriers to care,
barriers, inhibitors, impede, com-
prehensive care, health care, and

ollowing sexual
assault, women

should receive

at a rape
Crisis center or
hospital ED.

health care access. The search uti-
lized a variety of databases. Na-
tional surveys were identified
separately by searching national
websites. Only studies whose
purpose was to identify barriers
to care for sexual assault sur-
vivors of childbearing age were
included. These studies had to
be written in English in the form
of scholarly works, dissertations,
or qualitative or quantitative re-
search. Excluded were papers
unrelated to the research ques-
tion, commentaries, literature re-
views, and papers not written in
English.

The initial search elicited 220
articles with the following distri-

20 November 2014 Women's Healthcare

bution: Cochrane Database of
Systematic Reviews (n = 3),
CINAHL (n = 12), EMBASE (n =
101), ISI Web of Knowledge (n =
52), PubMed (n = 37), and
PsycINFO (n = 15). Many of these
220 articles were duplicates, and
only 11 met all inclusion criteria.
By hand-searching the refer-
ences of these 11 articles, the
author found 1 additional article
for inclusion, resulting in a total
of 12 empirical articles. In addi-
tion, 4 national surveys de-
scribed in 6 different reports met
inclusion criteria.

Data evaluation and analysis.
Data extraction for the 4 nation-
al surveys and 12 empirical stud-
ies was conducted with use of
a table to identify key compo-
nents. The author extracted data
about the sample, study design,
outcomes measured, instru-
ments utilized, results related to
the research question, validity,
and notes. Results related to
the research question were re-
viewed for common themes us-
ing a technique similar to the
constant comparative method
of analysis outlined by Glaser.20
This technique entailed reading
through the results to glean
general thoughts, followed by a
line-by-line review to evaluate
for general themes using a col-
or-coding system. Further re-
view elicited core themes. The
data were reviewed again to
find commonalities in themes
among the studies. Finally, the
data were compiled into over-
arching themes related to the
research question and assessed
for the information they repre-
sented.

Whittemore and Knafl'8 not-
ed that the diverse array of pri-
mary sources in an integrative
literature review increases the
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Author(s), year, study

Study characteristics,
total sample size

Results

Kilpatrick et al, 199222

National Women'’s Study

Two-year longitudinal study with
a cross-section of the U.S. adult
female population (n = 2,008)
and an oversample of women
aged 18-34 (n = 2,000);

N = 4,008

Rape survivors feared STls, HIV/AIDS, becoming
pregnant, their family or others finding out, others
thinking that the assault was their fault, and/or their
identity becoming public knowledge.

Resnick et al, 20008

Additional analysis of
the National Women'’s
Study

Secondary analysis of 2-year
longitudinal stuJ;/QQ with a
subgroup of women who

completed Wave 3 data collection;
focused on factors influencing why

respondents did not receive

medical care; N = 3,006

Respondents identified concerns about rape-related STls,
HIV/AIDs, and pregnancy; and voiced Fgors of others
knowing, being blamed, and/or having their names
made public.

Tiaden & Thoennes,
20061

National Violence
Against Women Survey

Used a computer-assisted
telephone interviewing system
to conduct inferviews with men
(n = 8,000) and women

(n = 8,000); purpose was to
measure the extent of violence
against women; N = 16,000

The three most common reasons for not reporting a
roEe to the police included fear of the rapist, feeling
ashamed or embarrassed, and that the incident was
minor and not a crime or a police matter.

Fisher et al, 200010

National College Women
Sexual Victimization
Survey

Randomly selected national
sample of college women
surveyed about sexual
victimization that occurred since
they had begun school;

N = 4,446

Most respondents cited that they did not want to
report the incident to police because they were
concerned about their family or others finding out,
lack of proof that the incident happened, fear of
reprisal by the assailant, anticipation that the police
would not view the incident as serious enough, and/or
fear of being treated hostilely by the police.

Kilpatrick et al, 200723

Drug-Facilitated,
Incapacitated, and
Forcible Rape:

A National Study

National telephone sample of
U.S. women (n = 3,001) and
college women (n = 2,000);
focused on barriers to reporting
to the police; N = 5,001

Fifty percent or more of the survivors reported barriers
of reporting to the police related to not wanting family
or others to know about the rape, fear of retaliation
by the assailant, and lack of proof; other barriers
included fear of bad treatment by the criminal justice
system, lack of knowledge about how to report, lack
of certainty that a crime was committed, and belief that
the event was not serious enough to warrant reporting.

Wolitzky-Taylor et al,
20112

Additional analysis of
Drug-Facilitated,
Incapacitated, and
Forcible Rape: A
National Study

Secondary analysis of national
telephone sample of U.S.
women23; N = 3,001

Overall reported prevalence of rape has not
significantly changed in the last decade. Most
commonly cited reasons for not reporting to the
police were fear of reprisal, not wanting family or
others to know, fear of the justice system, and not
knowing how to report.

complexity in evaluating the
quality of the literature. Also, in
an integrative review with a di-
verse collection of studies, vari-
ous threats to internal validity
must be addressed.19.21 These
threats were determined by as-
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sessing the studies’ methodolo-
gy and data relevance.

Results—

National surveys. Four nation-
al surveys were reported in 6 dif-
ferent studies (Table 1).1.2:8,10,22,23

Empirical studies. Table 2 lists

the 12 empirical research studies
that met inclusion criteria. As
shown in Table 3, these studies
used a cross-sectional methodol-
0gy24-29 or a descriptive or ex-
ploratory qualitative method-
ology.30-35 All of the studies’
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Author(s) and year Results Validity Notes
Population, sample

size, study design

Outcome measures

Jones et al, 200924

| do not want the assailant going fo jail*, Strengths: Utilized @ Surveyed women
Police would be insensitive or blame me*, standardized data already attaining
Community-based women | know the assailant*, | was involved in illegal  abstraction form for ~ medical care
presenting to a sexual activity during assault, | am afraid of going to  data collection, used  post-assault
assault clinic or emergency  court/trial, Some people will not believe me,  a pre-ested on why they would
department; N = 152; | have no support from friends/family, | have ~ questionnaire, and not report sexual
cross-sectional survey had a bad experience with police in the past,  addressed potential ossouﬁto the

My family or Fr)iend(s) will be upset, It would limitations. police. Of the

Reasons women gave be just his word against mine, Others will Limitations: Cross- 424 eligible women,

for declining to report think | am responsible, | am concerned that sectional 75% did report
sexual assault to the others will find out about the assault, The to the police.
police details of the assault are unclear, | feel partially

responsible, | have a criminal record or am on
robation, | feel ashamed or embarrassed, |

Eeel anxious, | am afraid of the assailant, |

have been raped/assaulted before, Friend/

family told me not to report

(*indicates a statistically significant reason)

Perceptions of

Kelleher & McGilloway, Survivors’ shame and guilt, naming/ Strengths:
gaps from service

200930 acknowledging of the incident, societal Interviewed a

Irish women who had
worked in the sexual
violence sector; N = 18;
exploratory qualitative
study

Barriers to services

myths around rape

range of sexual-
assault service
providers; findings
are consistent with
past studies
Limitations: Small
sample size

providers

Logan et al, 200432

Women with victimization

(sexual & physical)
histories; N = 128;
exploratory qualitative
study

Affordability: cost

Availability: limited services, difficulty

obtaining an appointment, limited police

availabili

Accessibility: lack of awareness of services/
lack of knowledge, bureaucracy, lack of

qualified and consistentE
fragmented services, lac

of transportation,

Strengths: Large
somp?e size for
qualitative study

with a fairly
heterogeneous
sample that increases
generalizability
Limitations: Focused

Provided service use
for participants over
last 5 years, but did
not specify about
immediate post-
assault service use

Barriers to health/mental  lack of priority, good ol” boys network on perceptions of
health and criminal justice  Acceptability: embarrassment/stigma/blame,  barriers fo care, not
services using the health  lack of efficacy, confidentiality concerns, lack  observed barriers to
services utilization of perceived need for help, gender/power care for physical and
literature's four dimensions issues, perpetrator retaliation, lack of sexual violence

of affordability, availability, resources

accessibility, and

acceptability

*ltalics indicates barriers specific to the criminal justice system.

McGrath et al, 199725 Frustration that survivors would return fo their ~ Strengths: Open- Perceptions of gaps
abusive partners for sexual assault (52%), and closed-format from service
Physicians, residents, nurse  not enough time to handle cases effectively questions; addressed  providers

midwives, nurses, and social (55%), lack of experience (80%), concern limitations of limited

workers in a Level 1 frauma about misdiagnosis (74%), personal demographic data

center, tertiary care pediatric  discomfort (63%), concern about invading Limitations: Cross-

emergency department, and family privacy (57%), unavailability of 24-hour  sectional; addressed

women'’s urgent care in access to the social worker (48%), lack of sexual and physical

New England; N = 207;  police response (53%), reluctance to become  interpersonal violence

cross-sectional survey involved in the justice system (40%)

Barriers to screening and
intervention for domestic
violence and sexual assault
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Author(s) and year Results Notes
Population, sample
size, study design

Outcome measures

Logan et al, 200531

Validity

Did not assess
service use of
participants

Affordability: cost

Availability: limited services, limited police
availability

Accessibility: lack of awareness of services,
misperceptions of services, bureaucracy, staff
incompetence, lack of resources, politics, lack
of priority

Acceptability: shame and blame, lack of
sensitivity, community and family backlash,
confidentiality concerns, loss of trust,
revictimization by the system, lack of efficacy,
fear and misperceptions, fear of perpetrator
refaliation, police and criminal justice attitudes

Strengths: Results
consistent with
researchers’ past
work, participants
from urban and rural
locations increase
generalizability
Limitations: Rela-
tively small

sample size

Women recruited from rape
crisis centers in urban and
rural areas; N = 30;
exploratory qualitative
study

Barriers to health services,
mental health services, and
the criminal justice system
using the health services
utilization literature’s four
dimensions of affordability,
availability, accessibility,

*ltalics indicates barriers specific fo the criminal justice system.
and acceptability

Muganyizi et al, 201133 Two broad themes emerged with six categories Strengths:

describing them: Walking a path of anger and Theoreticall

humiliation: (1) subjected to unreliable services, grounded, Z)cus on

(2) caught in a messed up system, (3) meeting raped women and

unprofessionalism and irresponsibility, their supporters

(4) realizing it is all about the money Limitations: Relied

Managing in the contemporary world: on raped women who

(5) negotiating truths, (6) knowing what attended help centers,

to do constrained fo one
geographic location

All participants had
sought and accessed
Rape survivors and the services
men and women who
supported them during the
process of seeking care in
Tanzania; N = 30 (10 rape
survivors and 20 supporters);
ground theory qualitative

Experiences and responses
of raped women and their
supporters while seeking
legal or healthcare services

Nasta et al, 200526 Strengths: Attained a
fairly heterogeneous
sample from within
one location and

addressed social

Concerns surrounding confidentiality (93%),
issues of fear (92%), embarrassment or

quilt (92%)

Among sample, 38%
were sexual assault
survivors.

Utilization of services
among survivors was

Undergraduate women from
a private Northeastern
university; N = 234; cross-

sectional survey

Barriers to resource use

desirability bias
Limitations: Cross-
sectional

reported as 22% for
on-campus services

and 6% for off-

campus services.

Prospero & Vohra-Gupta,

200827

Undergraduate college

students from a university in
the southern region of the
United States; N = 200;

cross-sectional survey

Reasons for intimate partner

Embarrassment (19%), expense (16%),
ineffectiveness (14%), social stigma (9%)

violence (physical, psychological,

and sexual) victims not

using mental health services

Strengths: Attained a
fairly heterogeneous
sample from within
one location and
addressed social
desirability bias in
limitations

Limitations: Addressed
interpersonal sexual
and physical violence
and was cross-
sectional

Among the sample,
46% were survivors

of sexual victimization.
Of the respondents
who reported some
form ofpvicﬁmizotion
(physical, psycho-
logical, or sexual),
only 16% received
mental health care.
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Author(s) and year Results Validity Notes
Population, sample
size, study design

Outcome measures

Sable et al, 200628

Strengths: Used a survey Did not assess
instrument formulated  survivor status or
from qualitative inter-  service use of
views and pre- festing  sample
Limitations: Convenience

sample of students in

the same class and did

not identify whether

respondents were

survivors or not

For male survivors: shame, guilt, and
embarrassment; confidentiality concerns;
Students from a Midwestern fear of not being believed

university; N = 215; cross-  For female survivors: fear of retaliation;
sectional survey financial dependence on perpetrator/
perpetrator interference in seeking help; does
not want family member or friend to be
prosecuted; lack of resources to obtain help;
cultural or language barriers to obtaining help

Perceived barriers to care
for sexual assault and
rape survivors

Perceptions of gaps

Strengths: Fairly
from service providers

heterogeneous sample
increasing generaliz-
ability among rape
victim advocates and

Ullman & Townsend, 200734  Societal attitudes: denial of rape; race and class
biases; gender and sexual orientation biases;

Rape victim advocates from a disabilities biases

large Midwestern city; N = 25; Organization barriers: lack of funding; environ-

qualitative: grounded theory  mental factors; professionalism issues; racism

exploratory study Staff burnout results consistent with
Direct service barriers: access and availability — past research

Barriers advocates face in their barriers; lack of resources, secondary victimization Limitations: Limited

work and how those barriers geographic

affect survivors' ability to applicability

receive support

Walsh et al, 201029

Undergraduate college
students at a public New
England university, including
some who were survivors

of unwanted contact
(n = 127), survivors

of unwanted intercourse

(n = 26), or friends of

survivors (n = 253); N =

1,230; cross-sectional

Reasons for not using the sexual assault center:
Given by survivors of unwanted sexual
contact: incident was not perceived fo be serious
enough to warrant the use of services (70%);
experience was a private matter (40%)

Given by survivors of unwanted sexual
intercourse: experience was a private matter
(73%); shame or embarrassment (50%);
incident not perceived fo be serious (48%);
concern about others finding out (39%); concern
about negative consequences for perpetrator

(33%); fear of not being believed (30%); hard

Strengths: Attained a
fairly heterogeneous
sample from one
institution and
provided definitions
with survey questions
Limitations: Cross-
sectional; only
addressed a small
number of correlates
related fo knowledge
of barriers to care

Among the survivors
of unwanted sexual
contact, 97% reported
that they did not

use any services.
Among the survivors
of unwanted sexual
intercourse, 94%
reported that they
did not use any
services.

to trust stranger for help (29%); fear of being
blamed for the incident (23%); thought people
Knowledge and likely use of would tell them what to do (20%)

the sexual assault center Given by friends of survivors: experience was
a private matter

survey

Young, 200235 Perceptions of gaps
from service

providers

Strengths: Interviewed
a variety of sexual
assault service
providers
Limitations: Low
generalizability
due to failure to
expound on
characteristics of
sample and due to
limited geographic
location

External Barriers: reporting process; service
provider doubts of the validity of the
accusation; lack of services, including limited
hours of availability; community and/or family
response; reluctance of the service providers
care providers) from the to be involved in the sexual assault cases
southern United States; N = Internal Barriers: acquaintance with the
17; descriptive qualitative  perpetrator; fears of the perpetrator, the
study E)rensic examination, and public exposure;
feelings of vulnerability, guilt, humiliation, or
Existing barriers to reporting embarrassment; impaired cognitive ability due
sexual assault to drinking, drugs, or mental retardation

Sexual assault service
providers (law-enforcement,
social workers, and health-

medical care,25 and sexual as-
sault centers.26.29
Themes. Several themes

research questions elicited the
barriers that prevented sexual
assault survivors of childbearing

age from accessing community
services such as police re-
porting,24 mental healthcare,27
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describing barriers to care
emerged. These themes, subdi-
vided into personal and environ-
mental factors, are described in
detail using the results from all
18 studies—that is, the 6 reports
on national survey data and the
12 empirical studies.

PERSONAL FACTORS. The overarch-
ing theme of personal factors
encompassed barriers to care in-
herent to a survivor herself. This
broad theme included three sub-
factors: emotional states, fear of
external exposure, and lack of
knowledge.

Emotional states. Certain emo-
tional states experienced by a
woman after a sexual assault
could preclude her from seeking
physical, mental, or legal care.
These emotional states were iden-
tified in 11 (61%) of the 18 stud-
ies.1,22,24,26-32,35 Emotional states
most commonly cited as barriers
were shame,24,28-31 embarrass-
ment or humiliation,1.24.26-29,32,35
guilt,26:28:30,35 and self-blame.22.26

Fear of external exposure. Fear
of external exposure was de-
scribed in 12 studies (67%).1.2:8,
10,23,24,26,28,29,31,32,35 Fears cited
by survivors included bad treat-
ment by the criminal justice sys-
tem,210,.23 not being believed,24
28,29 |ack of confidentiality,22.24.26,
28,29,31,32 going to trial,24 the as-
sailant,1,2,10,23,24,28,31,32,35 and
public exposure.829 Fears related
to the assailant involved fear of
retaliation1.10,23,24,28,31,32,35 and’
conversely, the possibility of jail
for the assailant because the sur-
vivor had some type of relation-
ship with the assailant.24 Fear of
public exposure was often cited
by members of groups such as
immigrants, persons with disabil-
ities, sexual minority members,
and racial minority members.28
Many of these women feared

wwwW.NPWOMENSHEALTHCARE.cOm

that their minority status would
bring them greater stigma and
potentially unfair treatment.

Lack of knowledge. Lack of
knowledge regarding post-
assault services was identified as
a barrier to care in 6 studies
(33%).2.23.27,28,31,32 This knowl-
edge deficit encompassed factors
such as not knowing which serv-
ices were needed,31.32 where or
how to get services,223,28,31,32
and how to pay for servic-
€5.27,31,32

ENVIRONMENTAL FACTORS. The
broad theme of environmental
factors captured barriers to care
due to outside forces and not

ack of knowledge
regarding post-

assault services was
identified as a

to care.

within a survivor's immediate
control. These factors were not-
edin 11 of the 18 studies and in-
cluded themes of structural/or-
ganizational barriers and societal
rape myths.

Structural or organizational bar-
riers. Barriers to comprehensive
care can include factors related to
how these services are accessed.
Structural/organization barriers
were elicited from 6 studies
(33%).25:31-35 For instance, many
survivors cited a lack of availabili-
ty or limited services as a barrier
to receiving care.31-33.35 Organiza-
tional barriers reported by HCPs
included inexperience in treating
sexual assault survivors, inade-
quate time, and personal discom-
fort.27 Rape victim advocates not-
ed insufficient funding resources

as barriers that might compro-
mise survivors’ ability to receive
support.33,34

Societal myths. Twelve studies
(67%) noted the perpetuation of
rape myths by society as a factor
in preventing survivors from ac-
Cessing care.1,10,23,24,25,27,29-
32,34,35 Many of these myths are
propagated through biases relat-
ed to race, gender, disability, sex-
ual orientation, and class.34 Sub-
sumed within this category is
survivors' perception of the so-
cial stigma attached to naming
the incident and the belief that
the assault was not serious
enough to warrant using servic-
es.1,10,23,27,29 Societal myths not-
ed by persons in the service sec-
tor included police attitudes,
including blame and insensitivi-
ty24,31.32 and doubt about the
validity of the sexual assault ac-
cusations.3> Some HCPs per-
ceived that survivors would re-
turn to partners who had
perpetrated the assault.2>

Discussion—This review has
shown that from survivor, advo-
cate, HCP, police, and student
perspectives, numerous barriers
to care—encompassing both
personal and environmental fac-
tors—may prohibit a woman of
childbearing age from seeking
care after a sexual assault. The
overarching theme of personal
factors comprised the survivor’s
emotional state, her fear as it re-
lated to external exposure of the
survivor and the assailant, and a
lack of knowledge about post-as-
sault services. These results coin-
cide with past research, which
has shown that many survivors,
especially members of ethnic mi-
norities, lack awareness about
post-assault services such as rape
crisis centers.'” The broad theme
of environmental factors includ-
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Study Method Population Barriers to reporting/seeking care from:
Qualitative/ Survivors Students Healthcare Service Police Criminal Healthcare Not
Quantitative providers  providers — justice  services specified

social workers services (broad
& advocates service use)

Jones etal., Quantitative X X

200924

Kelleher &  Qualitative X X X

McGilloway,

200930

logan etal, Qualitative X X X

200432

logan etal, Qualitative X X X

200531

McGrath et Quantitative X X X

al, 199725

Muganyizi  Qualitative X X X X

etal, 201133

Nasta et al,  Quantitative X X X

200526

Prospero &  Quantitative X X

Vohra-Gupta,

200827

Sable etal, Quantitative X

200628

Ulman &  Quadlitative X X

Townsend,

200734

Walsh et al, Quantitative X X

201029

Young, Qualitative X X X X

200235

ed subthemes of structural/orga-
nizational barriers and societal
myths. Past research has shown
that survivors needed to sit for
extended periods of time while
they waited to be seen by HCPs
who did not have training on the
physical or mental aspects of
performing a forensic exam.36 In
addition, rape myths are known
to affect how a survivor deals
with an assault, including acqui-
sition of care.37.38 The themes

subsumed under environmental
factors are long-standing issues
that must be addressed using a
team approach to improve acqui-
sition of comprehensive care by
sexual assault survivors.
Limitations. This review could
not completely separate the re-
search articles that dealt with
sexual assault and intimate part-
ner violence. One person may be
a survivor of both crimes within
the same relationship; therefore,

26 November 2014 Women's Healthcare

many researchers combine the
topics. All data were collected via
cross-sectional surveys or qualita-
tive interviews and are thus cor-
relational in nature. These data
are subject to the possible weak-
nesses of responses affected by
social desirability bias (wherein a
respondent wishes to please a re-
searcher) and complicated by the
stigma of the topic itself and by
problems of recall of traumatic
events post-assault.
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A limitation specific to the
studies in this review was the po-
tential for limited generalizability
due to homogenous samples,
small sample sizes, and failure to
expound on study characteristics.
However, the four studies that
enrolled college students had
fairly heterogeneous samples in
terms of age and ethnicity,26.27,29
and most qualitative studies had
heterogeneous samples as evi-
denced by demographic vari-
ables and identified themes con-
sistently reported within their
study samples.31.32,34

Because a validated and psy-
chometrically sound barriers-to-
care scale for sexual assault sur-
vivors does not exist, all of the
cross-sectional studies used
questionnaires specifically creat-
ed for the purposes of their
study. These surveys may not
have captured the full range of
barriers to care perceived by
these survivors.

Strengths. This integrative re-
view demonstrates many
strengths within this body of lit-
erature. The barriers identified
within each individual study,
when compared as a group,
were consistent. Furthermore,
the studies sampled a wide
range of individuals. This broad
range of participants, coupled
with the large geographic region
they represent, provides strong
evidence for the overall general-
izability of the results. Finally,
the exploratory and descriptive
natures of the included studies
have served the purpose of iden-
tifying which barriers to care ex-
ist for sexual assault survivors of
childbearing age.

For nurse practitioners (NPs)
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working on the front line with
survivors of sexual assault, one
way to begin to overcome barri-
ers to care is to change the soci-
etal atmosphere that perpetu-
ates rape myths. Underlying this
atmosphere are patriarchal atti-
tudes and a history of male dom-
inance, both of which support
the perpetuation of sexually vio-
lent behaviors.

Nurse practitioners need to
identify and treat survivors of
sexual assault, an all-too-com-
mon crime. NPs should consider
using screening techniques to
identify these survivors, which
could simply involve asking

niversal
for

sexual assault is

about sexual trauma in child-
hood and adulthood. NPs must
also be aware of potential psy-
chological and physical manifes-
tations of past sexual assault, in-
cluding increased mental health
complaints and somatic symp-
toms, in order to identify hidden
survivors who may not freely
disclose their history. Universal
screening for sexual assault is
controversial because of the
paucity of research regarding
the benefits of early identifica-
tion and of treatment once a sur-
vivor is identified.39 However,
NPs do have a responsibility to
understand their patients’ histo-
ries and their healthcare needs.
In addition, NPs and other
HCPs, mental HCPs, and mem-
bers of the legal system need to
know about structural barriers

that may exist within their pro-
fessional realm. One way to sur-
mount these barriers is to pro-
mote and expand the use of
SANE programs in all EDs. These
programs, in which specially
trained nurses address survivors’
emotional and medical needs
while performing high-quality
evidence collection, are a viable
alternative to the traditional
medical system.13

Nurse practitioners need to
advise survivors of their options
for pregnancy prevention, STI
testing, care of physical injuries,
and mental healthcare. And for
survivors who have not yet
sought post-assault care, NPs
can place useful, easy-to-read
brochures in public locations
such as lavatories, homeless
shelters, and community centers.
NPs can get brochures and pam-
phlets from organizations such
as the National Sexual Violence
Resource CenterA or the Rape,
Abuse & Incest National Net-
workB. Additional research is
needed to determine the re-
sources that survivors would find
most valuable, as well as the eas-
iest ways in which these re-
sources could be provided. For
instance, would survivors prefer
to receive information about
community resources at HCP vis-
its, when they fill prescriptions
(e.g., for contraceptives), or
through other sources?

Educating women about avail-
able resources and recommend-
ed care after a sexual assault can
help remove personal barriers to
care. However, NPs must keep in
mind that the community is re-
sponsible for minimizing struc-
tural barriers. Community mem-
bers must work together to
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prevent the occurrence of sexual
assault; to provide resources on
care, social support, and legal
advocacy for instances in which
sexual assault has occurred; and
to continue to speak with com-
munity allies and survivors to
determine their needs. [
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