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Introduction: Emergency departments (ED) provide trauma-informed care to sexual assault (SA) 
survivors and connect them with comprehensive services. Through surveying SA survivor advocates, 
we aimed to 1) document updated trends in the quality of care and resources offered to SA survivors 
and 2) identify potential disparities according to geographic regions in the US, urban vs rural clinic 
locations, and the availability of sexual assault nurse examiners (SANE).

Methods: We conducted a cross-sectional study between June-August 2021, surveying SA 
advocates who were dispatched from rape crisis centers to support survivors during ED care. Survey 
questions addressed two major themes in quality of care: staff preparedness to provide trauma-
response care; and available resources. Staff preparedness to provide trauma-informed care was 
assessed through observations of staff behaviors. We used Wilcoxon rank-sum and Kruskal-Wallis 
tests to analyze differences in responses according to geographic regions and SANE presence. 

Results: A total of 315 advocates from 99 crisis centers completed the survey. The survey had a 
participation rate of 88.7% and a completion rate of 87.9%. Advocates who indicated that a higher 
proportion of their cases were attended by SANEs were more likely to report higher rates of trauma-
informed staff behaviors. For example, the recalled rate of staff asking patients for consent at every 
step of the exam was significantly associated with SANE presence (P < 0.001). With respect to 
access to resources, 66.7% of advocates reported that hospitals often or always have evidence 
collection kits available; 30.6% reported that resources such as transportation and housing are often 
or always available, and 55.3% reported that SANEs are often or always part of the care team. The 
SANEs were reported to be more frequently available in the Southwest than in other US regions (P < 
0.001) and in urban as opposed to rural areas (P < 0.001).

Conclusion: Our study indicates that support from sexual assault nurse examiners is highly 
associated with trauma-informed staff behaviors and comprehensive resources. Urban-rural and 
regional disparities exist regarding access to SANEs, suggesting that elevating nationwide quality 
and equity in care of survivors of sexual assault requires increased investments in SANE training 
and coverage. [West J Emerg Med. 2023;24(3)629–636.]
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What do we already know about this issue?
Unites States’ emergency departments provide 
post-assault care to over 55,000 sexual assault (SA) 
survivors per year. The quality of trauma-informed 
care and resources offered are highly variable. 

What was the research question?
Are there disparities in the care offered to SA 
survivors according to geography (region and 
urban vs rural)?

What was the major finding of the study? 
The availability of SA nurse examiners (SANE), 
which is lower in rural compared to urban areas  
(P<0.001), is positively associated with trauma-
informed care (P<0.001) to the benefit of SA 
patients.

How does this improve population health?
Elevating nationwide quality and equity in SA 
survivor care requires increased investments in 
SANE training and coverage.

INTRODUCTION
Sexual assault (SA) is a nationwide public health crisis with 

long-term health consequences. Within the United States, 43.6% 
of women and 24.8% of men experience some form of contact 
sexual violence within their lifetime.1 Survivors of SA bear 
the burden of both acute and long-lasting sequelae, including 
injuries, sexually transmitted diseases, and an increased risk of 
chronic physical and mental health problems.2

Emergency departments (ED) play a critical role in 
serving the approximately 21% of SA survivors who seek 
acute medical attention.3 Ideally, EDs provide survivors with 
comprehensive services to address their physical and mental 
health needs, including crisis counseling, sexually transmitted 
infection management, emergency contraception, and HIV 
exposure management.4,5 Survivors are also offered the option 
to complete a SA examination kit to obtain forensic evidence. 
This includes swabbing the vagina, rectum, and mouth, 
plucking and combing head and pubic hairs, and obtaining 
fingernail scrapings and blood samples.6,7 The interpersonal 
dynamic between ED staff and patient is critical during these 
invasive procedures. While positive interactions can be 
empowering to SA survivors, negative interactions with ED 
staff can increase SA survivors’ risk of post-traumatic stress 
symptomatology and decrease their likelihood of seeking 
further medical and legal assistance.8-10 

Many EDs use additional support from specialized sexual 
assault response teams when caring for SA survivors. These 
teams typically consist of SA patient advocates and/or sexual 
assault nurse examiners (SANE). The SA patient advocates 
serve as first-response crisis counselors, assist survivors in 
navigating the medical and legal processes in the ED, and 
provide referrals to follow-up support services.11 The SA 
patient advocates are volunteers or staff members at sexual 
violence crisis centers who are dispatched to hospitals to 
assist with SA patient cases.12 SANEs are registered nurses 
trained in trauma-informed approaches to survivors’ medical 
care, conducting forensic examinations and providing forensic 
documentation in legal cases.13-15 Budgetary constraints, 
scheduling, or a lack of contracts between hospitals, SANE 
programs, and/or rape crisis centers lead to many SA patients 
receiving specialized support from only a SA advocate, a 
SANE, or neither.16

Providing SA survivors with high-quality care can be 
challenging for many hospitals. A 2013 survey of US hospitals 
found that only ~20% provided survivors with comprehensive 
services, including SA crisis counseling, sexually transmitted 
infection management, HIV management, and emergency 
contraception.17 Furthermore, small, qualitative studies suggest 
that ED staff have low self-efficacy when working with SA 
patients.18 Despite SA-related ED visits in the US increasing 
from 3,607 in 2006 to 55,296 in 2019, there is limited research 
documenting how EDs have responded to this increase in 
utilization volume.19 Additionally, there are no nationwide 
perspectives on the quality of care offered to SA patients in EDs 

in the wake of societal shifts such as the #MeToo movement, 
which has led to changes in societal perceptions of survivors 
and their treatment in other medical settings.20-22

When studying nationwide trends and potential disparities 
in ED care of SA survivors, patient advocates can serve as 
reliable sources of information.8 As observers of numerous 
SA ED cases, patient advocates have valuable insight 
into SA patients’ ED experiences, and their nationwide 
presence allows for widespread data collection. The most 
recent surveys of ED care of SA survivors in the US are not 
nationwide. For example, testimony by the US Government 
Accountability Office on the availability of forensic examiners 
was limited to data collection from six states. Therefore, 
more comprehensive data collection is needed. Our aim in 
this study, therefore, was to survey advocates to 1) document 
updated trends in the quality of care and resources offered to 
SA survivors, and 2) identify potential disparities with regard 
to SANE and resource availability in EDs according to US 
geographic regions and urban vs rural clinic locations. 

METHODS
Our methods are reported according to the Checklist for 

Reporting Results of Internet E-Surveys (CHERRIES).23 
We developed an electronic survey to explore two major 

themes in ED preparedness in caring for SA patients: staff 
preparedness and physical resources. Staff preparedness 
to provide trauma-informed care was assessed through 
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advocates’ observations of staff behaviors that previous 
studies have identified as potentially retraumatizing, such as 
expressing disbelief or blame and not providing thorough 
explanations of care.9,24,25 Assessment of physical resources 
included questions regarding how frequently hospitals had 
evidence collection kits available, in addition to access to 
resources such as transportation and emergency housing. 
To assess the validity of the online survey, we conducted 
cognitive interviews with three SA patient advocates via Zoom 
video call (Zoom Video Communications, San Jose, CA), and 
iterative changes were made to ensure survey clarity.26,27 A link 
to the full survey is available in Appendix 1.  

Patient advocates for SA victims were recruited from 
participating rape crisis centers via email. We identified 
participating rape crisis centers via online search and 
contacted them via phone and email. Of 137 centers with 
advocacy services where study team members spoke directly 
to center staff, 135 agreed to distribute the survey to their 
SA patient advocates. After agreeing to assist with survey 
distribution, staff at participating centers sent the survey link 
and background information to their SA patient advocates via 
email. Before providing consent via an online survey form, 
participating SA patient advocates were provided information 
about the research aims, study time commitment, privacy 
risks, and investigator contact information. Participants were 
offered the opportunity to enter a raffle for a $250 gift card as 
a survey incentive.

Survey responses were captured automatically via the 
secure REDcap platform hosted at University of Chicago 
between June-August 2021. Survey data were stored 
separately from identifiable participant data that was collected 
for recruitment purposes. The survey included between 57-
100 items (dependent on adaptive questioning) distributed 
over four pages. Survey respondents were able to review and 
change their answers using a back button. Surveys that were 
terminated early were included in the analysis.

To analyze differences in survey responses between 
geographic regions in the US and between urban and rural 
clinic locations, we first coded Likert-type survey responses 
on a five-point ordinal scale. Data from the US Department 
of Agriculture were used to classify the county within which 
rape crisis centers were located as urban or rural.28 We used 
non-parametric tests to assess differences in these ordinal 
values across comparison groups. A Wilcoxon rank-sum 
test was used for comparisons between two groups, and we 
used a Kruskal-Wallis test for comparisons of more than two 
groups. Correlations between two ordinal variables were 
assessed using a Spearman correlation. All statistical tests 
were two-sided and performed using R v4.0.5 (R Foundation 
for Statistical Computing, Vienna, Austria). Adjusted P-values 
to control the false discovery rate were computed using the 
Benjamini-Hochberg method; an adjusted P-value of < 0.05 
was considered significant.29 The institutional review board at 
the study institution approved the study procedures.

RESULTS
The survey had a participation rate (unique webpage 

viewers who agreed to participate out of total unique first 
survey-page views) of 88.7% and a completion rate (unique 
webpage viewers who finished the survey out of total unique 
views who agreed to participate) of 87.9%. A total of 321 
advocates from 119 crisis centers responded to the survey. 
Crisis centers represented 44 states and ranged from rural 
crisis centers serving numerous counties to crisis centers 
affiliated with urban, academic medical centers. Participant 
demographic information is summarized in Table 1.

Table 1. Demographic data of survey participants.
Participant Characteristics (N = 315) n, %

Racial/ethnic background
White 218, 79.0%
Black 20, 7.2%
Hispanic/LatinX 41, 14.9%
Asian 10, 3.6%
Native American/Alaskan Native 5, 1.8%
Native Hawaiian /Pacific Islander 1, 0.4%
Other 4, 1.4%

Gender Identity
Female-identifying 254, 92.4%
Male-identifying 10, 3.6%
Non-binary/gender fluid 9, 3.3%
Prefer not to say 2, 0.7%

Age (mean, standard deviation) 37.5, 13.0
Number of years of experience as advocate 
(mean, standard deviation)

4.6, 4.8

Number of patient experiences as a survivor 
advocate

1-20 104, 37.9%
20-50 62, 22.7%
50+ 108, 39.4%

Quality-of-care Trends
Figure 1 presents selected quality-of-care indicators 

related to clinician attitudes and behaviors. Over half of 
respondents (53.2%) reported that they observe ED staff 
conveying skepticism, either verbally or non-verbally, about 
a patient’s account of SA sometimes, often, or always. 
Approximately one-quarter of respondents (28.35%) reported 
observing ED staff blaming survivors for the circumstances of 
their SA sometimes, often, or always. Similar proportions of 
advocates recalled that health professionals sometimes, often, 
or always thoroughly explain all medical care/each step of the 
exam and ask for consent at every step of the exam (83.6% 



Western Journal of Emergency Medicine 632 Volume 24, NO.3: May 2023

ED Preparedness to Care for Sexual Assault Survivors Chalmers et al.

advocates (71.5%) recalled that survivors sometimes, often, or 
always must repeat their assault story to multiple members of 
the care team. 

In assessing ED staff preparedness, 65.8% of advocates 
recalled that ED staff were sometimes, often, or always 
comfortable completing a medical forensic exam. A notable 
percentage of advocates (18.0%) reported that ED staff were 
never or rarely comfortable completing a medical forensic 
exam. While most hospitals have the resources to conduct 
forensic medical examinations, resources to meet survivors’ 
comprehensive needs are less consistent. For example, while 
78.8% of advocates recalled that hospitals sometimes, often, 
or always have SA evidence collection kits available, only 
57.9% of advocates recalled that hospitals sometimes, often, or 
always have resources to support patients after discharge, such 
as clothes for patients to change into, vouchers for follow-up 
care, and information to address survivors’ basic needs, such as 
transportation and emergency housing. Nearly three-quarters 
(74.4%) of advocates reported that the patient care team was 
sometimes, often, or always supported by a SANE.

Hospital Resources: Geographic Disparities 
With respect to differences in hospital preparedness 

among both US geographical regions and urban vs rural 
regions, SANEs were more often part of the care team in 
the Southwest than in other US regions (P < 0.001). SANEs 
were also more frequently present in urban as opposed to 
rural areas (P <0.001). Advocates who indicated that a higher 

 
Figure 1. Selected quality-of-care indicators: clinician attitudes and behaviors.
SANE, Sexual Assault Nurse Examiner.

and 78.4%, respectively), and 43.9% of advocates stated that 
they sometimes, often, or always recalled ED staff pressuring 
survivors to complete the exam or file a police report. Rates of 
recalled empathy were high: 95.6% of advocates reported that 
ED staff were sometimes, often, or always empathetic towards 
SA survivors.

Quality-of-care Disparities 
There were no significant differences in quality-of-care 

indicators related to provider attitudes and behaviors between 
US geographical regions or urban vs. rural regions. However, 
advocates who indicated that a higher proportion of their cases 
were attended by SANEs were more likely to report higher rates 
of trauma-informed staff behaviors. Notably, the recalled rate 
of ED staff explaining all medical care and asking patients for 
consent at every step of the exam was significantly associated 
with SANE presence (P < 0.001).

Hospital Resource Trends
Figure 2 presents indicators of hospital preparedness, 

including protocols, ED staff preparedness, and resources. 
Indicators of procedural inefficiencies were common. A 
high percentage (70.7%) of advocates reported that patients 
sometimes, often, or always experience long wait times (>30 
minutes) between different steps of their visit, including 
moving from the waiting room to an examination room, 
starting the medical forensic exam, medications, follow-up 
education, and discharge papers. A similar percentage of 
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proportion of their cases were attended by SANEs were 
more likely to report higher rates of several components of 
hospital preparedness, including shorter waiting times, lower 
rates of survivors repeating their story, ED staff comfort with 
the medical exam, availability of forensic exam kits, and 
availability of follow-up resources (Figure 2). SANE presence 
was most highly associated with ED staff being comfortable 
completing a medical forensic exam (P <0.001) and the 
availability of post-discharge resources (P< 0.001). 

DISCUSSION
Evolving societal perceptions of SA have changed the 

ED care of SA survivors, with increased ED utilization and 
advancing standards for trauma-informed care.19 However, our 
study reveals widespread variations in the quality of trauma-
informed care and delivery of appropriate post-SA resources. 
Increased SANE presence is highly associated with more 
consistent observations of trauma-informed ED staff-patient 
interactions, as well as improved delivery of comprehensive 
resources to address patients’ medical and social needs. When 
comparing urban to rural regions of the US, patients seeking 
care in urban regions are more likely to be supported by a 
SANE. 

Our findings on quality-of-care indicators related to 
clinician attitudes and behaviors, including levels of conveyed 
disbelief and blame, indicate that SA survivors who present 
to hospitals nationwide may be exposed to retraumatizing 
interactions. This study provides a nationwide perspective on 
the prevalence of negative interactions between SA survivors 
and ED staff that have been previously documented in local or 
regional qualitative studies.25,30,31 The reasons for widespread 

deficiencies in quality of care are multifactorial. The ED often 
serves as the medical safety net of communities, and patients 
with a myriad of acute and complex medical and social needs 
seek care in EDs across the country.32,33 High patient volumes, 
especially in the context of staffing shortages, can contribute 
to the deterioration in quality of care.34,35 While global 
improvements in patient care are a complex challenge, targeted 
improvement in SANE staffing can mitigate the outsized impact 
of negative ED encounters on survivors of SA. 

The association of SANE presence with various survey 
measures of high-quality care aligns with prior studies 
documenting that EDs with SANE programs provide 
comprehensive medical services and proper completion 
of forensic examinations at higher rates than EDs lacking 
SANEs.36,37 Numerous studies have also demonstrated that SA 
survivors whose ED care is supported by SANEs are more 
likely to report receiving compassion, clear explanations, and 
choices.38,39 Our study provides an update on the trajectory 
of nationwide SANE coverage. In a 2009-2010 survey, 
approximately one-third of hospitals reported never having a 
SANE present during the care of SA survivors in the ED; less 
than 3% of advocates surveyed in our study reported never 
having worked with SANEs during ED management of SA 
survivors.17 This is likely the result of initiatives such as the 
2018 Advanced Nursing Education - Sexual Assault Nurse 
Examiners Program, which allocated 24.3 million dollars of 
Bureau of Health Workforce of the Health Resources and 
Services Administration funding to SANE training at 20 
academic institutions.40

Although SA is understudied in rural areas, our data 
aligns with studies documenting scarce resources, including 

 Figure 2. Selected hospital preparedness indicators: protocols, staff preparedness, and resources.
SANE, Sexual Assault Nurse Examiner.
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healthcare personnel, in specific rural areas.41-43 As reported 
in a Pennsylvania-based study, SANEs are limited by 
inconsistent coverage, placing rural SA survivors at risk of 
receiving lower quality ED care.44 While our study did not find 
direct correlations between urban vs rural location and quality-
of-care measures, SANE presence, which was less common 
in rural areas, was associated with many positive clinician 
behaviors, and their absence was associated with several 
negative behaviors. These negative clinician behaviors, such 
as conveying disbelief of the survivor’s account of sexual 
assault, may have serious ramifications for survivors’ legal 
credibility and access to resources.45-47 

Addressing these urban vs rural disparities in SA survivor 
care requires the implementation of evidence-based strategies 
to recruit, train, and retain SANEs to serve rural regions. 
Innovative training programs developed through the Advanced 
Nursing Education - Sexual Assault Nurse Examiners Program 
have proved successful in improving SANE coverage in 
regions of Texas and Florida and can serve as a model for 
widescale SANE-coverage expansion.48 Blended learning 
programs that supplement simulated clinical experiences with 
online education are a promising alternative to traditional 
classroom learning that can be employed in rural settings.49 

While expanding educational opportunities for SANE 
training is a foundational step, it is merely one component 
of many necessary steps to reduce disparities and elevate 
the quality of SA survivor care nationwide. Our study 
and previous work show that notable proportions of non-
SANE ED staff may be uncomfortable with performing the 
medical forensic exam. This also provides a wider context 
to qualitative studies documenting low self-efficacy among 
ED staff when working with SA patients and demonstrates 
that insufficient training in SA patient care is a problem on 
a national level.18,50 Although there is currently no published 
standardized curriculum that provides continuing medical 
education in the trauma-informed management of SA 
survivors for physician trainees,51 educational interventions 
for ED staff show great promise in increasing self-efficacy 
and ability to avoid retraumatizing patients.52,53 Collaborative 
trainings that use the experience of SANEs are particularly 
impactful.54 

LIMITATIONS
The inherent limitations of this study should inform 

interpretation of our data. Advocates who work with centers 
that dispatch SA advocates to multiple hospitals reported an 
average of their experiences. Therefore, granularity regarding 
hospital type was lost. Additionally, most survey respondents 
were White, cisgender women. While this is likely reflective 
of the nationwide population of SA patient advocates, it is not 
reflective of SA survivors themselves and, therefore, could 
have influenced the survey data obtained. Future studies 
should further explore disparities in quality of ED care offered 
to SA survivors that may be influenced by patient identity. 

Additionally, survey respondents may have been influenced by 
recall bias and thus may have reported the more memorable 
interactions with emergency clinicians.  

CONCLUSION
Our study underscores the importance of more consistent 
standards for hospital preparedness to elevate the nationwide 
quality of ED care of sexual assault patients. Interventions 
should aim to decrease ED wait times, reduce the number 
of times patients must repeat their stories, and improve the 
consistency with which post-discharge resources are offered to 
patients. Addressing gaps in staff preparedness through more 
robust clinician training and increased consistency in coverage 
by sexual assault nurse examiners should also be prioritized 
to minimize potentially retraumatizing experiences for SA 
patients in the ED. This is particularly important to address 
disparities in the quality of care offered to urban and rural 
sexual assault survivors.

ACKNOWLEDGMENTS
We would like to thank the partnering sexual assault crisis 

centers and participants for their generosity in sharing their 
experiences. We would also like to thank Tanvee Sinha for her 
assistance with outreach to sexual assault crisis centers.

Address for Correspondence: Kristen Chalmers, BA, University of 
Chicago Pritzker School of Medicine, 924 E 57th St, Chicago, Il, 
60637. Email: kchalmers@uchicagomedicine.org

Conflicts of Interest: By the WestJEM article submission agreement, 
all authors are required to disclose all affiliations, funding sources 
and financial or management relationships that could be perceived 
as potential sources of bias. The study was funded by the generosity 
of the Bucksbaum Center for Clinical Excellence. There are no 
conflicts of interest to declare.

Copyright: © 2023 Chalmers et al. This is an open access article 
distributed in accordance with the terms of the Creative Commons 
Attribution (CC BY 4.0) License. See: http://creativecommons.org/
licenses/by/4.0/

REFERENCES 
1. Smith SG, Zhang X, Basile KC, et al. (2018) The National Intimate 

Partner and Sexual Violence Survey: 2015 Data Brief–Updated 
Release. Atlanta, GA: National Center for Injury Prevention and 
Control, US Centers for Disease Control and Prevention.

2. Basile KC, Smith SG, Chen J, Zwald M. Chronic diseases, health 
conditions, and other impacts associated with rape victimization of US 
women. J Interpers. Violence. 2021;36(23-24):NP12504-NP12520.

3. Zinzow HM, Resnick HS, Barr SC, et al. Receipt of post-rape 
medical care in a national sample of female victims. Am J Prev Med. 
2012;43(2):183-187. 

4. Vrees RA. Evaluation and management of female victims of sexual 



Volume 24, NO.3: May 2023 635 Western Journal of Emergency Medicine

Chalmers et al. ED Preparedness to Care for Sexual Assault Survivors

assault. Obstetl Gynecol Surv. 2017;72(1):39-53. 
5. Bates C. Evaluation and management of adult and adolescent sexual 

assault victims 2021. https://www.uptodate.com/contents/-Evaluation-
andmanagement-of-adult-and-adolescent-sexual-assault-victims.

6. Ingemann-Hansen O, Charles AV. Forensic medical examination 
of adolescent and adult victims of sexual violence: Best practice & 
research. Clin Obstet Gynecol. 2013;27(1):91-102. 

7. Muldoon KA, Drumm A, Leach T, Heimerl M, Sampsel K. Achieving 
just outcomes: forensic evidence collection in emergency department 
sexual assault cases. Emerg Med J. 2018;35(12):746-752. 

8. Campbell R. The community response to rape: Victims’ experiences 
with the legal, medical, and mental health systems. Am J Community 
Psychol. 1998;26(3):355-379.

9. Campbell R, Raja S. The sexual assault and secondary victimization 
of female veterans: help-seeking experiences with military and 
civilian social systems. Psychol Women Q. 2005;29(1):97-106 

10. McQueen K, Murphy-Oikonen J, Miller A, Chambers L. Sexual 
assault: women’s voices on the health impacts of not being believed 
by police. BMC Women’s Health. 2021;21(1):1-10.

11. Greeson MR, Campbell R. Sexual Assault Response Teams (SARTs). 
An empirical review of their effectiveness and challenges to successful 
implementation. Trauma Violence Abuse. 2013;14(2):83-95. 

12. Zajac J. National sexual assault response team survey report. Health 
Care. 2011;31:12. 

13. Cole J, Logan T. Negotiating the challenges of multidisciplinary 
responses to sexual assault victims: Sexual assault nurse examiner 
and victim advocacy programs. Res Nurs Health. 2008;31(1):76-85.

14. Ledray LE, Faugno D, Speck P. SANE: Advocate, forensic technician, 
nurse? J Emerg Nurs. 2001;27(1):91-93.

15. SANE-A CCR. The Forensic Sexual Assault Medical Legal 
Examination: The SANE Exam. Handbook of Sexual Assault and 
Sexual Assault Prevention. Springer; 2019:609-632

16. Delgadillo DC. When there is no sexual assault nurse examiner: 
emergency nursing care for female adult sexual assault patients. J 
Emerg Nurs. 2017;43(4):308-315. 

17. Patel A, Roston A, Tilmon S, et al. Assessing the extent of provision 
of comprehensive medical care management for female sexual 
assault patients in US hospital emergency departments. Int J 
Gynaecol Obstet. 2013;123(1):24-28.

18. Amin P, Buranosky R, Chang JC. Physicians’ perceived roles, as well 
as barriers, toward caring for women sex assault survivors. Womens 
Health Issues. 2017;27(1):43-49.

19. Vogt EL, Jiang C, Jenkins Q, et al. Trends in US emergency 
department use after sexual assault, 2006-2019. JAMA 
Netw Open. 2022;5(10):e2236273-e2236273. doi:10.1001/
jamanetworkopen.2022.3627

20. Azzopardi C, Smith TD. Paediatric health care in the# MeToo era: 
advocating for survivors of sexual violence. Paediatr Child Health. 
2019;24(4):213-215.

21. Coverdale J, Roberts LW, Balon R, et al. #MeToo and Female 
Patients with Major Mental Disorders: What Should Academic 
Psychiatry Do?  Springer; 2020. p. 11-15.

22. Hegarty K, Tarzia L. Identification and management of domestic and 
sexual violence in primary care in the# MeToo era: an update. Curr 
Psychiatry Rep.2019;21(2):12. 

23. Eysenbach G. Improving the quality of web surveys: the Checklist for 
Reporting Results of Internet E-Surveys (CHERRIES). J Med Internet 
Res. 2004;6(3):e132.

24. Chalmers K , Parameswaran R, Dussault N, et al. Patient advocates’ 
perspectives on the care of sexual assault survivors in Chicago-
area emergency departments. presented at: University of Chicago 
NorthShore Department of Family Medicine 11th Annual Scholarship 
Day; 2021; Virtual. 

25. Maier SL. “I have heard horrible stories...” Rape victim advocates’ 
perceptions of the revictimization of rape victims by the police and 
medical system. Violence Against Women. 2008;14(7):786-808. 

26. Willis GB. Cognitive Interviewing: A Tool for Improving Questionnaire 
Design. Sage Publications; 2004.

27. Willis GB, Artino Jr AR. What do our respondents think we’re asking? 
Using cognitive interviewing to improve medical education surveys. J 
Grad Med Educ. 2013;5(3):353-356. 

28. Agriculture UDo. Rural definition based on Office of Management 
and Budget (OMB). Metro Counties. 2021. https://www.ers.usda.
gov/topics/rural-economy-population/rural-classifications/. Accessed 
September 16, 2021.

29. Benjamini Y, Hochberg Y. Controlling the false discovery rate: a 
practical and powerful approach to multiple testing. J R Statist Soc B. 
(Methodological). 1995;57(1):289-300.

30. Maier SL. Sexual assault nurse examiners’ perceptions of the 
revictimization of rape victims. J Interpers Violence. 2012;27(2):287-
315.

31. Campbell R. The Psychological Impact of Rape Victims’ Experiences 
with the Legal, Medical, and Mental Health Systems. 2013:149-178.

32. Pines JM, Lotrecchiano GR, Zocchi MS, et al. A conceptual 
model for episodes of acute, unscheduled care. Ann Emerg Med 
2016;68(4):484-491. e3. 

33. Greenwood-Ericksen MB, Kocher K. Trends in emergency 
department use by rural and urban populations in the United States. 
JAMA Netw Open. 2019;2(4):e191919-e191919. 

34. McKenna P, Heslin SM, Viccellio P, Mallon WK, Hernandez C, 
Morley EJ. Emergency department and hospital crowding: causes, 
consequences, and cures. Clin Exp Emerg Med. 2019;6(3):189. 

35. Kelen GD, Wolfe R, D’Onofrio G, et al. Emergency department 
crowding: the canary in the health care system. NEJM Catalyst 
Innovations in Care Delivery. 2021;2(5)

36. Schmitt T, Cross TP, Alderden M. Qualitative analysis of prosecutors’ 
perspectives on sexual assault nurse examiners and the criminal 
justice response to sexual assault. J Forensic Nurs. 2017;13(2):62-68. 

37. Patterson D, Campbell R, Townsend SM. Sexual Assault Nurse 
Examiner (SANE) program goals and patient care practices. 
J Nurs Scholarsh. 2006;38(2):180-186. 

38. Fehler-Cabral G, Campbell R, Patterson D. Adult sexual assault 
survivors’ experiences with sexual assault nurse examiners (SANEs). 
J Interpers Violence. 2011;26(18):3618-3639. 

https://www.uptodate.com/contents/-Evaluation-andmanagement-of-adult-and-adolescent-sexual-assault-victims
https://www.uptodate.com/contents/-Evaluation-andmanagement-of-adult-and-adolescent-sexual-assault-victims
https://www.ers.usda.gov/topics/rural-economy-population/rural-classifications/
https://www.ers.usda.gov/topics/rural-economy-population/rural-classifications/


Western Journal of Emergency Medicine 636 Volume 24, NO.3: May 2023

ED Preparedness to Care for Sexual Assault Survivors Chalmers et al.

39. Campbell R, Patterson D, Adams AE, Diegel R, Coats S. A 
participatory evaluation project to measure SANE nursing practice 
and adult sexual assault patients’ psychological well-being. J. 
Forensic Nurs. 2008;4(1):19-28

40. Colbert AM, Sekula LK. A major investment in the United States 
sexual assault nurse examiner workforce. J. Forensic Nurs. 
2022;18(1):1-3.

41. Averill JB, Padilla AO, Clements PT. Frightened in isolation: unique 
considerations for research of sexual assault and interpersonal 
violence in rural areas. J. Forensic Nurs. 2007;3(1):42-46. 

42. Carter-Snell C, Jakubec S, Hagen B. Collaboration with rural 
and remote communities to improve sexual assault services. J. 
Community Health. 2020;45(2):377-387. 

43. Choo EK, Newgard CD, Lowe RA, Hall MK, McConnell KJ. Rural-
urban disparities in emergency department intimate partner violence 
resources. West J. Emerg. Med. 2011;12(2):178. 

44. Thiede E, Miyamoto S. Rural availability of sexual assault nurse 
examiners (SANEs). J. of Rural Health. 2021;37(1):81-91. 

45. Murugan V, Holzer KJ, Vaughn MG, Carbone JT, Jackson DB, Bitter 
CC. Coding of sexual assault by emergency physicians: a nationally 
representative study. West J. Emerg. Med. 2021;22(2):291. 

46. Torregosa MB, Chaudhuri N, del Rosario Benavides M, et al. Building 
a capacity of sexual assault nurse examiners in an underserved US–
Mexico border region. J. Forensic Nurs. 2022;18(1):30-38. 

47. Thomas T, Nobrega JC, Britton-Susino S. challenges and 
collaborations: a case study for successful Sexual Assault Nurse 

Examiner education in rural communities during the COVID-19 
pandemic. J. Forensic Nurs. 2022;18(1):59-63. 

48. Mitchell SA, Charles LA, Downing N. Increasing access to forensic 
nursing services in rural and underserved areas of Texas. J. Forensic 
Nurs. 2022;18(1):21-29. 

49. Sheeran B, Kiser L, Williams-Gilbert W, et al. Sexual assault nurse 
examiner training: a review of literature and implication for nursing 
education and service to rural communities. J. Forensic Nurs. 
2022;18(2):78-84. 

50. Marshall AJ, Schultz T, de Crespigny CF. Emergency clinicians’ 
perceived self-efficacy in the care of intoxicated women victims of 
violence. Int. Emerg. Nurs. 2018;40:18-22. 

51. Sande MK, Broderick KB, Moreira M, et al. Sexual assault training 
in emergency medicine residencies: a survey of program directors. 
West J. Emerg. Med. 2013;14(5)

52. Auten JD, Ross EM, French MA, et al. Low-fidelity hybrid sexual 
assault simulation training’s effect on the comfort and competency of 
resident physicians. J. Emerg. Med. 2015;48(3):344-350. 

53. McLaughlin SA, Monahan C, Doezema D, Crandall C. 
Implementation and evaluation of a training program for the 
management of sexual assault in the emergency department. Ann. 
Emerg. Med. 2007;49(4):489-494.

54. Chandramani A, Dussault N, Parameswaran R, et al. A needs 
assessment and educational intervention addressing the care of 
sexual assault patients in the emergency department. J. Forensic 
Nurs. 2020;16(2):73-82.




