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Key content
� Sexual assault is common, with one in five women aged

16–59 years having experienced sexual violence.
� The choices for women regarding reporting sexual assault and

referral to a sexual assault referral centre should be widely known

in obstetrics and gynaecology.
� Healthcare professionals should offer basic first aid, emergency

contraception and screening/prophylaxis for sexually transmitted

infections including HIV.
� This article outlines the role of the forensic medical examination

and future long-term needs of women who have experienced

sexual assault.
� The basic laws regarding sexual assault are discussed.

Learning objectives
� To understand the prevalence of sexual assault and its impact on

women’s health.

� To understand the basic appropriate management of those

reporting sexual assault and the different options available

to women.
� To be able to document findings and take early evidence.

Ethical issues
� Healthcare professionals are often frightened of the disclosure.

They need to be supportive and non-judgemental.
� Careful documentation of history and findings are important in

view of possible legal proceedings.
� Sharing of information with other professionals may need to be

considered without having the client’s consent to protect

vulnerable adults, adolescents and general public.
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Introduction

The aim of this article is to highlight the scale and impact that

sexual assaulthasonwomen’shealth. Itwill cover the important

issues that need to be addressed, including provision of

immediate care, referral to other services and practical advice

for the clinician. Sexual assault can be a terrifying, humiliating

and traumatic experience. It impacts women’s physical and

psychological health, and can have long-term consequences on

their health needs. Women who have been victims of sexual

assault need prompt and timely management in an acute

setting. Clinicians need to be mindful of forensic evidence and

legal proceedings. This article aims to help clinicians

understand the key issues involved with those who have been

sexually assaulted, including early management and

signposting of subsequent care.

Definition and incidence of sexual assault

Sexual assault covers offences from indecent exposure to

rape. The World Health Organization defines sexual violence

as any sexual act, attempt to obtain a sexual act, unwanted

sexual comments or advances, or acts to traffic, or otherwise

directed, against a person’s sexuality using coercion, by any

person regardless of their relationship to the victim, in any

setting, including but not limited to home and work.1

According to a 2013 global review of available data,1 35% of

women worldwide have experienced physical and/or sexual

intimate partner violence or non-partner sexual violence.2

Serious sexual assault in the UK encompasses rape, assault by

penetration and/or where features of the assault are

aggravated, such as abuse of position, use of drugs or other

substances, use of violence or use of a weapon in the offence.

Sexual assault places a huge burden on the healthcare

system. Based on aggregated data from the Crime Survey for

England and Wales, in 2016/17 it is estimated that 1.9% of

adults aged 16–59 years had been victims of sexual assault in

the last year. The police recorded 129 700 sexual offences

from July 2016 to June 2017, of which 45 100 were

cases of rape.3

A 2013 a Ministry of Justice, Home Office and the Office

for National Statistics report estimated that 0.5% of women
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report having been a victim of a serious sexual offence in the

previous 12 months, equivalent to around 85 000 victims on

average per year. Around 1 in 20 women (aged 16–59 years)

reported having been a victim of one of the most serious

forms of sexual offence since the age of 16 years. Around

90% of victims of serious sexual assault in the 2011/12 survey

knew the perpetrator, compared with less than half for

other sexual offences.4

Law regarding sexual assault in the UK

The Sexual Offences Act 2003 that applies to England and

Wales defines sexual assault when: a) a person intentionally

touches another person; b) the touching is sexual; and c) the

person does not consent.5 The maximum prison sentence for

this is 10 years. The SexualOffences Act 2003 goes on to define

a serious sexual assault as when a person commits assault by

penetration; that is, they intentionally penetrate the vagina or

anus of another person with a part of the body or anything else,

without that person’s consent. This encompasses the definition

of rape where penetration of the vagina, anus or mouth of a

person has occurred with a penis without consent. The

maximum sentence for this is life imprisonment.5

The absence of consent is the defining factor in the Sexual

Offences Act 2003. The law does not say force has to be used

for it to be defined as rape – violence is not part of the

definition. The absence of consent can apply to one form of

penetration even when there has been agreement to another.

Aggravating factors such as a background of intimidation or

coercion, abduction or threats to prevent the victim

disclosing will increase sentencing. The age of consent to

any form of sexual activity is 16 years for both men and

women. It is an offence for anyone to have any sexual activity

with a person under the age of 16 years. However, it was not

Parliament’s intention to punish children unnecessarily or

for the criminal law to intervene where it was wholly

inappropriate. There is no intention to prosecute teenagers

under the age of 16 years where both mutually agree and

where they are of a similar age. The Sexual Offences Act 2003

provides specific legal protection for children aged 12 years

and under who cannot legally give their consent to any form

of sexual activity. There is a maximum sentence of life

imprisonment for rape, assault by penetration, and causing

or inciting a child to engage in sexual activity. The Sexual

Offences (Scotland) Act 2009 applies in Scotland and the

Sexual Offences (Northern Ireland) Order 2008 applies in the

province of Ulster; the fundamentals of which do not differ

from those of the 2003 Act.

Initial disclosure of sexual assault

Most sexual assaults are not reported to the police. Only 11%

of victims of serious sexual assault tell police about the

incident.6 Women often question whether they were to blame

for the incident and this can therefore make them reluctant

to report the crime. Other reasons for non-disclosure are

embarrassment, shame, being disbelieved and lack of

confidence in the police.7 Women may attend the local

emergency department without initially reporting the

incident to the police.

Women who present after sexual assault should be fast

tracked to appropriate healthcare professionals with minimal

delays. Initial management should include taking a basic

history of the event (the time of the incident, nature of the

event and possible use of drugs or alcohol), including asking

the victim to remember what happened, where it happened

and with whom. It is vital to listen to the woman carefully

and believe her account. It is important that the initial

consultation is sensitive and non-judgemental, as a positive

initial encounter will help with future consultations. The

account should be documented verbatim in the woman’s

own words in the medical notes. Careful documentation is

essential, as discrepancies in accounts of the assault can be

used in court to discredit the case. The medical notes may

form a part of the evidence in the criminal justice process and

you may be asked to provide a statement and disclose notes.

The immediate needs of the woman will be her protection

and the need for a place of safety, particularly if she knows the

assailant. This is best achieved by involving the police, who can

liaise with other agencies such as social services and the

housing department. There are multiple specialist support

agencies and resources that women can access. It may be

helpful to have the details of relevant organisations in your area

readily available. In rare circumstances the clinician should

report the crime to the police without the woman’s consent.

This public interest reporting to police is necessary when

serious harmmay occur to other individuals, for example from

domestic violence when children or others may be at risk.8

Examination and management of injuries

Many women complaining of sexual assault will have few or

no injuries, and those with injuries are likely to be of minor

significance. Injuries are more likely to be seen on the body

than the genitalia, with only one-quarter of women who

present following sexual assault having genital injuries.9 Of

note, patients with injuries that could be self-inflicted may

suggest an increased risk of self-harm.

Any injuries should be treated with basic first aid.

However, minor injuries that do not require suturing

should not be cleaned initially because samples can be

taken from these sites for DNA evidence. Injuries that are

identified should be recorded accurately. Each injury should

be described in the clinical notes, including the shape, depth,

colour and tenderness. The type of injury should be noted,

such as bruise, abrasion or laceration. If you are unsure of the
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type of trauma, it is better to make a careful and concise

description. If possible, use a body diagram and a tape

measure to measure the size of the injury and its distance

from fixed anatomical landmarks, for example, a 1 x 3 cm

purple bruise 5 cm above the left knee joint.10 Each body

diagram is considered as a piece of evidence and should be

dated and timed, with the name of the person examining.

It is possible to photograph the injuries but written

consent will be necessary for this. If police are involved, they

can arrange a trained specialist photographer to take non-

intimate images. At a forensic medical examination a digital

camera can be used, and genital injuries can be photo-

documented using a colposcope.

Taking early evidence

In forensic science, Locard’s exchange principle states that

with contact between two items, there will always be an

exchange. This is the basis of trace evidence collection from a

victim of crime. The woman should be advised not to wash

or wipe herself if she is considering a forensic medical

examination. She should also not eat, drink or pass urine

prior to early evidence being collected. An early evidence kit

should be used to collect evidence and this is available in the

emergency department. This is a sealed cardboard box

containing a plastic pot for a urine sample, a toilet paper

sample, mouth swab(s) and a mouth rinse, and instructions

on how to use the kit. The collection of samples can capture

vital evidence, and should be taken at the earliest

opportunity. An early urine sample may increase the

chances of detecting drugs and/or alcohol that may have

been used to facilitate a sexual assault. A mouth rinse sample

may detect vital evidence where oral penetration has been

alleged.11 The contents of the kits vary but the minimum

requirement is urine collection and a mouth rinse.

Consideration should be taken in collecting other evidence

such as tampons, sanitary towels, clothing and temporary

wound dressings. Forensic samples taken should be stored

securely, and it is essential to document those who have been

involved in taking such samples and where and how they are

stored to maintain the chain of evidence.

Chain of evidence is a legal concept used for all samples

that may be used as evidence in a court case. All samples

taken should have an unbroken paper trail account of where

and when the evidence was obtained, by whom, and any

persons handling the samples and the places and condition of

storage. This must be documented with a note of time, date,

place and signatures.12

The contribution of alcohol and other drugs to sexual

assault has been increasingly recognised during the last

15–20 years. Drug-facilitated sexual assault can be

‘opportunistic’, where the alleged assailant takes advantage

of someone who has voluntarily ingested drugs or alcohol, or

‘proactive’, where the alleged assailant intentionally

administers drugs or alcohol to the victim. Women in this

situation may have lost capacity; in these circumstances the

collection of specimens should normally be deferred until the

patient’s capacity has returned.13

Pregnancy prevention

Vaginal rape carries a 5% risk of pregnancy,14 and many

women who become pregnant after rape will have physical and

psychological complications. Therefore, consideration should

be given to pregnancy prevention. Any regular contraception,

the timing of the woman’s menstrual cycle and use of a

condom should be ascertained, although the patient may not

know whether a condom was used. If a reliable form of

contraception is not being used, then all women should be

offered emergency contraception after vaginal rape.

Women should be offered all methods of emergency

contraception, including the copper intrauterine device. The

copper intrauterine device is the most effective form of

emergency contraception and can be inserted within 5 days

after the first unprotected sexual intercourse in a cycle, or

within 5 days of the earliest estimated date of ovulation,

whichever is later. Oral emergency contraception should be

offered as soon as possible if an intrauterine device is to be

delayed or is not an acceptable option. Ulipristal acetate

emergency contraception has been demonstrated to be more

effective than levonorgestrel emergency contraception up to

120 hours after unprotected sexual intercourse.15

Screening for sexually transmitted
infections

Women should be referred to a local genitourinary clinic or,

if preferable, to their GP for a risk assessment for sexually

transmitted infections, HIV and hepatitis B. Most screening

for sexually transmitted infections should be done 2–3 weeks

after the assault because of the incubation time of pathogens.

A Neisseria gonorrhoea/Chlamydia trachomatis nucleic acid

amplification test swab should be taken from the site of the

assault (pharynx, vagina and/or anus). Prophylaxis against

bacterial sexually transmitted infections is rarely offered, but

can be considered in those whose risk of infection is high and

who are unlikely to attend for follow-up. Prophylaxis has a

limited role as it may lead to unnecessary treatment, reinforce

belief that there was a high risk of infection and miss out on

partner notification. Blood tests at 3 months should be

offered to screen for hepatitis B, syphilis and HIV.16

HIV post-exposure prophylaxis post-sexual assault

(PEPSE) should be discussed with every woman. It is

believed that transmission of HIV is likely to be increased

during sexual assault. Clinicians may therefore consider

recommending PEPSE more readily in such situations.
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Recommendations vary depending on the type of exposure

and risk factors. Unprotected anal intercourse carries the

highest risk. Other factors which increase the risk are a

known positive HIV status of the assailant, exchange of body

fluids, presence of genital injuries and a multiple assailant

assault. It is likely that the strength of recommendation and

subsequent uptake will be higher when the assailant is

perceived to be from a high prevalence group, such as a man

from sub-Saharan Africa, a man who has sex with men or a

man who is an intravenous drug user. PEPSE should be

started as soon as possible, but within 72 hours and

continued for 4 weeks. Advice should be sought from

genitourinary physicians with regards to commencement of

PEPSE and follow-up.16

An accelerated course of hepatitis B vaccine should be

offered (at 0, 1, 3 weeks or 0, 1, 2 months with a booster at

12 months in either course). Vaccination will theoretically

provide some protection from disease when started up to

6 weeks after sexual assault.17

Vulnerable populations

Some groups of individuals are at a higher risk of sexual

assault. These include women who are young, poor, living in

social housing, in poor health, single and separated or

divorced. Migrant and trafficked women and those involved

in the sex industry are more likely to encounter sexual

violence.18 Transgender people are vulnerable to sexual

assault, with research from the USA suggesting that one in

two transgender individuals are sexually abused or assaulted

at some point in their lives.19

It is important to be mindful of girls aged below 16 years

or women who are considered vulnerable adults, such as

those with mental health problems and learning difficulties.

These patients need to be assessed carefully and will need

additional support; referrals should be considered to mental

health services, general practitioners and other agencies such

as drug and alcohol services. Gillick competence should be

assessed in everyone below 16 years of age or below 18 years

if they have learning difficulties. Child protection issues

should be considered with referral to social services of those

girls under 18 years of age who are vulnerable, have learning

difficulties or in cases where children witnessed

the sexual assault.20

Sexual abuse is often a form of domestic violence. A serious

sexual assault is most likely to be committed by someone

known to the victim (89% of women), with just over half

(54%) of female victims reporting that a partner or ex-partner

had been the offender.21 A client-centred and multi-agency

approach is often needed in helping women who may have

suffered domestic violence, with care taken to build trust and

offer support. Staff involved in the care of these women

should assess the risk of domestic violence. This may be done

by using the DASH (domestic abuse, stalking and ‘honour’-

based violence) risk check list .22 and, in turn, considering a

multi-agency risk assessment conference (MARAC) referral.

In a MARAC meeting information is shared about the

highest-risk domestic abuse cases between representatives of

local police, health, child protection, housing practitioners,

independent domestic violence advisers and other specialists

from the statutory and voluntary sectors. After sharing all

relevant information they have about a woman, the

representatives discuss options for increasing her safety and

turn these into a coordinated action plan. Information shared

at the MARACmeeting is confidential and is only used for the

purpose of reducing the risk of harm to the victim.

Forensic evidence

A sexual assault referral centre (SARC) is a model of service

dedicated to addressing the forensic, evidential and aftercare

needs of victims of sexual violence. A SARC works as a multi-

agency partnership to improve health outcomes as well as

criminal justice outcomes for victims of rape or sexual

assault. The SARC model has been promoted by the Home

Office as the gold standard of care for victims of sexual

assault. A SARC offers a dedicated secure facility integrated

with hospital services, availability of forensic examination

24 hours a day, facilities for non-police referrals, crisis

workers to support the victim, immediate aftercare (such as

emergency contraception and prophylaxis against infections),

follow-up services (including screening for sexually

transmitted infections) and psychosocial support. There are

more than 40 SARCs operating throughout the UK. SARCs

are funded and run in partnership, usually between the NHS,

police and the voluntary sector.23

The SARC can also provide sexual health screening,

psychological therapy and specialist support to women.

There are more than 80 independent sexual violence advisers

who work, alongside specialist doctors, nurses, health

advisers and counsellors, as advocates for victims of recent

and historic serious sexual crimes. They provide practical and

emotional support and information. They advise women on

the process involved in reporting a crime to the police and

taking their case through the criminal justice process, should

they choose to do so. Independent sexual violence advisers

work alongside victims from soon after their initial contact

with a SARC or other emergency service. Independent sexual

violence advisers may be based in SARCs or may operate

from specialist sexual violence organisations. They link in

with essential services such as victim and witness

organisations, counselling and health service providers,

while ensuring that the safety of the victim is coordinated

across all agencies.24

Not everyone who has been sexually assaulted will want to

report the assault to the police or have forensic evidence

90 ª 2018 Royal College of Obstetricians and Gynaecologists

Sexual assault



gathered. Women who wish to report the assault to the police

immediately should be encouraged to do so. Specialist police

officers trained in the management of complainants of sexual

assault will take a first account of the incident and arrange a

forensic medical examination. This is a top-to-toe

examination looking for injuries and taking samples that

may be used as evidence in a police investigation and any

subsequent prosecution. The proportion of women who do

not want to report the offence to the police should have their

wishes respected. However, the SARC may offer a forensic

medical examination with collection of DNA and other

evidence without the police being involved, giving the

woman the opportunity to consider her options and report

the assault at a later date.

Forensic specimens should only be collected if the clinician

has specialist training in this area, therefore is not within the

remit of a gynaecologist on call. The type of forensic

specimens that are collected depends on the type of sexual

assault and the time lapse between the assault and the

examination. Swabs are taken to recover body fluids and

DNA and are sent to the police forensic science laboratory.

The swabs used are sterile cotton-tipped swabs which are of a

standard set by the British Standards Institution in 2012.

Double, non-sterile gloves are worn throughout the sampling

process and when handling specimens (including exhibit

bags) in order to minimise DNA transfer and contamination.

Usually two swabs are taken from the same area; on the

surface of the body the first swab is moistened with sterile

water. A buccal scrape from the inside of the women’s cheek

is taken as a reference sample for DNA profiling. In general,

swabs can be taken up to 7 days after vaginal penetration,

3 days after anal penetration and 2 days after oral

penetration. A toxicology screen will be sent from blood

within 3 days of the assault and from urine within 14 days of

the assault if a drug-facilitated sexual assault is suspected.25

Since 2001, a limited number of SARCs in the UK have had

forensic nurse examiners conducting forensic examinations.

Sexual assault nurse examiners in the USA have been

independently performing forensic medical examinations

since the early 1990s. This nurse-led provision of care is

widespread in the USA and Canada, and has improved

standards of care, with more than 600 sexual assault nurse

examiner programmes across the country. Sexual assault nurse

examiner programmes have improved women’s psychological

wellbeing, improved the quality of collection of forensic

evidence, and limited evidence suggests that this programme is

improving prosecution rates in the USA.26,27

Follow-up

Follow-up is critical to the continued care of women who have

experienced sexual assault, and every effort must be sought to

provide this. All women should be offered follow-up care

arranged in a genitourinary medicine clinic, with their GP or

possibly at a local SARC. The follow-up appointment should

be arranged before the starter pack of PEPSE medication

finishes (usually 3–5 days), if this has been prescribed.

Baseline bloods are carried out in this initial appointment,

if not already done, and review should ascertain whether the

woman wishes to continue the medication, as well as any

adverse effects and compliance with treatment. This is

generally followed by weekly (if problems) or 2-weekly (if

no problems) follow-up appointments until completion of

the course of medication.16

Women should be offered hepatitis B screening and

vaccination within 6 weeks of the assault.28 Screening for

sexually transmitted infections generally occurs 2 weeks after

the assault. It may be prudent to discuss baseline bloods for

syphilis and hepatitis B and C, depending on risk assessment

at this follow-up appointment. Serological tests for hepatitis

B and C, HIV and syphilis should be offered 3 months after

the assault, or 4 months if the woman has used PEPSE.29

Pregnancy testing may also be necessary.

Sexual assault can have harmful and lasting consequences

for women, their families, and the community. Women may

present with physical symptoms such as chronic pelvic pain,

premenstrual syndrome, gastrointestinal disorders,

gynaecological symptoms, migraines and other frequent

headaches and disability that prevents work.30

The long-term psychological effects of rape on its victims

can include depression, anxiety, post-traumatic stress

disorder, drug and substance misuse, self-harm and suicide.

In one study, 20% of those who reported that they had been

sexually assaulted gave a history of mental health problems.31

Rape victims are more likely to develop post-traumatic stress

disorder than victims of any other crime.32 Box 1 outlines the

symptoms of post-traumatic stress disorder. A non-

judgemental approach by healthcare professionals and early

referral for interventions such as counselling can

help aid recovery.

Sexual assault results in a considerable cost to the

healthcare system. In 2003/04 in England and Wales, each

adult rape was estimated to cost over £76,000 in its initial

emotional and physical impact on the victim, lost economic

output resulting from convalescence, early treatment costs to

the health services and costs incurred in the criminal justice

Box 1. Symptoms of post-traumatic stress disorder36

� Re-experiencing the incident in the form of flashbacks or nightmares
� Avoidance of reminders of the assault
� Hyperarousal, with effects including difficulty concentrating,

irritability, sleep problems
� Emotional numbing, meaning a lack of ability to experience feeling
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system. The overall cost to society of sexual offences in

2003/04 was estimated at £8.5 billion, but this did not include

long-term health impacts such as post-traumatic stress

disorder or mental health costs.33

Healthcare professionals should be aware of agencies and

charities where women can be signposted (Box 2). The

Survivors Trust is a UK-wide umbrella agency for specialist

rape crisis and sexual violence voluntary sector services.

Member agencies provide services including crisis support,

counselling, telephone helplines, supervision, training,

advocacy, information and independent sexual violence

adviser services. The Survivors Trust recognises that

counselling for victims of sexual violence is likely to be in-

depth and protracted, sometimes lasting years.34 Rape Crisis

centres provide a range of specialist services for women and

girls who have been raped or have been subject to other

forms of sexual violence. Most centres offer advocacy,

counselling and a telephone support line. Many women

first make contact with these centres years, or even decades,

after they have been raped or sexually abused.35

Conclusion

Sexual assault is common, and obstetricians and

gynaecologists are likely to see women who have

experienced this crime, whether recently or in the past.

Sexual violence is a subject that many patients and clinicians

alike feel uncomfortable or embarrassed to talk about. It is

important to break through our own barriers in order to

provide an excellent service for these women. A sensitively

asked question provides an opening for someone to disclose

what has happened. A woman who presents soon after an

assault should be told of her options including reporting to

the police, self-referring to a SARC or being seen in a

genitourinary medicine or community setting. We must act

quickly to provide medical care and support, including early

emergency contraceptive advice. A readily available list of

local organisations, including the local SARC, specialist

police, social care and safeguarding teams can mean that

onward referral can be achieved efficiently.
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