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ABSTRACT

Caring for sexual assault survivors requires interdisciplinary collaboration, pre-planning, and
education. The purpose of this document is to guide emergency medical service (EMS) agencies
and clinicians in the patient-centered management of survivors of sexual assault.

The National Association of EMS Physicians Recommends:

Trauma-Informed Care: EMS clinicians should recognize that sexual assault is a traumatic event,
and we recommend a trauma-informed care approach. Some recommended actions include,
but are not limited to, asking questions that validate a survivor’s experience, asking permission
before doing an exam to acknowledge a patient’s choice, and allowing a support person
during the physical exam.

Physical Injuries after sexual assault: EMS clinicians should assess for serious traumatic injuries
associated with sexual assault including strangulation.

Collaboration with Sexual Assault Forensic Examiner Organizations: EMS clinicians should
understand general forensic guidelines and state-specific regulations relevant to prehospital
care. Indications for forensic exams vary by state, thus partnerships between EMS and sexual
assault forensic examiner organizations can facilitate access to forensic examiners who can
provide clear guidance on available forensic resources.

Transport to Sexual Assault Forensic Examiner-resourced facilities: EMS systems should identify
local facilities that are resourced to care for sexual assault survivors or systems designed to
provide these resources to the survivor and preferentially transport stable survivors to these
destinations for medical and forensic evaluation. If there is concern for a life-threatening
injury, patients should be transported to a trauma center for evaluation.

Documentation: In addition to awareness of local regulations, EMS clinicians should be
complete, accurate, and culturally competent in their documentation. They should minimize
bias in their documentation.

Evidence Preservation: EMS clinicians should be aware of best practices for evidence preservation
and be trained in evidence collection in the prehospital setting, including avoiding showering,
eating, changing clothes before the forensic exam, and maintaining chain of custody.
Consider other special populations: EMS clinicians should be aware of high-risk special
populations for sexual assault with unique medical, cultural and/or regulatory considerations
including, but not limited to, the pediatric, elderly, transgender, gender diverse, LGBTQ (lesbian,
gay, bisexual, transgender, queer), pregnant, and male survivors.
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Introduction

Sexual assault and rape are a pervasive public health prob-
lem in the United States (U.S.). Approximately one in five
women (19.6%) and one in 26 men (7.6%) surveyed have
experienced completed or attempted rape in their lifetime.
Of those women sexual assault survivors, nearly 80%
reported that they were first raped before the age of 25years,
and 41% before the age of 18years (1).

The terms “rape” and “sexual assault” are sometimes
used interchangeably, and the legal definitions of both
terms vary across states. Sexual assault is a crime of vio-
lence and aggression and encompasses a spectrum of sex-
ual activity ranging from sexual coercion to contact abuse
to rape (2). Rape, as re-defined by the Federal Bureau of
Investigation in 2013, is “Penetration, no matter how slight,
of the vagina or anus with any body part or object, or oral
penetration by a sex organ of another person, without the
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consent of the victim (3)” This definition is agnostic to
gender of the survivor and perpetrator and excludes any
reference to force. The age of the survivor and the relation-
ship to the abuser can be used to characterize sexual
assault and rape including acquaintance rape, date rape,
statutory rape, child sexual abuse, and incest. See Table 1
for terms & definitions.

Annually there are over 55,000 post-sexual assault emer-
gency department (ED) visits in the US. representing a
more than 1500% increase over the past decade (4). Almost
half of these patients may present via emergency medical
services (EMS) (5). Although EMS clinicians are well versed
in caring for patients with traumatic injuries and collaborat-
ing with police officers, patients who experience sexual
assault have specific medical, forensic, and psychological
needs that differ from other prehospital patients. The objec-
tive of this position statement and resource document is to
guide EMS agencies and clinicians in the patient-centered
management of survivors of sexual assault. We have pro-
posed a model EMS protocol at the end of this resource
document.

Methods

Search Strategy

To inform out position statement and resource document,
we performed a structured rapid review of the literature rel-
evant to EMS care of sexual assault survivors. Structured
rapid reviews provide a streamlined approach to synthesize
evidence to produce information in a timely manner based
on simplified principles of a systematic review of the litera-
ture. The search strategy used was to identify sexual assault
relevant to EMS is provided in Table 2. We searched
PubMed (via National Library of Medicine) for articles on
June 1, 2024.

Table 1. Terms & definitions.
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Screening of Publication

Records were uploaded into Covidence (Melbourne,
Australia). Duplicate publications and publications without a
full-text were excluded. Two authors (DHY and AMB) inde-
pendently screened records on relevance to the care of sex-
ual assault survivors in the EMS setting through two stages:
title and abstract screening and full-text screening.
Discordance was resolved through discussion and consensus
by both authors. Each publication was summarized.

Results

The strategy identified 87 articles available for screening. No
articles were excluded for being a duplicate and four articles
were excluded because we were unable to locate full-text
articles. Seventy-six articles were excluded because they were
not relevant to the care of sexual assault survivors in the
EMS setting. This resulted in seven articles for consideration
by all authors to inform this position statement and resource
document (Figure 1 and Table 3). In the absence of a robust
body of prehospital evidence-based literature, recommenda-
tions for this position statement are based on this literature,
professional guidelines, as well as author expertise (6-8).

Discussion
Trauma-Informed Care

EMS clinicians should recognize that sexual assault is a trau-
matic event, and we recommend a trauma-informed care
approach. Some recommended actions include, but are not
limited to, asking questions that validate a survivor’s experi-
ence, asking permission before doing an exam to acknowl-
edge a patient’s choice, and allowing a support person during
the physical exam.

Term

Definition

Sexual Assault (Contact sexual violence)

An act of violence and aggression encompasses a spectrum of sexual activity that ranges from rape, being

made to penetrate someone else (males only), sexual coercion, or contact abuse.

Sexual Coercion

Unwanted sexual penetration that occurs after a person is pressured in a nonphysical way. Sexual coercion

refers to unwanted vaginal, oral or anal sex after being pressured in ways that include being worn
down by someone who repeatedly asked for sex or showed they were unhappy; feeling pressured by
being lied to, being told promises that were untrue, having someone threaten to end a relationship or
spread rumors; and sexual pressure due to someone using their influence or authority.

Contact Abuse (unwanted sexual contact)

Unwanted sexual experiences involving touch but not sexual penetration, such as being kissed in a sexual

way or having sexual body parts fondled, groped, or grabbed.

Physical Violence

Includes many behaviors from being slapped, pushed, or shoved to severe acts that include being hit with

a fist or something hard, kicked, hurt by having hair pulled, slammed against something, beaten,
burned on purpose, attempted to be hurt by choking or suffocating, and having a knife or gun used

on them.
Sexual Assault Based on Relationship of Survivor/Perpetrator and Age
Acquaintance rape and date rape
Incest
Statutory rape

Sexual assault committed by someone the survivor knows
Sexual assault when the perpetrator is a family member of the survivor.
Consensual sexual intercourse with an individual younger than a specific age. The age at which an

adolescent may consent to sexual intercourse varies by state and generally is 16-18years.

Sexual abuse*

Defined by the Child Abuse and Prevention Act as “the employment, use, persuasion, inducement,

enticement, or coercion of any child to engage in, or assist any other person to engage in, any
sexually explicit conduct or simulation of such conduct for the purpose of producing a visual depiction
of such conduct; or the rape, and in cases of caretaker or inter-familial relationships, statutory rape,
molestation, prostitution, or other forms of sexual exploitation of children, or incest with children”

*from 42U.S.C. 2017:8510649.
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Trauma-informed care (TIC) is widely recommended in
sexual assault care literature as it focuses on ensuring the
emotional and psychological safety of survivors during med-
ical treatment to avoid further traumatization. Applying TIC
principles may lead to better outcomes by reducing
re-traumatization and improving communication (9).
Although the practice and study of TIC is highly heteroge-
neous, it broadly uses de-escalation techniques, active listen-
ing, and avoiding practices which could cause further
trauma (10).

Trauma-informed care training for EMS clinicians is
crucial for enhancing interactions with patients and improv-
ing overall care quality. Survivors interactions with the
emergency care setting often leads to re-traumatization
(11). Small studies within the emergency department and
prehospital environment suggest that even minimal training
can significantly boost clinicians’ comfort with recognizing

Table 2. Search terms.

Search Search on
number Query Pubmed 6/1/2024
#1 ((“Sex Offenses”[Mesh]) OR (((“human trafficking"[Title/ 43,373
Abstract]) OR (rape[Title/Abstract])) OR (sexual
assault*[Title/Abstract] OR sexual abuse*[Title/
Abstract] OR sexual offense*[Title/Abstract])))
#2 (("Emergency Medical Dispatch’[Mesh] OR “Emergency 50,240
Medical Service Communication Systems”[Mesh]
OR “Emergency Medical Technicians”[Mesh] OR
“Transportation of Patients”[Mesh] OR “Paramedics”
[Mesh] OR “Firefighters” [Mesh] OR “Emergency
Medicine”[Mesh] OR “Air ambulances*"[Mesh]) OR
(“emergency medical services[Title/Abstract]))
87

Figure 1. PRISMA diagram.

and delivering TIC. Such training equips EMS personnel
with the skills to recognize and respond to the impact of
trauma on individuals, emphasizing empathy, safety, and
support. Some TIC practices include, but are not limited
to, asking questions that validate a survivor’s experience,
allowing a support person during the physical exam, and
asking permission throughout the patient encounter to
acknowledge a patient’s choice. These TIC practices should
include using a survivor’s preferred terminology, including
anatomical terms and pronouns. By integrating these prac-
tices, EMS clinicians can offer more compassionate and
effective care, ultimately enhancing the well-being of those
they serve (12).

Physical Injuries after Sexual Assault

EMS clinicians should assess for serious traumatic injuries
associated with sexual assault including strangulation.
Emergency medical services clinicians should consider
traumatic injuries that are more common among sexual
assault survivors. Extragenital trauma is present in 36-67%
of sexual assault survivors and is more common in women
(5,13). It is more common than anogenital trauma (70%
vs 27%) and generally includes bruises, abrasions, or ery-
thema on the thigh, upper arm, face, or neck. Strangulation
is also relatively common, with a prevalence of approxi-
mately 23% and is more frequent in domestic violence
situations (14). An external genital exam is not recom-
mended unless medically necessary. Emergency medical
services clinicians should be educated on considerations



Table 3. Summary of rapid review findings relevant to EMS and sexual assault.
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Citation

Summary

Bressler CJ, Malthaner L, Pondel N, Letson MM, Kline D, Leonard JC. Identifying
Children at Risk for Maltreatment Using Emergency Medical Services' Data: An
Exploratory Study. Child Maltreat. 2024 Feb;29(1):37-46. doi:
10.1177/10775595221127925. Epub 2022 Oct 7. PMID: 36205182.

Campbell R, Bybee D. Emergency medical services for rape victims: detecting the
cracks in service delivery. Womens Health. 1997 Summer;3(2):75-101. PMID:
9332152.

Hodell EM, Sporer KA, Brown JF. Which emergency medical dispatch codes predict
high prehospital nontransport rates in an urban community? Prehosp Emerg
Care. 2014 Jan-Mar;18(1):28-34. doi: 10.3109/10903127.2013.825349. Epub 2013
Sep 12. PMID: 24028558.

Qualls C, Hewes HA, Mann NC, Dai M, Adelgais K. Documentation of Child
Maltreatment by Emergency Medical Services in a National Database. Prehosp
Emerg Care. 2021 Sep-Oct;25(5):675-681. doi: 10.1080/10903127.2020.1817213.

Retrospective observational study of Electronic Medical Services (EMS)
electronic health records to identify phrases associated with child
maltreatment. The use of the word “Sexual” showed the strongest positive
association (Odds Ratio 6.17 95% Cl 4.67,8.15) with EMS encounters and
children at risk for maltreatment.

147 survivors of sexual assault were interviewed about the Emergency
Room experience demonstrating variability in offered services. There
was significant variability in the services offered based on the hospital
characteristics, the relationship of the assailant to the survivor and
survivor characteristics. Survivors taken to hospitals with coordinated
response teams (e.g., Sexual Assault Response Team) were more likely
to receive some forms of treatment.

Retrospective observational study that aimed to identify Medical Priority
Dispatch System code categories associated with the highest rates of
prehospital non-transport. Dispatch codes categories for “Assault/Sexual
assault” routinely had non-transport rates exceeding 40%.

Retrospective observational study of EMS clinician reporting of abuse and
neglect among children less than 3years of age using the National
Emergency Medical Services Information System (NEMSIS) database. Of

Epub 2020 Oct 12. PMID: 32870747.

Rinker AG Jr. Recognition and perception of elder abuse by prehospital and

hospital-based care providers. Arch Gerontol Geriatr. 2009 Jan-Feb;48(1):110-5.

doi: 10.1016/j.archger.2007.11.002. Epub 2007 Dec 26. PMID: 18160115.

Shah MN, Bishop P, Lerner EB, Czapranski T, Davis EA. Derivation of emergency

medical services dispatch codes associated with low-acuity patients. Prehosp

Emerg Care. 2003 Oct-Dec;7(4):434-9. doi: 10.1080/312703002132. PMID:
14582093.

Faul M, Aikman SN, Sasser SM. Bystander Intervention Prior to The Arrival of Emergency

Medical Services: Comparing Assistance across Types of Medical Emergencies.
Prehosp Emerg Care. 2016 May-Jun;20(3):317-23. doi: 10.3109/10903127.2015.
1088605. Epub 2016 Jan 25. PMID: 26807490; PMCID: PMC4933010.

identified abuse and neglect cases, 28.2% (27/124) were related to
sexual abuse.

Prospective survey of 272 EMS and 127 hospital clinicians to evaluate
exposure, knowledge and attitudes to elder abuse and neglect. One in
three clinicians indicated they would suspect other reasons (dementia,
depression, etc.) for the report of a sexual assault in an elderly patient.

Retrospective observational study of dispatch codes associated with basic life
support (BLS) level prehospital care as a proxy for low acuity illness. The
authors identified that 95.2% (Cl 93.2-96.7) of “assault/sexual assault” were
transported BLS.

Retrospective observational study of NEMSIS database investigating
circumstances associated with bystander intervention during a 9-1-1 call.
The type of injury/iliness that prompted the lowest likelihood of bystander
assistance was Sexual Assault/Rape (aOR = 1.64, 95% Cl 1.57-1.71)

for doing an exam, including but not limited to 1) patient
acuity, 2) informed consent, 3) privacy considerations,
and 4) emotional trauma.

Collaboration with Sexual Assault Forensic Examiner
Organizations

EMS clinicians should understand general forensic guide-
lines and state-specific regulations relevant to prehospital
care. Indications for forensic exams vary by state, thus
partnerships between EMS and sexual assault forensic
examiner organizations can facilitate access to forensic
examiners who can provide clear guidance on available
forensic resources.

Sexual Assault Forensic Examiner (SAFE) programs
were developed to provide enhanced service for survivors,
health care agencies, and law enforcement and offer survi-
vors care that emphasizes comprehensive, multisystem ser-
vice delivery and enhance the treatment and recovery of
sexual assault survivors. Sexual Assault Forensic Examiner
clinicians are specially trained in evidence collection tech-
niques and the use of specialized equipment, chain-of-evi-
dence requirements, expert testimony, injury detection and
treatment, pregnancy and sexually transmitted infection
screening and treatment, rape trauma syndrome, and crisis
intervention.

Medical facilities that offer SAFE programs have
been shown to enhance the care of sexual assault survi-
vors by (a) promoting the psychological recovery of

survivors, (b) providing comprehensive and consistent
medical care, (c) ensuring accurate and complete docu-
mentation of forensic evidence, and (d) improving prose-
cution of sexual assault cases. Emergency departments
offering comprehensive services for sexual assault survi-
vors have been shown to be more helpful in terms of
treatment rendered, forensic exams performed, and an
overall supportive experience for the patient (15-20).
Sexual assault survivors seeking medical attention in hos-
pitals without specialized services face problems such as
long wait times and longer exam times (21). In addition,
the quality of medical care offered to sexual assault sur-
vivors, regarding administration of emergency contracep-
tion and screening and treatment for sexually transmitted
infections, is lower in hospitals that do not have a sexual
assault treatment program (19,22).

Transport to Sexual Assault Forensic Examiner-
Resourced Facilities

EMS systems should identify local facilities that are resourced
to care for sexual assault survivors or systems designed to
provide these resources to the survivor and preferentially
transport stable survivors to these destinations for medical
and forensic evaluation. If there is concern for a
life-threatening injury, patients should be transported to a
trauma center for evaluation.

Sexual Assault Forensic Examiner programs were devel-
oped to provide a forensic examination for survivors of
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sexual assault and use of these programs have been shown
to improve the quality of care that survivors receive.
Because these programs are unique to each state and
region, each EMS agency should define a destination crite-
ria, or a specific location, for their EMS clinicians to bring
these patients, in collaboration with their local SAFE pro-
gram. For example, in California, nine of 34 local EMS
agencies offer destination criteria for patients to receive a
forensic exam (23). In the absence of a local SAFE pro-
gram, which is common in many rural communities, each
EMS agency should identify emergency departments that
have access to telehealth capabilities as well as the nearest
SAFE program (24-26).

Documentation

In addition to awareness of local regulations, EMS clinicians
should be complete, accurate, and culturally competent in
their documentation. They should minimize bias in their
documentation.

The top priority for the medical management of survivors
of sexual assault is the patient’s physical and mental health
paired with the collection, maintenance, and security of
forensic evidence. The role of law enforcement is the perfor-
mance of the criminal investigation. In that process, multiple
written reports are generated. Analogous to all medical
records, the documentation for cases of sexual assault must
be complete and accurate. While the medical record is an
important element of continuity of care, one should also be
cognizant that it will play a key role in the representation of
the incident, physical examination, readily identified injuries,
and forensic evidence in a court of law where the jury is
typically comprised of laypersons with little or no medical
training.

Whether overt or unconscious, all of us inherently have
bias and as related to medical record documentation, words
matter. Electronic medical records enhance the efficiency
of completing documentation; however, clicking a button in
a robotic fashion is not always the ideal action in cases
involving sexual assault. A person who reports being
punched in the arm may not have any motor or sensory
deficits, gross deformity, or bruising. However, if tender-
ness is present, this should be documented as such instead
of choosing the “normal” option based simply upon the
findings seen on visual inspection. A patient may be alert,
oriented, and neurologically intact leading one to click the
“normal” option. However, if the survivor is sobbing or
emotionally detached, this finding can be written into the
document. Failure to include pertinent details and positive
findings, particularly due to lack of a descriptor option
within the electronic medical record software, results in
missing elements that may be critical in a court of law.
There will be jurors who will be convinced by defense
attorneys that “normal” means that no injury was sus-
tained. Written narratives can reduce or eliminate doubt
that may be cast upon the patient’s credibility.

Likewise, the clinical impression in the medical record
is important. The primary duty of the EMS clinician is to

provide care to support the patient’s physical and mental
health. The determination of the burden of proof and
identification of the perpetrators is the duty of law
enforcement and forensic personnel. The determination of
innocence or guilt is the duty of the justice system. The
documentation of the clinical impression is as equally
important as the patient assessment. As one example, the
term “alleged” is a legal term to describe an event that is
questionable or not proven to be true. In the minds of
some, this word implies that the event did not happen.
For this reason, it is preferable to document the clinical
impression as a “reported sexual assault” in addition to
the findings from the patient assessment rather than an
“alleged sexual assault” Emergency medical services agen-
cies should work with the justice system and local SAFE
programs to provide guidelines related to documentation
related to sexual assault.

Evidence Preservation

EMS clinicians should be aware of best practices for evi-
dence preservation and be trained in evidence collection in
the prehospital setting, including avoiding showering, eating,
changing clothes before the forensic exam, and maintaining
chain of custody.

Evidence collection in the setting of sexual assault is
essential, especially if the patient would like to press legal
charges at any time in the future. Emergency medical ser-
vices clinicians should always get consent to treat from the
patient and respect all patient boundaries. Immediate med-
ical management is always the top priority and takes pre-
cedence over evidence collection. Notably, having a forensic
exam or collection of evidence does not require reporting
to law enforcement and in some states can be reported up
to 20years later. Except for child abuse or survivors of cog-
nitive impairment, patients retain the right to refuse to
engage with law enforcement. Immunity protections for
reporting to law enforcement varies among states. Evidence
collection generally can take place up to 96h after the
assault and 90% of all evidence collection takes place in
the ED (27). For evidence preservation, the patient should
be instructed to avoid showering, bathing, douche, smok-
ing, eating, drinking, using the bathroom, or changing
clothing/bedding. Gloves should always be worn for any
patient care or handling of linens, clothing or bodily fluids.
Any clothing should be placed in a paper bag and should
be brought to the hospital with the patient. Paper bags are
preferred over plastic bags because packaging biological
evidence in plastic promotes the degradation of biological
evidence, rendering DNA testing useless (28). If clothing
needs to be cut off, any holes should not be cut through,
and any time a ligature is in place, the knot should not be
cut through (29). Ambulance linens should also be col-
lected and placed in a paper bag. If a patient produces any
emesis, urine, spit or other bodily fluids, these should be
collected and brought to the hospital. This evidence is
especially important with drug-facilitated sexual assaults. If
the patient consents, EMS clinicians should coordinate with



law enforcement on scene for evidence collection and pres-
ervation. Once evidence is collected, EMS clinicians should
make all reasonable effort to maintain evidence chain of
custody. Chain of custody requires documentation of evi-
dence transfers and should be noted in the patient care
records.

Consider Other Special Populations

EMS clinicians should be aware of high-risk special popula-
tions for sexual assault with unique medical, cultural and/or
regulatory considerations including, but not limited to, the
pediatric, elderly, transgender, gender diverse, LGBTQ (les-
bian, gay, bisexual, transgender, queer), pregnant, and male
survivors.

Pediatric Survivors

An important consideration in the prehospital setting, is
the specific care of pediatric survivors of sexual assault.
Any survivor of sexual assault under the age of 18 can and
should be evaluated at a pediatric hospital or pediatric-
specific ED. However, special attention must be provided to
patients under 12years of age, as this particularly vulnera-
ble patient population is best served and should be trans-
ported to a pediatric SAFE-designated hospital, whenever
possible.

When transporting any patient less than 18years of age
with a concern for sexual assault, there are a few guidelines
that are important for EMS clinician education and proto-
cols. First, the focus has to be on keeping the patient com-
fortable, providing reassurance, and allowing them to stay
or be transported with a preferred guardian or adult, when
possible. Second, there should be no interviewing of pedi-
atric patients, especially those less than 12years of age.
Emergency medical services clinicians should also limit any
follow-up questions to spontaneous comments made by the
patient. Third, the patient should be kept in their clothing
and any other clothing, including underwear, that may
have been worn at the time of assault should be brought
with the patient, when possible. For those less than 12 years
of age, it is reccommended that their bedding be brought in
as well for evidence collection. Fourth, the patient should
not receive anxiolysis or sedation in the prehospital setting
when possible. Lastly, EMS clinicians should refer to their
local mandatory reporting guidelines to the Department of
Children and Families or the analogous agency within the
jurisdiction.

There are additional considerations for those older than
12years of age in addition to what is outlined above. A high
proportion of pediatric sexual assault occurs during adoles-
cent years, with recent reports finding a lifetime experience
of 26.6% for girls and 5.1% for boys in experiencing sexual
assault by 17years old (30). Additionally, there are a number
of barriers to adolescent patients seeking help including fear
of mandated reporting, lack of understanding of the need
for medical care and evaluation, and barriers to care includ-
ing, but not limited to, lack of transportation and fear of
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cost (31). Other barriers include fear of repercussions for
survivors such as under aged drinking admissions and
school expulsions.

Elderly Survivors

Sexual assault and abuse are often underrecognized
in patients aged 65years and older due to cultural
biases. However, elder abuse, including sexual assault can
happen in all racial, social, and economic backgrounds.
Most commonly, sexual violence is by a known perpetra-
tor (up to 90% of the time) and often involves other
forms of abuse such as physical, financial, psychological,
and/or neglect (2). Emergency medical services clinicians
should refer to their local mandatory reporting guidelines
within each jurisdiction if elder abuse or neglect is
suspected.

Transgender, Gender Diverse and LGBTQ Survivors

Nearly half of transgender and gender diverse (TGD) people
have been sexually assaulted during their lifetime-with 10%
sexually assaulted in the last year alone. Personal violent
crime prevalence is four times greater in TGD people as
compared to the general population. Transgender and gen-
der diverse, as well as LGBTQ, populations have unique bar-
riers to care that include hesitancy to trust medical
professionals, knowledge gaps in people treating them for
sexual assault, and relationships that may look different than
heterosexual relationships making it difficult for health
care clinicians to build rapport with sexual assault survivors
(32-36). Emergency medical services clinicians should not
assume a patient’s sexual orientation or gender identity.
Emergency medical services clinicians should use the
patient’s preferred terms for anatomy and integrate other
TIC practices.

Pregnant Survivors

Pregnancy is a high-risk period for interpersonal violence
and sexual assault with one in six women experiencing the
first episode domestic violence while pregnant (2,37). Sexual
assault and domestic violence are most common in the first
trimester and inquiring about known pregnancy status is

Table 4. Priority items for implementation of recommendations.

Priority Items

EMS Protocol Review EMS Protocol related to sexual assault for potential
opportunities for improvement.

If no EMS protocol exists, adapt Figure 1 and/or Figure 2 for
the local EMS agency.

Update EMS Protocol related to sexual assault

Create education on 1) trauma-informed care, 2) physical
injuries in sexual assault, 3) medical documentation and
4) evidence collection and preservation.

Provide education to EMS clinicians

Identify SAFE organization leadership and setup initial meetings

Develop a collaborative relationship with the local SAFE
organization to:

1. identify destination criteria

2. improve EMS clinician education

3. identify local resources for patients that refuse transport

Education

Collaboration
with local
SAFE
organizations
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Figure 2. Proposed EMS protocol document.
This is an adult sexual assault protocol. It can be modified in collaboration with local pediatric resources and local reporting guidelines related to child abuse. The protocol is based
on the format used in the NASEMSO National Model EMS Clinical Guidelines (https://nasemso.org/wp-content/uploads/National-Model-EMS-Clinical-Guidelines_2022.pdf)


https://nasemso.org/wp-content/uploads/National-Model-EMS-Clinical-Guidelines_2022.pdf

Figure 2. Continued.

advised. Pregnant survivors require an integrated care
approach, which addresses physical impacts of sexual assault
to both the pregnant patient and fetus.

Male Survivors

Although men make up a minority of sexual assault sur-
vivors, male survivors may experience a greater sense of
shame or stigma due to societal expectations about mas-
culinity. Additionally, stimulation associated with anal
penetration can result in involuntary erection and ejacu-
lation which can cause misinterpretation of consent by
survivors, medical professionals, and the judicial system.
Research indicates that these factors can prevent male
survivors from reporting assault and accessing sup-
port (38).

There are other special populations to consider related to
sexual assault. They include, but are not limited to: survivors
with limited English proficiency, cultural considerations,
differently-abled, survivors with developmental delay, and
human trafficking survivors.

Considerations for Implementation

We recognize that there are numerous barriers to improv-
ing the patient-centered management of survivors of sex-
ual assault within EMS agencies. First, much of the data
supporting our recommendations rely on research
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originating from emergency departments. However, we
provide recommendations that are feasible for application
in the prehospital environment. Second, the ability to
improve patient-centered management of survivors is
dependent on the local environment of each EMS agency.
For example, local SAFE organizations may not exist, or
preferred destination criteria may be outside the catch-
ment area of an agency. Thus, local barriers should be
considered in implementation of this position statement’s
recommendations. We outline priority items to help facil-
itate implementation within an EMS agency (Table 4).
Finally, implementation requires the development of rele-
vant education and protocols and collaborate with local
SAFE programs. Synthesizing these recommendations into
a protocol, the authors have proposed Figure 2 in the for-
mat used in the National Association of State EMS
Officials (NASEMSO) National Model EMS Clinical
Guidelines. We provide Figures 2 and 3 as example pro-
tocols for local adaptation.

Conclusions

Emergency medical services clinicians frequently encounter
survivors of sexual assault, and it is important the care they
provide is trauma-informed, clinically and medicolegally
appropriate. Future EMS research should focus on barriers
to prehospital care with emphasis on medicolegal outcomes
and patient experience.
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Figure 3. Proposed EMS protocol document: Sexual assault flow chart.
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