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Abstract 
 

Introduction: The reception and care of victims of sexual assault at the Dept. of Obstetrics 

and Gynaecology (OB-GYN) at Örebro University Hospital and Karlskoga Hospital is a local 

adaptation of the national Swedish guideline and consists of an initial medical and forensic 

examination, psychological support by medical social worker and medical follow-up 

including sampling for sexually transmitted infections and pregnancy. 	  

 

Aim: Primary aim was to study the frequency of adherence to guidelines of the reception and 

care of victims of sexual assault. Secondary aim was to identify risk factors of inadequate 

adherence and non-compliance to follow up.  

 

Methods: A total of 200 patient visits for initial examinations were studied, by review of the 

standardised Quality and Management System template for documentation. Patient and 

assault characteristics are presented with descriptive statistics and analyses of associations are 

presented as odds ratio (OR) with 95% confidence interval (Cl). 

 

Results: Adherence to guidelines was seen in 10.5% of patients. Risk factors for inadequate 

handling were initial examination within 72 hours after the assault (OR=3.06, 95% Cl 1.16-

8.10) and initial examination carried out off hours (weekdays 5pm-8am and weekends) 

(OR=2.56, 95% Cl 1.05-6.73). Risk factor for non-compliance was alcohol and/or drug 

consumption prior to assault (OR=2.56, 95% Cl 1.25-5.24).  

 

Conclusion: Adherence to guidelines used at the OB-GYN is infrequent but few risk factors 

for inadequate handling and non-compliance to follow up were identified. Sufficient staffing 

and continuous education of health care providers are crucial for maintaining adherence to 

guidelines. 

 

 

 

 

Key words: sexual assault, sex offences, structured examination, guidelines, quality 

assessment   
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List of abbreviations 
 

BBV: Blood born viruses 

Cl: Confidence interval 

IPV: Intimate partner violence 

LGBT: Lesbian, gay, bisexual and transgender  

OB-GYN: dept. of Obstetrics and Gynaecology  

OR: Odds ratio 

QMS-template: Quality and Management System template 

SASI: Sex as self-injury 

STI: Sexually transmitted infections  

ÖUH: Örebro University Hospital   
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Introduction  
In 1995 the United Nations declared violence against women to include physical, sexual and 

psychological harm or suffering, in public spaces as well as in private [1]. However, not all 

countries criminalize marital rape [2]. 

 

Sexual abuse is defined in the Swedish law as sexual intercourse or any comparable sexual act 

forced by violence or threat. It is illegal to abuse someone in a vulnerable situation; e.g. when 

unconscious, when sleeping, when under the influence of alcohol or drugs, disease, injury or 

fear [3]. The current Sexual Offences Law is from 2013, however there is a proposal for a 

new law that has been on submission for comment. The main difference is that the new 

proposition states that all sexual activity must involve a communicated willingness and the 

concept of “rape” is replaced by sexual assault  [4].  

 

The prevalence of sexual assault is depending on the definition of sexual offences. In 2015 

1.7% of the Swedish population self-reported sexual assaults, 3% of women and 0.4% of 

men. On average 50% were abused once, however one in four were abused four or more 

times. In 90% of self-reported sexual assaults the assailant is a man and the victim a woman 

[5]. 

 

Assaults not reported to the police are ascribed to the woman blaming herself, the fear of 

causing an escalation of the violence and shame. Worldwide it is estimated that at least 16-

52% of women have been assaulted by their intimate partner and 10-15% being forced to 

have sexual intercourse  [2]. It is suggested that only 13% of sexual assaults in Sweden are 

reported to the police, however the current increase of sexual assaults can primarily be 

attributed to less severe assaults now more frequently being reported. In 2015 29% of sexual 

assaults were categorised as severe while in 2013 the same number was 47% [5].  

 

Data from the US show that sexual assaults are more common where intimate partner 

violence (IPV) occur, with an average prevalence of 36% compared to 9% in a general 

population not selected because of IPV occurrence [6]. When asked about IPV the prevalence 

is higher in a former than present relationship. This could be the result of women being 

hesitant to describe their experiences in a current relationship as sexual assaults [6]. 
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In Sweden in 2011, 13% of sex crime victims sought medical care, however in 2015 this 

number was only 3%  [5]. Since 1995 the possibility to examine victims of sexual assault 

according to a structured procedure has existed [7]. In 2008 The National Centre for 

Knowledge on Men’s Violence Against Women (Nationellt Centrum för Kvinnofrid) reported 

a government assignment of national caring after sexual offences in the form of a handbook 

and a guide. The guide includes a sexual assault evidence collection kit that includes 

instructions and equipment that guides health care professionals to examine in a structured 

manner, while documenting evidence of assault and the assailant/s.  

 

After a police report has been filed the collected evidence is used during the investigation. If 

no police report has been filed at the time of initial examination the specimens are stored at 

the hospital for two years in case of a later investigation [8]. Technical evidence from the 

medical examination is important for further police investigation [9]. The guide has been 

updated several times together with Swedish National Forensic Centre (Nationellt Forensiskt 

Center), most recently in Mars 2017 [10].  

 

The department of Obstetrics and Gynaecology (OB-GYN) at Örebro University Hospital 

(ÖUH) and Karlskoga Hospital uses the evidence collection kit and guide since 2011. In 

February 2013 ÖUH started to document the initial examination in the current Quality 

Management System (QMS-) template and thereafter Karlskoga Hospital followed. The 

template also functions as a checklist for the medical examination and collection of evidence.  

The QMS-template is linked from the patient’s other medical records.  

  

The Swedish Health Care Law state that all health care providers must systematically assure 

their quality of work [11]. So far no evaluation has been made of the outcomes of the 

structured reception and care after sexual assault or patient compliance to follow-up at Örebro 

county. The purpose of the QMS-template is to make sure a structured reception and care is 

used and to facilitate quality assessments. 

 

 

Aim  
The primary aim is to evaluate the adherence to guidelines after sexual assault, at ÖUH and 

Karlskoga Hospital. The secondary aim is to identify risk factors for inadequate handling and 
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non-compliance to follow up. Eventually the results of the evaluation may be used to improve 

the overall care of victims of sexual assaults. 

 

Material and Methods  
	  

Follow up after the initial examination 
The follow up after a sexual assault involves contact by a medical social worker and revisits 

for sampling of chlamydia, gonococci, urine hCG and later blood born viruses (BBV). The 

structured reception and care at the OB-GYN is described in more detail in Appendix No. I.	  

	  

Study sample  
Inclusion criteria were initial examination at the OB-GYN at ÖUH or Karlskoga Hospital 

from 11 February 2013 to 2 January 2017, with documentation in the QMS-template. In total 

199 examinations were gathered from the register of QMS-templates and 63 examinations 

trough the diagnostic code registry of T74.2 (“sexual assault”). Exclusion criteria were 

examination not documented in a QMS-template (n=58), test versions of the QMS-template 

(n=2), victim under the age of 13 at the time of examination (n=1) and double documentation 

of the same examination (n=1). A total of 262 examinations were reviewed, Appendix No. II 

presents reasons why QMS- templates were not used. This resulted in a final study population 

of 200 examinations. See figure 1.	  	  

	  

	  
Figure 1. Flow chart of collection of study sample.  
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Data collection  
Data was gathered through the registry of QMS-templates, however data regarding patients 

visiting the OB-GYN between 12 January 2014 to 14 May 2015 (n=38) and examinations 

documented in the QMS-template but not in the QMS-registry (n=5) was manually collected. 

 

Patients’ previous and current health and diseases were categorised into previous or current 

somatic disease, psychiatry disorder, substance abuse and disability. Psychiatric disorder was 

categorised into mild/moderate (e.g. ADHD, ADD, Asperger’s syndrome, minor depression 

or anxiety) and severe (e.g. major depression and anxiety with pharmacological treatment, 

contact with the psychiatry department, deliberate self-harm or emotionally unstable 

personality syndrome). Disability was defined as e.g. hearing loss, intellectual impairment or 

unspecified. Previous assault/s was categorised as sexual assault/s and/or physical assault/s 

only. Categories of “other living” regarding accommodation, “other place” regarding place of 

assault and “other” contraceptive were manually collected.  

 

Information on locations for DNA swabbing and locations for samplings of chlamydia and 

gonococci was manually collected. All descriptions of assault with “attempt” and “do not 

know” for oral, vaginal or anal assault were read and categorised into genital contact (risk of 

transmission of STI) or no genital contact. All description of assaults with “no” for oral, 

vaginal and anal assault were read.  

 

Day of assault was manually collected. Initial planning for follow up by medical social 

worker and the two follow up visits for sampling for STI were collected. Date of first 

documented contact by medical social worker and first time offered to revisit for samplings 

was collected, as well as outcome of these (performed, missing out, cancelled, rebooked or 

winding up due to previous missing out or cancelling). Time to contact and appointment with 

medical social worker was counted in workdays. Median, minimum and maximum time to 

follow up were counted. Being missed out was defined as one or more missed out 

appointments for STI sampling.  

 

Age at examination was counted from civil right number and date for examination. Time of 

examination was defined as the time when the QMS-template was created and was rounded 

off to closest hour.  
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Adherence was defined as following a defined number of criteria of the guidelines used at the 

OB-GYN at ÖUH and Karlskoga Hospital, see Appendix No. III. Number of days to follow 

up is presented as a separate quality indicator.  

 

Statistical analyses 
Descriptive data are presented as numbers and proportions. Statistical analyses were made in 

SPSS, version 22 and 23. Odds ratios (OR) and 95% confidence intervals (Cl) were calculated 

for associations.  

 

Ethics  

The study was designed as a quality assessment and approved by the Director of the 

Department of the OB-GYN at ÖUH and Karlskoga Hospital, hence no formal ethical 

approval was needed. During the time of data collection the key document linking patient 

civil right numbers to patient study numbers were accessible only through the author’s 

working inlog used at computers located at the OB-GYN at Örebro county. Data analyses 

were anonymous and all results are presented at group level.   

	  

  



	   10	  

Results 
Patient characteristics are presented in Table 1, including patients’ health, however 106 

(53.0%) patients had neither psychiatric disorder, somatic disease, any disability nor 

substance abuse. Median age was 23 (13-59) years. A majority, 157 (78.5%) had an own 

accommodation (single households or with a partner) or lived with either one or both parent/s. 

Current contraceptive excluding barrier methods were present in 87 (43.5%). A history of one 

or more sexual assault/s was present in 69 (34.5%) and 42 (21.0%) lived under perceived 

imminent threat for violence. 

 
Table 1. Patient characteristics; age, health, accommodation, current contraceptive, perceived 
imminent threat for violence and previously abused.  
 
Total 200 

Age 
 <15 8 (4.0) 

15-19 60 (30.0) 
20-24 45 (22.5) 
25-29 27 (13.5) 
30-34 16 (8.0) 
35-39 14 (7.0) 
40-44 13 (6.5) 
45-49 5 (2.5) 
50-54 7 (3.5) 
55-59 5 (2.5) 
>60 0 (0.0) 

Health 
 

Psychiatry 44 (22.0) 

Mild/moderate 19 (9.5) 

Severe  25 (12.5) 

Present substance abuse 16 (8.0) 

Alcohol 7 (3.5) 

Drug or unknown substance 9 (4.5) 

Previous substance abuse  7 (3.5) 

Alcohol 2 (1.0) 

Drug or unknown substance 5 (2.5) 

Somatic disease 56 (28.0) 

Disability 5 (2.5) 

Accommodation  
 

Independent living 98 (49.0) 

Parental home 59 (29.5) 

Friend’s living/inherent 10 (5.0) 

Rehabilitation clinic, hospital 9 (4.5) 



	   11	  

Sheltered housing  7 (3.5) 

Temporary living (hotel, women’s refuge) 5 (2.5) 

Foster home  4 (2.0) 

Homeless 1 (0.5) 

Other  5 (2.5) 

Unknown/do not want to tell 2 (1.0) 

Current contraceptive 
 

Yes (excluding barrier methods) 87 (43.5) 

Non  112 (56.5) 

Do not want to tell 1 (0.5) 

Perceived imminent threat for violence 
 

No 158 (79.0) 

Yes  42 (21.0) 

Previously abused 
 

No 108 (54.0) 

Yes, sexual assault/sexual assault and physical assault 69 (34.5) 

Yes, physical assault solely 7 (3.5) 

Missing 1 (0.5) 

Do not know/do not want to tell 15 (7.5) 
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The distribution of initial examinations was; 39 from study start in February 2013, 54 in 2014, 

42 in 2015, 64 in 2016 and 1 until study period ended in January 2017. Time of initial 

examination is presented in more detailed in Table 2. No clear peak regarding time of 

examination on day or month could be outlined. The majority, 119 (59.5%) of examinations 

were carried out off hours (weekdays 7pm-8am and weekends). 

 
Table 2. Time of initial examination. 

 
n (%) 

Total 200 

Time of examination 
 

Month 
 

January 6 (3.0) 

February 14 (7.0) 

March 12 (6.0) 

April 16 (8.0) 

May 21 (10.5) 

June 17 (8.5) 

July 20 (10.0) 

August 22 (11.0) 

September 13 (6.5) 

October 22 (11.0) 

November 23 (11.5) 

December 14 (7.0) 

Day 
 

Monday 32 (16.0) 

Tuesday 32 (16.0) 

Wednesday 23 (11.5) 

Thursday 26 (13.0) 

Friday 19 (9.5) 

Saturday 32 (16.0) 

Sunday 36 (18.0) 

Hour  
 

Monday- Friday 8am-5pm 81 (40.5) 

Weekend and weekday 5pm-8am 119 (59.5) 

Time between the assault and initial examination 
 

≤72 hour 159 (79.5) 

>72 hour 40 (20.0) 

Do not want to tell  1 (0.5) 
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Assault characteristics are presented in Table 3. Experience of violence and weapon were 

seen in 105 (52.5%) and 16 (8.0%) assaults respectively. Most common relationship to 

assailant/s was the category “superficial acquaintance or met the same day”, used at 76 

(38.0%) initial examinations. In 154 (77.0%) of assaults there was only one assailant.   

 
Table 3. Assault characteristics, type of assault and assailant. 

 
n (%) 

Total* 200 

Type of sexual assault 
 

Oral assault 
 

Yes 40 (20.0) 

Attempt 8 (4.0) 

No 104 (52.0) 

Do not know 48 (24.0) 

Vaginal assault 
 

Yes 125 (62.5) 

Attempt 8 (4.0) 

No 23 (11.5) 

Do not know 44 (22.0) 

Anal assault  
 

Yes 29 (14.5) 

Attempt 12 (6.0) 

No 108 (54.0) 

Do not know 51 (25.5) 

Neither oral, vaginal or anal assault 16 (8.0) 

Do not know type of assault  37 (18.5) 

Use of violence during assault 
 

Yes 105 (52.5) 

No 62 (31.0) 

Do not know/do not want to tell 33 (16.5) 

Use of weapon during assault 
 

Yes 16 (8.0) 

No 148 (74.0) 

Do not know/do not want to tell 36 (18.0) 

Alcohol and/ or drug prior to assault 
 

Yes 80 (40.0) 

Yes, voluntary alcohol 62 (31.0) 

Yes, voluntary alcohol and/ or other drug than alcohol 9 (4.5) 

Yes, involuntary alcohol and/ or other drug than alcohol  9 (4.5) 

No 90 (45.0) 

Do not know/do not want to tell 30 (15.0) 

Location for the assault  
 

Assailant’s home 55 (27.5) 

Assailant’s car 6 (3.0) 
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Patient’s home 46 (23.0) 

Outdoor 42 (21.0) 

Acquaintance’s or friend’s home 15 (7.5) 

Unknown location 12 (6.0) 

Public area (bar, hotel, workplace) 9 (4.5) 

Other location 10 (5.0) 

Unknown 
 

Unknown location 12 (6.0) 

Unknown home 3 (1.5) 

Do not want to tell 2 (1.0) 

Relationship to the assailant/s 
 

Superficial acquaintance or met the same day 76 (38.0) 

Unknown 63 (31.5) 

Friend or close acquaintance 41 (20.5) 

Present partner 14 (7.0) 

Previous partner 6 (3.0) 

Family member/relative 2 (1.0) 

Do not want to tell 2 (1.0) 

Number of assailant/s 
 

1 154 (77.0) 

2 14 (7.0) 

3 5 (2.5) 

≥4 3 (1.5) 

Do not know/do not want to tell 23 (11.5) 

Missing  1 (0.5) 
 
*Total is >200 for type of assault, location and relation to assailant/s 
 
A police report had been filed prior to initial examination in 134 (67%) patients. 



	   15	  

Table 4 describes the extent of the initial examinations and measures taken at the initial 
examination. Table 5 describes the extent of sampling at the initial examination. 
 
Table 4. Handling at the initial examination; ID-control, status body examination, emergency 
contraceptives and antibiotics.  

 
n (%) 

Total 200 

ID control 
 

Yes 157 (78.5) 

No 43 (21.5) 

Status� 
 

Head, neck, ears, eyes, mouth  
 

Injury/injuries 29 (14.5) 

No injury 159 (79.5) 

Not examined  12 (6.0) 

Thorax/ back/abdomen 
 

Injury/injuries 40 (20.0) 

No injury 150 (75.0) 

Not examined  10 (5.0) 

Arms/ hands 
 

Injury/injuries 53 (26.5) 

No injury 142 (71.0) 

Not examined  5 (2.5) 

Legs/ feet 
 

Injury/injuries 47 (23.5) 

No injury 146 (73.0) 

Not examined  7 (4.5) 

Emergency contraceptive*  
 

Yes 97 (48.5) 

Had already been taken  3 (1.5) 

No 99 (49.5) 

Patient declined  1 (1.0w) 

Antibiotics*  
 

Yes 5 (2.5) 

No  194 (97.0) 
�A total of 3 patients declined one or more body examinations  
*Data	  for	  1	  initial	  examination	  is	  missing	  	  
wFrequency of those never given emergency contraceptive 
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Table 5. Sampling at the initial examination.   

 
n (%) 

Total 200 

DNA swabbing* 
 

Head, neck and jaw angle 
 

Yes 61 (30.5) 

No 138 (69.0) 

Mouth or lips 
 

Yes 137 (68.5) 

No 62 (31.0) 

Vagina or cervix  
 

Yes 184 (92.0) 

No 15 (7.5) 

Rectum 
 

Yes 99 (49.5) 

No 100 (50.0) 

Forensic samples 
 

Blood  
 

Yes 178 (89.0) 

No 22 (11.0) 

Patient declined sampling 8 (36.4w) 

Urine 
 

Yes 181 (90.5) 

No 19 (9.5) 

Patient declined sampling 0 (0.0) 

Sampling for chlamydia and gonococci 
 

Yes 
 

Yes on all relevant locations  87 (43.5) 

Yes unknown location 48 (24.0) 

Yes inadequate locations  42 (21.0) 

No 23 (11.5) 

No, but should have been sampled 6 (26.1w) 

Patient declined sampling 2 (8.7w) 

Sampling for HIV, hepatitis and syphilis  
 

Yes 185 (92.5) 

No  15 (7.5) 

Patient declined sampling 12 (80.0w) 
 
*Data	  for	  1	  initial	  examination	  is	  missing	  	  
wFrequency of those whose samples never were taken  
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Adherence to local guidelines was seen in 21 (10.5%) of the total study population. Odds 

ratios (OR) and 95% confidence intervals for inadequate adherence for patient and assault 

characteristics as well as time of examination are presented in Table 6. Initial examination 

within 72 hours after the assault resulted in an OR of 3.06 (95% Cl 1.16-8.10) and initial 

examination carried out off hours in an OR 2.56 (95% Cl 1.05-6.73). Appendix No. IV shows 

the numbers of reasons for inadequate adherence.  

	  
Table 6. Adherence to guidelines.  

 
Data available �, n Inadequate  Adherence OR (95% Cl) 

  
n=179 n=21 

 

  
89.5% 10.5% 

 
Patient characteristics  

    
Age <20 at time of initial examination  200 57/68 11/68 0.25 (0.17-1.06) 

Other resident than one’s own or parents 198 39/41 2/41 2.69 (0.60-12.03) 

Perceived imminent threat for violence 200 38/42 4/42 1.15 (0.36-3.61) 

Psychiatric disorder  200 40/45 5/45 0.92 (0.32-2.67) 

Somatic disease 200 50/56 6/56 0.97 (0.36-2.64) 

Present substance abuse (alcohol and/or drugs) 200 13/15 2/15 0.74 (0.16-3.55) 

Disability 200 4/5 1/5  0.46 (0.05-4.29) 

Prior sexual assault 184 63/69 6/69 1.46 (0.53-3.98) 

Assault characteristics 
    

Oral assault 144 36/40 4/40 1.17 (0.36-3.88) 

Vaginal assault 148 113/125 12/125 0.90 (0.19-4.30) 

Anal assault 137 25/29 4/29 0.71 (0.21-2.42) 

Do not know type of assault 200 34/37 3/37 1.41 (0.39-5.05) 

Alcohol and/or drugs prior to assault 170 74/80 6/80 1.54 (0.53-4.45) 
Known assailant/s (partner, relative, friend/close        

ccacquaintance) 197 59/62 3/62 2.83 (0.80-10.1) 

>1 assailant  176 18/22 4/22 0.38 (0.11-1.31) 

Do not know number of assailant/s  197 18/21 3/21 0.6 (0.16-2.26) 

Violence used during assault 167 99/105 6/105 1.77 (0.54-5.74) 

Weapon used during assault 164 15/16 1/16 1.20 (0.15-9.99) 

Assault occurring outdoor 186 34/41 7/41 0.48 (0.18-1.29) 

Assault occurring at victim’s home  198 42/46 4/46 1.24 (0.39-3.90) 

Time of examination 
    

Police report has been filed 200 120/134 14/134 1.02 (0.39-2.65) 

Initial examination ≤72h after assault 199 147/159 12/159 3.06* (1.16-8.10) 
Initial examination out off hours (weekdays 5pm-8am 

ccand weekends) 200 111/119 8/119 2.56* (1.05-6.73) 

	  
�Quantity of examinations for every variable varies since data available for every variable vary 
*Significant  
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Associations for follow up are presented as OR and 95% confidence intervals for non-

compliance to follow up regarding sampling for STI and urine hCG and are presented in 

Table 7. Number of patients given an appointment to follow up No. 1 and/or 2 was 155 

(77.5%), however 46 (29.7%) cancelled one or both appointments and 44 (28.4%) were 

absent at least once.  

       

A majority, 178 (89.0%) of patients were planned for follow up No. 1 (chlamydia and 

gonococci sampling and urine hCG), however 148 (74.0%) of the total study population got 

an appointment, some of whom were not initially planned for follow up. Of those who got an 

appointment 34 (23.0%) were missed out and 31 (20.9%) were cancelled. Median time to 

follow up was 31 (4-141) days.  

       

Most patients, 184 (92.0%) were planned for follow up No. 2 (sampling of BBV), however 

138 (69.0%) of the total study population got an appointment, some of whom were not 

initially planned for follow up. Numbers of being missed out or to cancel were 14 (10.1%) 

and 23 (16.7%) respectively. Median time to follow up was 106 (23-273) days. However 

three of these samplings were not considered acceptable since testing were incomplete, two 

did not test for syphilis and one did not include hepatitis.  

       

Contact by medical social worker was planned in 164 (82.0%) of initial examinations. 

Contact, contact attempts or referral to other psychosocial support were seen in 137 (68.5%) 

of total study population, some of whom were not initially planned for contact. One or more 

appointments were given to 79 (39.5%) of the total study population, however 10 (12.7%) of 

these were missed out and 8 (10.1%) were cancelled at first appointment. Median time to 

follow up was 1 (0-14) weekday/s. Median time to appointment was 6 (0-33) weekdays.  

  



	   19	  

 
Table 7. Non-compliance to follow up with samplings. 

 

Data 
available�, n 

Missing out/        
cancelled Performed OR (95% Cl) 

  
n=90 n=65 

 

  
58.1% 41.9% 

 
Patient characteristics  

    
Age <20 years at initial examination 155 25/54 29/54 0.48* (0.24-0.94) 

Other resident than one’s own or parent’s 153 13/29 16/29 0.51 (0.23-1.16) 

Perceived imminent threat for violence 155 20/33 13/33 1.14 (0.52-2.51) 

Psychiatry disorder 155 19/34 15/34 0.89 (0.41-1.92) 

Somatic disease 155 22/38 16/38 0.99 (0.47-2.08) 

Present substance abuse (alcohol and/or drugs) 155 9/10 1/10 7.11 (0.88-57.60) 

Disability 155 1/4 3/4 0.23 (0.02-2.29) 

Neither psychiatry, somatic, substance abuse or disability 155 45/83 38/83 0.71 (0.37-1.35) 

Prior sexual assault 145 30/53 23/53 0.96 (0.49-1.90) 

No current contraceptive (inclusive barrier methods) 155 48/88 40/88 0.71 (0.37-1.37) 

Assault characteristics 
    

Oral assault 112 19/34 15/34 0.98 (0.44-2.20) 

Vaginal assault 113 58/105 47/105 2.06 (0.47-9.06) 

Anal assault 103 12/18 6/18 1.62 (0.56-4.71) 

Do not know type of assault 155 21/30 9/30 1.89 (0.80-4.46) 
Known assailant/s (partner, relative, friend/close        

ccacquaintance) 154 31/49 18/49 1.40 (0.70-2.80) 

Alcohol and/or drugs prior to assault 134 46/64 18/64 2.56* (1.25-5.24) 

Do not know number of assailant/s 154 14/19 5/19 2.24 (0.76-6.57) 

>1 assailant 135 8/14 6/14 1.01 (0.35-3.29) 

Violence used during assault 125 44/81 37/81 0.90 (0.43-1.89) 

Weapon used during assault 128 8/11 3/11 2.29 (0.58-9.05) 

Assault occurring outdoor 145 14/25 11/25 0.91 (0.38-2.17) 

Assault occurring at victim’s home  145 24/38 14/38 1.34 (0.63-2.88) 

Injuries are documented at initial examination 155 40/69 29/69 0.99 (0.52-1.80) 

Time of examination 
    

Police report had been filed 155 57/105 48/105 0.61 (0.30-1.32) 

Initial examination ≤72h after assault 154 75/124 49/124 1.75 (0.78-3.90) 
Initial examination out off hours (weekdays 5pm-8am and 

ccweekends) 155 61/96 35/96 1.80 (0.93-3.48) 

 
�Quantity of examinations for every variable varies since data available for every variable vary  
*Significant  
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Discussion 
The primary aim of this study was to evaluate adherence to current guidelines, which were 

only seen in 10.5% of patients. Significant risk factors for inadequate adherence were time of 

examination; within 72 hours from the assault (OR=3.06, 95% Cl 1.16-8.10) respectively 

having the initial examination carried out off hours (OR=2.56, 95% Cl 1.05-6.73), however 

the 95% confidence intervals were widely spread. Alcohol and/or drug prior to the assault was 

a significant risk factor for non-compliance to follow up (OR=2.56, 95% Cl 1.25-5.24). Age 

less than 20 years was associated with better compliance to follow up (OR=0.48, 95% Cl 

0.24-0.94).  

 

Inadequate adherence was defined as not following the guidelines, it is debateable whether 

this makes the definition of adherence too strict. However we did not include all tasks from 

the guidelines and we did not include locations for sampling of chlamydia and gonococci at 

follow up No.1. It is not possible to argue that a certain sample or location of evidence 

collection is acceptable to miss during an initial examination or follow up since inadequate 

handling can have devastating consequences for the individual patient. It is of major 

importance that the initial examination at the OB-GYN is of high quality since the health care 

is a link to the judicial system when a police report has been filed. All initial examinations 

must be of the same quality, since a later report can be filed. Being sexually abused is a risk 

factor for high consumption of heath care and poor self estimated health [12] e.g. symptoms 

of gastrointestinal disorders, nonspecific chronic pain [13] and posttraumatic stress syndrome 

[14,15]. In a telephone interview Åsa Witkowski, head of unit of The National Centre for 

Knowledge on Men's Violence Against Women, states that the individual’s health and the 

national economy might improve if victims of sexual assaults are handled correctly [16]. If 

reasonable time to follow up would be included as a factor of adherence, frequency might 

have been even less. In this material 16 patients had been exposed to neither oral, vaginal or 

anal assault, however these patients had been victimized of other involuntary body contact, 

which would justify collection of evidence. 

       

The workload of the physician on call might affect the initial examination procedure which 

possibly explains the inferior adherence off hours. The assisting nurse or assistant nurse 

working at the nursing ward are less experienced in the reception of victims of sexual assault 

due to rotation of the staff between different wards. This might also contribute to non-
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adherence to the guidelines. One possible explanation why examinations carried out within 72 

hours more often are inadequate might be that examinations after >5 days did not need 

emergency contraceptive and >7 days did not need DNA swabbing. It is possible that 

examinations carried out after >72 hours are carried out at the policlinic. Thus, this 

association might be due to confounding.  

 

Alcohol and/or drug prior to assault was a significant risk factor for non-compliance to follow 

up.  On the contrary present substance abuse was not a significant risk factor, however with a 

wide Cl (OR=7.11, 95% Cl 0.88-57.60). It is difficult to value the clinical significance of 

these findings. Hence this study do not support the idea of handling different patient groups 

differently based on patient or assault characteristics as well as time of initial examination to 

increase compliance to follow up. Overall the 95% confidence intervals of the risk factors 

were wide, this might be due to a small sample size.  Some variables are few compared to 

total study population since available data vary for most variables.   

 

Frequencies of patients attending follow ups is one among other quality indicators, others are 

lead time from arrival to initial examination, the patient’s experience of the initial 

examination and the health care staff’s knowledge about current guidelines [8].  

 

Nearly 80% of the initial examinations were within 72 hours after the assault, which is 

positive since injuries are more likely to be documented [15,17], and the possibility to receive 

positive DNA sampling improves. This also indicates general awareness where to go after a 

sexual assault. The most recent available data for numbers of police reports by county is from 

2014. In Örebro County 199 police reports of  “rape” and 10 of sexually constraint or 

exploitation were filed [18]. However the numbers of patients in our study during 2014 were 

only 54. Seeking health care after a sexual assault vary annually but remains low [5].  No 

patient were 60 years or older, however according to the literature, elderly women are also 

subjected to sexual violence [19]. A Swedish study among third grades’ in high school found 

that 2.2% of the students had used sex as self-injury (SASI) and that 66% out of these had 

another parallel self-injury behaviour [20]. The study defined SASI as “sexual behaviour in 

relation to another person in order to self-injure” [21]. Since self-harm is a risk factor of later 

psychiatry hospitalization and suicide [22], it is crucial the health care reach out to these 

young people.   
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The QMS template used at ÖUH is valuable since it functions as a checklist and makes sure 

all information is stored, although some information might be undocumented since the 

physicians do not know were to put it. Before 2013, documentation was in running text in the 

patient’s medical record. It is valuable that the QMS template is not directly visible in the 

medical record since it contains information of extraordinary intimacy. However it is visible 

that there has been an initial examination after sexual assault, which might be of importance 

for further care at the OB-GYN. Follow up with samplings and contact with medical social 

worker are documented separately in the medical record, but it is worth considering if some of 

this information also should be documented in the template to get better stringency of the 

follow up. 

 

It is recommended that all patients attending the health care after sexual assault shall be 

offered a complete examination including medical examination, sampling and evidence 

collection [8]. Today the guidelines at ÖUH and Karlskoga Hospital state samplings of 

chlamydia and gonococci shall be taken at locations for penetration/attempt of penetration and 

DNA swabbing at four specific locations. When updating current guidelines it is worth 

considering if patients having no memories or being unable to tell about the assault, hence 

documented as “do not know” type of assault (oral, vaginal and/or anal) also should have a 

complete sampling and evidence collection.  

 

Lastly there are two specific things to briefly mention. The patient is asked about voluntary 

sex the recent week (type of sexual act is not specified). This is of importance when analysing 

the samples taken, but the patient might perceive that their sexual behaviour is questioned. 

This could also be applied to the question regarding consumption of alcohol and/or drugs 

prior to the assault, instead being influenced of alcohol and/or drugs might even increase the 

severity of the assault, since it is illegal to abuse someone in a vulnerable situation  [3].  

 

Documentation in the QMS-template does not involve sexual orientation or gender identity. 

In Sweden it is estimated that 95-97% of violence against lesbian, gay, bisexual and 

transgender (LGBT) people are not reported to the police [23]. One Swedish survey from 

2005 investigating members in a (LGBT) rights organization and their experiences of IPV 

found that 17% of homosexual men and 7% of homosexual women self reported being abused 

[24]. Transgender individuals in Sweden are exposed to physical violence twice as often as 

the general population and 30% report being forced to sex [25]. Moreover this material does 
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not include data about ethnicity and it would not have been possible to afterwards categorise 

ethnicity. However it would be of interest if language skills affect adherence to guidelines and 

compliance to follow up. Furthermore we had no data about socioeconomic status, which 

would be valuable to study further.  

 

In this study the word patient is used regarding individuals visiting the OB-GYN after sexual 

assault, although it is not an illness to have been exposed to sexual offences. However the 

health care is working with patients. In a legal issue it would be appropriate to talk about 

victims, furthermore some of the literature uses the word survivor. In this aspect it would be 

neutral to use the word women, since the OB-GYN is working with biologically women. 

However transgender people, who are more exposed to violence [25], and non-binary people 

may not feel included in the word women. It remains important to acknowledge sexual 

assaults as an expression of the structural violence men possess over women, regardless of 

which word is used. 

 

Limitations  
This study was conducted as a retrospective study, hence with the disadvantage of data 

already collected. Data about relationship to the assailant/s categorise superficial acquaintance 

and “met the same day” as one alternative, although acquaintance is a broad concept. Data for 

somatic disease, psychiatry disorder and substance abuse is from the patient history, it is 

possible some of the mild/moderate psychiatry disorders should have been categorised as 

severe, and vice versa. The QMS-template has a question about the patient’s mental status, 

were it is possible to choose the alternative “without remark”. It is unclear whether this 

implies adequate or expected response to an assault (although these responses are not 

defined).  

   

Data for time of initial examination was registered as time when the QMS-template was 

created, however it is possible some physicians documented at a later time. Data for time 

between the assault and the initial examination were counted based on the patient history, 

however some of these are uncertainties. Time to first contact or visit to medical social 

worker was registered from notes in the record. There is often documentation about 

unanswered phone calls, however it is possible contact attempts/contact had been prior to first 

documentation.  
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Documentation about patients missing out or cancel their appointment/s is somewhat difficult 

to separate. Appointments with documentation of both missing out and cancelling were 

registered as missing out. Double registration could be a result of patients not having to pay 

patient fee if they cancel their appointment; although all health care after sexual assaults are 

free of charge. However this do not affect the OR for non-compliance since it is calculated 

based on data missing out and cancel together.   

        

The author was the only reviewer and the one gathering the data manually. Nevertheless there 

was a frequent dialog with one or both of the supervisors about data collection and 

categorisation. However a single reviewer makes categorisation standardized.  

       

The aim was to include all examinations documented in the QMS-template. Although it is 

possible there might be a few examinations not included since the QMS-register did not 

include 5 initial examinations that we instead gathered from the diagnostic code registry. If 

there would be an examination not included in the QMS-registry and not documented with the 

diagnostic code T74.2 “sexual assault” it would not be included in this study. 

       

Men as victims of sexual assault are beyond this study since the OB-GYN at ÖUH and 

Karlskoga Hospital only handle biologically women. Instead men are examined at the 

emergency department by a surgeon. The propose for national guidelines also includes men as 

victims [8]. It remains important to study sexual assault from a wider perspective than what 

fits within the heterosexual pattern regarding male as (only) assailants.    

 
	  

Conclusion  
Adherence to guidelines was seen in 10.5% of patients visiting the OB-GYN after sexual 

assault. Few patient or assault characteristics as well as time of examination were identified as 

risk factors for inadequate handling or non-compliance to follow up for sampling. We 

therefore suggest that continuous education of health care workers and sufficient staffing are 

crucial for maintaining adherence to guidelines and that all patients visiting the OB-GYN 

shall be handled and given the same opportunities for necessary initial examination and 

follow up.  
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Appendix 

I. Structured examination after sexual assaults   

The structured examination used at the OB-GYN at ÖUH and Karlskoga Hospital is available 

daily at all hours, primarily concerning victims from 15 years of age. A physician from the 

OB-GYN department takes a history followed by an initial examination. A nurse or an 

assistant nurse will be present during this examination. Everything in the procedure is 

voluntary. The history will include social factors; place of resident, previous or current 

disease or substance abuse, earlier experience of sexual assault/s, current contraception, any 

sexual intercourse the preceding week and if a police report has been made. Questions about 

type of assault, relation to and number of assailant/s, place of assault, assault involving 

violence and/or weapon or voluntary/involuntary intake of alcohol and/or other drug are 

asked. A complete examination is made of head, neck, extremities, genitalia and rectum 

regarding injuries and trails of the assailant/s. DNA swabbing is done on at least four 

locations: mouth, jaw angle, vagina, and rectum. Microscopy of wet smear for evidence of 

semen is done. Injuries are documented both in text and by photographs. The victim’s 

underwear is kept.  

      Samples of chlamydia and gonococci are taken at locations for penetration or attempt of 

penetration. Blood samples are taken for ethanol, drugs, HIV, syphilis, hepatitis B and C. 

Urine is tested for hCG and a urine dipstick is analysed. Emergency contraceptive (ellaOne) is 

considered and given if necessary.   

      The victim is asked about events after the assault regarding drinks or food intake, 

vomiting, tooth brushing, showers, panty liner/tampon use, change of underwear or clothes. A 

copy of the QMS-template is thereafter printed and stored in the evidence collection kit, with 

the rest of the collected evidence.  

      Victims under the influence of alcohol and/or drugs might first be assessed at the medical 

emergency room and can thereafter be examined at the OB-GYN. Furthermore injuries from 

physical assaults might need treatment from the department of surgery.  

      Follow up and revisits regarding psychological support and testing for STI at the OB-

GYN should be offered to all victims. A medical social worker will contact the victim the 

following weekday and if necessary establish further contact. Since samples taken at the 

initial examination cannot exclude transmission of STI a follow-up visit to a doctor or 

midwife occur after 3-5 weeks were samples of chlamydia, gonococci and urine hCG are 
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taken. 3 months after the initial examination a midwife or nurse assistance takes samples of 

HIV, syphilis and hepatitis B and C. 

      During the initial examination victims shall be informed that physicians are legally bound 

to compose a forensic medical report if requested by police or prosecutor. 

 

II. Reasons for QMS-template not used at initial examination 

Diagnosis codes without QMS-template n (%) 

Örebro University Hospital 36 (57.1) 

Karlskoga 26 (41.3) 

Total  63 

Existing QMS-template 5 (9.5) 

Unclear reason 35 (58.1) 

Assault >2 weeks earlier 14 (22.6) 

Examination in other city 1 (1.6) 

Survivor decline examination  1 (1.6) 

Computer problem 1 (1.6) 

Wrong diagnostic code 1 (1.6) 

Examination prior to study start 1 (1.6) 

Documented at surgical clinic  1 (1.6) 

 

III. Criteria for acceptable adherence to local guidelines 
If the patient did not decline any of following:  

• Initial examination  
o Examination of head, ears, eyes, mouth, arms, hands, back, abdomen, hips, 

thighs, legs and feet 
o Emergency contraceptive (ellaOne) to all victims of vaginal assaults occurring 
≤5 days before initial examination and with no long term contraceptive. Time 
limit was set since ellaOne shall be given within 120 hours  [26]   

o Sampling of chlamydia and gonococci at locations for penetration or attempt 
of penetration 

o Sampling of BBV to all exposed to penetration or attempt of penetration 
o Sampling for s-ethanol and urine for drug analysis  
o DNA swabbing: mouth, jaw angle, vagina and perineum or rectum. 

Examinations were excluded if occurring >7 days after the assault or if patient 
did not want to tell time of assault  

• Follow up 
o All patients should be contacted by a medical social worker 
o All patients planned for follow up with sampling of chlamydia and gonococci 

and/or BBV should receive a booked appointment, excluding those living in 
another county. Patients missing out or cancelling follow up No. 1 could be 
wound up prior to follow up No. 2 
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IV. Numbers of reasons for inadequate adherence  

Number of reasons  Number of patients 

Total 179 

1 reason 74 

DNA-swabbing 62 

Chlamydia and gonococci sampling  5 

No contact with medical social worker 2 

No revisit No. 2 2 

Urine samples were never taken  1 

2 reasons 63 

3 reasons  33 

4 reasons  9 
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Ethical considerations 
 
This study was a quality assessment approved by the Director of the Department of the OB-

GYN at Örebro University Hospital and Karlskoga Hospital and no ethical approval from the 

Region Ethics Committee was needed. Obtaining consent from patients included in the study 

would be ethically problematic, either from the situation at the initial examination or 

afterwards as a reminder of the abuse. Individuals could also be put at risk when collecting 

consent, especially those living in intimate partner violence or housing were family members 

do not know about the assault. If data had been collected after given consent it could have 

resulted in selection bias and thus invalid data. 

       

The results of this study might benefit individuals in this material, since having being abused 

once is a risk factor for future assaults. 

       

The study did not affect the future health care and no contact was taken for whatever reason. 

It is debatable how e.g. information about sexually transmitted infections if not 

communicated earlier should be handled.  

       

Journal data about sexual assaults and gynaecology examinations are information of 

extraordinary intimacy. It is important that as few as possible handle the material, which in 

this study was the author and one of the supervisors.  

        

To refrain from evaluate adherence to guidelines might result in absence of improvement. 

Thus evaluation is of importance as a patient safety issue. Correct initial examination 

including complete evidence collection is crucial for legal certainty. Furthermore refrain from 

evaluation risks to increase or maintain stigma of sexual assaults. 
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Cover letter 
Hedda Dahlgren  

Örebro University, Sweden 
heddah121@studentmail.oru.se  

 
2 June 2017 
 
Dear Editor, 

 

I am pleased to submit an original research manuscript entitled ”Adherence to Guidelines 

After Sexual Assault at Örebro University Hospital and Karlskoga Hospital” by Hedda 

Dahlgren, bachelor of Medicine, Markus Jansson, specialist in Obstetrics and Gynaecology, 

Örebro University Hospital and Kerstin Nilsson, professor in Obstetrics and Gynaecology, 

Örebro University, for consideration in (journal name). This manuscript is not considered for 

publication elsewhere nor has it been published before.   

 

In this study we found that only 10.5% of examinations made at the OB-GYN are in 

adherence to guidelines at Örebro University Hospital and Karlskoga Hospital. We could only 

identify few patient and assault characteristics as well as time of examination as significant 

risk factors for inadequate adherence. We therefore suggest that continuous education is 

crucial for maintaining sufficient adherence to guidelines. We also report that few patient and 

assault characteristics could be identified as risk factors for patient to miss out on or cancel 

their follow-ups regarding samplings of sexually transmitted infections.  

 

This study is of major interest since Sweden is a country with an open and general debate 

about sexual rights and sexual abuse, moreover, has a well-developed public health care with 

long experience of medical examination and evidence collection after sexual assaults.  

 

We have no conflicts of interest to disclose. 

 

Thank you for your consideration! 

 

Sincerely, 

Hedda Dahlgren 
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Populärvetenskaplig sammanfattning 
 

Det är stora variationer i hur patienter som kommer till Kvinnokliniken i Örebro och 

Karlskoga handläggs. Endast 10,5 % får en undersökning, spårsäkring och uppföljning enligt 

rådande riktlinjer. Den främsta identifierade riskfaktorn som innebar större sannolikhet för 

bristfällig handläggning var att undersökas under jourtid. Korrekt handläggning med 

spårsäkring är väsentlig för samhällets rättssäkerhet.  

 

Då undersökningens tillvägagångssätt är omfattande krävs givetvis att sjukhusets bemanning 

är god så att läkaren har möjlighet att göra ett bra arbete, framför allt med tanke på att 60 % 

av undersökningarna sker under jourtid. Läkarens kunskap och engagemang är troligtvis 

också av stor betydelse för handläggningens utfall.  

 

En stor del av de som undersöks uteblir eller avbokar sedan sina besök för provtagning av 

sexuellt överförbara infektioner, som exempelvis klamydia, HIV och syfilis. Inga riskfaktorer 

för att utebli eller avboka återbesöken kunde identifieras, förutom att ha konsumerat alkohol 

och/eller tagit droger innan en blev utsatt för övergreppet. Det är oklart vad detta står för då 

variationen trots allt var stor inom grupperna.  

 

Vi uppmanar därför kvinnokliniker runt om i landet att kontinuerligt utbilda personalen i de 

rutiner som finns vid omhändertagandet av sexualbrottsoffer och att ge alla patienter samma 

möjlighet till undersökning.  

 

Studien ingår i den kvalitetssäkring som hälso- och sjukvården är ålagd att göra och är 

baserad på 200 undersökningar, vilket är nästan alla de undersökningar som utförts i Örebro 

och Karlskoga mellan 2013 och 2017. 
 


