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Abstract

Purpose: Sexual assault care provided by sexual assault nurse examiners (SANEs) is associated 

with improved health and prosecutorial outcomes. Upon completion of SANE training, nurses can 

demonstrate their experience and expertise by obtaining SANE certification. Availability of nurses 

with SANE training or certification is often limited in rural areas, and no studies of rural certified 

SANEs exist. The purpose of this study is to describe rural SANE availability.

Methods: We analyze both county-level and hospital-level data to comprehensively examine 

SANE availability. We first describe the geographic distribution of certified SANEs across rural 

and nonrural (ie, urban or suburban) Pennsylvania counties. We then analyze hospital-level data 

from semistructured interviews with rural hospital emergency department administrators using 

qualitative content analysis.

Findings: We identified 49 certified SANEs across Pennsylvania, with 24.5% (n = 12) located in 

8 (16.7%) of Pennsylvania’s 48 rural counties. The remaining 37 certified SANEs (75.5%) were 

located in 13 (68.4%) of Pennsylvania’s 19 nonrural counties. Interview data were collected from 

63.9% of all eligible rural Pennsylvania hospitals (n = 63) and show that 72.5% (n = 29) have 

SANEs. Of these, 20.7% (n = 6) have any certified SANE availability. A minority of hospitals 

(42.5%; n = 17) have continuous SANE coverage.

Conclusions: Very few SANEs in rural Pennsylvania have certification, suggesting barriers to 

certification may exist for rural SANEs. Though a majority of hospitals have SANEs, availability 

of SANEs was limited by inconsistent coverage. A lack of certified SANEs and inconsistent 

SANE coverage may place rural sexual assault victims at risk of receiving lower quality sexual 

assault care.
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In the United States, more than 400,000 adults and adolescents (12 years or older) 

experience sexual assault each year.1 Following a sexual assault, victims presenting for 

medical care require an array of services that can include attention to physical trauma, 

history and physical exam with forensic evidence collection, mental health support, 

sexually transmitted illness prophylaxis, and emergency contraception.2 Such care requires 
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specialized clinical knowledge not only to provide high-quality health care but also to 

avoid a “secondary victimization” occurring during the medical encounter.3 Secondary 

victimization, a term referring to the devastating effects of victim-shaming and victim-

blaming, can exacerbate or worsen health outcomes and lead to negative sequelae such as 

pain, emotional harm, or deterrence from help-seeking for health or judicial support.3,4

One model to provide this specialized, comprehensive care to adult and adolescent victims 

of sexual assault is the sexual assault nurse examiner (SANE) model.5,6 SANEs are 

registered nurses with additional training in evaluating the unique health care needs and 

provision of specialized health care services to victims of sexual assault.5–7 In the SANE 

model, registered nurses can work full time in a given department—typically the emergency 

department (ED)—yet also be available to care for sexual assault victims on an as-needed 

basis.

As nurses are already embedded within hospitals, the SANE model is an appealing and 

frequently used approach that more easily allows hospitals to provide sexual assault care 

services.5–7 The trauma-informed, person-centered approach used by SANEs, which focuses 

on ensuring victims are fully informed of their options and restoring choice and control 

throughout the examination, has a positive impact on the psychological well-being of 

sexual assault survivors by allowing them to feel safe, supported, respected, believed, and 

well-cared for.4,8 SANEs have also demonstrated an impact on the quality of the medical 

treatments received by victims of sexual assault by increasing the rate of provision of 

sexually transmitted illness prophylaxis and emergency contraception.6,7

In addition to the positive impacts of SANE-led care on psychological and health outcomes, 

research also suggests that SANEs may positively impact prosecutorial outcomes pertaining 

to sexual assault perpetrators. For instance, SANEs collect more thorough evidence through 

the use of specialized medical equipment (eg, colposcopes).4,9–11 More thorough, higher 

quality forensic evidence collected by SANEs is associated with favorable prosecutorial 

outcomes such as plea bargains.9,10,12 Additionally, SANEs’ testimony in court and role in 

facilitating improved cross-agency interactions among medical and legal entities may also 

contribute to improved prosecutorial outcomes.9,11,13 Recognizing the value that SANEs 

provide to victims of sexual assault, the US Department of Justice (DOJ) provides resources 

for practice guidelines and SANE program evaluation to increase their availability and 

effectiveness.5,14

A recent report commissioned by the US Government Accountability Office (GAO) 

found that challenges related to the availability of SANEs persist despite finding positive 

associations between SANE-led care, forensic evidence collection, and physical and mental 

health outcomes.15 More specifically, the report cited limited availability of SANE training, 

lack of support from hospitals or law enforcement for developing and maintaining SANE 

programs, and low SANE retention rates due to the demanding nature of the work.15 SANE 

training is not only limited, but SANE programs can vary substantially in terms of training 

and ongoing education requirements.7,15
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The DOJ’s Office on Violence Against Women, in conjunction with the International 

Association of Forensic Nurses (IAFN), has provided guidelines for SANE training and 

clinical practice, while organizations, including the IAFN, provide education and training for 

nurses interested in becoming SANEs.16 Nurses with SANE training may also seek IAFN 

certification after meeting rigorous education and clinical practicum hours and passing a 

written certification exam. IAFN certification is the only certification recognized by the 

American Nurses Credentialing Center—a subsidiary of the American Nurses Association—

that administers certification exams for both registered and advanced practice nurses.17

Aside from DOJ training guidelines and an optional, national SANE certification through 

the IAFN, there is no federal regulatory oversight regarding who can provide adult and 

adolescent sexual assault care and, relatedly, the quality of sexual assault care being 

provided. As a result, whether IAFN or any other training or certification is required for 

clinicians to be able to provide adult and adolescent sexual assault care varies by state.5,15 

For instance, several states including Maryland and Massachusetts require SANEs to meet 

specific criteria and obtain certification through the state’s Board of Nursing to be able 

to provide sexual assault care,18,19 while others such as Pennsylvania require no such 

certification.

In the absence of state requirements, facilities (ie, hospitals or health care systems) 

determine who will provide sexual assault care and make independent determinations of 

training and certification requirements, if any. Facilities may pay for a select number 

of nurses to take an IAFN or other 40-hour training program, develop sexual assault 

care training programs within their facility, or may allow ED providers without specialty 

sexual assault care training to conduct examinations.6,15 The latter is particularly troubling 

considering the majority of medical and nursing school programs do not provide training 

in sexual assault care provision.20,21 In states without training or certification requirements 

for nurses providing sexual assault care, there is potential for substantial differences in 

hospital-based SANE programs due to lack of quality oversight.

In Pennsylvania, the state’s department of health provides suggested forensic documentation 

forms and evidence collection kits for sexual assault but does not provide any quality 

oversight related to required training for providers of adult and adolescent sexual assault 

care.22 Pennsylvania does, however, mandate that all hospitals with emergency services 

provide care to sexual assault victims, and hospitals can be fined for failing to provide this 

service.23

In addition to penalties for failing to provide sexual assault care, payment structures for 

sexual assault care provision are established at the state level. In Pennsylvania, hospitals 

are compensated for providing sexual assault services with federal Victims of Crime Act 

funds allocated to a state-level agency, Victims Compensation Assistance Program (VCAP); 

hospitals submit a claim to VCAP for reimbursement after providing sexual assault care.24 

However, the maximum a hospital can bill for costs associated with completion of a forensic 

rape examination is $1,000.24 The costs to hospitals for providing victims with one-on-one 

nursing care and an ED bed for several hours, needed bloodwork, prescriptions, imaging, 

and other aspects of care often well exceed $1,000.25 Pennsylvania law permits hospitals to 
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ask for victims’ permission to bill their private insurance for additional costs but prohibits 

any billing that would lead to charges being incurred by the victim (eg, copays, deductible 

payments).24

Low compensation rates may create little financial incentive to build and retain sexual 

assault care expertise, particularly in rural areas that may also lack other resources for sexual 

assault victims.26 Rural hospitals often experience financial and workforce constraints that 

can impact the quality of services they are able to provide.27 Prior research has demonstrated 

this may also be true for sexual assault care.28

In the absence of federal or state training and certification standards, facility-based 

requirements for who provides sexual assault care may lead to variation in the quality of care 

and forensic evidence collection that victims of sexual assault receive, particularly in rural 

communities.28,29 To determine if such variability in quality may be present in rural areas, 

we examined the geographic availability of SANEs in rural Pennsylvania. Pennsylvania’s 

lack of state-level SANE or sexual assault care provision requirements and its largely rural 

geography may contribute to differences in SANE availability for adult and adolescent 

sexual assault victims.

While previous studies have examined the extent to which specific elements of sexual 

assault care are provided by hospitals across a state,30 no studies have examined how 

availability of trained sexual assault providers such as SANEs may differ across a state’s 

rural areas. Though lack of availability of a health care service within a geographical area 

(ie, geographic availability) is not the only barrier that may exist for individuals seeking a 

particular type of health care service, lack of geographic availability can lead to disparities in 

access to care.31 Our examination of geographic availability of SANEs in rural Pennsylvania 

is an initial step in understanding whether access to sexual assault care services may be 

disparate for rural communities and whether additional federal- or state-level policies may 

be needed to ensure that all sexual assault victims receive quality care.

Data and Methods

Pennsylvania does not require SANE certification through the Board of Nursing, nor does 

it set minimum provider qualifications or require hospitals to report information regarding 

their sexual assault care providers. As a result, there is no statewide data available to 

understand who is providing sexual assault care in rural communities or to determine their 

level of training. We therefore examined SANE availability using a multipronged approach 

that included an analysis of IAFN-certified SANEs in Pennsylvania and rural hospital-level 

SANE availability.

First, we examined the presence of SANEs with publicly available IAFN certification 

across the entire state to determine whether IAFN-certified SANEs are present in rural 

communities and whether differences exist between the state’s rural and nonrural (eg, 

urban, suburban) counties. We then specifically focused on rural availability of nurses with 

any SANE training (without certification) by analyzing hospital-level data collected during 
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interviews with rural Pennsylvania hospital administrators about how sexual assault care is 

provided to victims presenting to their EDs.

Data

A list of all SANEs with IAFN certification in Pennsylvania was obtained from the IAFN 

website and used to create a county-level database for the analysis of IAFN-certified 

SANE geographic distribution.32 For the hospital-level data, we conducted semistructured 

telephone interviews with rural Pennsylvania hospital ED administrators or nurses. 

Interviews were conducted between June and August of 2018 as part of a larger project 

aimed at improving sexual assault care in rural Pennsylvania using telehealth to pair less 

experienced nurses with expert, certified SANEs.33

All hospitals in rural Pennsylvania counties that provided emergency services were eligible 

for inclusion. Interviews of ED administrators or any available ED staff with knowledge 

of how sexual assault care was provided (eg, ED directors or managers, SANE team 

coordinators, ED nurse managers, ED nursing clinical coordinators, or ED charge nurses) 

were conducted by the first author. Annotated responses to interview questions were entered 

into a database for analysis. Additional hospital-level information, including the size of the 

hospital (number of beds) and federal Critical Access Hospital designation were obtained 

from individual hospital websites, the Hospital Association of Pennsylvania,34 and the 

Pennsylvania Office of Rural Health.35

Measures

Pennsylvania county rurality was determined according to the Center for Rural 

Pennsylvania’s rural county definition.36 This definition, which is based on population 

density per square mile, was chosen due to its frequent use by Pennsylvania’s state 

legislature when considering rural issues and policymaking.37 According to this definition, 

48 (71.6%) of Pennsylvania’s 67 counties are rural.

Availability of SANEs was assessed using a brief, semistructured interview developed for 

this study that focused on 2 main areas: SANE presence and SANE coverage. First, SANE 

presence measures whether nurses with SANE training (with or without certification) were 

primarily leading the care for victims of sexual assault in the hospital’s ED. To measure 

SANE presence, we asked participants whether SANEs cared for victims of sexual assault 

or, if not, who provided the sexual assault care in their ED. If SANEs were present, we also 

asked whether any had IAFN certification.

In addition to SANE presence, it was also important to assess SANE coverage as a measure 

of SANE availability. Our own experience and prior research has suggested hospitals often 

have nurses with SANE training or certification on staff, but whether a patient actually 

receives care from a SANE depends on whether there is a call system or whether the SANE 

was available when the sexual assault victim presented for care.33,38 That is, the victim 

would only receive care from a SANE if the SANE happened to be working at the time the 

sexual assault victim presented for care or if the SANE could come in on their day off.
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To measure SANE coverage within each hospital, we asked participants to describe 

their process for obtaining a SANE when a sexual assault victim presented to the ED. 

Specifically, we asked if a scheduling system, such as a call or other system, existed so that 

a SANE could always be available should a victim of sexual assault present to the ED. If 

SANEs were on staff but there was no scheduling system to ensure coverage, we then asked 

who would provide sexual assault services if the hospital’s SANEs were not working or 

unable to come in on their day off when a sexual assault victim presented.

Analysis

We first provide descriptive information for the distribution of IAFN-certified SANEs 

across rural and nonrural Pennsylvania counties (Table 1). We used ArcMAP (version 

10.7.1, Esri, Redlands, CA) to provide a visual representation of IAFN-certified SANE 

distribution across rural and nonrural Pennsylvania counties.39 Responses to interview 

questions were analyzed using a qualitative, directed content analysis approach40 in order to 

create categories of SANE availability with respect to SANE presence and SANE coverage 

for all hospitals in the sample. This qualitative approach, as opposed to a survey, allowed 

for open-ended and thus more detailed explanations of whether and how hospitals provided 

access to SANEs.40

Results

Geographic Distribution of IAFN-Certified SANEs in Pennsylvania

Table 1 and Figure 1 display the results of the geographic distribution of IAFN-certified 

SANEs in Pennsylvania. Our analysis found 49 IAFN-certified SANEs in Pennsylvania, 12 

(24.5%) of whom live in rural counties. These 12 IAFN-certified SANEs live in 8 distinct 

rural counties, or 16.7% of all rural counties. The remaining 40 rural counties, or 83.3% 

of rural counties, do not have any IAFN-certified SANEs. The 37 IAFN-certified SANEs 

practicing in Pennsylvania’s nonrural counties were distributed across 13 counties, or 68.4% 

of Pennsylvania’s 19 nonrural counties.

SANE-Led Sexual Assault Care in Rural Pennsylvania Hospitals

We identified 63 hospitals offering emergency services in rural Pennsylvania counties 

and obtained information from 40 (63.5%) hospitals. Hospitals were called a minimum 

of 3 times and voicemails with the researchers’ contact information were left with ED 

administrators if there was no answer. We asked to interview 1 person from each hospital (n 

= 40) with knowledge of the sexual assault protocols and/or SANE program. The majority of 

interview participants were ED directors or managers (n = 24). However, in several instances 

ED directors or managers were either unavailable or felt that other ED staff may be better 

able to answer interview questions. As a result, information for 16 of the hospitals in our 

sample were instead collected from ED clinical coordinators (n = 3), ED charge nurses or 

SANEs (n = 7), or SANE coordinators (n = 6). Interviews lasted no longer than 30 minutes. 

Descriptive information for hospitals is included in Table 2.

The majority of participating hospitals had less than 150 beds. Additionally, 4 were federally 

designated Critical Access Hospitals, which are hospitals located in a rural area at least 
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35 miles from any other hospital that provides emergency services, that have no more 

than 25 inpatient beds, and that have an average length of inpatient stay less than 96 

hours.41 Most hospitals (n = 33; 82.5%) were affiliated with a larger health system, while 

the remaining 7 were hospitals independent of a broader health system (ie, independent 

hospitals). Additionally, 7 (21.2%) of the hospitals within health systems were the “main” 

or largest hospital in their health system while the remaining 26 (78.8%) were smaller, 

affiliated hospitals.

SANE Presence

Table 3 presents the results for SANE presence and coverage. The majority (72.5%; n = 

29) of hospitals reported having nurses with SANE training, while 11 hospitals (27.5%) 

reported having no SANEs on their staff. Only 3 hospitals (7.5%) reported having 1 or 

more IAFN-certified nurses on their staff, and 3 additional hospitals with SANEs also had 

IAFN-certified SANEs available via telehealth (though these nurses were not part of the 

hospital’s paid staff). When examining SANE presence by hospital size, the proportion 

of hospitals with any SANEs ranged from 60% among hospitals with 101–200 beds to 

100% among hospitals with 201–300 beds. Hospitals with 101–200 beds did not have any 

IAFN-certified SANEs, whereas at least 1 hospital with <100 beds and >200 beds reported 

having an IAFN-certified SANE.

SANE Coverage

The majority of hospitals reported having either partial SANE coverage (ie, SANE is 

available if already working that day or can come in on day off) or not having any nurses 

with SANE training on staff: 30% and 27.5%, respectively. Among the 17 hospitals with 24 

hours a day, 7 days a week SANE coverage, 1 reported SANEs were on-call at the larger 

facility in their health system and could come to their hospital to provide care, while another 

2 reported having SANE coverage through a local victim advocacy and rape crisis center. 

Three hospitals with an on-call system included an on-site SANE providing care to victims 

of sexual assault while a remote IAFN-certified SANE assisted virtually. Of the hospitals 

without SANEs, 3 reported transferring victims of sexual assault to the larger hospital within 

their health system for care. The proportion of hospitals with 24/7 SANE coverage ranged 

from 10% (hospitals with 101–200 beds) to 77.8% (hospitals with 201–300 beds). The 

majority (90%) of hospitals with 101–200 beds had partial or no SANE coverage, while 

the smallest hospitals in the sample (<100 beds) were nearly equally distributed across 24/7 

SANE coverage (29.4%), partial SANE coverage (35.3%), and no SANE coverage (35.3%).

Discussion

Our study demonstrates that availability of SANEs across rural Pennsylvania varies both in 

terms of where IAFN-certified SANEs practice as well as whether and how rural hospitals 

provide SANE-led care. Our analysis of IAFN SANE certification data demonstrated a 

concentration of IAFN-certified SANEs in nonrural Pennsylvania counties. These results 

largely agree with findings from our interviews with individual hospitals—out of 40 

hospitals included in our analysis, very few (n = 3, 7.5%) endorsed having any IAFN-

certified SANEs on their staff.

Thiede and Miyamoto Page 7

J Rural Health. Author manuscript; available in PMC 2022 July 27.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



The absence of certified SANEs in the majority of rural Pennsylvania counties could be 

indicative of barriers to achieving these practice-related certification requirements for rural 

SANEs. One potential barrier to certification could be difficulty obtaining the supervised 

practice hours required for certification eligibility. Specifically, nurses must complete a 

SANE clinical preceptorship and have 300 hours of “SANE-related practice” that can 

involve any combination of providing direct care to a sexual assault victim, taking on-call 

shifts to care for victims of sexual assault, teaching or precepting SANEs, providing SANE 

consultations, and engaging in peer review of SANE cases.42 Relatedly, there are fewer 

available SANEs in rural areas that can serve as clinical practicum supervisors and mentors 

for rural nurses interested in becoming certified SANEs.

Low volume of sexual assault cases presenting to rural hospitals is another potential barrier 

for SANEs seeking certification. As the US GAO report on SANE availability suggested, 

rural areas do not have the volume of sexual assault cases to allow nurses to attain and 

retain proficiency in the provision of sexual assault care.15 Though we did not specifically 

investigate the volume of sexual assault victims presenting to each rural hospital in our 

sample, several participants stated they rarely had to care for sexual assault victims, often 

seeing fewer than 10 cases per year.

While low volume of sexual assault cases (ie, demand) may limit the ability of rural SANEs 

to gain experience and expertise, it is important to note that sexual assault cases as a rate 

per 100,000 persons is not lower in rural areas and some evidence suggests it may even 

be higher.43,44 For instance, in each of the Uniform Crime Reports (UCR) published by 

the Federal Bureau of Investigation (FBI) for the years 2016, 2017, and 2018, the rate of 

rape reports per 100,000 persons was higher in nonmetropolitan (ie, rural) counties. More 

specifically, rape reports per 100,000 persons in rural counties was 39.1, 39.2, and 40.7 

for years 2016, 2017, and 2018, respectively and 32.3, 32.5, and 34.4, respectively, for 

metropolitan (ie, nonrural) counties.45–47 Additionally, an empirical study of both FBI rape 

reporting statistics and data collected from Pennsylvania rape crisis centers also found the 

rate of sexual assault to be higher in rural counties.43

Another potential barrier to SANE training and certification could be related to the costs 

associated with IAFN certification. For example, the fee for the IAFN certification exam 

ranges from $275 to $425, with renewal fees ranging from $175 to $575 required every 

3 years.42 Additional costs for travel to training and testing sites are also likely for rural 

nurses as these sites are often in nonrural areas. If rural hospitals—often under financial 

constraints—see very few sexual assault victims presenting to their EDs each year and are 

not required to meet a minimum quality standard, there may not be an incentive for them 

to assist rural nurses with these costs. Additionally, personal financial investment in SANE 

certification and the completion of SANE-related clinical hours may not be a priority for 

a full-time ED nurse in a rural hospital who only occasionally engages in the provision of 

sexual assault care.

Future work should investigate barriers to SANE training and certification, particularly 

for rural nurses. Additional research is also needed to better understand how low volume 

of sexual assault cases in rural EDs impacts the ability of rural SANEs to attain and 
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retain adequate clinical expertise and how this affects the quality of care rural sexual 

assault victims receive. Future studies examining SANE availability would also benefit 

from incorporating county-specific estimates of sexual assault prevalence to identify areas 

with the greatest need for sexual assault care. Additional research is also needed to better 

understand whether and how compensation programs and/or low volume of sexual assault 

cases affect hospital decision-making regarding investment in sexual assault care services 

such as SANE programs. As we noted earlier, issues related to rates of sexual assault per 

100,000 persons in rural areas raise concerns that rural areas have a need for SANEs, yet 

lower absolute number of cases and compensation issues may present rural hospitals with 

challenging decisions to make about how much to invest into sexual assault care capacity.

The results of our hospital-level SANE availability analysis also demonstrated variability 

not only in the availability of SANEs but also, among hospitals with SANE availability, the 

ways in which they provide SANE-led care. Our findings confirmed the previous practice 

experiences of this study’s coauthors while working with SANEs in rural areas—many 

hospitals have nurses with SANE training on staff, but they are not always available due to 

the absence of a call system to ensure coverage. The existence of partial SANE coverage in 

rural Pennsylvania hospitals is also consistent with findings of a national survey conducted 

by Patel and colleagues in which only 44% of hospitals had trained sexual assault care 

providers available 24 hours a day, 7 days a week, while 19.2% of hospitals had a trained 

sexual assault care provider on-site sometimes and 33.3% never had a trained sexual assault 

care provider on-site.38 Unfortunately, the consequence of partial SANE coverage is that the 

quality of care victims of sexual assault receive when presenting to the ED may depend on 

the day of the week or time of day they present for care.

Our findings also provide insight into the role that health system resources may play in 

the availability of SANEs in rural counties. While the majority (82.5%) of hospitals in 

our sample were part of a larger health system, very few reported having some type of 

agreement or coordination with the main hospital in their health system that allowed for 

victims of sexual assault to access SANE care within their facility. In fact, only 1 hospital 

stated that SANEs on-call from the main hospital were able to come to their facility to 

care for sexual assault victims, while 3 stated they would transfer these cases to the main 

hospital. Though transfer to another facility may help ensure victims receive quality sexual 

assault care, such transfers may require unwanted travel from victims’ home communities 

and could deter them from seeking care. While no studies we are aware of examine the 

effect of transfer to another facility on whether victims of sexual assault decide to pursue 

medical care, a large majority of sexual assault victims are already hesitant to seek care, and 

any additional hurdles to receiving care such as long waits or transfers to other hospitals 

would likely deter some victims from seeking care.26

Limitations

Despite demonstrating a concentration of certified SANEs in nonrural counties as well 

as substantial variability in SANE-led care in rural Pennsylvania, this study has several 

limitations. First, we attempted to conduct interviews with hospital staff who have 

knowledge of how sexual assault care is provided in their hospital. While we expected 
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most ED staff in nursing or other administrative roles would be familiar with the existence 

of on-call schedules, what (if any) training is required to provide sexual assault care in their 

facility, and whether specific staff were designated to provide sexual assault care, there is 

still the possibility of reporting error.

Second, the existence of Pennsylvania laws prohibiting hospitals from denying care to 

sexual assault victims may have caused interview participants to be less forthcoming about 

practices such as informally referring victims to other hospitals (ie, suggesting victims 

seek care elsewhere). We suspect, based on anecdotal experiences, that these practices may 

regularly occur; however, we were unable to confirm this empirically with our interviews 

and are unaware of other research into this specific issue.

Third, we only conducted interviews with participants in rural Pennsylvania hospitals. We 

therefore did not compare rural and nonrural county SANE availability beyond the initial 

examination of the geographic distribution of IAFN-certified SANEs. We also did not 

examine SANE availability beyond the state level. It may certainly be the case that there 

is also limited SANE availability in Pennsylvania’s nonrural counties, and our focus on 

Pennsylvania limits the generalizability of our findings. However, states’ approaches to 

regulating sexual assault care differ substantially and complicate state-to-state comparisons. 

Our findings nevertheless may provide some insight for other states that, like Pennsylvania, 

do not regulate provider qualifications for adult and adolescent sexual assault care. 

Additionally, future work should investigate how SANE availability may differ in nonrural 

areas and the potential drivers of limited SANE availability for nonrural areas.

The results of this study cannot be used to draw any conclusions about the actual quality 

of care that rural hospitals are providing to victims of sexual assault as we did not 

systematically investigate the type or quality of training, nor the amount of practical 

experience of the clinicians (SANEs, physicians, etc) providing sexual assault care within 

these hospitals. Our findings do, however, demonstrate that certified SANEs—those who 

have substantial time in the field and have demonstrated proficiency by exam—are largely 

not practicing in rural areas. This raises concerns that disparities in the quality of care 

received by victims of sexual assault may exist, as evidence from pediatric sexual assault 

care suggests that certification can enhance the quality of care through more accurate 

diagnosis of injury.48 However, evidence on the effect of certification on adult and 

adolescent sexual assault care is lacking. Our results justify further inquiries into the quality 

of care rural victims of sexual assault receive in the absence of certified SANE availability.

Finally, we were also unable to account for SANEs who may practice in a county other 

than where they reside (for instance, a neighboring county). While our analysis found 8 

rural counties with at least 1 IAFN-certified SANE residing there, we could not determine 

whether these SANEs practiced in Pennsylvania’s rural or nonrural counties. The opposite 

may also be true—IAFN-certified SANEs in nonrural counties may be practicing in rural 

counties and we could not determine this with our data. We did attempt to account for some 

of this shortcoming by confirming whether an IAFN-certified SANE was residing within the 

county or adjacent counties of hospitals reporting they had IAFN-certified SANEs on their 

staff. We were able to confirm IAFN-certified SANEs resided in the counties of 2 of these 
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3 hospitals; however, the third hospital bordered New York state. As a result, we could not 

verify their report with our data as we did not include New York state data in our analysis.

Despite these limitations, we found that only 16.7% of rural Pennsylvania counties have 

an IAFN-certified SANE, while 68.4% of nonrural counties have an IAFN-certified SANE. 

When considering 46 of 67 total Pennsylvania counties, or 68.7%, do not have IAFN-

certified SANEs, there is a clear need to better understand who is providing care to 

sexual assault victims in these counties and whether the quality of care is sufficient. We 

demonstrated that hospitals clearly differ in their individual SANE availability, both in 

terms of how many nurses have any SANE training and whether they are always available. 

Future studies investigating whether rural victims of sexual assault are receiving lower 

quality sexual assault care are critically needed, as our study has demonstrated a lack of 

IAFN-certified SANEs and variation in the availability of nurses with any SANE training 

across rural Pennsylvania hospitals.

Conclusions

SANE availability varies throughout rural Pennsylvania. Further research is needed to better 

understand how hospitals make decisions related to how they will provide sexual assault 

care and how ecological factors, such as hospital resources, the population size of the 

surrounding community, organizational culture, and state-level oversight may influence 

this decision-making. Creative solutions are likely needed to assist rural hospitals with 

provision of this important health care service. Additionally, state or federal oversight may 

be necessary to more uniformly prepare SANEs or other providers to deliver care to victims 

of sexual assault in order to avoid disparities not only in the quality of care received, but 

also in the negative outcomes that can follow experiencing poor sexual assault care such as 

secondary trauma or inadequate forensic evidence collection.
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Figure 1. 
Distribution of IAFN-Certified SANEs in Pennsylvania
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Table 1

Distribution of lAFN-Certified SANEs in Pennsylvania, Frequency (%)

IAFN-Certified SANEs (n = 49)

Rural PA IAFN-certified SANEs 12 (24.5)

Nonrural PA IAFN-certified SANEs 37 (75.5)

PA counties (n = 67) with IAFN-certified SANEs 21 (31.3)

Rural counties (n = 48) with IAFN-certified SANE(s) 8 (16.7)

Nonrural counties (n = 19) with IAFN-certified SANEs 13 (68.4)

PA = Pennsylvania; IAFN = International Association of Forensic Nurses; SANE = sexual assault nurse examiner.
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Table 2

Hospital Sample Characteristics (n = 40), Frequency

Number of beds*

23–50 beds 3

50–100 beds 14

101–150 beds 6

151–200 beds 4

201–250 beds 5

251–300 beds 4

301–350 beds 2

>350 2

Critical access hospital 4

Health system affiliation

Member of health system with multiple hospitals 33

Main hospital within health system 7

None** 7

*
Mean number of beds: 153.6; range of number of beds 23–552.

**
Independent hospital/health system.
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