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Background: A series of three composite case studies of cisgender men who presented to an emergency\
department for care after experiencing a sexual assault are presented. These cases show common assault
characteristics including substance use, force, and multiple perpetrators.

Methods: We describe the sexual assault nurse examiner (SANE) findings and treatment and provide legal details

Results: These case reports highlight common challenges to help-seeking and the primary reasons these male
Discussion: SANEs are encouraged to provide consistent care to all sexual assault patients, regardless of gender.

SANEs have an obligation to educate peers and broader society about sexual assault prevention and to advocate
for policies that encourage help-seeking when a sexual assault has occurred.

Case study; forensic nursing; male; male victims; sexual assault; sexual assault nurse examiner (SANE)

ne of every 10 sexual assault victims is male (De-
O partment of Justice, 2013), and in the United States,

one in 71 men will be sexually assaulted in their
lifetime (Black et al., 2011). This risk increases 10 times
for men who enter the military (Government Accountabil-
ity Office [GAQ], 2015), yet few military men will dis-
close a sexual assault incident and even fewer will seek
health care. When they do seek care, care is often delayed
an average of at least 6 months and sometimes years after
the incident (Campbell, 2008; Donne et al., 2017; Monroe
et al., 2005; Rape, Abuse & Incest National Network,
2016). When there is a delay (beyond 72 hours for HIV
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prophylaxis; beyond a week for prophylaxis of chlamydia,
for example), the window of opportunity for prophy-
lactic medications has passed. Delay in care also results
in missed opportunities for immediate emotional and psy-
chosocial support that can benefit the patient (i.e., sexual
assault nurse examiner [SANE] examination and trauma
informed care benefits/support; advocacy support for safety)
as well as midterm and long-term benefits (Dworkin &
Schumacher, 2016). Encouraging timely help- seeking
after a sexual assault is paramount to improving the health
outcomes for victims of sexual violence. SANEs are in a
unique position to advocate for gender-inclusive concep-
tualization of sexual violence that informs prevention and
intervention efforts for all victims (Turchik, Hebenstreit,
& Judson, 2016).

There are numerous reasons individuals chose not to
seek care after a sexual assault. These include fear of people
finding out, disbelief or shock that the assault took place,
shame, guilt, reliving childhood trauma, relationship to
the offender, and past negative experiences with the
healthcare system (Chu, DePrince, & Mauss, 2014; Du
Mont, Macdonald, White, & Turner, 2013; Kilpatrick,
Resnick, Ruggiero, Conoscenti, & McCauley, 2007; Masho
& Alvanzo, 2010; Masho & Anderson, 2009; Patterson,
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Greeson, & Campbell, 2009; Simmons, Bruggemann, &
Swahnberg, 2016). Additional factors that might discourage
help-seeking include the nature of the community (i.e., rural,
urban), availability of healthcare services, relationships or
support available, and community attitudes toward sexual
violence. Furthermore, broader influences on help-seeking
could include overarching views, myths, and stereotypes re-
garding men and women, victims and perpetrators, and vio-
lence (Campbell, Dworkin, & Cabral, 2009; Ellis, 2002;
Hayes, Abbott, & Cook, 2016). General stereotypes about
men and masculinity commonly held in North America are
outlined in Table 1, whereas specific reasons male victims
of sexual assault choose not to seek care are compared with
universal reasons for not seeking care, and are highlighted
in Table 2.

TABLE 1. Common stereotypes about men

and masculinity

*”Men don't cry”—Showing emotions (other than anger) is
not masculine.

¢"Marlboro Man”"—Men are rough, tough, and silent and
aren't allowed to be vulnerable.

*“Men can't be raped”—Men are strong and can fight
someone off.

*“Men have sex"—Men want sex all the time with anyone.

Case Studies

In this article, we present three composite case studies (i.e.,
the case details have been altered where necessary to ensure
anonymity) of cisgender men (i.e., personal identity and gen-
der correspond with sex assigned at birth) who have over-
come help-seeking barriers and sought care after a sexual
assault. These cases show (a) diverse situations in which
men have been sexually assaulted, (b) common reactions
to sexual assault, and (c) unique, challenging factors the
SANE had to address in their care and treatment of these
men.

Case 1

Description of Case

A 23-year-old man was brought by ambulance to an upper
Midwest trauma center. He reported being “choked from
behind” 4 days prior, where he woke up blindfolded with
his wrists tied to his feet. He stated that he was “maced when
he tried to get the blindfold off, and that he was rectally
assaulted twice a day.” He described being held captive,
blindfolded, bound by the neck and wrists, and chained to
a wall. He stated that he was forced to smoke marijuana,
which he felt had helped with the pain to his legs from being
shackled together. He said that he was able to escape by
pulling the bar that his handcuffs were attached to off of
the wall. His feet were still handcuffed so he hopped up the
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TABLE 2. Male-specific and universal reasons victims
of sexual assault might not seek care

Universal reasons for not
seeking care

Male-specific reasons for
not seeking care

® Embarrassment, especially | ® Embarrassment
if there was erection/
ejaculation associated with

the assault

¢ Feel emasculated e Feel shame

e Believe others will think
they are gay because of it

¢ Worry about perceptions of
others, including the
healthcare providers

e Believe they should have
been able to stop the assault

e Believe they will appear
weak if they seek care or
report sexual assault

e Believe law enforcement
won't take it seriously, or
fear of law enforcement's
response

e Fear of finding out they
have HIV/AIDS

e Fear of spouse or friends/
peers/coworkers finding out

e Fear they won't be believed

stairs and escaped through a window. He went from house
to house until he found someone who would call 911.

Summary of Key Examination Findings

The patient had bilateral subconjunctival hemorrhages cov-
ering the entire sclera and complained of pain in his eyes. The
emergency department (ED) physician assistant performed
a slit lamp examination and found bilateral corneal abra-
sions. Moreover, the patient had circumferential scabbed
abrasions to his neck, wrists, and ankles, which were consis-
tent with his history of being bound and handcuffed. The pa-
tient declined an anoscopy stating, “there's been enough in
my ass, I can't take this any longer.” The trauma surgeon
was consulted because of the patient's physical findings
and report of strangulation. He had a computed tomography/
angiograph of his neck with intravenous contrast per national
guidelines (Training Institute on Strangulation Prevention,
2016), which showed no evidence of dissection or pseudo
aneurysm. The trauma surgeon wanted to admit the patient
for observation, psychosocial support, and pain manage-
ment, but he adamantly refused.

The Centers for Disease Control and Prevention (2016)
recommend starting patients on HIV nonoccupational post-
exposure prophylaxis (nPEP) within 72 hours of exposure.
In this case, rectal assaults occurred repeatedly over the
4 days the patient was held captive. It was not certain when
the possibility of transmission of HIV would have occurred
during this time frame, so in consideration of the risk factors
and the time frame range, the decision was made to provide
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28 days of two recommended medications: emtricitabine/
tenofovir disoproxil fumarate and raltegravir. The patient
was strongly encouraged to make a follow-up appointment
to get both baseline HIV testing plus kidney and liver func-
tion tests as soon as possible because he had refused the lab-
oratory draw in the ED. He was subsequently discharged
14 hours after admission to the ED, to the care of his
girlfriend, with pain medications, trimethoprim-polymyxin
B eye drops, and the HIV nPEP medications.

Discussion of Case

The patient's words were reminiscent of statements we hear
often from both female and male rape victims. He said, “The
days keptgoing by. I did not know if he was going to rape me
again or kill me. I was raped and T had no control. I feel vio-
lated. Idon'tknow if he gave me a disease. I can't believe this
is happening to me.” Fear for personal safety and possible
negative health outcomes during sexual assault are not
gender specific. The SANE is well prepared to address these
commonly voiced concerns and, indeed, expected to do
so (U.S. Department of Justice, 2013).

Case Conclusion, Including Investigator Follow-Up
Care for this patient was challenging because of his refusal of
anoscopy and baseline laboratory testing; as a result, the
SANE was unable to determine if he had a rectal injury or
if hislabs were normal before placing him on HIV nPEP. Fur-
thermore, hisrefusal of hospital admission after a potentially
life-threatening strangulation injury was disconcerting. Car-
ing for this patient, however, reinforced the importance of
appreciating patients' preferences in healthcare treatment
and, ultimately, respecting their autonomy. Although the
patient had significantinjuries, he was autonomous and able
to make his own healthcare decisions, including refusing rec-
ommended care. His expression of autonomy also occurred
in his interaction with the criminal justice system; notably,
he did not wish to continue to engage in the criminal justice
process and stopped communicating with investigators.
Subsequently, the case was not pursued by the authorities
although there was general consensus by law enforcement
that a crime had occurred.

Case 2

Description of Case

An active duty 21-year-old man sought care while home on
leave as a “self-pay” patient because he did not want a mili-
tary trackable record for his health issue. He stated to the
provider, “Just want to be sure I'm ok down there...it was
six months ago and still hurts.” “At night they would pull
the covers over me and beat me with a bar of soap in a sock.
They would push me out of my bunk onto the floor. They
would mess up my locker during inspection. They left the
bar of soap in my ass.” In response to a question about
reporting to law enforcement, the patient stated, “Hell no,
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I didn't report this. Who was I going to report it to?” He
shared that he still had 3 years left to serve. “My girlfriend
and family don't know about this and I don't want them to
[know].”

Summary of Key Examination Findings

The patient presented for an examination 6 months after the
incident; at the time of the examination, he had no physical
njuries.

Discussion of Case

Government service can be a confounding barrier to help-
seeking after an assault. The moment a man enters the U.S.
Armed Forces, his chance of being sexually assaulted
increases tenfold (GAO, 2015). Military culture is built on
a tenuous balance of aggression and obedience (Garamone,
2016), so it is not surprising that approximately only 10%
of assaulted men in the military will report the incident
(GAO, 2015). The patient's love of country and desire to
serve were in direct conflict with seeking self-care after the
assaults. “T can't blame the whole military for what they
did. I like the structure—having a sense of I know what I
am doing, what my job is. I will go back at the end of leave
even after everything that has happened. I am in a different
unit now.” His personal safety was adequately addressed,
and during the discussion, he brought up emotions and
reflections about his healing journey. “In order to heal, I'm
supposed to forgive; I've been told that many times by the
Chaplain. But how do you forgive somebody that's done
that to you for not measuring up during training? How
do T do that?” “I want to beat them to a pulp or worse, but
ITknow I can't.”

Case Conclusion, Including Investigator Follow-Up

Lessons learned from this case include the importance of
conducting a thorough history, demonstrating compas-
sion, and sharing community and related resources, as
essential components of a SANE examination. The bar-
riers to reporting in the military, although similar to the
civilian world with respect to embarrassment, manliness,
and fear of repercussions (see Table 2), are potentially
stronger for men in the military because of the close prox-
imity in which they live with one another, including the per-
petrators of the violence. They eat, sleep, and work alongside
each other; with preparations focused on going to war, being
side by side, or having each other's “back,” these men liter-
ally hold each other's lives in their hands when they deploy.
Although a significant loss of trust occurs when someone
has been assaulted, there is fear of substantial retaliation if
the assault is reported (with the potential risk of losing one's
life). Beyond these factors, there is the military reporting struc-
ture that is designed for top-down orders to facilitate fighting
a war, not for up-the-chain complaints. Complaints of any
kind are viewed as a barrier to a unit's readiness to wage
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war and reflect poorly on all members of the unit. The best
solution for this man who had been assaulted, and who
had overcome barriers to at least seek care outside the mili-
tary setting, was to request a transfer and start over with a
new group of servicemen; this type of action is viewed as a
career-neutral event with fewer potentially negative implica-
tions. This serviceman returned to active duty with a new
unit and became a part of the military sexual assault preven-
tion and response program aimed at helping other survivors.

Case 3

Description of Case
A 22-year-old college student was transported to an upper
Midwest trauma center by local police. He stated that he went
to a professor's house for dinner. The professor's partner and
a female friend of the patient were also there. A lot of alcohol
was ingested, and marijuana was smoked. After everyone
else fell asleep, the professor suggested that they go upstairs
so they could drink some more. The patient took another
sip but then stopped drinking because he did not want to
get sick. The professor said, “You can sleep on the couch.”
The patient stated, “He stood up from his end of the
couch and set up some pillows on hisend. Then he said ‘take
your shorts off.” I unbuckled my belt and undid the button
and he pulled my pants off. I pulled the blanket over me
and tucked myselfin. He sat on the floor in front of the couch
and I could feel him touching me, going up my thighs. Then T
remember feeling him touch me on my crotch area. I turned
onmy back to turnaway. He kept touching me and I was get-
ting an erection. I was trying to turn further towards the
couch. I was acting like T was asleep because I didn't want
to have the conversation. Then he was positioning me and
I knew I could not keep pretending to be asleep. I was won-
dering how much I could fight back while pretending to be
asleep. I wondered if he had done this before. I thought it
would be safer to just keep pretending to be asleep. I didn't
know if he would hit me over my head or if he was experi-
enced at this. He started to suck on my dick and I started to
lose my erection. I remember him tucking my penis back in
my boxers at one point. I must have dozed off and then I
woke upandIopened my eyelidsa little bitand he was asleep
in the chair.Igot dressed and then I picked up the glass on the
end table in case I needed to hit him over the head. Then I
went down both flights of stairs and then I was not sure if I
should grab my friend but I thought she was not in immedi-
ate danger. I was not sure of the procedure for calling the
cops. I went to the intersection and flagged down someone
and called 911.Thad set my glass at the intersection because
Idid not know if Ineeded to have some other proof thatIwas
at the scene.”

Summary of Key Examination Findings
The patient had no physical injuries.
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Discussion of Case

Many of the thoughts the patient expressed were typical of
many victims and are not gender specific. With the large
amount of alcohol ingested, along with marijuana, the pa-
tient was confused and unsure of what to do. He made state-
mentssuch as “I'wasn't sure what was happening,” “Should
Tignore it and maybe he will stop?”, and “Iwasn't sure how
to get myself out of this situation.” He tried to use avoidance
techniques like rolling over and pretending he was asleep.
He was not sure if he was in danger and did not know if
the professor had done this to anyone else before. Many
patients seeking care after a sexual assault often voice
these same thoughts.

Case Conclusion, Including Investigator Follow-Up

A key lesson learned in this case is that men can also experi-
ence fear and feelings of vulnerability, which can lead to con-
fusion about how to get out of a situation when they are being
assaulted. In addition, this case reinforced the importance
of providing compassionate care and affirming that an
assault is never the victim's fault. The SANE acknowledged
his courage in reporting to law enforcement and presenting
for a medical forensic examination. The case was presented
to the prosecutor who declined to lay charges in the case.
However, the patient also reported to his university, and
as a result of the Title IX investigation, the professor was

fired.

Overall Conclusions

Victims of sexual violence, regardless of gender, show com-
monalities in their victimization experiences and hesitancies
inreporting or seeking health care (Hines, Armstrong, Reed,
& Cameron, 2012; McLean, 2013). There is an obligation
for SANEs to provide excellent evidence-based health and
legal care to all victims of sexual violence with an accepting
and nonjudgmental stance, including offering comprehen-
sive follow-up services such as counseling (Du Mont et al.,
2013). This consistent care is welcomed by all genders, and
the SANE should have confidence that a trauma-informed
approach (Graham, Yaros, Lowe, & McDaniel, 2017) deliv-
ered in a healing environment will be well received. Offering
choices at every step in the process and respecting patients
when they make choices contrary to what is recommended
or requested are ways to gently come alongside the patients
and support their efforts to regain control.

An important part of the process toward identifying solu-
tions is recognizing the intersectionality of factors that influ-
ence help-seeking (e.g., gender, race, socioeconomic status,
geographic residence; Campbell et al., 2009; Patterson et al.,
2009; Ullman, 2007). In recent years, theoretical advance-
ments have been made regarding postassault help-seeking
primarily grounded in the experiences of female survivors
(e.g., Campbell et al., 2009; Campbell, Greeson, Fehler-Cabral,
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& Kennedy, 2015; DeLoveh & Cattaneo, 2017). There
remains, however, a need for future research to examine
decision making by male survivors of sexual violence. For ex-
ample, insights around disclosure to formal (e.g., healthcare
providers, law enforcement) or informal (e.g., friends, family
members) resources might inform strategies to encourage dis-
closure and healing processes among men. Recognition
of the critical questions survivors often face immediately
after an assault (e.g., Do I need help? What can I do? Where
do I turn?; see DeLovey & Cattaneo, 2017) and how these
influence help-seeking and disclosure is necessary to strength-
ening interventions aimed at increasing help-seeking among
male survivors.

SANEs are at the forefront of sexual violence prevention
and response and are in a unique position to bring attention
to victims of sexual violence who have historically been
invisible—i.e. men (Donne et al., 2017; Ellis, 2002;
Gorris, 2015; Stemple & Meyer, 2014). Finally, SANEs
have responsibility to educate and contribute to the ad-
vancement of policies within healthcare and governmental
institutions to prevent sexual assault and to respond to and
protect victims of sexual violence. On college campuses, for
example, SANEs have the opportunity to work with health
services and administrative officials to ensure that respon-
sive services are available to male and female victims of sex-
ual violence, including confidential one-stop services that
are offered in a “culture of caring” (Munro-Kramer, Dulin,
& Gaither, 2017). Forensic nurses can provide education to
colleagues in health care, law enforcement, the military,
and community-based organizations (e.g., shelters, after-
school programs, religious institutions) to increase aware-
ness of sexual violence, including prevention and response
that encourages disclosure and help-seeking after an assault.
These efforts are critical to ensuring that all victims of sexual
violence have the support and care they need for healing and
recovery.
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