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ABSTRACT

ARTICLE HISTORY

Background: Sexual abuse is associated with severe health consequences, and the European Union
has, through the Istanbul Convention, urged its member countries to provide specialist care for victims
of sexual abuse.
Aim: This aim of this study was to investigate patient- and abuse-related characteristics among
patients seeking help at a specialist clinic in Sweden, with focus on disclosure, mental health and
appropriate healthcare access.
Methods: This is a descriptive study where journal data from 100 consecutive patients January 2017
to February 2018 were analyzed. All adult individuals (women n ¼ 80, men n ¼ 8) who had taken part
in the standardized semi-structured intake interview at the clinic were included (n ¼ 88).
Results: At admission, mean age was 40.3 (SD 11.9), mean number of psychiatric diagnoses 6.3 (2.6),
and 93% of the patients scored above cut-off (34) on IES-R for PTSD. A majority of the patients
(87%) had been exposed to childhood sexual abuse (CSA), and mean time to first disclosure was 15.9
(SD 15.3) years. In total, 82% of the patients had, despite disclosure, experienced difficulties accessing
appropriate healthcare before coming to the specialist clinic.
Conclusion: Adult victims of sexual abuse have difficulties accessing appropriate healthcare. This constitutes a gender-based equality problem. A model of gatekeeping mechanisms with two dimensions
(external and internal) and three categories (Competence related, Organizational and Emotional) is proposed to understand these difficulties.
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Introduction
The high prevalence of sexual abuse (including sexual violence, rape, assault and other types of violation of an individual’s sexual integrity), its severe health consequences with
high risk for multiple diagnosis and suicide attempts [1–4] as
well as re-victimization and further traumatization after sexual abuse [5–9], makes access to appropriate healthcare for
victims of sexual abuse important. Disclosure has been
described as the start of the process of healing [10], but sexual abuse, child sexual abuse (CSA) in particular, is associated
with disclosure barriers and delay, often for many years
[11–14]. Collin-Vezina et al. have described an ecological
framework of three barrier categories explaining the process
of disclosure: barriers from within (including abilities and
feelings within the victim), barriers in relation to others
(including family and network support or dysfunctions), and
barriers in relation to the social world (including sexuality
taboos and lack of services).
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In 2003, the World Health Organization (WHO) launched
guidelines for healthcare for victims of sexual abuse, stating
‘ … In most countries, however, there is a gap between the
health care needs of victims of sexual violence and the existing level of health services provided’ [15], and later defined
sexual violence as a serious public health threat and human
rights problem [16]. The European Union, through the
Istanbul Convention, has urged member countries to provide
specialist care to victims of sexual violence (Europe, Istanbul,
11/05/2011 [17]). However, in many parts of Europe there
are still no specific clinics, research programs, or coordination
of healthcare for victims of sexual abuse. In Sweden, there
are two public emergency services for victims of rape and
one public specialist clinic with the capacity to provide nonemergency healthcare for approximately 80 adults victims of
sexual abuse per year. Alongside with the public healthcare,
there is also a non-governmental non-profit organization
running a non-emergency specialist clinic for victims of
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sexual abuse. In the national health guide (www.1177.se), victims of sexual abuse in need of healthcare are encouraged
to ask for help within the primary healthcare system.
However, in 2020, The Swedish Association of Local
Authorities and Regions (SKR) confirmed a still existing gap
between the healthcare needs of victims of sexual abuse and
the healthcare availability and accessibility [18]. To bridge
that gap, more information about the patient group is
needed. This aim of this study was to investigate patientand abuse-related characteristics among patients seeking
help at a specialist clinic in Sweden, with focus on disclosure,
mental health and appropriate healthcare access.

Method
Clinical setting
In this descriptive study, data were collected from the specialist clinic run by the non-governmental nonprofit organization WONSA. The clinic was chosen since it is the only nonemergency specialist clinic with systematic data collection of
abuse related characteristics in Sweden. The clinic is situated
in Stockholm, but patients from all over the country are
accepted. In 2017, two doctors specialized in Family
Medicine and 20 therapists – psychologists, psychotherapists,
physiotherapists and body therapists – worked at the clinic.
Patients generally find their way to the clinic through internet search, networks of support organizations, or via referrals
from other healthcare services. The specialist clinic is funded
to 90% by donations and volunteering staff, and due to lack
of resources, only patients who are fluent in Swedish,
Spanish or English can be assessed and treated at the clinic
for the moment.

Data collection
In order to facilitate and structure the patient narratives and
records, a standardized semi-structured intake interview is
used at admission to the clinic (supplementary material). The
questions in the intake interview were initially chosen either
because the data collected by the questions were assumed,
or known, to impact or indicate health outcome, such as age
at onset of abuse, duration of period of abuse, type of abuse,
relation to perpetrator, and number of perpetrators. Number
and types of diagnoses, given earlier or at admission to the
clinic, as well as present or earlier suicidal thoughts or
actions were also collected. Due to intermittent emotional
stress or memory failure during the intake interview, all
included patients did not answer all the questions.
Three standardized questionnaires were used in conjunction with the interview:
We assessed number of adverse childhood experiences
(ACEs), as identified in the American ACE-study, with welldocumented impact on health outcomes [19,20]. Each of the
ACEs gives one score, on a scale between 0 and 10.
We used the Impact of Event Scale Revised (IES-R) to
assess posttraumatic stress symptoms. The IES-R has shown
high internal consistency and the correlation between the

IES-R and the PTSD-checklist (PCL5) has been shown to be
high [21,22]. A cut-off for PTSD at 34 points has provided
good sensitivity (0.86 and 0.89 respectively n ¼ 854 and
n ¼ 3313) in large studies [22,23].
We assessed depressive symptoms with the Montgomery
Åsberg Depression Scale – Self-rating (MADRS-S), a self-rating
instrument with high diagnostic sensitivity (87.4%) and significant association with the M.I.N.I., as an instrument for
assessing depression [24].
The answers to the semi-structured patient interview were
used to produce group level data on selected patient characteristics. The items related to perpetrators refer to the first
assault and the first perpetrator, although many had been
subjected to multiple abuse or abuse by several perpetrators.
Sexual abuse duration and disclosure delay was measured by
the time between the first and the last abuse occasion and
disclosure, respectively. Suicidality was measured by asking
whether suicidal thoughts or attempts had ever occurred. If
they had occurred, the patient was asked to confirm whether
the intention had been to hurt oneself (self-destructive
action) or if the intention had been to commit suicide (suicide attempt). The patient was also asked how many times
they had self-harmed/attempted suicide, and age at first
occasion. Three different types of abuse were defined: type 1
– abuse without physical contact; type 2 – abuse with physical contact but without penetration; type 3 – abuse with
penetration. Finally, the patients were also asked whether
they had tried to get access to healthcare because of symptoms related to sexual abuse within the private or public
healthcare system available in Sweden, before seeking help
at the specialist clinic. If so, they were asked whether they
had disclosed their exposure of sexual abuse when asking
for healthcare. Only those who had disclosed when asking
for healthcare, were categorized as ‘Attempted to access
appropriate healthcare before coming to the specialist clinic’
(Table 1).

Included patients
Journal records from 100 consecutive patient intake visits,
between 1 January 2017 and 28 February 2018, were
reviewed. Among these patients, the standardized semistructured intake interview could not be used for 11 patients,
because of too high emotional stress during the intake visit,
and one patient being a child (8 years old). Among the
remaining 88 patients included in the analysis, a majority
were women (n ¼ 80). Mean age at inclusion was 40.31 years
(SD 11.9) and 72% had taken part of professional or university studies (Table 2). All patients were Swedish speaking.

Statistical method
Basic statistics were used to summarize the data. Since the
data collected were chosen because assumed, or known, to
impact or indicate health outcome, we wanted to test the
correlation between collected patient and abuse specific
data and health outcome such as number of diagnoses and
prevalence of suicide attempts for example. Spearman’s
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Table 1. Healthcare seeking and disclosure data.
Tried to get access to appropriate healthcare before coming to the specialist clinic (n ¼ 84)a
Yes
First person to tell (n ¼ 79)a
Relationship
Mother
Healthcare professional
Friend
Partner
Sibling
Other
a

(n)
69

(%)
82.14

(n)
20
18
15
13
6
6

(%)
25.32
22.78
18.99
16.46
7.59
7.59

Total number of patients answering the question.

Table 2. Data on participants and abuse characteristics.
Variable
Sex (n ¼ 88)
Women
Men
Age (years) at admission (n ¼ 88)
Age at onset (years) (n ¼ 77)
<2
5
6–10
10
11–14
15
15–17
<18
18
Period of abuse (years) (n ¼ 60)
Once or <1
1–5
5
6–9
10
Year to disclosure (n ¼ 79)
<1
1–5
6–9
10
20
Type of abusea (n ¼ 87)
Type 1
Type 2
Type 3
Multiple abuse (n ¼ 78)
Yes
No
Multiple perpetrators (n ¼ 86)
Yes
No
Number of ACE (n ¼ 80)
0
1
2–5
6–10
Level of education (n ¼ 83)
Not completed compulsory schoolb
Completed compulsory schoolb
Completed secondary schoolc
Professional training program
University studies
a

Percent
%
90.9
9.1

0
1
2
3
4

%
12.99
51.95
16.88
68.63
10.39
84.42
7.79
87.01
12.99
%
13.33
45.00
53.33
16.67
25.00
%
10.12
22.78
12.66
54.43
30.38
%
3.45
12.64
83.91
%
80.77
19.23
%
61.63
38.37
%
2.5
21.3
0.56
21.23
%
1.2
6.02
20.48
19.28
53.01

Mean (SD)
–
Mean years 40.3 (11.9)
Mean years 8.9 (9.3)

correlations tests were used to test unadjusted associations
for all patient and abuse specific data and health outcome
variables, except when testing the dichotomous variable
‘perpetrator type (yes/no)’ and ‘suicide attempt (yes/no)’
where Pearson’s Chi2-test was used instead. STATA, version
16.1 (College Station, TX) was used.

Ethical considerations

Mean years 6.0 (5.1)

The study started as a quality assurance project. However, as
findings could be of interest for further research and discussion in a scientific context, ethical approval for the medical
journal review was obtained from the regional ethical review
board in Stockholm 09/01/19 (2019-00481).

Results
Mean years 15.7 (15.3)

–

–
–
Mean number 3.5 (2.2)

Mean level 3.2 (1.0)

Type 1: non-contact abuse; type 2: physical abuse, no penetration; type 3:
penetrative abuse.
9 years, from 7 to 16 years of age.
c
Education preparing for further studies, at university or for professional training program, between age 16 and 19.
b

Experienced support after disclosure (n ¼ 50)a
(n)
(%)
4
20.00
11
61.11
1
6.67
1
7.69
4
66.67
3
50.00
Total 24
30.38

The results are presented in Tables 1–4. The vast majority
(90.9%) of the patients were women and childhood sexual
abuse (CSA) was common among the included patients:
87.0% of the patients were <18 years old at the time of the
first sexual abuse and 52.0% were 5 years old (Table 2). In
total, 80.8% had been exposed repeatedly, i.e. more than
once (Table 2), and 83.9% of the included patients had been
subjected to penetrative abuse (Table 2). The mean time for
the duration of the abuse period was 6.0 (SD 5.1) years, but
25.0% of the patients had been exposed for 10 years or
more (Table 2).
Comorbidities were common, and the mean number of
diagnoses given earlier or at admission to the specialist clinic
was 6.3 (SD 2.6) (Table 3). The most common diagnoses
among the included patients, made at admission to the specialist clinic or earlier, were; anxiety (89.8%); depression
(88.1%); PTSD (85.2%); chronic pain (59.1%) and exhaustion
disorder (52.3%) (Table 3). Suicide attempts were common
and 38.4% of the patients had made at least one attempt
and 25.6% had tried to commit suicide more than once. The
mean ACE score was 3.5 (2.2). Among patients who completed self-ratings at admission, 92.7% scored above cut-off
for PTSD (IES-R  34 points, mean 59.6 (SD 16.1)) and 85.5%
scored above cut-off for depression (MADRS-S  13 mean

4

G. RAJAN ET AL.

Table 3. Participants health variables.
Ten most common diagnoses given earlier or at admission (n ¼ 88)
Anxiety
PTSDa
Depression
Chronic pain
Exhaustion disorder
Dissociative disorder
Sleeping disorder
Eating disorder
Self-injury
Dissociative amnesia
Substance abuse
Otherb
Suicide attempts (n ¼ 86)
0
1
2
Number of diagnoses given earlier or at admission to the specialist clinic (n ¼ 88)
0
1–5
5
6–9
10
Scores IES-R at admission to the specialist clinic (n ¼ 69)
<34
34 (PTSD)a
50
70
Scores MADRS-S at admission to the specialist clinic (n ¼ 67)
No depression (<13)
Depression (13)
Mild depression (13–19)
Moderate depression (20–34)
Severe depression (35)

%
89.77
85.23
80.68
59.09
52.27
47.73
43.18
31.82
30.68
27.27
21.59
63.64
%
36.05
38.37
25.58
%
39.77
73.86
50.00
9.09
%
7.25
92.75
81.16
31.88
%
11.94
88.06
17.91
56.71
13.43

Mean 6.3 (2.6)

Mean 59.6 (16.1)

Mean 24.0 (9.3)

Table 4. Perpetrator details (number of patients answering the question n ¼ 85).

Help-seeking patterns and disclosure

Perpetrator family-member, in total

Among the included patients, 82.1% had sought healthcare
within the public or private healthcare system before seeking
healthcare at the specialist clinic (Table 1). The data with the
strongest correlation with earlier healthcare seeking were
number of ACE scores (Spearman’s r ¼ 0.2, n ¼ 78, p¼.042)
and number of diagnoses (Spearman’s r ¼ 0.2, n ¼ 84,
p¼.049). The mean time from the first sexual abuse to the
first disclosure was 15.7 years (SD 15.3), however, 30.0% of
patients had at least 20 years delay to disclosure (Table 2).
The abuse data with the strongest correlations with late disclosure were number of years with sexual abuse (Spearman’s
r ¼ 0.5, n ¼ 54, p¼.001), followed by father being the abuser
(Spearman’s r ¼ 0.4, n ¼ 79, p¼.003) and age at onset
(Spearman’s r¼–0.3, n ¼ 72, p¼.0035). The most common
individual to disclose to was biological mother (25.3%) followed by healthcare professional (22.8%) and friend (19.0%)
(Table 1). Most likely to feel helped when disclosing, were
those who disclosed to a sibling (66.7%) healthcare professionals (61.1%). However, even among those disclosing to
healthcare professionals, 38.9% had not felt helped (Table 1).

Perpetrators relation to the victim
Biological parent
Stepparent
Grandparent
Sibling
Other important adult
Other adult
Other child
Friend
Partner
a

n
48
Male perpetrator
n
%
24
28.24
11.76
10a
6
7.06
6
7.06
8
9.41
12
14.12
10
11.76
5
5.88
2
2.35

%
56.47
Female perpetrator
n
%
2.35
2a
–
–
–
–
–
–
2
2.35
–
–
–
–
–
–
–
–

In both cases with biological mothers being the first perpetrator, a stepfather
was also involved.

24.1 (SD 9.4)) (Table 3). The majority of the patients, 56.5%,
had been abused by perpetrators in the family, and most
commonly, 28.2%, by their biological father (Table 4). The
strongest correlations between high number of diagnoses
when contacting the clinic and other patient data, were
number of ACEs (Spearman’s r ¼ 0.4, n ¼ 66, p¼.001). The
strongest correlation between suicide attempts and other
patient data was number of ACE (Spearman’s 0.4, n ¼ 79
p¼.002), number of perpetrators (Spearman’s r ¼ 0.4, n ¼ 83,
p¼.0008) and father or other man to whom the patient had
been dependent (Person’s Chi2 p¼.0026 and p<.0001,
respectively). No correlation was found between type of
abuse and perpetrator.

Discussion
The aim of this paper was to describe patients with experiences of sexual abuse seeking help at a specialist clinic, with
focus on patient and abuse related characteristics, disclosure,
mental health and healthcare access.
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First, patients seeking healthcare at the specialist clinic
were mainly women, who had delayed disclosure for many
years; a majority of the patients were five years or younger
at onset, and mean time of disclosure delay was 16 years.
That a majority of the included patients were women is in
line with global accumulated knowledge of sexual abuse and
gender based violence [16]. The fact that the patients with
CSA had delayed discloser for several years, and in many
cases not until adulthood, is consistent with published data
on narrative of disclosure of sexual abuse for both male and
female [11,14,25–32]. Delayed healthcare seeking and disclosure to healthcare professionals because of fear of not being
believed if telling about their sexual abuse experience, or
fear of simply not getting helped by possible healthcare
interventions, has also been described in earlier studies [30].
Second, the patients had severe health problems and had
received multiple psychiatric diagnoses before admission to
the specialist clinic. The high burden of disease, as indicated
by the number of diagnoses, prevalence of suicide attempts
and high scores on both IES-R and MADRS-S are in line with
earlier studies analyzing associations between exposure to
sexual abuse, a high burden of ACEs and poly victimization
and health outcome later in life [1–4,19,20,33–42], as well as
with high healthcare costs [34].
Third, 82% of the patients in the study had disclosed and
tried to access appropriate healthcare because of symptoms
related to the sexual abuse before admission to the specialist
clinic, but had not felt the help provided was enough.
Furthermore, there was no correlation between prior healthcare access, and scores on IES-R and MADRS-S at admission
to the specialist clinic. This indicates that the help provided
earlier, was not sufficient for these patients.

A suggested model of gatekeeping mechanisms
Further understanding of possible barriers to appropriate
non-emergency healthcare access for adult victims of sexual
abuse, is a prerequisite for adequate policy changes for
increased healthcare access to take place. We suggest a twodimensional gatekeeping model, with three different categories, when conceptualizing these barriers. The two dimensions in the model include the perspective of healthcare
systems, labeled as ‘External’ gatekeepers, and of healthcare
seeking victims of sexual abuse, labeled as ‘Internal’ gatekeepers. The three categories of gatekeeping mechanisms in
the suggested model are: Competence related Gatekeeping;
Emotional Gatekeeping and Organizational Gatekeeping
(Figure 1).
Competence related gatekeeping: Earlier studies have found
that low awareness or insufficient knowledge among healthcare providers of the health consequences of sexual abuse,
increases the risk to dismiss or ignore disclosure of sexual
abuse [43,44]. Insufficient understanding of psychological
symptoms after sexual abuse as adaptive rather than pathological increases the risk to overlook exposure to sexual
abuse as secondary to a psychiatric disorder, at expense of
the former [43]. The ability to convey compassion and
empowerment were also identified as important
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competences needed among healthcare professionals in
order to make victims of sexual abuse perceive the healthcare provided appropriate, in a meta-analysis from 2019 [12].
These examples are labeled as external competence related
gatekeeping mechanisms, and may partly explain the results
from the present study, were a majority of the patients seeking help at the specialist clinic, had not felt the healthcare
provided earlier was not sufficient. The internal dimension of
the competence related gatekeeping includes the assumption that if the patient has insufficient understanding of her
or his own symptoms and their possible association with the
sexual abuse experiences, the likelihood to seek healthcare
and to disclose to healthcare professionals ought to
decrease. This hypothesis is the base of the internal dimension of the competence related gatekeeping mechanism, and
it is also in line with the Barrier from Within described by
Collin-Vezina et al. [13]. Level of education as well as language knowledge might also be an internal competence
related gatekeeping mechanism, lowering the access to
appropriate healthcare, as demonstrated in this study.
Organizational related gatekeeping: Sexual abuse is not a disease nor a diagnosis, and despite well documented associations between exposure and health consequences, it is not
acknowledged as an etiological determinant for specific
symptoms or diseases. In addition, patients exposed to sexual abuse may suffer from different symptoms and diagnosis
often treated in different departments or clinics [1–3].
Healthcare systems and interventions however are often
organized in relation to specific symptoms or to diseases
with acknowledged etiological determinants, like infectious,
rheumatic, orthopedic or oncological clinics. Healthcare
organization and at first sight non-cohesive symptoms and
healthcare needs of victims of sexual abuse, might make it
difficult for staff to know where to refer and what to offer
the patient. Inexplicit and undefined roles and responsibility
for these patients within each clinic may further decrease
healthcare access [43]. Earlier studies also suggest that
patient autonomy with a wider control of the health care
process than normally offered, is needed when treating victims of sexual abuse, and should be seen as an important
factor contributing to the process of healing [12,45]. All these
factors may be seen as an external dimension of the organizational gatekeeping mechanisms, and may partly explain the
results from the present study, were a majority of the
patients seeking help at the specialist clinic, had not felt the
healthcare provided earlier was sufficient. The internal dimensions of the organizational gatekeeping mechanism are
instead related to ‘negative symptoms’ such as partial or
total dissociative amnesia, alexithymia or decreased ability to
verbally express symptoms and tell about exposure to potentially harming experiences, because of repeated childhood
traumas and PTSD [46–50]. The results in this study, with
high prevalence of ACEs, dissociation, amnesia and PTSD
(Tables 2 and 3) among the patients, are in line with the proposed internal dimension of the organizational gatekeeping
mechanism. Emotional related gatekeeping: For the external
dimension, we intend health care professionals own emotional preparedness to listen to disclosure of sexual abuse,
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Figure 1. A possible model for gatekeeping mechanisms. The model is applicable for both healthcare-systems and professionals (external dimension) and for
healthcare-seeking victims of SA (internal dimension). The text in the boxes are examples of factors that may work as gatekeeping mechanisms to healthcare access
for victims of SA.

and to accept and confirm the presence of sexual abuse as a
plausible origin of the symptom presentation of the patient.
Even though closely related to the Competence related gatekeeping mechanism, and depending on both experience and
access to education during basic and further professional
healthcare education [43], emotional preparedness is also
depending on personal experiences and interests, and what
we describe as the external dimension of the Emotional gatekeeping mechanisms can exist despite adequate formal competence among the healthcare professionals [13]. The
internal dimension of the emotional related gatekeeping
mechanism includes feelings of guilt, shame, victim selfblaming and disgust within the patients, feelings of fear in
regard to a dysfunctional family system as described by
Collin-Vezina et al., as well as the patient’s preparedness to
accept the own history of abuse as inhibitors of disclosure
[11,13]. Finally, we also include possible feelings of fears
within the patient, of not being understood or believed if
disclosing their history of abuse to healthcare professionals,
or of being offered healthcare that will increase rather than
diminish the discomfort experienced [12] to the internal
emotional gatekeeping mechanism. For a summary of the
three different categories in the proposed gatekeeping
model, see Figure 1.
The results of this present study indicate specialist clinics
are indeed important, but not enough: the patients finding
their way to the clinic studied are not representative for the
general population, but were for instance higher educated
and more linguistic homogenous than the population in
general [51]. This indicates coequal access to appropriate
healthcare for adult victims of sexual abuse requires a

cohesive healthcare chain, including both primary, secondary
and tertiary healthcare, easily accessible patient information
in different languages and clear structures for both referral
and direct access to specialist clinics. To diminish the internal
gatekeeping mechanisms, higher awareness and basic knowledge about sexual abuse, its common health consequences
together with more information about where to seek help
could, is probably needed among the population in general.
Including this knowledge in sex education programs in
schools could be one way of achieving this.

Implications for research and practice
Specialist clinics organized to the needs of sexually abused
patients, with staff who has a specialist interest, education
and emotional preparedness to recognize, assess, and treat
sexually abused patients, is probably a key factor to diminish
external gate-keepers, and to some extent, some of the
internal gatekeeping mechanisms.
An incidental finding while using the semi-structured
interview during the first visit at the specialist clinics, was
the clinical experience of how defined categories and words
for sexual abuse and its associated data, facilitated the
assessment process for both doctor and patient, indicating
that better categorization of sexual abuse related data could
be useful for both staff and patients. The high prevalence of
CSA among the patients at the clinic probably reflects that
delay of disclosure tend to increase the prevalence of adult
survivors of CSA with healthcare needs, compared to those
exposed ‘only’ to adult sexual abuse. The needs among this
group should be considered when planning healthcare
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organization. Finally, the proposed gatekeeping model needs
to be studied more in depth by qualitative interviews and a
broadened intake interview

Strengths and limitation
A strength of this quality assurance data is that data relates
to consecutive cases that were collected in a similar way,
and that all data contain register entries that provide greater
understanding of the collected patient data. The small number of patients is however a limitation. The fact that the
questions in the semi-structured intake interview were not
originally constructed for research is another limitation,
resulting in unknown reasons for why patients did not
answer specific questions, and lack of data about ethnicity
and socio-economic situation. Furthermore, all data were
anamnestic, i.e. no objective or external validity check of collected data was made. Since the participants often described
experiences that happened many years ago, memory bias
could not be excluded in some cases. Despite these important limitations, the material is unique and creates opportunities for hypothesis generation and theory construction to be
further tested.

Conclusion
Delayed healthcare access for victims of sexual abuse is a
gender-based equality problem.
A gatekeeping model with three external and internal categories is proposed for further understanding and analysis of
barriers to appropriate healthcare access for adult victims of
sexual abuse.
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