Providing a supportive environment for disclosure of sexual violence and abuse in a sexual and reproductive healthcare setting: a realist review  How, why, for whom and in what context, do sexual and reproductive health services provide an environment for safe and supported disclosure of sexual violence? A realist review. 
Abstract
Background: People subjected to sexual violence and abuse attend SSexual and rReproductive hHealthcare services [SRHS] are an environment where medical care relevant to sexual violence and abuse [SV] is available. However, barriers to disclosure need to be overcome to allow timely access to this care. There is limited research identifying and explaining how interventions remove barriers and create a safe and supportive environment for disclosure.  to disclose what has happened and seek help. The purpose of this review was to develop and refine theories that explain how, for whom and in what context what aspects of these servicesSRHS  facilitate disclosure. 
Methods:  Following published realist standards we undertook a realist review. After focusing the review question and identifying key contextual barriers, As a realist review context, intervention, mechanism and outcome were considered. aArticles pertaining to these were  identified initially from using a traditional systematic database search. This strategy was supplemented with iterative searches.systematic literature search, and subsequent iterative searches to develop the theories. Advisory group input and key informant interviews further informed findings.
 Results: Searches yielded 3172 citations and 28 articles with sufficient information were included to develop the emerging theories. 28 articles were included. Fourive evidence-informed theories were developed proposing ways in which a safe and supportive environment for the disclosure of SV is enabled in SRHS. The theories consider how interventions may overcome barriers surrounding SV disclosure, at levels of individual, service-delivery and society. 
that describe different contextual barriers to disclosure and possible interventions were theorized to trigger specific mechanisms in order to achieve the outcome of safe and supported disclosure. Interpretation of emergent review findings was supported by a middle range theory, the Candidacy Framework. This framework considers stages people go through to access healthcare with a focus on how people are deemed a legitimate ‘candidate’ for the service.  Conclusions: Benefits of SRHS engagement with health promotion and health activism activities to address societal level barriers like lack of service awareness and stereotypic views on SV are presented. Although trauma informed practice and person-centered care were central in creating a safe and supportive environment for disclosure the review found them to be poorly understood and implemented.The review highlights the importance of trauma informed and person-centered care in order to create an environment for safe and supportive disclosure. The theories detail how these approaches provide people ‘candidacy’ to help overcome the barriers people subjected to sexual violence and abuse face before obtaining healthcare.  Future testing of these theories is discussed with particular reference to the importance interventions have to overcome the considerable barriers people face in making a disclosure.
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Introduction
Sexual violence and abuse People subjected to sexual violence and abuse ([abbreviated to SV)] leaves people are known to be at increased risk of harmful sexual and reproductive health outcomes with . Links links between SV with and unwanted pregnancy, sexually transmitted infections diseases ([STDIs)], HIV/AIDS, hepatitis B, recurrent urinary tract infection, pelvic pain and pelvic inflammatory disease as well as genital injury and trauma  are reported (Caceres, Vanoss Marin, & Sid Hudes, 2000; Campbell et al., 2002; Grose, Chen, Roof, Rachel, & Yount, 2020; Jewkes, Dunkle, Nduna, & Shai, 2010; Johnson & Hellerstedt, 2002; Mota et al., 2019; Weiss et al., 2008). The psychological impact of SV is also well documented (Dworkin, Jaffe, Bedard-Gilligan, & Fitzpatrick, 2021). Individuals affected by SV therefore need to be able to access appropriate healthcare to address and mitigate these poor health outcomesA healthcare response is warranted that addresses these problems (Linden, 2011).. 

Global standards exist for provision of healthcare after SV (World Health Organization (WHO), 2013) and there is a clear need for a holistic and integrated response to sexual health care (Satcher, Hook, & Coleman, 2015). Sexual and reproductive health services are a setting where appropriate healthcare following SV is commonly available and is the focus of this review. 
Provision of reproductive and sexual healthcare differs between and within countries("Responding to Intimate Partner Violence and Sexual Violence Against Women: WHO Clinical and Policy Guidelines," 2013). In America there are renewed calls for a holistic and integrated response to sexual health care (Satcher, Hook, & Coleman, 2015). In the United Kingdom, a national network of sSexual and rReproductive hHealth sServices ([SRHS)], similar to the Planned Parenthood services in America [https://www.plannedparenthood.org],  offer a range of STDI and blood borne virus testing, treatment and management, and a full range of contraceptive provision, along with health promotion and prevention activity. . These services also play e sexual health sector can also act as an important referral point for other services related to SV, for example, for forensic medical examination, social welfare support, community mental health support and legal aid.  It is important that all individuals be provided with access to the criminal justice system and timely referral to forensic services is supported, if warranted (World Health Organization, 2003).
Despite services being available mMany people experiencing SV do not seek any type of health care or other support, and some wait years before disclosing SV (Truman, 2013). Reasons for non-disclosure are complex but include issues such as fear of negative reactions, victim-blaming ([where the victim is fully or partially held responsible for the harm that occurred, including questioning what they might have done to avoid it)], fear of retaliation and shame are some of the individual barriers (Lanthier, Du Mont, & Mason, 2018). Interventions within SRHS can promote and facilitate disclosure by creating a safe environment where people feel able to speak out, where they recognize they will be believed and not judged and where they feel in control of their future health decisions. The aim of this review is to identify why, how, for whom, and in what circumstances can SRHS provide this environment. Despite the review focusing on SRHS, and in keeping with realist methodology, the findings are also likely to be transferable to other healthcare settings. Whilst it is known that SRHS can be a place chosen to disclose SV it is not known what is it about SRHS that helps break the silence around sexual violence enabling disclosure to take place.
 The question remains; why, how, for whom, and in what circumstances do SRHS work to provide safe and supported disclosure of sexual violence? The realist approach enables the authors to consider this complex question. 
Review objectives 
The objectives of this review are to: 
1. To understand how SRHS optimise safe and supported disclosure of sexual violence, taking account the diversity of people’s backgrounds. 
2. Synthesize the findings from objective 1 into initial program theories that can be tested in future research. 
Method
Realist review
To address the aims of the review, we followed a realist approach as opposed to the traditional systematic review process; as such, the review is theory led, purposive, iterative and with stakeholder involvement in the form of an advisory group and key informant interviews (Wong, 2013). {Wong, 2013 #10578}We chose aA realist approach was chosen as an alternative to arather than a traditional systematic revieww, because we wanted to examine the influence contextual barriers have on disclosure and how interventions work to overcome them. The link, or in realist terms, the mechanism [M], between the context [C] and outcome [O] was sought, to provide a generative understanding of causality (Pawson, 1997). During this review, intervention [I] is added to the heuristic CMO [Context-Mechanism-Outcome] making CIMO, to allow for a clearer demarcation between an intervention and the mechanism that unpacks why an intervention may or may not work  to address the complexity of the review question (Wong, 2013). Although interventions in SRHS may work for some to provide a safe and supportive healthcare environment, because of the complexity of SV and disclosure, these interventions may not work in all cases and the realist approach is therefore useful in understanding the contexts where the mechanisms are enabled [or not enabled] to bring about change. The CIMO configurations identified during the review were used to develop and refine program theories. PrFirst described by Pawson, this theory-driven approach aims to unearth the relationship between context and outcome by considering the mechanisms at work (Pawson, 1997). Mechanisms have been described as the “underlying entities, processes, or [social] structures which operate in particular contexts to generate outcomes of interest” (Astbury, 2010). ogram theories in realist terms are theories of how an intervention works given the contextual influences and underlying mechanisms of action. This contextually bound approach to causality is represented as context + mechanism = outcome (Pawson, 1997). During this review intervention (I) was added to the tool, CIMO, thereby allowing clearer demarcation between an intervention, and the mechanism that unpicks why an intervention may or may not work.   

Initial review stages
The review protocol is was registered with the international review database, PROSPERO ([unique ID number CRD42019129986CRD 4201912]1998). In keeping with realist review standards, the published protocol describes how the review was focused after exploratory scoping of the literature and initial CMOs described  and published (Caswell, Ross, Maidment, & Bradbury-Jones, 2020). In keeping with realist guidance (Wong, 2013). , an initial scoping review was carried out by RJThe C and findings discussed with an advisory group met to plan and discuss findings at each stage of the review. Its (members included patient advocates, researchers and other stakeholders recruited who had a range of experience and expertise in the care of people after disclosure of SV, and with experience in the use of different research methods. ) and doctoral supervisors. Priorities for the review were agreed and preliminary program theories (using the realist concept of context, mechanism and outcome, CMO) proposed [see (Caswell et al., 2020)]. 	Comment by CASWELL, Rachel (UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST): https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=129986 
Search criteria for, and appraisal of evidence 
Subsequently aA formal systematic literature search was performed using broadsearch terms search terms relating to ‘ sexual violence’ AND ‘disclosure’ AND ‘sexual healthcare’. Nine databases were searched [PRISMA diagram, Appendix 1] (Page et al., 2021): AMED [Allied and Complementary Medicine], BNI [British Nursing Index], CINAHL [Cumulative Index of Nursing and Allied Health Literature], Cochrane database, Embase, HMIC [Health Management Information Consortium], MEDLINE, PsycINFO and PubMed. Citation tracking was used in SSCI [Social Sciences Citation Index] via the Web of Science, Scopus and Google Scholar, and reference list screening of included studies. 
derived from the preliminary program theories. Key informant interviews and advisory group meetings further assisted with program theory development. Due to the iterative nature the realist review, informal literature searches continued throughout the review adding greater depth and understanding to the development of program theories. Further details on search terms and inclusion/exclusion criteria can be obtained in the published protocol (Caswell et al., 2020). 
Nine databases were searched in a systematic manner using search terms derived from the preliminary program theories (PRISMA diagram, Figure 1)(Page et al., 2021): AMED (Allied and Complementary Medicine), BNI (British Nursing Index), CINAHL (Cumulative Index of Nursing and Allied Health Literature), Cochrane database, Embase, HMIC (Health Management Information Consortium), MEDLINE, PsycINFO and PubMed. Citation tracking was used in SSCI (Social Sciences Citation Index) via the Web of Science, Scopus and Google Scholar, and reference list screening of included studies. 
Articles were included for full text review if they related to the context, intervention, mechanism or outcome ([CIMO)] in line with the published protocol and could assist in theory-building. . A 10% random sample of titles and abstracts was checked by XXX and disagreements resolved with XXX until consensus was achieved. The full texts were obtained and screened by XXX with a 10% sample checked by XXX and again disagreements resolved by XXX. Full text articles were not rejected based on the type of evidence, but rather consideration was given to how each article might contribute to theory-building in response to the review question ([relevance)]. For example, Meier’s work scored ‘high’ in relevance as their research question, considering how previous sexual abuse impacted on reproductive health care experience and access, was closely matched to our review question (Meier et al., 2020). Studies were also assessed in terms of rigor as to whether the study design was robust enough, for example, in supporting the proposed studies outcomes. The review authors’ weighting was then then applied in interpreting data whilst developing program theoriesy. Finally, each article was considered for its richness, defined as the ‘degree of theoretical and conceptual development that explains how an intervention is expected to work’ (Booth et al., 2013). The relevance, rigor and richness for each article was assessed as high, moderate or low, along with any significant limitations [Table 1]. 
Due to the iterative nature the realist review, additional informal literature searches continued throughout the review process adding greater depth and understanding to the developing program theories. 
Additional iterative searches took place as the review progressed. Referred to as cluster searching, theseis increased the richness and depth of understanding of both context and mechanisms (Appendix 1 for example of cluster searching) (Booth et al., 2013). These additional searches used different terms to from the systematic searches and developed a richness around prominent emerging prominent factors that have key roles in creating a safe and supported environment for disclosure of sexual violence. For example, as the review progressed it became clear that ‘routine enquiryinquiry’ ([asking people routinely about sexual violenceSV whether or not there were are indicators of such abuse, also referred to as ‘screening’ or ‘routine enquiry’)] was a key intervention with the potential to address some of the contextual barriers. The other search considered trauma-informed care in health settings similar to SRHS. Cluster searches were carried out using these as search terms with inclusion of articles that assisted with theory-building, even when outside the field of SV (e.g., area of domestic abuse). The cluster searches identified four articles for inclusion, two set in the field of domestic abuse using routine enquiry, another study reporting survey results regarding the use of routine enquiry and sexual violence, and finally an article outlining trauma-informed care in a clinic for ‘female survivors of sexual violence’ (Ades et al., 2019; L. Bacchus, Buller, Ferrari, Brzank, & Feder, 2018; L. J. Bacchus et al., 2010; Littleton, Berenson, & Breitkopf, 2007) Figure 2 outlines the overall search process for this realist review. Key informant interviews and advisory group meetings further assisted with program theory development. Appendix 1 outlines the overall search process for this realist review.

Data Extraction 

For each article , identified by the initial search or cluster searcheshing, the following descriptors were collected where applicable: year of publication, country, data type, group under study, health setting and a brief summary of findings. NVivo® software for Mac [V.12] was used to organize the data into themes and then to collate it into CIMOs. Key findings from each article identified in relation to CIMO are presented in Table 1.  Each article was rated with regard to relevance, rigor and richness along with significant limitations (see Appendix 2).

Synthesis process  
The initial synthesis stage involved considering how the articles addressed the review question in terms of context, intervention, mechanisms and outcomesCIMO and we considered a variety of interventions that supported the creation of a safe and supportive environment. .  NVivo software for Mac (V.12) was used to organise the data into themes and to collate CIMOs (see Appendix 3).  
Synthesis of the data then moved to developing overarching CIMOs configurations, again using the realist theoretical framework. As many of the articles focused on context, anotherone aspect at this stage was to consider how and why the contexts created significant barriers.  described impacted on disclosure. We abstracted mechanisms for CIMO configurations using retroduction, aA key principle in realism, is the process of retroduction described by Jagosh as:	Comment by Ian Maidment: Isn’t this a result?
 ‘..the activity of theorizing and testing for hidden causal mechanisms responsible for manifesting the empirical, observable world’ [p.121] (Jagosh, 2020).
. The synthesis process was used to identify causal mechanisms and generate evidence-informed theories about how and why attributes of SRHS optimised safe and supported disclosure of sexual violence for particular groups of adults in certain contexts. As partly-formed theories emerged from the literature, and the expert opinions of service users, advocates and researchers from the advisory group combined with key informant interviews (KII) ([n=4)], helped steer theory development by prioritizing findings. Each key informant provided us with a different perspective on SRHS [they included a chief executive officer of a voluntary sexual violence specialist service, a patient who attended SRHS after sexual violence and two doctors experienced in working in SRHS]. With consent, each interview was recorded, transcribed and analyzed using a realist lens. This data provided further clarity on findings from the literature review, highlighting important aspects of care and helped steer early theory development. Evidence-informed theories about how and why attributes of SRHS optimised safe and supported disclosure of SV for particular groups of adults in certain contexts were generated. 
Middle-range theories, described by Merton as theories to guide empirical inquiry, were also considered during the review process to support interpretation of the accumulating evidence (Merton, 1949). Unlike broader and more abstract grand theories, such as social construction of reality (Berger, 1991), middle-range theories (MRT) are more closely related (yet still transferable) to individual program theories (Jagosh, 2020). They are thereby helpful in increasing understanding, in interpreting and in the testing of the program theories developed during the review. 
Various MRT were identified through extensive reading during the review, expertise from the advisory group and key informant interviews (KII), as being instructive in developing understanding of disclosure after sexual violence and abuse. For example, feminist theories have provided insight to some of the contextual barriers to disclosure relating to inequality regarding gender, sexuality and power imbalance (Phipps, 2020). KII [03] supported this focus on feminist theories, ‘I think definitely patriarchy and misogyny is one of the roots, or maybe the root cause, of sexual violence and abuse’. MRT relating to health care utilisation by vulnerable groups were considered (Andersen & Newman, 1973; Gelberg, Andersen, & Leake, 2000). A help-seeking framework after intimate partner violence was noted (Liang, Goodman, Tummala-Narra, & Weintraub, 2005).  Logan later addressed additional barriers to formal services after SV (Logan, 2005). 
Other theories address the micro-level of individual behaviour and choice e.g. transtheoretical model (Prochaska & Velicer, 1997), the psychosocial health belief model (Rosenstock, Strecher, & Becker, 1988). The Candidacy Framework was identified as a useful MRT in elaborating and testing theory development at an individual level (Dixon-Woods et al., 2006). The authors recognize disclosure of SV depends much on internal feelings of feeling like a ‘worthy’ or legitimate person for that care. The Candidacy Framework was used to develop concepts about how sexual health services provide a safe and supported environment for people to disclose sexual violence and abuse from the perspective of how people feel they are candidates for this specific service. The Candidacy Framework was modified in a similar way to Mackenzie by incorporating the frequently utilised social ecological model (SEM) (Bronfenbrenner, 1999), recognizing that barriers for candidacy need to be firmly set in context (Mackenzie, 2013). 
Results
Twenty-eight articles or equivalent (Bauer, Rodriguez, & Perez-Stable) were included [Table 1]. In addition to primary data studies, the review includes contains six review articles, one 1 published national standard, one 1 website and one1  article reviewing a service. The majority were based in the USA ([n=19)] and the other articles were from UK ([n=4)], Canada ([n=2)], Sweden ([n=1)], Australia ([n=1)], Netherlands ([n=1)]. Four studies were set in Sexual and Reproductive health settings while others were set in community and mental health, Sexual Assault Referral Centers SARC ([SARCSexual Assault Referral Centers)], college-based healthcare, tertiary or mixed healthcare settings. Studies focused predominately on females ([n=17)] with the others including data from males or both male/female ([n=4)] or from healthcare professionals ([n=5)]. The included website and national standard addressed all genders. The majority reported on sexual violenceSV ([n=26)], however 2 articles focused on domestic abuse with relevant interventions applicable to SRHS. 
Appendix 2 outlines the studies and the initial synthesis results using the heuristic CIMO (context intervention mechanism outcome) for each article, with overarching CIMOs then theorisedThe findings are presented in Appendix 3 with the differing contexts at individual, service and societal levels, diagrammatically represented by the enlarging and overlapping circles that can only be overcome by interventions that generate significant change. The cluster searches identified four articles, included in the overall total of 28 articles, two set in the field of domestic abuse using routine inquiry, another reporting survey results regarding the use of routine inquiry and SV, and an article outlining trauma-informed care in a clinic for ‘female survivors of sexual violence’ (Ades et al., 2019; Bacchus et al., 2010; Bacchus, Buller, Ferrari, Brzank, & Feder, 2018; Littleton, Berenson, & Breitkopf, 2007). (see Appendix 4).  
We developed and refined The Candidacy Framework helped build and refine theories as the stages of candidacy were examined in light of the review findings (see Table 1). Each stage had relevance to those subjected to SV and considering access to healthcare. 

Whilst using the stages of candidacy, review results were placed into the model that incorporated the realist heuristic, CIMO (Figure 3). Contextual barriers (C) are divided into the macro, meso and micro reflective of cultural or societal level, organisational level and the individual level barriers to care. The mechanism (M) is divided into two stages, M1 and M2, to reflect the process of change, typically beginning with M1 and proceeding to M2, as people overcome barriers. M2 are often impossible to empirically measure but are the ‘hidden causal force’ of how a program works (Wong, 2013). 
Fivefour initial program theories theories were developed, supported byusing the review articles, key informant interviews and input from the advisory group. . Use of the Candidacy Framework as a MRT supported interpretation of the accumulating evidence. The C I M O notations have been added within selected quotations by the review authors.notations are added.
Theory 1 
Healthcare services should consider health promotion and health activism activities [I] to challenge rape myths, stereotypes and gender inequalities [C] so people realise they will be validated and believed [M] if they choose to disclose SV at SRHS [O] irrespective of non-stereotypic presentations of SV or their background.
Multiple barriers to disclosure of SV persist at a societal level. People subjected to SV may not consider themselves (or be considered by others) as legitimate candidates for services (O) if their presentation does not fit with the stereotypic rape (C). This barrier may increase with intersectionality e.g., where a combination of race and gender render the person less heard and less able to disclose SV. Overarching strategy, national guidelines and public facing statements (I) need to make clear SRHS recognises non-stereotypic presentations of SV, and the service is inclusive to include all ages, genders, sexualities, ethnicities, disabilities etc. These interventions should improve accessibility (M1) and result in people feeling validated, understood and credible (M2).
As illustrated diagrammatically (Figure 3) significant contextual barriers exist for people to present as candidates for healthcare after sexual violence. For example, at macro-level, rape myth acceptance Ten review articles highlight these contextual barriers (C. Ahrens, Stansell, & Jennings, 2010; Amin, Buranosky, & Chang, 2017; Backes, 2016; Baker, 2012; Donne et al., 2018; Jancey, Meuleners, & Phillips, 2011; Logan, 2005; Munro, 2015; National Sexual Violence Resource Center, 2018; Ullman & Townsend, 2007). Stereotypical views of SV create barriers to disclosure, for example by people not recognizing SV or by fearing they will not be believed when they fall outside the “classic rape scenario”:
Survivors who experience assaults that conform to “classic rape” scenarios [e.g., involving strangers, weapons, and severe injuries] are more likely to disclose. [The study] results suggested that non-disclosers experienced more non-stereotypical assaults and were more likely to not initially consider the assault to have been rape than the other groups. [p.632 & p.642] (C. Ahrens et al., 2010)
One excerpt describes a ‘disbelieving system’ faced by those not falling into the “classic rape scenario” resulting in environments that are neither safe nor supportive: 
Therefore, a woman reporting a rape by a family member, friend, or acquaintance does not fall into the stereotypical rape scenario [e.g., stranger offender, severe injury, weapon use, physical helplessness] and is faced with a disbelieving system that questions her motive for reporting [p.113] (Backes, 2016)
Some groups may be impacted more than others by stereotypical views on SV.
The societal stigma around being “weak” and “not masculine enough” prevent men from talking about their experiences. According to one participant, this causes men to be ashamed. “They’re ashamed of what happened and what people might think of them, you know?” [p.195] (Donne et al., 2018)
Key informant interviewee 03 agrees societal norms create additional barriers to men disclosing SV:
What makes it difficult is that stereotypical patriarchal message that women are nurturing and men are strong. So those two things automatically become a barrier to that male saying, ‘I have been sexually abused and it was my mother’creates significant barriers that can result in patients (and HCP) feeling they are not a legitimate candidate for SRHS.  Any mechanism to overcome this barrier and result in safe and supported disclosure of sexual violence needs to be considerable. The mechanisms triggered by an intervention will need to tackle stereotypic views held that determine who is a deserving or a worthy candidate for healthcare after SV.  

Where overlapping discrimination and disadvantage stemming from race, class and gender exists then further challenges to disclosure and access of healthcare results (Crenshaw, 1994). Intersectionality includes many additional characteristics such as sexuality, gender, religion, disability and age (Dill & Kohlman, 2012), which are seen frequently in those attending SRHS and influence their ability to access help: Ten review articles particularly highlight macro-level contextual barriers for people subjected to SV (C. Ahrens, Stansell, & Jennings, 2010; Amin, Buranosky, & Chang, 2017; Backes, 2016; Baker, 2012; Donne et al., 2018; Jancey, Meuleners, & Phillips, 2011; Logan, 2005; Munro, 2015; National Sexual Violence Resource Center, 2018; Ullman & Townsend, 2007). 
Excerpts that illustrate the barriers caused by stereotypic rape views or by holding to rape myths include:
Therefore, a women reporting a rape by a family member, friend, or acquaintance does not fall into the stereotypical rape scenario (C) (e.g. stranger offender, severe injury, weapon use, physical helplessness) and is faced with a disbelieving system that questions her motive for reporting. (p.113) (Backes, 2016)
Two studies report how societal attitudes are a major barrier for people accessing help:
It is much more difficult for advocates to combat not only rape stereotypes affecting all rape survivors but also additional stereotypes about “less deserving” rape victims who because of age, race, sexual orientation, occupation, mental illness, or immigration status are viewed as unworthy of the system’s attention or response.(p.420) (Ullman & Townsend, 2007)
[The study] results suggested that non-disclosers experienced more non-stereotypical assaults and were more likely to not initially consider the assault to have been rape than the other groups. (p.12) (C. Ahrens et al., 2010) 
Stereotypical assaults were defined as ‘assaults that conform to “classic rape” scenarios (e.g., involving strangers, weapons, and severe injuries) (C. Ahrens et al., 2010)’. Rape myths are exemplified by a study looking at men and sexual violence:
‘The societal stigma around being “weak” and “not masculine enough” prevent men from talking about their experiences. According to one participant, this causes men to be ashamed. “They’re ashamed of what happened and what people might think of them, you know?” Another participant added that, “it’s a guy thing. It’s just like there’s just a stigma, like guys can’t be raped. There’s just that universal subconscious mindset.”’ (Donne et al., 2018)
Intersectionality, creating overlapping discrimination and disadvantage to some groups of people (C), is also addressed(Crenshaw, 1994).

One theme cut across both the interviews and the focus group discussions and thus merits special focus: how existing at the intersection of multiple stigmatized identities influences recognizing and support-seeking around sexual violence. Experiences at the intersections among sexual orientation, gender identity, and race/ethnicity were raised by participants from both the interviews and the groups ([p.197)] (Donne et al., 2018).
The effects of intersectionality may also negate attempts by professionals to create a safe and supportive environment.
It is much more difficult for advocates to combat not only rape stereotypes affecting all rape survivors but also additional stereotypes about “less deserving” rape victims who because of age, race, sexual orientation, occupation, mental illness, or immigration status are viewed as unworthy of the system’s attention or response.[p.420] (Ullman & Townsend, 2007)
Theory 1 recognizes the need to challenge societal norms that have resulted in barriers to care, and as one article reflects; Many of these [rape] myths are propagated through biases related to race, gender, disability, sexual orientation, and class (p.4)(Munro, 2015). 
Rape myths devalue people and can result in SV becoming low priority crimes. Those interviewed in one study felt the negative views towards people subjected to SV meant disclosing would create more problems to individuals than benefit (Logan, 2005). This was particularly noted in rural areas where fear of loss of privacy and fear of retaliation from the perpetrator was heightened compared to urban areas.  In support of Theory 1 this study called for changes in views and attitudes to SV:

These barriers suggest that there is much work to be done in rural areas around educating the community, coordinating service system, and changing norms and attitudes to be supportive of survivors of rape seeking services. The difficulty is that there are no clear pathways on how best to address these strongly ingrained attitudes and reactions at this time ([p.22)](Logan, 2005) .
(Gynaecologists, 2022; Subramanian & Weare, 2020)Three of the review articles contained standards or policy that acknowledge the need to recognize and address barriers that exist beyond the immediate medical needs of individuals y (Baker, 2012; Healthcare Improvement NHS Scotland, 2017; National Sexual Violence Resource Center, 2018). 
. Each publication sets out guidance for interventions and practice and in doing so address barriers in disclosure associated with non-identification of candidacy, for example where people hold to the stereotypic rape or to rape myths. 
First, the National Sexual Violence Resource Center (NSVRC) was founded by a state coalition in the USA and funded from the Centers for Disease Control and Prevention’s Division of Violence Prevention. It provides information and tools to respond to sexual violence. It has resources that target the stereotypic rape myths, for example with sections addressing ‘victims who have disabilities’, ‘gender and sexual identity’, ‘cultural and ethnic communities’ (National Sexual Violence Resource Center, 2018).  
Second, commissioned by the Canadian government, the Sexual Violence Action Plan: Changing Attitudes, Changing Lives, resource document aims ‘to support the development of introductory training on sexual violence, including supportive responses to victims/survivors who disclose experiences of sexual violence’ (Baker, 2012). Although the article covers many aspects of care it pays particular attention to rape myths and the impact these have at institutional/societal levels by contributing to the barriers to care. 
Finally, within the United Kingdom, standards were published by NHS Scotland. An impact assessment to ensure equality in relation to disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex, and sexual orientation was performed during the development of these standardsWhilst no article detailed specific interventions for SRHS to employ to challenge the harmful social norms within their communities we have identified contemporary health promotion, health activism and health marketing to be worth considering (RCOG, 2022; Subramanian & Weare, 2020). .  The first standard calls for  ‘Each NHS board [to] demonstrate the leadership and commitment required for a co-ordinated response to meet the needs of people who have experienced rape, sexual assault or child sexual abuse, including immediate clinical needs assessment, forensic examinations and aftercare’ (Healthcare Improvement NHS Scotland, 2017).
Theory 2

Theory 2
People subjected towho experience sexual violencee, and or those who informally support them, are oftenmay be unaware of services, what they offer and how to access them ([C)]. By promoting SRHS, with due consideration to the message and media used ([I)], people’s knowledge and confidence [M] in being able to access care in a safe and supported environment will improve disclosure [O]. accessibility to services will be improved (M1).  By improving people’s knowledge of care and how it is provided (M1), people will be empowered (M2) to disclosure SV (O).
A total of 11 articles supported this theory with 3 referring to the to the context (lack of awareness of services) (Halstead, Williams, & Gonzalez-Guarda, 2017; Logan, 2005; Munro, 2015), 7 to the importance of messages used (Amin et al., 2017; Bicanic, Hehenkamp, van de Putte, van Wijk, & de Jongh, 2015; Donne et al., 2018; Du Mont, Woldeyohannes, Macdonald, Kosa, & Turner, 2017; Halstead et al., 2017; Olsen, Majeed-Ariss, Teniola, & White, 2017; Patterson, Greeson, & Campbell, 2009) and 3 that consideredconsidering the choice of forms of media used (Bacchus et al., 2018; Patterson et al., 2009; Sabina & Ho, 2014).  
Services offering support after SV should be promoted so people are knowledgeable and feel confident in accessing care. 
This knowledge deficit encompassed factors such as not knowing which services were needed after an assault, where or how to get services, and how to pay for such services [p.4](Munro, 2015)  

Lack of awareness of services was mentioned in three articles. 
Efforts should be made by nurses to ensure that these materials clearly explain the SV services and resources…, as well as how students can go about accessing them. …student knowledge and utilisation of SV resources/services work together (p.15) (Halstead et al., 2017).

Women interviewed about the barriers to services explained ‘...there is a need to expand the availability of services for sexual assault victims and to better market currently available services ([p.19)] (Logan, 2005).
SRHS offer a range of medical care after SV including those required to be given in a timely manner such as PEPSE [Post-Exposure Prophylaxis to HIV after Sexual Exposure], emergency contraception and hepatitis B vaccination for post-exposure useThe message contained in promotional material is important. MessagesAs theory 2 states improving people’s knowledge of care available leads to their empowerment.  need to address these potential Information about physical health consequences of SV should be shared; so that timely help can be sought.  
Education may include medical information on rape-related pregnancy and STDs, as well as the need for timely emergency contraception and prophylaxis, given that these concerns appear to be facilitators of seeking medical help (Zinzow, Resnick, Barr, Danielson, & Kilpatrick, 2012) as referenced ([p.7)] (Bicanic et al., 2015)  

The messages, in promotional material, should also address how the care is being provided in order to safely navigate internal barriers, such as fear and embarrassment. Three articles highlight the importance of promoting the confidential nature of health services: 
The findings of the current study would suggest that a social marketing plan should address survivors’ concerns about help seeking, such as loss of privacy and fear of services intensifying their emotions to an unmanageable level. Thus, the social marketing should include information regarding confidentiality and common emotions that emerge during the process and strategies to keep these temporary emotions at a manageable level (p.134) (Patterson et al., 2009).
[In addition], emphasizing the availability of confidential help or developing anonymous services may address fears around being identified as a victim or being outed as someone who has sex with men or as a male who experienced sexual violence from a female (p.198) (Donne et al., 2018).
Theory 2 means tailoring the message to reach the communities served by SRHS with recognition of less easily reached groups.
If you're a disabled survivor I think you're even more invisible because you're not supposed to be having sex in the first place. Sorry, that's kind of the message that we get around disability, physical and learning disability. So, we have just got to make sure I think whatever response we try as far as possible to make sure the broad every group of survivors is acknowledged and their particular barriers and needs and understood [Key informant interviewee 03]
Some students expressed concern that disclosure to health services would increase the probability of others finding out, preventing the utilisation of these health services (Koo et al. 2015) as referenced (p.11)(Halstead et al., 2017).
The message reaching the general public also needs to be clear about who are candidates for services:
Such programmes, ….should focus on information (I) concerning what rape actually is not only the stereotypical idea of rape...(p.8) (Bicanic et al., 2015).
Women sexually assaulted by a current or former intimate partner were less likely than those assaulted by another known assailant or a stranger to have been administered emergency contraception (p < 0.001) or prophylaxis for sexually transmitted infections (p < 0.001), and counselled for potential use of HIV post-exposure prophylaxis (p < 0.001). … Further outreach and education may be needed to emphasize the importance of accessing services promptly (p.6) (Du Mont et al., 2017). 
..attitudes and acceptance of rape myths are tied to more hesitancy in addressing sexual assault…Societal barriers are challenging to address. National campaigns such as Men Can Stop Rape as well as No More are public efforts to challenge cultural norms around sexual assault and violence against women (p.5)(Amin et al., 2017).
A study based infrom a large Sexual Assault Referral CenterSARC in the United Kingdom considered those with learning disabilities as a group often not identified as candidates for their service. They recommended promotion tooutreach work to 
‘..…raise awareness of the increased vulnerability to sexual assault for people with learning disabilities as well as services that can support them ([p.243)](Olsen et al., 2017) .  

As Theory 3 states the media chosen needs to be considered. Different type of media reaches different groups of people.
Communication about services …. May occur through websites, posters, classes, or trainings (p.20)(Sabina & Ho, 2014) .
..to increase student awareness, …place SV materials (e.g. posters, pamphlets, resource lists) in areas that are easily visible and accessible by college students (p.15)(Halstead et al., 2017) .
Other communities, like some ethnic minority groups, are also less likely to be reached through the usual channels of communication (Holmes, 2021) and ‘effective signposting to services’ is needed (H. Rodger, 2020). This will involve an appreciation of cultural differences, careful choice of imagery, of languages used, and consideration of the degree of illiteracy within different communities and the strengths of oral messaging. Social media platforms such as TikTok, Instagram and Facebook and dating apps Tinder, Grindr, Bumble were not covered in the included articles but will be important to consider in reaching wider groups of people.Displaying posters and leaflets in clinic waiting rooms will promote the message that health practitioners view DVA (domestic violence and abuse) as a health issue and are able to support (p.239)(L. Bacchus et al., 2018)

The messages in promotional material should also address how care is provided in order to safely navigate internal barriers such as fear and embarrassment. People need to feel trust in the HCP before they choose to disclose. 
The findings of the current study would suggest that a social marketing plan should address survivors’ concerns about help seeking, such as loss of privacy and fear of services intensifying their emotions to an unmanageable level [p.134] (Patterson et al., 2009)
[In addition], emphasizing the availability of confidential help or developing anonymous services may address fears around being identified as a victim or being outed as someone who has sex with men or as a male who experienced sexual violence from a female [p.198] (Donne et al., 2018)
Social marketing [defined as ‘a program-planning process that applies commercial marketing concepts and techniques to promote voluntary behaviour change’(Andreasen, 1995)] has also been suggested as a means to increase formal help seeking by changing the misperceptions of rape. Patterson et al. point out that a range of communication strategies, including ‘advertisement through mass media, public relations aimed at building a positive image of the idea and type of behaviour recommended, and incentives to make the change useful’ can be implemented  (Patterson et al., 2009)

Theory 3 	Comment by CASWELL, Rachel (UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST): Theory 4 expands on the previous theory by considering HCP training and practice in trauma-informed and person-centered care in greater detail acknowledging the importance of the relationship between HCP and person attending SRHS.
Healthcare training and practice that is trauma informed or person-centered [C] facilitates safe and supported disclosure [O]. HCP trained in and practicing trauma-informed and person-centered care [I] will return control to the patient, acknowledge them as the expert and enable them to make their own health choices. Rather than feeling judged or to blame for their ‘poor health’, this approach validates their disclosure and allows people to maintain credibility as a patient [M2]. 

Trauma informed practice and person-centered centered care ([I)] induces a culture shift and change of culture and practice in SRHS creating a safe and supportive environment for disclosure [O]. Healthcare professionals trained and supported using these approaches will feel confident and equipped [M] to support people attending the service. People  that will increase ‘permeability of services’ (M1) by giving people confidence and a sense of security (M2) to speak out (O). attending the service will be aware it is a safe place where they will be believed, validated and in control of their healthcare options [M] if they choose to disclose. 

Trauma informed practice ([TIP)] involves adhering to principles rather than a list of actions or procedures, and is well-documented in the literature (Covington, 2008; Hegarty, Tarzia, Hooker, & Taft, 2016; Substance Abuse and Mental Health Services Administration (SAMHSA), 2014; Wycoff & Matone, 2019; Zelin, Cadman, Amara, Marnoch, & Vosper, 2017). 
‘The trauma-informed approach is guided four assumptions, known as the “Four R’s”: Realization about trauma and how it can affect people and groups, recognizing the signs of trauma, having a system which can respond to trauma, and resisting re-traumatization. The trauma-informed approach also operates under six key principles: Safety; trustworthiness and transparency; peer support; collaboration and mutuality; empowerment, voice, and choice; and cultural, historical, and gender issues’ (Substance Abuse and Mental Health Services Administration (SAMHSA), 2014) p9.
Person-centered care [PCC] promotes shared decision making (Barry & Edgman-Levitan, 2012). 
PCC is also considered to be culturally competent and in practice involves an awareness of; 
identifying and negotiating different styles of communication, decision-making preferences, roles of family, sexual and gender issues, and issues of mistrust, prejudice, and racism, among other factors [p34] (Epner & Baile, 2012)
The standards set by NHS Scotland for ‘[Heatlthcare] Services for People who have experienced Rape, Sexual Assault or Child Sexual Abuse’ emphasize that people should receive ‘person-centered and trauma-informed care’ (Healthcare Improvement NHS Scotland, 2017) but it remains challenging to incorporate it successfully into healthcare settings. 
There are 917 articles are supporting used in the development ofthis theory 3  (Ades et al., 2019; Bacchus et al., 2010; Bacchus et al., 2018; Baker, 2012; Healthcare Improvement NHS Scotland, 2017; Littleton et al., 2007; Logan, 2005; Meier et al., 2020; National Sexual Violence Resource Center, 2018) [need to add the other articles here] For change to occur TIP and PCC will need to employ a range of strategies to overcome barriers to safe disclosure.  The 
TIP and PCC will also need service-wide implementation and not isolated piecemeal changes:
..studies focused on the reactions of formal support providers often do not address the overall process of service seeking and utilization, including the possible need to disclose the nature of their problems to clerical personnel or having to repeatedly tell their stories to “get in the door” to services, and how that process can affect women [p.20](Logan, 2005)
This was echoed by key informant interviewee 04 having accessed SRHS on multiple occasions, she describes her interaction with reception staff in order to make an appointment: 
You have to phone the receptionist…they often go, ‘is it serious?’ and then at that point they will expect you to explain it, but … you don’t want to explain it. 
Adaptations within the healthcare environment are also needed. For example, a study from St Mary’s SARC identified some simple adjustments that they believe help people with learning disabilities in attending: 
Suggestions ranged from having clearer signposting, easy read literature and pictures available in waiting areas… (Olsen et al., 2017)
This safe environment was further developed during a review:  
Create an environment to support disclosure. The importance of being able to speak with the survivor in a private, safe, and supportive environment and ‘‘not rushing’’ [p.11](Lanthier et al., 2018)
A key mechanism will be people realizing they are believed, safe, and disclosures expected and welcomed, as key informant interviewee 03 explains:
I think it's also giving the message that ‘I believe you’, because people will have disclosed before and won’t have been believed
The environment must be conducive to ensuring choice is available. Many of the suggestions provided by Wadsworth focus on empowering patients: 
Allow patients to choose their nurse practitioner or other health care provider; Allow patients to remain fully clothed p.4
For some participants in this sample, having a male health care provider exacerbated feelings of powerlessness (Wadsworth, 2019) 
Healthcare professional training is a vital component of Theory 4. Benefits of specialist training were recognized in a study focused on asking about and responding to disclosure of domestic abuse:
training programme results were promising, with demonstrable improvements in health professionals' knowledge and clinical practice (Bacchus et al., 2010) 
However, for the training to ensure people feel they are believed, supported and in control, it needs to encompass more than medical competencies. The training will need to involve a change to the consultation style and approach, educate on how to provide safe responses to disclosure and give HCP an awareness of how to avoid or minimize re-traumatization [also referred to as secondary victimization]. Furthermore, specialist training should challenge those HCP who, perhaps inadvertently, hold to rape myths. Key informant interviewee 03, Chief Executive Officer of a specialist rape and sexual abuses support center supports specialist training being given to HCP in SRHS:
I think the other thing […] in terms of training and making sure there's some specialist training where staff have [medical] knowledge, but also have an opportunity to have some of their own victim blaming and their own understanding of sexual violence and abuse challenged and changed. 
Current healthcare training and resultant consultation style uses a medical model not always lending itself to acknowledge and respond to the impact of psychological trauma. The traditional western practice of medicine has focused on a hierarchical doctor patient relationship with the physician as expert, diagnosing, prescribing and managing conditions. Sharma argues this patriarchal approach to medical education is extant and continues to be the dominant approach to teaching and practice of medicine (Sharma, 2019). It does not lend itself to creating a safe response to SV:
Healthcare providers are trained to diagnose and treat those who are ill and are also accustomed to people adhering to management and treatment. However, this method of healthcare can be counterproductive when working with victims of sexual assault as it may be like the controlling behaviour of a perpetrator and may heighten the risk of secondary trauma [p.9] (Jancey et al., 2011).
In contrast to the more traditional approach, person-centered care promotes shared decision making (Barry & Edgman-Levitan, 2012). Theory 3 proposes HCP training within SRHS should not only cover the specifics of the medical care of a patient after SV but should require HCP to undergo training in the approach to care (Elisseou, Puranam, & Nandi, 2019). 

Within SRHS much of the ‘routine’ aspects of care such as history taking, taking of STD tests and genital examination require a trauma-informed approach if a safe environment is be maintained. HCPs should be aware of how previous trauma can impact a person attending for care and should tailor their consultation and examination accordingly [Ades et al., 2019]. This is reiterated by key informant interviewee 03:
[the] professional might also have some trauma informed knowledge and understand that some of the things which people will be coming for, to sexual health, like tests for STI [STD], may potentially be triggering, really traumatizing and difficult. 
This theory is supported by the standards set by NHS Scotland. These emphasise that people should receive ‘person-centered and trauma-informed care’ and is an overarching theme throughout the document (Healthcare Improvement NHS Scotland, 2017).  
Ades points out TIP will bring change to a wide range of healthcare practice (Ades et al., 2019).  In their article outlining a model of care they describe how different aspects of care is altered when using a trauma and person-centered focus.  They describe ‘some of the unique considerations for treating survivors relating to taking a patient history, conducting the physical and gynecologic examinations, ensuring confidentiality, and managing legal issues’ (ibid). 
TIP aims to ensure people feel safe in their environment. For example, the article from St Mary’s SARC identified some simple adjustments that they believed might ‘make things more comfortable, or less distressing for people with learning disabilities accessing the service’. (Olsen et al., 2017). ‘Suggestions ranged from having clearer signposting, easy read literature and pictures available in waiting areas, to having someone at the center with specialist knowledge who could liaise between staff and people with learning disabilities’ (ibid)
This safe environment was further developed in the review by Lanthier (p.11)(Lanthier et al., 2018).
Create an environment to support disclosure. The importance of being able to speak with the survivor in a private, safe, and supportive environment and ‘‘not rushing’’ them was indicated by the authors of five articles as particularly important in assisting survivors to disclose (as referenced from Diaz et al., 2004; Dunleavy & Slowik, 2012; Esposito, 2006; Lessing, 2005; Sturza & Campbell, 2005)
Many of the suggestions provided by Wadsworth (Wadsworth, 2019) encompass TIP, emphasising choice and control for the patient: 
Allow patients to choose their nurse practitioner or other health care provider; Allow patients to remain fully clothed; Check in frequently with patients during exams and procedures; Do not rush; spend time with patients; Display posters and brochures about resources for intimate partner violence and sexual assault; Regularly screen for sexual assault and interpersonal violence; Refer victims/survivors to local and national support centers and networks (p.4)
The importance of patient choice is echoed in this quote; ‘For some participants in this sample, having a male health care provider exacerbated feelings of powerlessness’ (Wadsworth, 2019). For example, if HCPs are practicing person-centered care, the balance of control and health choices should rest with the ‘patient expert’, and declining testing, treatment or onward referral may be part of that.
If, after the discussion of trauma, the patient seems too upset or apprehensive to tolerate an examination, she is offered the opportunity to defer the examination to a later visit. Emphasizing the control that the patient has over her medical care is one of the foundations of a trauma-informed care approach (Raja, Hasnain, Hoersch, Gove-Yin, & Rajagopalan, 2015)[p.805](Ades et al., 2019)
The training for HCP should emphasize the importance of their attitude and demeanour during the consultation as key informant interviewee 04 explains, ‘you definitely don’t want to tell it [experience of sexual violence] to anyone unsympathetic or untrained’. This is in keeping with findings from included review articles:
…the manner in which help is provided is at least equally as important as the type of assistance rendered [p.9] (C. E. Ahrens, Campbell, Ternier-Thames, Wasco, & Sefl, 2007).
The training should also prompt awareness among HCPs of how differences between them and the person disclosing can have an impact:de the HCP aware of the impact differences between them and the person disclosing can have:
A culturally competent health-care provider is sensitive to potential power differences between themselves and the survivor and shows a general level of sensitivity to diverse communities [(Long, Ullman, Long, Mason, & Starzynski, 2007; Roberts, Watlington, Nett, & Batten, 2010) as referenced [p.4] (Lanthier et al., 2018)
People believe that seeking assistance from formal systems means exposing themselves to additional psychological harm.
[One participant reported] “I heard before like at the hospital, they make you feel like it’s your fault” [p.132] (Patterson et al., 2009)
Choosing not to seek help can be a self-protective mechanism as people fear re-traumatization by HCP in response to their disclosure. The response to a disclosure therefore should be carefully considered; 
..nurses need to be self-aware of the way in which they react to students who disclose, ensuring that they do not react insensitively, place blame and/or express doubt. …recommendations have been made for providers to be trained in trauma-sensitive/ informed care [e.g. White House 2014a, U.S. Department of Education Office of Safe and Healthy Students [OSHS] 2015] [p.14] (Halstead et al., 2017)
Disclosures should be validated and the HCP should avoid negative responses such as victim-blaming;
In a study conducted by Ullman (Ullman, 1996), 10% of women cited not being blamed as the most helpful response they received from a formal support provider, including health-care providers [p.10] (Lanthier et al., 2018)

The need for TIP to be service wide is also supported.
..studies focused on the reactions of formal support providers often do not address the overall process of service seeking and utilization, including the possible need to disclose the nature of their problems to clerical personnel or having to repeatedly tell their stories to “get in the door” to services, and how that process can affect women (p.20)(Logan, 2005).
A key informant interviewee (KII) [04] who had previously accessed SRHS after sexual violence, also supports this idea that the whole service needs to be aware of how to support people after trauma. She describes making an appointment for medical care after SV; ‘You have to phone the receptionist…they often go, ‘is it serious?’ and then at that point they will expect you to explain it, but yet they are not medially qualified so you don’t want to explain it (..)So if you've been violated in any way you see it as a bigger violation’.

With TIP, services are encouraged to move past cultural stereotypes and biases (e.g., based on race, ethnicity, sexual orientation, age){Substance Abuse and Mental Health Services Administration (Substance Abuse and Mental Health Services Administration (SAMHSA)), 2014 #11329}Another aspect of PCC is the need to positively embrace the differences in people’s backgrounds and create environments that promote inclusivity. The importance of paying attention to the diversity of people who experience SV is highlighted by key informant interviewee 03 
Anything that's out of the ‘norm’ [white male physically able mentally able]. I think we don't hear those voices. We don't acknowledge those minority groups, those people, they haven't got as much power. And I think that gets reflected in not hearing what they've been subjected to

One strategy considered here in more detail is routine inquiry, where all who . Routineattend when safe to do so are asked if they have experienced SV and would like support. Routine enquirinquirye can can support  this TIP by normalizsing disclosure no matter what a person’s background and helps avoid stereotypic rape assumptions. Routine enquiry can create a safe environment for disclosure and give people confidence to speak out as disclosure is expected and invited. Routine enquiryinquiry, as a an intervention, isclinic procedure is addressed in many of the included articlesthe following articles ([(C. Ahrens et al., 2010; C. E. Ahrens et al., 2007; Bacchus et al., 2018; Berry & Rutledge, 2016; Lanthier et al., 2018; Littleton et al., 2007; Meier et al., 2020; Wadsworth, 2019; Wendt, Marklund, Lidell, Hildingh, & Westerstahl, 2011) three of which were identified during the CLUSTER searches to provide more explanatory power to the this developing theory (Bacchus et al., 2010; Bacchus et al., 2018; Littleton et al., 2007).  	Comment by CASWELL, Rachel (UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST): 	Comment by CASWELL, Rachel (UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST): 	Comment by CASWELL, Rachel (UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST): 	Comment by CASWELL, Rachel (UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST): 	Comment by CASWELL, Rachel (UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST): 	Comment by CASWELL, Rachel (UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST): 
 The following excerpts provide reasons to support this practice:
In our study we found that women desired to be screened for sexual violence, but there was a lack of screening performed by healthcare professionals HCP ([p.561)](Berry & Rutledge, 2016) .
The women believed that it would be easier if health professionals initiated a dialogue about sexuality and sexual abuse, as they found it difficult to raise such issues themselves ([p.4)] [and] An important reason for not hesitating to ask is that women who have been exposed to sexual abuse more frequently reported that they wished to be asked than those who were not exposed (p.6) (Wendt et al., 2011).
Additional reasons for not disclosing sexual assault included that their physician did not ask ([27%)] ([p.9)](Lanthier et al., 2018; Mazza, Dennerstein, & Ryan, 1996) .
..the current study also highlights the importance of protocols that ask women about their experiences with sexual assault. Many of the survivors in the current sample disclosed only after being directly asked about the assault. These disclosures were met by positive re-actions from formal support providers. It may therefore be beneficial to incorporate screening questions into medical and mental health intake procedures as a first step toward opening the door to disclosure (p.10)(C. E. Ahrens et al., 2007) 
Four articles recommended direct inquiry of all women for sexual assault as part of routine assessment (Ahrens et al., 2007; Diaz et al., 2004; Esposito, 2006; Lessing, 2005) as referenced (p.11) (Lanthier et al., 2018)
Littleton surveyed almost 1000 women attending family planning clinics and found that of the 48% who had been screened for SV only 6% felt discomfort and overall the women felt discussion of SV with HCP to be helpful and nonintrusive (Littleton et al., 2007). The findings support theory 3 as element of TIP, where routine enquiry increased the ‘permeability of services’ (M1), creating an environment where people feel confident and safe to disclose.  
Some of the included articles capture the patient voice in support of routine enquiryinquiry. ; 
One interviewee in work by Meier et al. (Meier et al., 2020) describes her desire for ‘her reproductive health experiences, including sexual abuse, to be ‘incorporated with reproductive health consultations and planning (p. 14).
In a study by Wadsworth et al. (Wadsworth, 2019) looking at healthcare seeking after sexual assault, routine enquiryinquiry is addressed by one of the interviewees:
Although Carmen did not plan to disclose her recent SA, her physician gently probed, which resulted in Carmen’s access to helpful resources like the SA services organization: I didn’t plan on telling anyone. But I did want to get STDs ([Sexually transmitted disease)] checked.... I made an appointment with the doctor.... She was asking me questions and, I said, “you don’t need to know, I just need to get STD testing.” ... I guess she sensed something isn’t right ... she said, “Was it consensual?” My reply was “barely.” ... It was a good thing, because she referred me to [SA services organization] ([p.3)] (Wadsworth, 2019)
However not all are happy to be asked about previous experiences of SV:
I would feel uncomfortable and offended if the question was raised…. I was exposed to sexual abuse myself as a child, so I do not want to be reminded of it [p.252] (Wendt et al., 2011)
There were fewer studies looking at men and routine inquiry. Using cluster searches we looked to similar fields to develop this aspect of the theory. However, one study looking atA study considering domestic abuse enquiryinquiry  by sexual health practitioners with gay and bisexual men and the role of sexual health practitioners found that selective enquiryinquiry [inquiry where there is a suspicion or concern the person is experiencing abuse] was preferred over routine enquiryinquiry. 
‘A third of men in the survey supported routine enquiryinquiry for DVA ([domestic violence and abuse)], while two thirds preferred selective enquiryinquiry ([i.e., asking in the context of symptoms or conditions that are consistent with experiences of DVA)]’ (Bacchus et al., 2018)
. The interviews helped explain this result. One reason, some provided in subsequent interviews by these men, men gave for this preference was they felta concerned HCP would focus on the abuse disclosure and not the sexual health reason that lead to their attendance (Bacchus et al., 2018). 
In another study, although the majority of women surveyed were agreeable to routine enquiry, others voiced concerns; 
If you have been threatened, I think you will make contact yourself….Probably because there is such a stigma involved. I need to trust in the person…. I would feel uncomfortable and offended if the question was raised…. I was exposed to sexual abuse myself as a child, so I do not want to be reminded of it (p.252) (Wendt et al., 2011)
These challenges objections highlight that to routine enquiry highlight the importance of TIP. rRoutine enquiryinquiry willdoes not create a safe and supported environment for disclosure in and of itself, but only it can support it when set in a culture of TIP and TIPPCC. Establishing the person’s priorities for the consultation and being sensitive to their wishes will help alleviate some concerns regarding routine inquiry. Highlighting the importance of training for routine inquiry as part of TIP and PCC, key informant interviewee 01 [HCP working in SRHS] says:
So, we don't let people [HCP] ask it [routine inquiry about SV] unless they've had the training, they just don't ask. It's better not to.

The benefits of routine enquiry are summed up well by KII [01] working in a SRHS, ‘We're trying desperately to empower (M2) those patients. The last thing we want is to make them talk about something they don't want to talk about but equally I've seen patients [pause] by way of an anecdote. I saw a police officer; she been raped 20 years before. She hadn't told anyone. She had really good going symptoms of PTSD. It was destroying her life and she had never spoken to anybody. And the only reason she talked to me is because I asked her that routine prompt’
Theory 4  
Theory 4 expands on the previous theory by considering HCP training and practice in trauma-informed and person-centered care in greater detail acknowledging the importance of the relationship between HCP and person attending SRHS.
Healthcare training and practice that is trauma informed or person-centered (C) can facilitate disclosure. HCP trained in and practicing trauma-informed and person-centered care (I) will return control to the patient, acknowledge them as the expert and enable them to make their own health choices. Rather than feeling judged or to blame for their ‘poor health’, this approach validates their disclosure and allows people to maintain credibility as a patient (M2) resulting in safe and supported disclosure of sexual violence (O).
Healthcare training and consultation style has used a medical model that has not always lent itself to acknowledge and respond to the impact of psychological trauma. The traditional western practice of medicine has focused on a hierarchical doctor patient relationship with the physician as expert, diagnosing, prescribing and managing conditions. The patricidal approach to medical education is extant and arguably continues to be the dominant approach to teaching and practice of medicine (Sharma, 2019). In contrast to this more traditional approach, person-centered care promotes shared decision making (Barry & Edgman-Levitan, 2012). Person-centered care is also considered to be culturally competent. It has been described as relying on ‘identifying and negotiating different styles of communication, decision-making preferences, roles of family, sexual and gender issues, and issues of mistrust, prejudice, and racism, among other factors’ (Epner & Baile, 2012). This theory suggests training for HCP within SRHS requires not only covering the specifics of medical care of a patient after sexual violence and abuse, but requires HCP to undergo training (I) in the approach to care (Elisseou, Puranam, & Nandi, 2019). One of the review articles that advocated asking about domestic abuse whilst attending SRHS found ‘training programme results were promising, with demonstrable improvements in health professionals' knowledge and clinical practice’ (L. J. Bacchus et al., 2010).
Theory 4 is supported by fourteen review articles (Ades et al., 2019; C. Ahrens et al., 2010; C. E. Ahrens et al., 2007; L. J. Bacchus et al., 2010; Baker, 2012; Donne et al., 2018; Halstead et al., 2017; Healthcare Improvement NHS Scotland, 2017; Jancey et al., 2011; Lanthier et al., 2018; Logan, 2005; Meier et al., 2020; Patterson et al., 2009; Roberts, Watlington, Nett, & Batten, 2010).
The Candidacy Framework describes how people can resist offers of treatment, testing or onward referral to services. People may lose candidacy by exerting this choice. However, if HCP are practicing person-centered care (I), the balance of control and health choices should rest with the ‘patient expert’ (M), and declining testing, treatment or onward referral may be part of that process. The following quotes from articles support the important aspect of choice and control in this setting: 
Healthcare providers are trained to diagnose and treat those who are ill and are also accustomed to people adhering to management and treatment. However, this method of healthcare can be counterproductive when working with victims of sexual assault as it may be like the controlling behaviour of a perpetrator and may heighten the risk of secondary trauma (p.9) (Jancey et al., 2011). 
If, after the discussion of trauma, the patient seems too upset or apprehensive to tolerate an examination, she is offered the opportunity to defer the examination to a later visit. Emphasizing the control that the patient has over her medical care is one of the foundations of a trauma-informed care approach (Raja, Hasnain, Hoersch, Gove-Yin, & Rajagopalan, 2015). Such an approach aims to prevent retraumatization by empowering survivors of gender-based violence to be in control of their own bodies (p.3)(Ades et al., 2019)
Being person-centered also ensures that HCP will take people’s backgrounds into consideration during a consultation. Excerpts that highlight the importance of this include: 
A culturally competent health-care provider is sensitive to potential power differences between themselves and the survivor and shows a general level of sensitivity to diverse communities ((Long, Ullman, Long, Mason, & Starzynski, 2007; Roberts et al., 2010) as referenced (p.4) (Lanthier et al., 2018)
..taking into account individual differences such as age, race, gender, socio- economic status, and sexual orientation when discussing a traumatic event with a survivor (p.11)(Roberts et al., 2010).
Some participants also struggled to find the “right fit,” a professional who would be “suitable enough” (31 years old, Black, transgender, queer) and understand their perspectives, support them in a non- judgmental way, and create a connection (p.196) (Donne et al., 2018).
Furthermore, trauma informed, person-centered care reduces the risk of retraumatization (unintended outcome) after disclosure. The response of the HCP has been shown to be key during disclosure as supported by the following excerpts: 
As inappropriate or negative responses such as blaming can lead to secondary victimization, it is important that health-care providers are able to respond to survivors appropriately by validating the disclosure and providing emotional support and tangible aid (p.13) (Lanthier et al., 2018).
In a study conducted by Ullman (Ullman, 1996), 10% of women cited not being blamed as the most helpful response they received from a formal support provider, including health-care providers (p.10) (Lanthier et al., 2018).
In the current study, survivors who received more negative reactions endorsed more depression, posttraumatic stress, and physical health symptoms, suggesting that negative social reactions may negate the positive effects of disclosure for some survivors (p.13)(C. Ahrens et al., 2010).
The most common unhelpful responses from formal support providers including health-care providers among the 13 articles that provided data were blaming the survivor; minimizing, dismissing, and/or distracting responses; treating the survivor differently after disclosure; displaying a cold and/or detached demeanor; and doubting the survivor (p.10) (Lanthier et al., 2018).
Findings indicate that how others react to disclosure can greatly impact the survivor in both positive and negative ways (p.11) (Halstead et al., 2017). 
KII [04] was previously subjected to SV and during her interview emphasised the importance of the attitude, demeanor of the attending HCP; ‘You can’t get away without telling the story really, that something bad has happened to you, to get the right treatments so you don’t want to have to tell that story over and over again and you definitely don’t want to tell it to anyone unsympathetic or untrained’.
This theory advocates HCP training specific to this setting in order to have safe and supported disclosure. Educational, training and clinical requirements features in the national Scottish document: ‘Each NHS board ensures that staff have the knowledge, skills and competency to deliver healthcare and forensic medical services for people who have experienced rape, sexual assault or child sexual abuse’ (Healthcare Improvement NHS Scotland, 2017) with a focus on trauma-informed care.  Highlighting the importance of training in TIP, KII [01] (HCP working in SRHS) stated, ‘So we don't let people ask it [routine enquiry about SV] unless they've had the training, they just don't ask. It's better not to’. Articles cite staff training as key to safe disclosure:
..and in-service training for professionals may go a long way toward alleviating unnecessary distress and may help survivors locate supportive sources of support who can best facilitate their recovery (p.14)(C. Ahrens et al., 2010).
..nurses need to be self-aware of the way in which they react to students who disclose, ensuring that they do not react insensitively, place blame and/or express doubt. …recommendations have been made for providers to be trained in trauma-sensitive/ informed care [e.g. White House 2014a, U.S. Department of Education Office of Safe and Healthy Students (OSHS) 2015] (p.14) (Halstead et al., 2017).
This study also noted several cases in which the support provider reacted in a cold/detached manner. Although these survivors were helped by the support providers, they did not describe assistance without emotional support in positive terms. This suggests that the manner in which help is provided is at least equally as important as the type of assistance rendered (p.9) (C. E. Ahrens et al., 2007).
The importance of validation, avoidance of blame, being non-judgmental are noted in articles and warrant specific attention in HCP training so that retraumatization is avoided and disclosure is safe: 
..suggest that the culturally competent clinician pay special attention to issues of self-blame and self-evaluation in trauma survivors (p.13) (Roberts et al., 2010).
Overall, survivors believed that seeking assistance from formal social systems meant exposing themselves to additional psychological harm. Survivors worried that they could not cope with this mistreatment and did not want to risk further harm to themselves. Therefore, choosing not to seek help was a self-protective mechanism for survivors. [One participant reported] “I heard before like at the hospital, they make you feel like it’s your fault” (p.132) (Patterson et al., 2009).
Theory 4
Lack of joined up care [C] creates barriers to safe and supported disclosure of SV. Effective partnership working and robust referral pathways to medical, psychological, social, forensic and legal services [I], result in people feel valued, understood and supported [M] after disclosure [O] as their needs are considered and provided for holistically.heory 5
Healthcare silos (C) result in barriers to safe and supported disclosure of SV.  By joining up local resources by way of partnerships and robust referral pathways with a range of medical, psychological, social, forensic and legal options made readily available (I) disclosure can be safe and supported (O). People feel valued and understood (M2) when their needs are considered and catered for holistically (M1). When people’s needs are considered for holistically (M1), they feel valued and understood (M2).
The final stage of the Candidacy Framework considers the macro level factors involving the suitability or availability of local resources that influence candidacy. Where HCP are able to refer to appropriate services after disclosure (I) people will feel better understood (M). As Lanthier concludes, ‘Healthcare providers are uniquely positioned to assist adolescent and adult women survivors of past sexual assault by providing relevant health care and acting as an important gateway to other support services’ (Lanthier et al., 2018). Six review articles support this theory (Ades et al., 2019; Amin et al., 2017; Bacchus et al., 2018; Du Mont et al., 2017; Lanthier et al., 2018; Wendt et al., 2011). Processes are needed within SRHS to ensure people are offered appropriate services after disclosure. As Lanthier points out: 
Healthcare providers are uniquely positioned to assist adolescent and adult women survivors of past sexual assault by providing relevant health care and acting as an important gateway to other support services (Lanthier et al., 2018).

It is important those offered additional support do not feel overwhelmed or confused with the myriad of possible referral options (Birdi et al., 2022). The referral process needs to be straightforward and without additional hurdles in accessing additional support. This coordination of care is also recognized as an element of TIP;
(Baig, Shadigian, & Heisler, 2006)(Amin et al., 2017)
Developing interprofessional relationships with other providers who have specific training in trauma and coordinating patient care with those individuals is another important application of trauma-informed care [p.5] (Ades et al., 2019). 
Having different therapeutic options available can support the use of routine inquiry and people should be made aware there are onward referral options if they decided to disclose. (Birdi et al., 2022){Birdi, 2022 #11385}

Having different therapeutic options available for onward referral can support the use of routine enquiry and people should be made aware there is onward referral options if they decided to disclose. 
It can also be explained that the questions are intended to make it easier for women to talk about their situation and that other professional categories are available if required. This could reduce the feeling of the questions being irrelevant (p.6)(Wendt et al., 2011) . 
HCPs will also feel more confident in inviting disclosures if they know the referral processes:
Provider fear of opening “Pandora’s box” could be overcome by increasing knowledge of care roles, such as providing referrals. Residents in one study who were aware of referrals for intimate partner violence [IPV] were 3.54 times more likely to ask about IPV (Baig, Shadigian, & Heisler, 2006). This correlation between IPV referral knowledge and screening practices may hold true for sexual assault (Amin et al., 2017) p47
Robust partnerships and referral pathways are also recognizsed by patient groups as a prerequisite to routine enquiryinquiry; : 
Men felt that enquiryinquiry for DVA should not take place without available resources, which could potentially be provided by the clinic. For example, having a link to a local DVA organization with an identified advocate for the clinic ([p.239)] (Bacchus et al., 2018).
In addition, HCP themselves become empowered to invite disclosures when they know other services and referral pathways are available.  
‘Provider fear of opening “Pandora’s box” could be overcome by increasing knowledge of care roles, such as providing referrals. Residents in one study who were aware of referrals for intimate partner violence (IPV) were 3.54 times more likely to ask about IPV (Baig, Shadigian, & Heisler, 2006). This correlation between IPV referral knowledge and screening practices may hold true for sexual assault’ (Amin et al., 2017).
Joined up care (I) is highlighted in relation to safety after disclosure (O):  
As survivors of sexual assault by a current or former intimate partner can suffer serious consequences, with more severe violence perpetrated against them than those sexually assaulted by other assailants, health services responding to these women need to be sure to provide a comprehensive range of care options, particularly those that address the potentially ongoing nature of this type of sexual assault (p.2) (Du Mont et al., 2017).
This does mean that the additional services should be accessible to those that need them. Some may find further barriers to services, for example due to waiting lists, financial cost or as illustrate by the article by Olsenother unrecognized barriers faced by some groups;:
Counselling is available to all patients who have attended St Mary’s SARC following a sexual assault…These figures suggest that people with learning disabilities who have experienced sexual assault or rape were 50% less likely to access counselling than people without learning disabilities ([p.242)] (Olsen et al., 2017).
SRHS must have robust pathways to provide safe and supportive environment for some disclosures in particular:
As survivors of sexual assault by a current or former intimate partner can suffer serious consequences, with more severe violence perpetrated against them than those sexually assaulted by other assailants, health services responding to these women need to be sure to provide a comprehensive range of care options, particularly those that address the potentially ongoing nature of this type of sexual assault [p.2] (Du Mont et al., 2017).

This coordination of care is also recognised as an element of TIP by Ades et al. (Ades et al., 2019)  
Developing interprofessional relationships with other providers who have specific training in trauma and coordinating patient care with those individuals is another important application of trauma-informed care (p.5) 
Discussion 


We developed four evidence-informedive refined program theories to answer the question why, how, for whom, and in what circumstances do SRHS work to provide safe and supported disclosure of sexual violence? that consider how a safe and supportive environment for disclosure of SV can be provided within SRHS. Using a realist approach the review considered the aspects of SRHS that contribute to people seeing themselves as candidates for this care. As with Mackenzie et al. (Mackenzie, 2013) we agree that candidacy offers a useful lens when considering literature on the accessibility and utilisation of healthcare but similarly we agree,
‘that candidacies are multiple (potentially competing or conflicting); in some services they will be played out in explicitly hierarchical systems; their legitimacy will be determined by issues of citizenship and public discourse; they may be expressed and judged at individual or collective/neighbourhood level; they may be depressed or refuted at a political, institutional or professional level; and, related to this, they may be unresolved by existing service provision when this does not tackle the root causes of inequalities’ 
Our use of the realist approach in configuring contexts and mechanisms together adds explanatory power to help us understand how these elements interact to produce outcomes of interest. IInterventions need to be able to bring about sufficient change through activation of generative mechanisms and have sufficient leverage to overcome the trigger mechanisms to overcome the contextual barriers faced which exist at by people at the individual, micro, meso and macro levelsservice delivery and societal levels [Appendix 3]. The theories generated unearthed causal mechanisms that can lead to feelings of trust, empowerment, being in control, being valued and being believed. Although the mechanisms identified focused primarily on the person subjected to SV, mechanisms are also at work in the HCP. Theory 3 involves training of HCP so they become cognizant in a TIP and PCC increasing the confidence of HCP to be able to respond well to disclosure. The evidence-informed theories generated helped unearth causal mechanisms that resulted in feelings of trust, empowerment, safety and feeling like a credible or legitimate candidate for this aspect of SRHS care.
A prominent factor identified in the review literature that seemed to have the ability to trigger change and lead to safe and supported disclosure was the implementation of trauma informed and person-centered care. ‘There is an increasing focus on the impact of trauma and how service systems may help to resolve or exacerbate trauma-related issues’ (Substance Abuse and Mental Health Services Administration (SAMHSA), 2014)Examples of how TIP and PCC might look in SRHS in addition to HCP specialist training include; promotion of services which is inclusive of all backgrounds irrespective of age, gender, ethnicity etc.; providing choice within health consultations; use of routine inquiry; and effective coordination of care between agencies. Each of these are not proposed as standalone activities adequate to overcome the barriers but need to be set in a culture of TIP and PCC and introduced with care. For example, the benefits of routine inquiry are acknowledged to normalize disclosure, address rape myths and stereotypic assumptions about SV, however, we also recognize associated risks with this practice if performed insensitively, or without clear and effective pathways for the next steps in care. Findings from this review also strongly suggest the use of routine inquiry as a tool to support disclosure of SV should only take place after specialist HCP training and where the people being asked are clear they have the choice as to whether to answer or not. . How trauma informed and person-centered care might look in SRHS was considered; examples of interventions evidenced in the review literature, such as appropriate promotion of services, routine enquiry and HCP training in trauma, aligned themselves as potentially part of the solution to safe and supported disclosure. Despite some of challenges to integrating TIP into SRHS (Brewer, Colbert, Sekula, & Bekemeier, 2020) the benefits are increasingly recognised. Further Further rresearch is needed to examine further ways of how TIP can be implemented  integrated into SRHS to meet the complex needs of people with a history of traumaviolence (Brewer, Colbert, Sekula, & Bekemeier, 2020). As one review article puts it, ‘Low rates of disclosure and service utilization are not the sole responsibility of victims. Focus should be given to the ways in which campuses are, or are not, making services victim-friendly (Sabina & Ho, 2014)’
Although much of the review focuses on interventions at the level of service-delivery, theory 1 in particular suggests SRHS have a wider role to playWhen considering what it is about SRHS that creates an environment for disclosure the realist review also addressed the ‘for whom’ does the environment work for. Implementation of the principles of TIP also promotes cultural and social alignment, increasing the ‘permeability’ of services.  in tackling societal barriers. The promotion of services should address cultural and social barriers particularly relevant to the population servedAs in theory 1, those developing overarching policy in this area should be mindful to address rape myths and stereotypic views on sexual violence . The review suggests that by to achieve this alignment. In theory 2 promotion of services should address cultural and social barriers in the message shared publicly. In theory 3, at clinic level, addressinga relevant intervention to trigger these mechanisms might include clinic posters showing the diversity of those subjected to SV , for examplepeople will be made aware disclosure is expected and supported irrespective of their background.  posters For example, the use of promotional material depicting the elderly, male, mix of ethnicities, people with disabilities rather than the more often seen white non-disabled women-only illustrations may generate feelings that it is a safe place to seek help irrespective of background. This type of advertising could encourage the normalisation of disclosure and make people aware disclosure is expected and supported irrespective of a person’s background.  
Although the mechanisms identified in this review have focused primarily on the person subjected to SV to result in the outcome of safe and supported disclosure, mechanisms are also at work in the HCP. Theory 4 involves the training of HCP so they are become cognizant in a trauma informed and person-centered approach. Changing attitudes of HCP through training and supervision to ensure a non-judgemental, non-blaming stance, and to ensure a supportive and validating response to disclosure aims to achieve the intended outcome. Underlying mechanisms here may include a shift in HCP views from the stereotypic rape and rape myths, perhaps unconsciously held, to a new understanding about the diversity of people subjected to violence and who are seeking support.  
Strengths and limitations
As with any realist review, the interpretive nature of the review process means it is possible that another reviewer might derive a different set of theories from the evidence. However, to mitigate this risk we followed RAMESES guidance and involved content expertise and experienced realist researchers (Wong, 2013). Indeed, additional elements of safe and supported disclosure were considered by the authors e.g. How do people’s perception of the violence influence their disclosure? Related to this Laing (Liang, Goodman, Tummala-Narra, & Weintraub, 2005) considered ‘problem recognition and definition’ as one of the stages in help-seeking, and other articles also cite its importance, for example
‘the victim’s perception of their own experience being defined as rape, as many girls and young women do not report or seek help because they regard sexual violence against them as normal (Hlavka, 2014)’ (Bicanic et al., 2015).
This was not developed as a separate theory as the author’s focus in this review was primarily on SRHS and interventions amenable within this setting.  In addition, there is an overlap between the individual’s view on stereotypic rape and rape myths and the wider impact of these views that are already considered in the existing theories. The interpretive nature of the review process also involves the reflexivity of the authors. In the context of this review, the authorship group discussed the different weights as regards the contextual barriers, Different weights to the contextual barriers were discussed within the authorship group with particular consideration of the role of heteropatriarchy at play at thein different contexts macro, meso and micro levels. These insights were used to reflexively develop the initial program theories.
In performing a secondary data analysis, we were limited by the availability of published data. In particular, Another limitation there was athe paucity of evidence in the review literature detailing mechanisms, particularly when groups of people were identified to face additional barriers in disclosure, articles frequently failed to address the underlying reasons why ([or why not)] interventions might work to reach the intended outcome. Despite this, one strength of the realist approach is in the development of theory whilst using supporting evidence.    
The authorsWe note that the majority of the articles identified through the searches include only women, and a limitation faced by the review was the paucity of published data on men and transgender people. This It should be emphasised, as demonstrated by the review title, "How, why, for whom and in what context, do sexual and reproductive health services provide an environment for safe and supported disclosure of sexual violence?" this review doesis there to consider diversity and its impact on disclosure. It seeks to address how and why services provide a safe environment for some groups of individuals and not others. Despite the paucity of diversity in the literature aA strength of the realist review is the evidenced-based theories developed use data beyond that typically included in a systematic review. In this review for example one of the advisory group members is an advocate for LGBT ([Lesbian, Gay, bisexual and  and Trans)] people and has guided the findings and theory development. Another example is the wider scope and iterative nature of the review searches for example permitting the inclusion of a paper on. A later addition to the review was the paper by Bacchus et al. that looked at routine enquiryinquiry for domestic abuse in gay and bisexual men attending SRHS  (Bacchus et al., 2018).
The findings from this realist review should be regarded as a starting point to understand how a safe and supportive environment for SV disclosure is provided. The findings are transferable and can be tested in different contexts with different groups. The value of providing a safe and supportive environment is likely to benefit beyond the SRHS setting: 
We need to make sure that all our health service, sexual health and other health services, have appropriate responses for those who have been subjected to sexual violence and abuse. And if we get it right for people subjected to abuse, then it's going to be right for everybody else as well because it is going to be a safe space for people to talk about really difficult things [Key informant interviewee 03]
An additional strength of the realist approach is the transferability of the findings. There was use of relevant evidence from related areas e.g., domestic abuse, TIP, and thereby findings have a wider audience than solely SRHS.  
The available literature permitted the development of the proposed theories. However, the paucity of evidence in this area made further theory testing difficulty. Future work is planned to test a number of these theories in clinical settings. 
Conclusion 

People subjected to sexual violence and abuseSV face a variety of barriers to disclosure withinat healthcare settings and this. These barriers results in an inability to access timely healthcare. Contextualizing these barriers at macro, meso and microindividual, service-delivery and societal levels, and understanding what it is about interventions that create sufficient change to overcome them, will be useful in healthcare service design and delivery and considering them alongside the mechanisms that are needed to overcome them is important in order to reach a safe outcome. .  This review puts forward 4 theories to answer how a safe and supportive environment for disclosure of SV is provided in a SRHS. The theories emphasize the importance of challenging the silence that often surrounds SV. They refer to the need to challenge current healthcare practice and existing social norms. Ongoing challenge to norms that perpetuate rape myths and victim-blaming responses are needed at many levels both within and outside the clinic setting. 
The review has identified TIP and PCCTrauma informed and person-centered care as approaches that can create are key approaches identified in the review thatsufficient leverage to overcome many of the contextual barriers to safe disclosure of SV but are often missing from clinical practice. These approaches can induce a culture change and ultimately give people choice and control over their healthcare. Future work is needed to identify how best to implement a safe and supportive environment for different groups of people. Research considering the mechanisms which underlie how interventions work to overcome barriers to disclosure will allow these approaches to be transferred to wider settings. 
 can create a safe environment for disclosure. Understanding more precisely what the practice will look like in SRHS, and in particular what works for whom, will help to break the silence around SV. Understanding what is it about services that makes them accessible, and in particular why this is the case for some groups of people and not for others, will start to bring about further change.  Understanding the mechanisms that result in empowering people to disclose is key if we are to get these changes right. Implications of the review for practice, policy, and research
1. By SRHS challenging rape myths, stereotypic views on SV and gender inequalities though media, marketing and policies, people from diverse backgrounds and those presenting with a non-stereotypic rape, will see themselves as candidates for the support.
2. Approaches used by SRHS to advertise their services need to consider both the message and media used.Standards and guidelines for SRHS should address the barriers to services caused by stereotypic rape views in their policies
3. Promotion of SRHS should include key messages around who qualifies as a candidate for the service and how the care is safely provided People of all backgrounds need to be included in the design and use of promotional material to ensure it is acceptable, helpful and reaches a wide range of diverse groups.
4. Trauma informed and person-centeredcentered care should be practiced inis recommended in all SRHS in a service-wide approach. 
5. Specific aspects of trauma informed practice should be further researched require further research to test acceptability and level of importance forto different groups of patients people attending health services.
6. Joining up care with other services to provide a co-ordinated management pathway is needed in order to respond safely to disclosure. Joined up care with other services is needed in order to respond safely to disclosure 
7. 
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