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Purpose: As the response to sexual assault victims proved to be shattered and substandard, sexual assault centers were set up to 
improve care by providing the victims with medical, psychosocial and legal care. The Dutch Centers for Sexual Assault were launched 
in 2012. We wished to examine the challenges in interprofessional collaboration experienced in a long-running Dutch Sexual Assault 
Center.
Methods: In this qualitative study, data was collected via semi-structured explorative interviews which were analyzed using thematic 
analysis in an iterative process. The semi-structured interviews were held with fifteen professionals from medical, psychosocial and 
legal disciplines. An interview guide was developed based on expert opinion and the Bronstein Index of Interprofessional 
Collaboration. Qualitative analyses were done using the method of thematic analysis in ATLAS.ti and were reported according to 
the COREQ criteria. The themes of the experienced challenges in interprofessional collaboration were further clarified using 
quotations.
Results: Participants mentioned three themes that challenged interprofessional collaboration: 1. discrepancies in professional 
involvement, 2. conflicting goals and 3. a lack of connection. Discrepancies in motivation and affinity to work with victims of sexual 
violence between professionals proved to be the most pivotal challenge to collaboration, leading to disturbing differences in 
professional involvement. A low caseload and time restraints complicated gaining expertise, affinity and motivation. Conflicting 
goals and confidentiality issues arose between the medical and legal disciplines due to their contrasting aims of caring for victims 
versus facilitating prosecution. Some professionals felt a lack of connection, particularly due to missing face-to-face personal contact, 
which hindered the sharing of complex or burdensome cases and gaining insight into the other discipline’s competences.
Conclusion: Building collective ownership and equal professional involvement are crucial for interprofessional collaboration. 
Professional involvement should be increased by training courses to clarify conflicting goals and to improve reciprocal personal 
contact between professionals. Training courses should be facilitated with organizational financial support.
Keywords: interprofessional collaboration, sexual assault center, challenges, sexual assault, sexual violence, qualitative methods

Introduction
Sexual assault is defined as forcing someone to perform or undergo sexual acts and/or undergo manual, oral, vaginal or 
anal sex against their will.1 In the Netherlands, approximately 22% of women and 6% of men have experienced sexual 
assault.2 This large number of victims requires a united approach between medical, psychosocial and legal disciplines to 
provide victims with the best possible care. Medical care is required to treat acute injuries and prevent sexually 
transmitted diseases or possibly rape-related pregnancy; psychosocial care is needed to monitor mental health; and 
legal services are required to increase the likelihood of perpetrators being prosecuted. All of these are important for 
sexual assault victims.3–6 However, victims who do seek help often have negative experiences such as insensitive, 
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inexperienced and victim-blaming treatment from professionals, which can lead to secondary victimization.3,4 If medical, 
psychosocial and legal disciplines do not collaborate appropriately, with workers from each discipline lacking expertise 
on how to treat sexual assault victims and lacking knowledge of how other disciplines operate, the response to sexual 
assault victims is often shattered.5–7

Therefore, sexual assault centers were set up to improve care for victims of sexual assault. Sexual assault centers aim 
to provide 24/7 multidisciplinary care to victims of sexual assault with medical, psychosocial and legal services being 
provided in one place and offering adequate aftercare and referral services to the victims. In the Netherlands, Centers for 
Sexual Assault (CSGs) have been set up since 2012. The Center for Sexual Assault Gelderland-Zuid en -Midden (CSG- 
GZM) was one of the first operating sexual assault centers in the Netherlands and serves over 1.2 million residents of the 
southern and middle part of the province of Gelderland. The CSG-GZM is an interprofessional collaboration amongst 
professionals from three disciplines: the medical, psychosocial and legal disciplines. Collaboration in such an inter-
professional team is a complex process bringing together professionals with different goals and aiming to realize an 
effective interpersonal process that will facilitate the achievement of goals that cannot be reached when individual 
professionals act on their own.5,8,9

Although interprofessional collaboration can improve quality of care, it is also known to pose challenges. Literature 
about interprofessional collaboration in Sexual Assault Response Teams in the United States found that role conflicts are 
likely to occur when multiple disciplines with diverse roles and priorities work together while facing differences in 
philosophies, principles and perspectives on sexual assault and victims’ needs.10–13 Different orientations to the victim, 
particularly those between victims’ advocates and law enforcement officers, were a frequent explanation for conflict.10 

Victim confidentiality, particularly leading to complicated communication and conflict between medical and legal 
disciplines, impeded interprofessional collaboration.12 Another perceived challenge involved case characteristics, such 
as alcohol use, that make prosecution more difficult.14

Shortly after the CSG-GZM had been launched, the difficulties encountered in interprofessional collaboration were 
assessed.15 Interprofessional collaboration turned out to be particularly challenged by the urgent need to define precise 
roles for professionals, the struggle to create a shared vision of optimal care and the high emotional cost involved, which 
affected the professionals’ motivation. These findings led to the implementation of structural meetings, education courses 
and further protocolling. As the CSG-GZM has now been operating for many years and initial problems may have been 
solved, the following research question was formulated: what do professionals at a long-running Dutch Sexual Assault 
Center perceive to be challenges in interprofessional collaboration?

Materials and Methods
Study Design
This study used a qualitative approach, collecting data via semi-structured explorative interviews. The interviews were 
analyzed using the thematic analysis method in an iterative process.16 The interviews took place from mid-June 2020 
until the end of July 2020. The remainder of the Methods section adheres to the COREQ checklist for reporting 
qualitative research.17

Research Setting
This study was performed at the CSG-GZM, an interprofessional collaboration amongst medical, legal and psychosocial 
disciplines. The medical discipline is represented by the Emergency Department (ED) of the Radboud University 
Medical Center; the psychosocial discipline is represented by an Academic Primary Health Care Center; and the legal 
discipline is represented by the Community Health Services (providing forensic physicians) and the Dutch Eastern 
District Police Department.

The CSG-GZM offers acute (≤ 7 days) and follow-up care for victims of sexual assault in the three domains of 
medical, legal and psychosocial care. Medical and legal care for victims of acute sexual assault is arranged at the ED. 
A 7-day limit was set as this period offers sufficient opportunity to preserve forensic evidence to build a legal case. The 
ED staff test and prevent STDs, take preventive pregnancy measures if necessary and, at the victim’s request, contact the 
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police to visit the ED. The police provide legal care by providing an informative consultation about possible legal steps 
and pressing charges. A forensic physician can be called in by the police to perform a forensic medical examination 
(FME). A day after acute care has been provided, psychosocial follow-up care is initiated by a case manager, who invites 
the victim for a consultation either via phone or at the Academic Primary Health Care Center. The case managers are 
mental health nurse practitioners. The case manager’s follow-up care consists of psychosocial guidance and screening for 
posttraumatic stress disorder (PTSD) after 4–6 weeks. In the case of PTSD or other psychological disorders, case 
managers refer victims to psychologists at affiliated practices. The CSG-GZM has a coordinator, acting as the point of 
contact for all professionals working for the center. Next to the coordinator, one representative from each organization 
(the ED, Academic Primary Health Care Center, Community Health Services and Dutch Eastern Police Department) is 
involved in CSG-GZM management. As representatives have a more extensive role in the management of the CSG- 
GZM, they act as a translator between management and professionals at the floor. They may gather problems their 
colleagues perceive to discuss in management meetings, as well as translate new policy to their colleagues by educating 
their colleagues in meetings or by implementing local guidelines.

The professionals working for the CSG-GZM range from professionals such as the representatives and case managers 
who consciously decided to be heavily involved in the CSG-GZM to ED staff, police and forensic physicians who are 
expected to work for the CSG-GZM when they are on call and a victim is admitted to the ED. When a victim is admitted 
to the ED and a FME is to be performed, the ED staff, police and the forensic physician discuss prior to the examination 
what information the ED and police have gathered. In this way, the victim does not have to retell their story to every new 
professional. After the FME, there is a debrief regarding how the examination and collaboration went and what could be 
improved. Whilst ED staff, police and forensic physicians may meet each other at the ED, case managers and 
psychologists do not work at the ED nor have frequent contact with the medico-legal disciplines.

The CSG-GZM has two structural meetings: a management meeting and a process meeting. In the management 
meeting, the representatives reflect on the way the center operates, engage in policymaking and resolve possible conflict. 
In the process meeting, all professionals involved in the CSG-GZM are invited four times a year to reflect on quality of 
care and collaboration. The core activity within the process meetings is discussing individual complicated cases. 
Furthermore, protocolling and continuing education courses have been implemented with the aim of enhancing under-
standing of the roles played by each discipline and to facilitate a better connection between professionals. Every 
professional from the CSG-GZM is welcome to join the education courses for free. All professionals working for the 
CSG-GZM are expected to be up to date with policy and guidelines. Professionals are free to decide whether they want to 
attend the process meetings or education courses.

Participants and Sampling
To promote trustworthiness of the data, we used purposive sampling reflecting a variety of worker characteristics and 
experiences. We included at least two workers from every discipline (ED physicians, ED nurses, squad police officers, 
forensic physicians, general practitioners, trauma-psychologists, and the coordinator of the center). We also selected 
representatives as well as other professionals with variable working experience at the CSG-GZM and of different ages. 
Participants who had worked for the CSG-GZM for less than six months were excluded. We aimed to include participants 
till saturation was reached.18

The interviews were conducted by a trained female Master’s student in Medicine (VP). The research committee 
consisted of a professor in the field of sexual violence (TLJ), a researcher and medical teacher at the Radboud University 
Medical Center (DT), an ED physician and representative of the CSG-GZM at the ED and a PhD medical student (JM).

Instruments
An interview guide was developed based on expert opinion (our research committee) and the Bronstein Index of 
Interprofessional Collaboration, a validated instrument developed to measure collaboration between social workers and 
other professionals.8 The topics from this model were rewritten into open-ended questions and discussed by the research 
committee (Table 1).
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Data Collection
After approval, the interviewer contacted the participants by email and supplied them with an information letter, an 
informed consent form and a short questionnaire for background information. If participants agreed to participate, 
a telephone interview was scheduled. Participants were asked to return the informed consent form and the questionnaire 
before the start of the interview. The interviews lasted between 30–60 minutes. With the participants’ oral consent, single 
interviews were recorded and transcribed verbatim by using f4 audio transcription software. At the end of each interview, 
the interviewer verbally summarized the conversation to the interviewee. The interviewees were asked to approve the 
content of the summary. All but one participant gave their permission to be quoted. No field notes were made during the 
interviews. As no new issues were found after the intended number of interviews, saturation had been reached.

Data Analysis
The interviews were analyzed with ATLAS.ti (version 8.4.20). Coding was done following open, axial and selective 
coding.19 Two researchers read the transcripts and used open coding to conceptualize the data. After the first three 
interviews, the researchers discussed their codes, and after consensus had been reached, a code list was made. In case of 
conflicts, a third person was available for decision-making. The first coder coded all transcripts. The second coder coded 
transcripts 1 through 3 and 6 through 11. When open coding was completed, axial coding was initiated by reflecting on 
the codes and grouping them into categories.

Lastly, the coders developed the categories into overarching themes. Categories and themes were discussed with the 
research committee to establish the definitive themes. We decided to identify a quotation only by number (not by 
discipline or position) to guarantee the participants’ anonymity. The numbering order was known only by the researcher 
and by the research committee. Some, many or most indicate that < 4, 4–9, 9–15 participants, respectively, shared an 
opinion.

Ethical Considerations
In accordance with the Dutch law, ethical approval of this study was not obligatory. All participants signed an informed 
consent form which was confirmed orally prior to the start of the interview.

Table 1 Interview Guide

How would you describe the collaboration between your discipline and the other disciplines involved?

What do you think about the expertise of your discipline?

What do you think about the expertise of the other disciplines?

What goal does your discipline want to achieve in the Center?

What is your opinion about the current division of tasks between your discipline and other disciplines?

How is (patient) information shared and with whom?

How is the communication between your discipline and other disciplines?

Do you experience problems or conflicts in the collaboration between your discipline and other disciplines? If so, can you give an example? If not, 

why not?

What kind of support do you receive from your organization to stimulate collaboration?

What factors influence collaboration positively?

What factors influence collaboration negatively?

What would you like to change in the current collaboration?
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Results
A total of sixteen participants were approached, fifteen of whom agreed to be interviewed. One person (police officer) 
declined participation due to time constraints caused by the Covid-19 pandemic. The majority of the participants were 
females with a great variety in age and level of work experience (Table 2).

The following three themes emerged to be important challenges in the Assault Center’s daily practice: professional 
involvement, conflicting goals and a lack of connection. Professional involvement proved to be the most pivotal 
requirement for efficient and smooth interprofessional collaboration, as mentioned by most participants. Professionals 
differed in the interest and affinity they had in the tasks that needed to be performed at an assault center. Conflicting goals 
were mentioned particularly between medical and legal disciplines and were frequently a result of confidentiality issues. 
A lack of connection between professionals was provoked by the absence of easily accessible personal and face-to-face 
contact. Participants’ quotations are shown in italics with an interviewee number.

Professional Involvement
Professional involvement refers to people’s professional commitment to and affinity with providing care to victims of sexual 
violence. Our findings reveal that involvement was experienced as a very important foundation for effective and satisfying 
interprofessional collaboration. Professional involvement relates to whether caring for victims of sexual violence is one of the core 
competences of your work. ED physicians and nurses, for instance, have not been specifically appointed to offer care to victims of 
sexual violence but are regular ED staff who are expected to offer care to any patient, including victims entering the ED through 

Table 2 Participant Characteristics

Variables n=15

Sex
Male 2

Female 13

Age
20–40 4
41–50 5

50–60 6

Work experience (years)
<5 5

6–10 3
11–20 3

>21 4

Years active in Center
0.5–4 years 9

From the start (2012) 6

Profession
ED Physician 2
ED Nurse 2

Police Officer 1

Forensic Physician 2
Psychologist 2

General Practitioner 2

Case Manager 2
Community Health Services Manager 1

Center Coordinator 1
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the CSG-GZM. Though all ED physicians and nurses have been trained to deal with victims of sexual violence, some have 
a greater affinity with providing help to such victims than others, who might feel that dealing with critically ill patients is more in 
line with their professional calling. This also holds for forensic physicians, who may originally have chosen their profession to 
perform other forensic tasks, such as post-mortem examinations. And yet, everyone is expected to be prepared to provide 
appropriate 24/7 care to victims of sexual violence, irrespective of their preferences. On the other hand, representatives had a high 
affinity with caring for victims of sexual violence and consciously chose to be extensively involved in the CSG-GZM.

Some participants felt that the representatives admittedly expected them to deliver a very high quality of care within their 
discipline, but that their colleagues could not always live up to these standards. (Q1, Table 3) Care for sexual assault victims 
requires a specific and sensitive approach that might not correspond with the medical care usually provided by ED staff and 
forensic physicians. (Q2, Table 3) They expressed more affinity with their customary care. Such customary care made them feel 
more confident about their skills and expertise. For professionals such as ED personnel and forensic physicians who met a low 
number of victims, it was difficult to develop appropriate skills and feelings of competence. (Q3, Table 3) Police officers and case 
managers, on the contrary, felt they were well-equipped for the job and showed great involvement.

Most interviewees considered ED nurses to be the least professionally involved in this type of acute care. Their tasks in the 
care process at the ED were small as ED physicians mostly took the lead, providing them with limited insight into specific 
characteristics of the care for victims. Feeling excluded from the process lowered their internal motivation (Q4, Table 3).

ED nurses as well as forensic physicians barely attended meetings and education courses, further marginalizing their 
involvement. Many participants mentioned that time constraints were one of the reasons for low attendance rates, as 
meetings and training courses could be beyond their work shifts. Some professionals did not want to spend their spare 
time on education about sexual violence (Q5, Table 3).               

Conflicting Goals
Many participants noticed that the goals of one discipline might conflict with those of another. Whereas medical 
disciplines aimed to improve care for victims and their family and friends, legal disciplines aimed to prosecute 
perpetrators and act in the interest of social safety. Some participants found it difficult to understand the complicated 
aspects of legal prosecutions without losing sight of the victims’ medical needs. (Q1, Table 4) They considered that the 
strong focus on prosecuting the perpetrator was sometimes contrary to their own profession’s aim of providing patient- 
centered center quality care. Some workers struggled with adhering purely to their own profession’s tasks, sometimes 
crossing the boundaries of their own profession. (Q2, Table 4) Psychologists mentioned that police rules were perceived 
to be problematic by other disciplines. (Q3, Table 4) Medical disciplines found it difficult to trust legal disciplines. (Q4, 
Table 4) Most interviewees mentioned that information sharing was limited due to different confidentiality rules amongst 
disciplines, particularly between the medical and legal disciplines. Some participants would not share information if they 
thought this might be harmful to victims (Q5, Table 4).

Table 3 Theme 1: Professional Involvement

Quotation  
Number (Qx)

Quote

Q1 “They [the representatives] have very idealist goals, but these don’t match the expectations of the ED nurses and physicians. 

We are not all driven to give patients the support that they [representatives] want us to give.” – 11

Q2 “Work at the ED is very multidimensional, and I notice that some nurses like the reflective [psychological] part more and 

others are more interested in [medical] traumatology.” – 4

Q3 “The majority of forensic work is post-mortem examinations. (.) So that’s what most forensic physicians prefer (…) it’s almost 
impossible to develop an affinity for it [forensic medical examination] because you only do it a couple of times a year.” – 14

Q4 “There’s a lot of consultation [between the police and physicians about the victim at the ED] but the nurses don’t exactly know 
what’s going on. (…) So, to be honest, the motivation to take in and attend to these victims is not very high.” – 11

Q5 “Things like training courses or meetings are outside my working hours, and I think that’s a problem. (…) I don’t have much 
time for them.” – 3
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Lack of Connection
Interviewees felt that there was a lack of connection between personnel working for the CSG-GZM. To build 
a better connection, participants wished for more personal and face-to-face contact with their colleagues (Q1, 
Table 5). The lack of connection limited the opportunity to discuss complex or burdensome cases. Some 
interviewees mentioned they felt powerless as sexual assault was so widespread and recurrent, which made 
them realize that their contribution might have limited influence and preventive value. This feeling jeopardized 
their motivation. (Q2, Table 5) They indicated that, to enhance their engagement and motivation, they wanted 
more time to share and be supported by colleagues. (Q3, Table 5) Familiarizing with the other professionals could 
help to overcome misunderstandings and frustrations. (Q4 Table 5) Workers felt that professionals from other 
disciplines were only partly aware of the worker’s obligations and priorities, which led to frustration. A few 
participants said they struggled with the lack of reciprocity as, due to confidentiality laws, they received limited 
information from workers performing tasks before and after them in the caring process. (Q5, Table 5) Participants 
mentioned that, in order to feel more engaged in the care process as a whole, they would like to receive feedback 
on the outcome of the care and legal services.

Table 5 Theme 3: Lack of Connection

Quotation  
Number (Qx)

Quote

Q1 “The thing is, there’s one Assault Center, but everyone is working separately together and there’s no building where we meet 

each other. Everyone works in their own place, so I’d like to feel more contact (…) see their faces [of the professionals I am 

working with].” – 3

Q2 “Sexual assault happens a lot. So sometimes it feels like we [care providers] are fighting a losing battle. (…) That makes me feel 

powerless. (…) I wish care for sexual assault victims would be much less needed.” – 8

Q3 “There are some intense cases you want to share because they can have quite an impact [on your mental health]. And I think that if 

you can share these cases with a colleague, it will be more appealing to be involved with this patient group.” – 11

Q4 “We do have their phone number, (…) but they have other tasks and when they are seeing patients, they won’t pick up the 

phone. (…) So now I have to send them an email telling them to call me, and I think that’s complicated.” – 10

Q5 “To be honest, it’s a black box to me what happens after the patient [victim] leaves [the ED]. I just don’t know.” – 7

Table 4 Theme 2: Conflicting Goals

Quotation  
Number (Qx)

Quote

Q1 “Because there will be a forensic [legal] part, it’s important to keep the story [of the victim] as truthful as possible, (…) so we have 

been trained not to put words into someone’s mouth (…) but it’s difficult because we want to tell someone ‘how awful”’ – 15

Q2 “Sometimes an ED physician wants to know many details about the victim or about it [the event] being a criminal offence or not. 

And I think you’re going beyond your own expertise.” – 6

Q3 “When there’s a prosecutable case but the victim doesn’t want to press charges, the police sometimes start their own 

investigation (.) and overrule the victim’s opinion. (…) Other disciplines can also have a problem with this.” – 6

Q4 “Victims are often very scared and have the idea they are being forced to do something by the police. (…) They [victims] don’t 

know (…) whether they’re safe. I’m having difficulty being convinced that the victims’ safety has always been guaranteed.” – 8

Q5 “When I talk to the victim [after the police], and when she [the victim] gives me new information, I check carefully whether this 

is something I will or won’t tell the police.” - 4
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Discussion
Our study provides important tools to improve interprofessional collaboration at a sexual assault center after its initial 
set-up. Three themes arose as challenges to interprofessional collaboration, with professional involvement being the 
biggest challenge. Professional involvement differed substantially among professionals due to discrepancies in motiva-
tion and affinity levels. Less affinity was mentioned by ED personnel and forensic physicians. Limited time during 
working hours and a low caseload further complicated their gaining expertise, affinity and motivation. Conflicting goals 
and confidentiality issues mostly arose between medical and legal disciplines and were seen as inhibiting factors. 
Confidentiality requirements hindered information-sharing. Due to a lack of connection, disciplines were only partly 
aware of the obligations and priorities of other disciplines. Authentic personal contact was considered vital as it gave 
people the opportunity to share complex and burdensome cases, which ultimately increased their engagement and 
motivation.

Based on our findings, we identify three requirements for optimal interprofessional collaboration. First, professional 
involvement is fundamental for successful collaboration. Whereas the representatives of the disciplines are extensively 
involved, highly motivated, up to date with the protocols, well-informed and have the necessary skills, some other 
professionals lack personal commitment and affinity with the center and its victims and are poorly informed. In Danish 
sexual assault centers, the discrepancy between the representatives and their colleagues has also been mentioned.20 They 
concluded that the representatives are important facilitators by showing characteristics such as leadership, high internal 
motivation and enthusiasm. Major staff changes affecting these representatives threaten the operation of the center. Our 
study shows, in addition, that highly motivated, committed and skilled colleagues are vital for successful interprofes-
sional collaboration.

To enable sustainable and long-term interprofessional collaboration, representatives should facilitate collective own-
ership. The Bronstein model explains that collective ownership is a core component in optimal collaboration: represen-
tatives and their colleagues should be equally involved and should feel equally responsible for good quality of care.8 Key 
components of establishing collective ownership are well-defined and realistic goals, a shared vision and agreed-on 
mission, involving all professionals in decision-making and having professionals willing to compromise if needed.8 It is 
important for the team leader of an interprofessional team − and the representatives in our study − to consciously share 
the leadership role in order to facilitate joint decision-making.21 Empowering the team members is crucial in facilitating 
shared leadership.21,22 Democratic structures, such as the process meetings in the CSG-GZM, are needed to facilitate 
such shared decision-making. It is important to constantly involve new members in the interprofessional collaboration. In 
South Africa, centers with less fluctuations in staff proved to have less conflict.23 When adding new members to the 
interprofessional collaboration, these members should be immediately involved and educated.

As professionals mentioned they felt more comfortable providing their customary care, gaining individual compe-
tency with care for victims of sexual violence will improve professional involvement and cause professionals to feel 
more secure in performing their tasks. Creating team competency is equally important, as collective competencies seek to 
leverage the expertise of all team members and to create and achieve mutual goals.24,25 A sufficient caseload is crucial 
for gaining individual competency. Familiarity with cases can also be achieved collectively by discussing cases in regular 
meetings, facilitating both individual and collective competency.

Our results confirm that discussing cases under supervision with other colleagues is supportive as caring for victims 
of sexual assault can be emotionally burdensome. In the previous study about interprofessional collaboration at the same 
CSG-GZM, professionals felt frustrated or disappointed, for instance, if victims did not accept help or would not report to 
the police.15 The previous study also described the high emotional cost of caring as the greatest potential threat to 
collaboration. Out of professional involvement, care providers might experience secondary traumatization or compassion 
fatigue, which may threaten collaboration by dampening initial enthusiasm, motivation and commitment.15,26,27

Preventing compassion fatigue and ultimately burn-out continues to be crucial in the center’s operation. Whilst our 
participants still experience sexual violence as an emotionally charged topic with significant impact, leading to feelings 
of powerlessness, it was less commonly mentioned than in the first study at the CSG-GZM. In particular, participants did 
not mention that the emotional impact required greater time investment. An explanation might be that, due to the huge 
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annual increase of victims attending the center, more colleagues besides the representatives currently participate in the 
collaboration, which highlights the importance of establishing continuous collective ownership. Keeping all professionals 
motivated and professionally involved is a main challenge in an expanding successful center.

Secondly, clarity on the goals of other disciplines is important to avoid conflicts.11,28,29 We found that the ED staff 
struggles maintaining a balance between medical goals and the legal goal of perpetrator tracing, which is consistent with 
literature.12 Law disciplines report that medical staff have difficulty remaining objective as this contradicts their 
compassionate patient-centered attitude, causing role blurring, as medical staff take on the role of being victims’ 
advocates instead of providing medical care as they would to all other patients.30 Medical and legal goals can lead to 
opposite attitudes towards victims: either providing help or cautiously taking care not to disturb traces and the legal 
process. This struggle to prioritize reveals that professionals may be unsure about their own goals as well as unsure about 
the overarching goal of the center.13,31,32 This uncertainty is partly due to assertions of authority, in which certain 
professionals may privilege their own goal, thus creating systematic inequality between disciplines.13

Role competition and role blurring proved to be challenges in the collaboration between medical and social 
disciplines as mentioned in literature. Mainly physicians prove to be too dominant, not always relying on the expertise 
of social workers in the collaboration.33,34 In our study, the ED nurses in particular felt insecure about what care they 
were expected to deliver to victims as they felt their role was limited, which lowered their inner motivation. Reciprocity 
between acute care and follow-up psychosocial care and legal processes is important and will benefit clarity on the roles 
played by other disciplines. Confidentiality obligations limit such reciprocity. Our previous study about collaboration at 
the CSG-GZM as well as other literature reported tensions between professionals due to confidentiality 
obligations.5,10,12,15 As not all professionals value the confidentiality laws in the same manner, this hampers mutual 
understanding.12,35 Moreover, confidentiality laws are experienced as complex.12 Involvement of all professionals in 
process meetings and educational courses is important to gain understanding of these confidentiality laws. A higher 
understanding of the confidentiality laws could aid in lowering the complexity and therefore fear of violating these laws. 
Confidentiality laws are important to follow, but should not hamper compassionate victim-centered care.

Thirdly, connecting with colleagues is perceived to be essential, mostly to discuss complex cases and to support each 
other. Personal contact facilitates familiarity, which is especially important for the Dutch centers, in which professionals 
do not all work under one roof. Being familiar with the other professionals and thus lowering the threshold to discussing 
burdensome cases will help to lower the likelihood of compassion fatigue. Participants mentioned that connecting with 
other professionals benefited their internal motivation and sense of engagement, potentially strengthening their profes-
sional involvement. Face-to-face communication is a known strong facilitator of interprofessional collaboration and is 
known to prevent conflicts.5,36,37 It helps to understand the tasks and work context of another discipline and its roles and 
goals.36 Perhaps the COVID-19 pandemic, introducing many constraints in normal contacts, has served to stress the 
importance of a good connection with colleagues even more. Although the Covid-19 pandemic served as a large stressor 
for many interprofessional collaborative teams, this was not mentioned to be an issue at the CSG-GZM. Perhaps partly 
due to the fact that work location and the amount of face-to-face contact with colleagues did not change significantly as 
most of the personnel did not work on location prior to the Covid-19 lockdown. Moreover, the CSG-GZM saw a decline 
in victims presenting at the ED during the Covid lockdowns, similar to other sexual assault centers.38,39 The lower 
caseload could have possibly made it more manageable to maintain adequate interprofessional collaboration, despite the 
challenges that the Covid-19 pandemic raised.

Strength and Limitations
This study provides valuable information about interprofessional collaboration in a long-running sexual assault center. 
Purposive sampling brought together a diverse group of participants, providing information from various perspectives. 
We carefully followed the COREQ criteria. Checking the content of the interviews by providing a summary to all 
interviewees enhanced their credibility. The transferability of our study was secured by providing a thorough description 
of the research setting and individual characters of the CSG-GZM. Dependability was established by using the thematic 
analysis, in which we carefully analyzed the recorded interviews, and then formed codes, categories and themes, 
discussed by the research committee. By supplying participants’ quotes, we further ensured the confirmability. 

Journal of Multidisciplinary Healthcare 2023:16                                                                                 https://doi.org/10.2147/JMDH.S416996                                                                                                                                                                                                                       

DovePress                                                                                                                       
2009

Dovepress                                                                                                                                                          Mulder et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


However, qualitative research always involves a certain level of interpretation, which is a limitation in this study. Lastly, 
some participants may not have expressed honest opinions, possibly fearing that other professionals would be able to 
recognize them once their quotes were published. Despite our statement at the outset of every interview that the data 
would be processed anonymously, one participant did not want to be quoted. We do not believe that this has affected our 
findings.

Implications for Practice
All participants felt the need and expressed the will to be more involved. The ED nurses should be the central 
contacts at the ED for other disciplines and simply be there for the victims, showing empathy and caring. 
Professional involvement of the ED nurses and forensic physicians will be improved by having them represented 
at the process meetings.37 Professional involvement could be further enhanced by attending the interprofessional 
training courses, leveraging collective competence. Every organization should make participation mandatory, 
rewarding professionals with certification. Interprofessional training should be organized structurally and for 
free in order to continuously educate workers and new employees.40 Continuing training of professionals must 
strongly be supported and facilitated at an organizational level. Establishing equal involvement, collective own-
ership, clear roles and shared goals is important not just in sexual assault centers but in all innovative healthcare 
organizations. Having more professionals attend interprofessional training courses also facilitates connecting with 
colleagues, improving familiarity. Interprofessional training courses and process meetings should also focus on 
creating shared understanding of confidentiality laws.

Supervision should be available for workers to discuss their feelings about intense cases and prevent them from 
developing burnout.41 There should be set dates for supervision and reflection. Although burnout is not an issue at our 
center yet, preventing burnout will reduce absenteeism and avoid trained personnel dropout. Practical solutions should be 
implemented to enable easily accessible contacts, improving accessibility.

Lastly, to further elaborate on our findings, we suggest that the implications for practice should be evaluated. 
Innovative care projects are work in progress, which makes reflections at regular times necessary.

Conclusion
Discrepancies in professional involvement, conflicting goals between medical and legal disciplines and a lack of 
connection prove to be the three pivotal challenges to interprofessional collaboration, with a lack of professional 
involvement being the most considerable drawback. Building collective ownership and equal involvement are crucial. 
Financial and time support to attend interprofessional training, offering supervision and facilitating connecting with other 
professionals will enhance interprofessional collaboration, ultimately improving overall care for victims of sexual assault.
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