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Highlights

What are the main findings?

e  Post-acute care pathways remain fragmented and inconsistently defined across sexual
violence and IPV services.

e  More continuity-oriented models combine structured follow-up, coordinated naviga-
tion, and multi-component support over time.

What are the implications of the main findings?

e The findings support evaluating strategies to reduce passive referral and strengthen
phased follow-up pathways supported by warm handoffs and care coordination.

e  Hybrid in-person and digital continuity models may support retention, access, and
survivor-centred recovery when embedded within safe, trauma-informed services.

Abstract

Background/Objectives: Survivors of sexual violence and domestic violence/intimate
partner violence (IPV) often require support beyond the immediate emergency encounter;
however, post-acute care remains inconsistently defined, unevenly organised or conceptu-
alised, and fragmented across service systems. This scoping review mapped international
post-acute follow-up, care, assistance, and support pathways, with particular attention
to organisational models, continuity mechanisms, loss to follow-up after first access, and
implications for the Italian context. Methods: We conducted an international health-
services scoping review of post-acute follow-up, care, assistance, and support interventions
for survivors of sexual violence and domestic violence/IPV. Searches were performed in
PubMed/MEDLINE, Scopus, Web of Science Core Collection, Embase, APA PsycINFO
via EBSCOhost, and CINAHL via EBSCOhost. Eligible studies were published from 2013
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onward and had to describe an identifiable post-acute component beyond the initial emer-
gency, forensic, or first-contact phase. The review followed a Population-Concept-Context
framework and was reported in accordance with PRISMA-ScR. Results: Forty-four studies
were included in the core synthesis, comprising 16 studies on sexual violence/sexual as-
sault, 27 on domestic violence/IPV, and one mixed domestic, family, and sexual violence
outreach model. The sexual violence literature clustered around early trauma-focused in-
terventions, sexual assault care centre pathways, medical follow-up, follow-up attendance,
and digital continuity tools. The IPV literature was broader and included psychotherapy,
advocacy and case-management models, housing-first and trauma-informed stabilisation
approaches, nurse-led and clinic-based services, outreach and safety-contact programmes,
digital interventions, and programmes for system-involved survivors. Across both fields,
the pathways most consistently described as supporting continuity combined structured
re-contact, coordinated support, and multi-component responses over time. Conclusions:
The mapped literature supports conceptualising post-acute responses to sexual violence
and domestic violence/IPV as continuity pathways that extend beyond first contact and
link healthcare, psychological, advocacy, and social supports. Systems may be better po-
sitioned to support continuity when they provide structured follow-up, warm handoffs,
coordinated navigation, and context-sensitive recovery models. These findings point to
provisional, evidence-informed organisational questions for strengthening post-acute path-
ways, including in Italy, particularly around structured re-contact, warm handoffs, survivor
navigation, and integration between healthcare, anti-violence, psychological, and territorial
social-support services.

Keywords: scoping review; post-acute care; care pathways; sexual violence; intimate
partner violence; continuity of care; trauma-informed care; advocacy; case management;
health services

1. Introduction

Violence against women, including sexual violence and domestic violence/intimate
partner violence (IPV), remains a major public health, social, and human rights concern
worldwide. Beyond the acute event, these forms of violence are associated with enduring
physical, reproductive, psychological, and social consequences, while recovery trajectories
are shaped by structural, economic, and sociocultural conditions rather than by clinical
care alone [1-3]. This broader framing is important because the international literature
increasingly suggests that post-acute responses should be understood not only as a matter
of trauma treatment, but also as a question of continuity, equity, and survivor-defined
recovery [4,5].

In recent years, increasing attention has been devoted to immediate response path-
ways, including emergency care, first-line support, forensic assessment, and early referral.
By contrast, what happens after the first contact remains less clearly standardised and
more weakly conceptualised. Major international guidance now distinguishes immediate
first-line response from additional clinical care, mental health support, and broader conti-
nuity functions, while also emphasizing health-system strengthening and organisational
readiness [2,6,7]. Empirical work in English Sexual Assault Referral Centres similarly
suggests that mental-health assessment and onward referral can remain uneven even in
dedicated sexual-assault services [8]. Emerging frameworks therefore move from generic
trauma-informed care toward trauma-and-violence-informed care (TVIC), which explicitly
incorporates structural violence, stigma, and intersecting inequities into service design [3,9].
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This distinction is particularly important because post-acute pathways may determine
whether an initial disclosure or healthcare encounter becomes the start of a coherent
recovery process or merely an isolated event. The newer literature suggests that strong
pathways should not be evaluated only through conventional service indicators such
as attendance or referral uptake, but also through survivor-defined outcomes including
empowerment, safety, autonomy, social connection, and broader experiences of healing [4,5].
In parallel, both scholarly and organisational sources emphasize that integrated models
are often weakened by power imbalances within multidisciplinary teams, inconsistent
communication, administrative burdens, and insufficient trauma-informed organisational
culture [7,10,11].

The comparative dimension is especially relevant for the Italian context. Rather than
focusing on legal doctrine alone, the present review is concerned with what is concretely
offered after the acute phase: psychological follow-up, advocacy, coordination, stabilisation,
and continuity across services. This question is particularly salient in Italy, where institu-
tional guidance and national planning documents coexist with persistent underreporting,
uneven regional implementation of integrated models such as Codice Rosa/Pink Code,
and limited evaluation of long-term survivor outcomes and continuity pathways [12-16].
The Italian discussion should therefore move beyond the mere presence of services and ask
whether survivors encounter a recognisable continuity pathway after first access, including
psychological, social, and practical support over time.

A major unresolved gap in the field is the limited availability of international, post-
acute, pathway-oriented syntheses—understood here as syntheses addressing the organi-
sational sequence, coordinating functions, service-integration mechanisms, and outcome
architecture of care after first contact—that move beyond acute and medico-legal responses
to compare how continuity of care is organised, measured, and experienced by survivors
across service systems [3-5,17]. Unlike reviews centred primarily on acute sexual assault re-
sponse, forensic-medical intake, IPV screening, trauma-focused treatment, or single-service
advocacy models, this review focuses on the organisational continuity mechanisms that
operate after first contact and across healthcare, psychological, advocacy, community, and
social-support sectors.

Accordingly, this review maps international evidence on post-acute follow-up, care,
assistance, and support interventions offered to survivors of sexual violence and domestic
violence/IPV after the initial emergency or first-contact phase, and discusses their potential
implications for the Italian context. The review focuses on continuity mechanisms, service
integration, survivor-centred engagement, and implementation-relevant features, rather
than on acute response or medico-legal intake alone [3,4].

2. Methods

This study was conducted as an international scoping review of post-acute follow-up,
care, assistance, and support interventions for survivors of sexual violence and domestic
violence/intimate partner violence (IPV). A scoping review design was selected because the
available evidence was conceptually, organisationally, and methodologically heterogeneous,
and because the primary aim was to map and compare existing pathway models rather
than to estimate pooled effectiveness for a single intervention or service model.

The review questions addressed the nature, organisation, and outcomes of post-acute
pathways. The primary review question was: What concrete post-acute follow-up, care,
assistance, and support interventions are offered to survivors of sexual violence and do-
mestic violence/IPV in different countries after the initial emergency or first-contact phase?
Secondary questions concerned the most frequent pathway components, the professionals
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and services involved, the settings and continuity mechanisms used, the outcomes reported,
and the organisational implications that may be relevant for the Italian context.

No external protocol was registered, and no registration number is available. How-
ever, an internal review plan was defined before full screening and specified the review
questions, Population—-Concept-Context framework, eligibility criteria, database archi-
tecture, screening rules, and data-charting variables. Operational refinements during
pilot testing were limited to calibration of the post-acute boundary and harmonisation of
category assignment.

Eligibility criteria followed a Population-Concept—Context framework. The popula-
tion included adolescent and adult survivors/victims of sexual violence, sexual assault,
rape, domestic violence, and IPV. The concept was post-acute intervention, defined as any
organised activity delivered after the initial emergency response, first forensic/medical as-
sessment, or first service contact, with the aim of ensuring continuity of care, psychological
recovery, social support, safety planning, clinical monitoring, advocacy, case management,
or longer-term multidisciplinary follow-up. The context included any country and any
healthcare, social care, community, or hybrid setting, including hospitals, sexual assault
care/referral services, outpatient clinics, shelters, mental health services, anti-violence
services, NGOs, territorial services, and integrated multidisciplinary networks.

Eligible interventions included scheduled clinical follow-up, psychological or psy-
chiatric follow-up, trauma-focused psychotherapy, advocacy, case management, safety
planning after the crisis phase, coordinated multidisciplinary care, community-based sup-
port, social reintegration services, telehealth follow-up, and other continuity-of-care models.
For inclusion, the post-acute component had to be identifiable as more than immediate
response alone and had to involve a recognisable continuity mechanism, follow-up struc-
ture, or recovery-oriented intervention beyond the first emergency, forensic, or first-access
phase. For example, a scheduled medical or psychological review after emergency/forensic
care, a safety-contact programme after an initial service encounter, a structured outreach
pathway after disclosure, or an advocacy/case-management intervention maintaining
contact beyond first access were considered eligible. Conversely, studies limited to acute
forensic examination, emergency management, screening alone, hotline contact, initial
disclosure, or service access without an identifiable continuity mechanism were excluded.
Only peer-reviewed empirical studies published from 1 January 2013 onward and written
in English were eligible for the core synthesis.

The electronic search was conducted in PubMed /MEDLINE, Scopus, Web of Science
Core Collection, Embase, APA PsycINFO via EBSCOhost, and CINAHL via EBSCOhost.
The final search architecture replaced Emcare with CINAHL to strengthen nursing, allied-
health, and service-pathway coverage. Separate search strategies were developed for
two thematic streams—sexual violence/sexual assault and domestic violence/IPV—and,
within each stream, a core search and a supplementary mental health-focused search
were applied. The strategy deliberately balanced sensitivity and specificity by anchoring
violence concepts in title or major-topic fields while broadening the second concept block
to include follow-up, continuity, advocacy, case management, telehealth, safety planning,
and care-pathway terms. This title- or major-topic anchoring was used to reduce retrieval
of records in which violence was incidental rather than the central population or service
context. The trade-off was a possible reduction in sensitivity for studies using broader
service-delivery terminology or alternative violence labels; this limitation is addressed
below. Search strategies were adapted to the syntax of each database and are reported in
full in Supplementary File S1.

Across the 24 database-query runs, the final search identified 9788 records. After
deterministic deduplication within the two thematic search streams, 3944 records remained.
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After cross-stream consolidation, 3708 unique records were retained for title/abstract screen-
ing. At this stage, 3624 records were excluded because they did not meet the Population—
Concept—Context criteria, focused only on acute/emergency/forensic or first-contact care,
described screening, hotline, referral-only, awareness, or service-access studies without
an identifiable post-acute continuity mechanism, had an ineligible publication type, or
involved an irrelevant population, setting, or concept. Deduplication was performed in a
structured spreadsheet workflow using DOI where available, followed by normalized-title
matching and manual verification of near-duplicates.

Before full screening, the two reviewers calibrated the operational post-acute boundary
on a mixed subset of records from both the sexual violence and IPV streams. Borderline
records included emergency, forensic, screening, referral-only, hotline, and loosely defined
support interventions. Studies were retained only when they described an identifiable
continuity mechanism beyond the initial emergency, forensic, screening, hotline, or first-
contact phase, such as scheduled medical or psychological follow-up, ongoing advocacy or
case management, safety-contact calls, outreach, telehealth follow-up, structured therapy, or
longer-term stabilisation support. Records were excluded when they were limited to acute
examination, first-line crisis response, screening, awareness, hotline contact, or passive
referral without evidence of organised subsequent contact. Title/abstract screening and full-
text assessment were then performed independently by two reviewers using predefined
eligibility criteria; disagreements were resolved by consensus, with involvement of a third
reviewer when needed.

Reports were retained as core studies when they described an identifiable post-acute
intervention, follow-up pathway, continuity mechanism, or recovery-oriented model. Ad-
ditional background, guidance, and contextual literature was used only where directly
relevant to frame the introduction and discussion. These sources were not part of the
charted scoping-review corpus, were not counted as included studies, and did not con-
tribute to the construction of model clusters or to claims about intervention effectiveness.

Data charting was performed using a standardised extraction framework that captured
author, year, country, study design, population, type of violence, entry point into the
pathway, operational definition/timing of the post-acute phase, intervention components,
professionals involved, setting, duration/intensity of follow-up, continuity mechanisms,
reported outcomes, barriers/facilitators, and relevance for the Italian context. The data-
charting form was piloted on an initial subset of studies representing both violence streams
and then refined before full extraction. Charting was performed independently by two
reviewers and reconciled through discussion to ensure consistency in category assignment,
particularly for multi-component interventions and for the operational boundary between
first-contact services and post-acute continuity pathways. The principal characteristics of
included studies are summarized in Table 1; the populated data-charting matrix for the
44 core studies is provided in Supplementary Table 5S4, including post-acute entry point,
operational timing, duration/intensity, continuity mechanism, and follow-up horizon.

Findings were synthesised narratively and comparatively. Included core studies were
first described by country, design, violence type, and setting, and were then grouped into
broad organisational categories, including trauma-focused therapeutic models, advocacy
and case-management models, sexual assault care centre pathways, hospital- or clinic-based
interventions, digital/telehealth models, housing and stabilisation models, outreach and
safety-contact models, and programmes for system-involved survivors. Categories were
derived iteratively from the charted intervention components and continuity mechanisms,
while allowing multi-component studies to inform more than one interpretive category
where appropriate. The four comparative dimensions used in the cross-country synthesis
(temporal structuring, coordinating or relational function, cross-sector integration, and
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setting /delivery architecture) crystallised during iterative charting and narrative synthesis
after extraction of entry point, timing, intervention components, workforce, setting, con-
tinuity mechanisms, and follow-up horizon; they were therefore used as an interpretive
synthesis structure rather than imposed as a priori service categories. No meta-analysis was
planned because of substantial clinical, methodological, and organisational heterogeneity.
Formal risk-of-bias assessment was not used as a basis for excluding studies from the
core synthesis, because the purpose of the review was to map and compare the range of
available models rather than to pool effect estimates.

Selected grey literature was used only to support conceptual framing, service-model
interpretation, and contextual discussion, especially in relation to the Italian setting. This
scoping review was conducted in accordance with the JBI methodological guidance for scoping
reviews and reported according to the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses extension for Scoping Reviews (PRISMA-ScR). The completed PRISMA-ScR
checklist is provided in Supplementary File S2 and as a separate reporting checklist file, and
the study-selection process is shown in the PRISMA-ScR flow diagram in Figure 1.

2
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Figure 1. PRISMA-ScR flow diagram of study selection, including aggregate reasons for title/abstract
exclusions.
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Table 1. Summary characteristics and continuity mechanisms of included core studies.

Study Country Violence Type Setting/Entry Point Model/Post-Acute Component  Continuity Mechanism Follow-Up Horizon
Emergency /acute medical care; Scheduled medical/counselling  Scheduled follow-up Recommended post-assault
Darnell et al. (2015) [18] USA Sexual violence sency ’ follow-up after acute appointment and linkage to follow-up; attendance assessed after
SANE-linked follow-up . : Lt
rape care medical/mental health services  acute visit
. . Flexible outreach, trusted
Proactive, trauma-informed provider contac
Triandafilidis et al. (2025) [19] Australia Mixed DFSV Mult1d1sc1pl1r}ary primary-care primary-care outreach with multidisciplinary Fea§1b1hty / gcceptablhty assessment
outreach service advocacy and T during service pilot
multidisciplinary care communication, and
y facilitated linkage
Integrated domesticand family ~ Safety-contact programme Zﬂiﬁ;ﬁg? ssfet)(;:ton’icctt,i cal Approximately 10 weeks of
Westwood et al. (2020) [20] Australia IPV/domestic violence programme; women’s linked to integrated perpetrator ‘pport, p PP y
. . . safety planning, and safety-contact support
safety service intervention B s
survivor-centred monitoring
Integrated mental health Centre-based
Abrahams et al. (2017) [21] South Africa Sexual violence Post-rape care services support within post-rape psychosocial/referral Cross-sectional service snapshot
services coordination
Integrated multidisciplinar Centre-based
Baert et al. (2021) [22] Belgium Sexual violence Sexual Assault Care Centres Y psychosocial / referral Service pathway description
sexual assault centre model R
coordination
Integrated centre with Centre-based
Bicanic et al. (2014) [23] Netherlands Sexual violence Sexual assault centre - psychosocial/referral Service utilization after assault
professional follow-up /referral L
coordination
Gupta et al. (2017) [24] Mexico IPV /domestic Clinic-based care Nurse—de.hvered clinic Embedded healthcare follow-up Trial follow-up
intervention and referral support
Foaetal. (2013) [25] USA Sexual violence Therapy/outpatient mental Trauma-focused psychotherapy Structured therapy sessions and Post-treatment follow-up
health assessment
Nixon et al. (2016) [26] Australia Sexual violence Psychotherapy service Early cognitive processing Structured therapy sessions and Short-term follow-up
therapy assessment
. Emergency department linked Telemedicine-enabled clinical Remote/digital contact or 3 Lo -
Fagen et al. (2025) [27] Canada Sexual violence virtual follow-up follow-up telehealth follow-up 7-year service investigation
Ferrari et al. (2018) [28] United Kingdom IPV/domestic Domestlc v olence Psychological advocacy Ad\{ocaF y/case-management Post-intervention follow-up
service setting navigation
. . . . Housing First + Longitudinal
Sullivan et al. (2023) [29] USA IPV /domestic Housing + advocacy services survivor.centred advocacy housing/stabilisation support 24 months
Hollingdrake et al. (2025) [30] Australia IPV/domestic Community-based Nurse-led domestic Embedded healthcare follow-up g0 e perspectives
nurse-led service violence service and referral support
. 13-week psychoeducational .
Rizo etal. (2018) [31] USA IPV/domestic Comm'umty-bas'ed safety-parenting-mental health Structured therapy sessions 3 and 6 months
group intervention and assessment
program
Miller et al. (2015) [32] USA Sexual violence Post-'assault care/forensic B}’lef psychoedgcatlonal Structured post-contact ) Short-term follow-up
nursing context video intervention follow-up/service-use tracking
Walsh et al. (2017) [33] USA Sexual violence Post-assault intervention Video-based behavioural Structured post-contact Follow-up after recent assault

prevention intervention

follow-up/service-use tracking
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Table 1. Cont.

Study Country Violence Type Setting/Entry Point Model/Post-Acute Component  Continuity Mechanism Follow-Up Horizon
Rajan et al. (2022) [34] Sweden Sexual violence Post-assault psychological Slngle—se§510n PTSD Structured post—'contact ) Short-term follow-up
treatment intervention follow-up/service-use tracking
. = . Online therapist-facilitated - Remote/digital contact or
Littleton et al. (2016) [35] USA Sexual violence program Digital trauma-focused therapy telehealth follow-up Post-program follow-up
Hicks etal. (2017) [36] USA Sexual violence Post-exam follow-up program SMS follow-up/engagement Structured p ost-contact . Immediate post-examination period
support follow-up/service-use tracking
Healey et al. (2023) [37] Australia Sexual violence Medical follow-up after assault Scheduled medical Structured post—'contact . Attendance at follow-up visit
follow-up pathway follow-up/service-use tracking
Engleton et al. (2022) [38] USA Sexual violence Advocacy services Advocacy-based support :;,\;g;ztiico};/case-management Egrgl;lgeglrllce-nptenod service
Dworkin et al. (2023) [39] USA Sexual violence mHealth early intervention Dlgltal/rr}Health early Remote/digital contact or Early follow-up
intervention telehealth follow-up
Mercier et al. (2024) [40] Canada Sexual violence Telemedicine/virtual care Telehealth follow-up model {:glce)’;elgl ;gﬂtg‘li_(ﬁ;ad or Post-acute virtual care pathway
Johnson et al. (2020) [41] USA IPV/domestic Shelter Shelter-based psychotherapy izgzgzﬁ:gttherapy sessions and Post-treatment follow-up
Santos et al. (2017) [42] Portugal TPV /domestic Group program Group psy chosocial Structured therapy sessions and Post-program evaluation
intervention assessment
Naismith et al. (2021) [43] Colombia IPV/domestic Group therapy Compassion-based group Structured therapy sessions and Pilot follow-up
therapy assessment
Lietal. (2024) [44] USA IPV/ domestic Community-based Self—compassior}/ ) Structured therapy sessions and Pilot follow-up
support/therapy empowerment intervention assessment
Cheung etal. (2019) [45] Hong Kong IPV/domestic Community intervention Mind-body/Qigong Structured therapy sessions and Trial follow-up
intervention assessment
Foschiera et al. (2024) [46] Brazil IPV/domestic Psychotherapy service Psychotherapy protocol i;;légsrlrigttherapy sessions and Follow-up study
Andersson et al. (2021) [47] Sweden IPV /domestic Internet-based treatment Internet-delivered CBT {:g}lgflg ;gﬂtg\l;glrgact or Pilot follow-up
Sabri et al. (2024) [48] USA PV/d " Dicital safet " Digital safety and support Remote/digital contact or Prelimi i follow-
abri et al. omestic igital safety suppor intervention telehealth follow-up reliminary efficacy follow-up
Sullivan et al. (2023) [49] USA TPV /domestic Housing + advocacy services Housing First + advocacy llzgﬁfilrﬁgc/hsrtlz‘:)ﬂisation support 6 months
Sullivan etal. (2023) [50] USA IPV/domestic Housing + advocacy services Housing First + advocacy }Egﬂgilri;(jlsrtl:liﬂisation support 12 months
Nnawulezi et al. (2025) [51] USA IPV/ domestic Hou§1r1g/ trauma-informed Traur.na-l.nformed.practlces + Long.lt'udmal o 24 months
services housing intervention housing/stabilisation support
. . Community health Structured post-contact .
Rodgers et al. (2017) [52] USA IPV/domestic Urban community outreach worker outreach follow-up/service-use tracking Program feasibility
Trevillion et al. (2014) [53] United Kingdom IPV/domestic Advocacy services Advocacy for recovery :i]‘gg;?ico};/ case-management Observational follow-up
Brignone et al. (2022) [54] USA IPV/domestic Emergency department to Digital warm handoff Advocacy/case-management Post-ED linkage

advocacy link

to advocacy

navigation
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Table 1. Cont.

Study Country Violence Type Setting/Entry Point Model/Post-Acute Component  Continuity Mechanism Follow-Up Horizon
Halliwell et al. (2019) [55] United Kingdom IPV/domestic Hospital-based advocacy Hospltal—based advocacy Ad\{oca'c y/case-management Service evaluation
intervention navigation
. . . . Hospital-based advocacy Advocacy/case-management . .
Dheensa et al. (2020) [56] United Kingdom IPV/domestic Hospital-based advocacy . . O Implementation evaluation
intervention navigation
. Advocacy organisation with Co-located specialized mental Advocacy/case-management : .
Berry etal. (2024) [57] usa IPV/domestic co-located mental health care health services navigation Program implementation
Hackenberg et al. (2021) [58] Finland IPV/domestic Primary care emergency rooms Advocacy referral gap analysis Q:V\;ggatiico};{case-management Prospective observation
Sorrentino et al. (2021) [59] USA IPV /domestic Mental health care pathway Survivor perspectives onmental  Structured p ost-_contact . Not intervention-focused
health care follow-up /service-use tracking
. . . Remote/digital contact or
van Gelder et al. (2023) [60] Netherlands IPV/domestic eHealth/remote support eHealth intervention telehealth follow-up RCT follow-up
Rizo etal. (2016) [61] USA IPV/domestic System-involved survivor Parenting and safety program Structured programme contact Post-program follow-up

program

(MOVE-related)

and safety/ parenting support

Abbreviations: DFSV, domestic, family, and sexual violence; IPV, intimate partner violence; SANE, sexual assault nurse examiner.
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3. Results
3.1. Study Selection

After database searching, deduplication, title/abstract screening, and full-text assess-
ment, 44 studies met the inclusion criteria for the core synthesis. Of these, 16 focused on
sexual violence/sexual assault, 27 focused on domestic violence/intimate partner violence
(IPV), and one addressed a mixed domestic, family, and sexual violence (DFSV) primary-
care outreach model. The study-selection flow and aggregate reasons for title/abstract
exclusions are shown in Figure 1.

Of the 81 reports assessed in full text, 37 were excluded from the core synthesis. These
reports were generally removed because they focused primarily on the acute/emergency
phase, first forensic examination, early crisis management, or service access without a
sufficiently identifiable follow-up component. Other exclusions concerned conference
abstracts, protocols, reviews, or studies describing support in overly general terms without
a recognisable post-acute continuity pathway. One newly identified report could not be
retrieved in full text and one newly retrieved conference abstract was excluded from the
core synthesis for lack of sufficient full-text data.

The final six-database search architecture increased nursing/allied-health coverage
through CINAHL and identified three additional core studies relevant to follow-up atten-
dance, outreach, and safety-contact continuity [18-20].

3.2. General Characteristics of Included Studies

The final core sample was methodologically heterogeneous and included randomised—
controlled trials, pilot trials, quasi-experimental studies, mixed-methods evaluations, retro-
spective observational studies, qualitative studies, and service evaluations. The evidence
base was predominantly U.S. based, although relevant studies were also identified from
Australia, Belgium, Brazil, Canada, Finland, Hong Kong, Mexico, the Netherlands, Portu-
gal, South Africa, Sweden, and the United Kingdom [19-24].

The sexual violence literature was comparatively smaller and more concentrated
around a limited number of intervention types, especially trauma-focused psychothera-
pies, sexual assault care centres, medical follow-up, follow-up attendance, and digital or
telemedicine-based approaches [18,22,25-27]. By contrast, the IPV literature was broader
and more organisationally diverse, including psychotherapy, advocacy, housing-first mod-
els, nurse-led or clinic-based services, outreach and safety-contact programmes, digital
tools, and interventions for system-involved survivors [19,20,28-31].

For transparency, the principal characteristics and continuity mechanisms of the
44 core studies are summarized in Table 1, while the more detailed populated charting
matrix is provided in Supplementary Table S4. Because the post-acute entry point ranged
from early scheduled review after acute or forensic care to flexible outreach, structured
therapy, and 6- to 24-month housing or stabilisation interventions, Supplementary Table S4
reports the entry point, operational timing, continuity mechanism, and follow-up horizon
for each included study.

3.3. Conceptualisation of the Post-Acute Phase

One of the clearest findings was the lack of terminological consistency in how the
post-acute phase was described. Only some papers explicitly used terms such as follow-up,
aftercare, continuity of care, or care pathway. In many cases, the post-acute dimension had
to be inferred from the intervention structure rather than from standardised terminology.
This was particularly evident in studies of post-rape services, where mental health support,
follow-up attendance, and later engagement were embedded in broader service trajectories
rather than presented as a formally distinct phase [21,23,37].

https:/ /doi.org/10.3390/healthcare14121735


https://doi.org/10.3390/healthcare14121735

Healthcare 2026, 14, 1735

11 of 24

A similar pattern emerged in the IPV literature. Many studies did not label their
interventions as post-acute pathways, yet clearly addressed needs arising after the first
disclosure, shelter entry, court referral, or healthcare contact. This was the case for advocacy-
based recovery models, co-located mental health services, and structured community
interventions designed to operate beyond the immediate crisis response [31,53,57,59].

Overall, the included studies suggest that the post-acute phase is often present in
practice even when it is not explicitly named as such. For this reason, the review relied on
an operational definition centred on continuity, structured follow-up, coordinated support,
or recovery-oriented intervention delivered beyond the first acute contact.

The heterogeneity was therefore temporal as well as terminological. Some studies
entered the post-acute phase very soon after acute rape care through scheduled medical
or counselling follow-up, whereas others examined medium-term safety-contact or psy-
choeducational programmes, flexible outreach, digital continuity, or 6-, 12-, and 24-month
housing and stabilisation models [18,20,29,37,49-51]. This range reinforced the need to ap-
ply the post-acute boundary through the presence of an identifiable continuity mechanism
rather than through a uniform time cut-off.

3.4. Post-Acute Intervention Models After Sexual Violence

The 16 sexual violence studies clustered around four broad models.

The first consisted of trauma-focused or early psychological interventions delivered
after sexual assault. These included prolonged exposure, cognitive processing therapy, one-
session PTSD-oriented treatment, and online therapist-facilitated interventions [25,26,34,35].
Together, these studies show that the immediate post-assault period has frequently been
conceptualised as a window for targeted trauma treatment rather than for medical assess-
ment alone.

A second group of studies examined service organisation within sexual assault care
centres or post-rape care systems. The Belgian and Dutch studies were particularly useful
in this regard, as they described what care was actually offered after the initial contact and
how survivors engaged with professional services over time [22,23]. The South African
appraisal highlighted that mental-health support was central to post-rape care services but
unevenly available [21].

A third model concerned medical follow-up, survivor retention, and loss to follow-up
after acute care. The Australian retrospective study on follow-up attendance and the U.S.
study of rape victims seen in acute medical care illustrated a recurring problem in this area,
namely that recommended post-assault review does not automatically translate into actual
service uptake [18,37]. In the U.S. study, only 28% of rape victims attended the recommended
medical/counselling follow-up, and disability, current mental illness, public assault location,
prior mental health history, completed SANE examination, and available social support
were all associated with attendance patterns [18]. Relatedly, work on advocacy engagement
suggested that continued contact with services may be shaped by changing service conditions,
including the disruptions associated with the COVID-19 period [38].

The fourth model involved digital, mobile, or telemedicine-supported continuity inter-
ventions. These ranged from text-messaging support and mobile health pilot interventions
to telemedicine-assisted follow-up after sexual assault and IPV [27,36,39,40]. Although
heterogeneous in design, these studies collectively suggest that remote continuity tools may
reduce barriers to follow-up and help sustain post-assault engagement when in-person
pathways are difficult to maintain.

Overall, the sexual violence literature portrayed post-acute care as a combination of
early trauma intervention, centre-based service provision, follow-up attendance efforts, and
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emerging digital continuity models. Compared with the IPV literature, however, it was less
developed in terms of broader long-term social or multidimensional recovery pathways.

3.5. Post-Acute Intervention Models After Domestic Violence/IPV

The 27 IPV /domestic violence studies, together with one mixed domestic, family, and
sexual violence outreach model, showed substantially broader organisational diversity
than the sexual violence literature.

A first major subgroup comprised psychotherapeutic and psychosocial interventions.
These included psychological advocacy, trauma-focused therapy in shelters, group inter-
ventions, compassion-based therapy, culturally tailored interventions, gigong-based mental
health support, and internet-delivered CBT [28,41-47]. Although their formats varied,
these studies consistently addressed mental health recovery, coping, and empowerment
after the acute phase.

A second major subgroup concerned advocacy and case-management-oriented models.
PATH represented one of the clearest examples of advocacy embedded in a domestic
violence service setting [28], while other studies linked advocacy more directly to recovery,
service access, and hospital-based interventions [53,55,56]. The digital warm handoff
model extended this logic by attempting to improve linkage from emergency care to
advocacy support [54].

A third subgroup focused on housing and trauma-informed stabilisation models. The
Domestic Violence Housing First studies provided one of the strongest examples of a
longer-term post-acute pathway, with findings reported at 6, 12, and 24 months [29,49,50].
This line of work was further strengthened by evidence suggesting that trauma-informed
practices and housing support may have separate and cumulative effects on safety, housing
stability, and mental health over time [51].

A fourth group involved digital and eHealth interventions. These included MySteps
and the SAFE eHealth intervention, both of which suggest that digital tools may operate as
structured post-acute resources for safety, support, and recovery, rather than as information
delivery alone [48,60]. In the IPV literature, digital interventions therefore appeared as
plausible components of continuity pathways, although their safety, acceptability, and
effectiveness remain context-dependent.

A fifth subgroup concerned nurse-led, clinic-based, co-located, and outreach ser-
vice models. The Mexico City trial showed that a nurse-delivered clinic-based interven-
tion could be embedded within routine healthcare [24], while other studies described
community-based nurse-led domestic violence services, co-location of specialised mental
health care within advocacy settings, and multidisciplinary primary-care outreach for
women and children affected by domestic, family, and sexual violence [19,30,57]. These
models are especially relevant because they illustrate how post-acute care can be integrated
into existing service infrastructures rather than delivered only through highly specialised
standalone programmes.

A sixth subgroup involved interventions for system-involved survivors, particularly
women mandated to services through child protection or court systems. The Parenting
and Safety Program and the MOVE intervention are important in this regard because they
addressed safety, parenting, and mental health in populations with complex social and
institutional vulnerabilities [31,61]. These studies broaden the concept of post-acute care
by showing that continuity pathways may also need to respond to legal, parenting, and
system-involvement dimensions.

Taken together, the IPV and mixed DFSV literature described post-acute care as a broad
continuum that included therapy, advocacy, housing support, digital tools, healthcare-
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linked interventions, outreach, safety-contact programmes, and specialised programmes
for highly vulnerable groups.

3.6. Cross-Country Comparison of Organisational Features

Despite substantial heterogeneity, several dimensions allowed meaningful comparison
across countries and service systems.

A first dimension was the degree to which follow-up was structured in time. Some
interventions were clearly scheduled and protocolised, with fixed session numbers or
predefined follow-up intervals, as seen in psychotherapy trials, housing-first evaluations,
and safety-contact follow-up [20,29,41,47,50]. Others were more flexible or service-led,
with continuity depending on organisational capacity, outreach, and survivor engagement
rather than on a fixed schedule [19,23,38,53].

A second dimension concerned the presence of an explicit coordinating or relational
function. In the IPV literature, this role was often fulfilled by advocacy, case-management,
outreach, or safety-contact models [19,20,28,53,55], whereas in the sexual violence literature
it appeared more variably through centre-based pathways, engagement efforts, SANE-
linked follow-up, or post-examination support mechanisms [18,22,36,38]. This suggests
that one of the most important cross-system distinctions lies in whether some actor remains
responsible for maintaining continuity after the first contact.

A third comparative dimension was the level of integration across sectors. Some
pathways remained mainly confined to one domain, such as psychotherapy or medical
follow-up [18,26,37,46], whereas others linked health, mental health, social support, hous-
ing, advocacy, and community outreach more explicitly [19,29,51,57]. The IPV and mixed
DFSV literature more often displayed this broader multi-sector integration.

A fourth dimension concerned the setting of care. Post-acute pathways were delivered
across sexual assault centres, shelters, outpatient clinics, hospitals, primary-care outreach
services, community organisations, digital platforms, and mixed or hybrid service envi-
ronments [19,21,30,40,56]. This indicates that continuity is not tied to a single institutional
location, but can be organised through a range of entry points and service architectures.

To facilitate comparison across settings, the main organisational models identified in
the review and their recurrent strengths, gaps, and implications are synthesized in Table 2.

Three examples illustrate how the four dimensions cut across individual studies
rather than functioning as mutually exclusive model labels. Darnell et al. [18] combined a
clearly defined temporal element (recommended post-assault medical/counselling follow-
up after acute rape care) with a retention problem, because only a minority attended
the recommended appointment. The Domestic Violence Housing First studies [29,49,50]
mapped simultaneously onto temporal structuring, cross-sector integration, and material
stabilisation because they combined advocacy and housing support over 6-, 12-, and
24-month horizons.

3.7. Reported Outcomes, Barriers, Facilitators, and Recurrent Service Gaps

The reported outcomes were highly heterogeneous. Clinical and psychological out-
comes included PTSD symptoms, depression, distress, self-compassion, trauma-related
symptoms, and broader mental health indicators [25,34,44,45]. Service-related outcomes
included follow-up attendance, acceptability, feasibility, service uptake, linkage, and en-
gagement with advocacy or digital support [18,19,27,37,39,54]. Social and recovery-related
outcomes included safety, housing stability, wellbeing, empowerment, perceived safety,
and, in some studies, parenting-related change [20,29,31,51,61].
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Table 2. Comparative models of post-acute care pathways.

Model

Target Population

Core Components

Strengths

Recurrent Gaps

Relevance for Italy

Trauma-focused psychological
follow-up

Sexual assault; IPV /domestic

Brief trauma therapy, structured
sessions, symptom-focused follow-up,
post-assault or post-crisis monitoring

Can address PTSD/depression early;
can be protocolised; adaptable to
digital delivery

Often narrow clinical focus; limited
survivor-defined outcomes; variable
long-term follow-up

Useful for evaluating whether DPCM 24
November 2017 and Percorso Donna
pathways include an explicit psychological
follow-up offer after emergency or forensic
care [12].

Advocacy/case management

Primarily IPV/domestic; some
sexual assault

Advocate or coordinator role, care
linkage, warm handoff, safety review,
survivor navigation

May facilitate engagement, service
uptake, and continuity across sectors

Implementation depends on staffing,
inter-agency trust, and organisational
support

Relevant to assessing whether a named
navigator, advocate, or case-management
function links healthcare, anti-violence
centres, social services, and territorial
networks after first access [12-14].

Integrated sexual assault
centres/post-rape services

Sexual assault

Medical, forensic, psychological, and
advocacy elements in one pathway or
coordinated network

May reduce fragmentation at entry
point; can formalise early follow-up

Psychological follow-up and
longer-term continuity often remain
uneven

Relevant to strengthening post-assault
continuity beyond medico-legal priorities
within hospital pathways, Codice Rosa/Pink
Code experiences, and regional
emergency-care models [12,16].

Telehealth/digital continuity models

Sexual assault; IPV/domestic

Text messaging, mHealth,
telemedicine, online therapy, remote
check-ins

May support accessibility and
retention, especially where in-person
follow-up is difficult

Privacy, safety, digital literacy, and
digital divide issues remain significant

Potentially relevant for hybrid follow-up
within regional networks, provided
survivor-controlled contact, privacy
safeguards, digital inclusion, and safe fallback
in-person options are specified.

Housing support, trauma-informed

Can address safety, wellbeing, and

Evidence concentrated in limited

Relevant to IPV pathways where anti-violence
centres, municipalities, social services, and

Housing-first/stabilisation models IPV/domestic care, advocacy, longer-term housi . . settings; transferability may require territorial welfare actors must address safety,
YR ousing security over time . . : T
stabilisation local adaptation housing, and material stabilisation beyond
healthcare [13,14].
Relevant to territorial integration through the
. Embedded support in clinics, ) . . May remain service-specific unless Italian National Health Service, community
Nurse-led/clinic-based / co-located . . - . Can bring follow-up into routine care P - . - -
. Mainly IPV/domestic community nursing, co-located mental . coordination with external networksis ~ health structures, primary care, and possible
services and may reduce access barriers - . . P
health and advocacy explicit co-location with anti-violence or
psychological supports [12,13].
Useful for high-complexity pathways
. . Parenting, safety, mental health, . . . . involving child protection, courts, social
System-involved survivor IPV/domestic court/CPS-linked supportive Can address complex survivor needs Evidence base is still relatively small services, healthcare, and anti-violence

programmes

programming

often neglected by standard pathways

and context-specific

networks, where follow-up intensity may
need to be graded [12,13].

Outreach and safety-contact models

Primarily IPV/domestic and
mixed DFSV

Proactive outreach, flexible
primary—care access, Safety—contact
calls, practical support,
multidisciplinary collaboration

May reduce access barriers, build trust,
and support perceived safety after first
contact

Evidence remains mostly qualitative
or service-specific; sustainability and
transferability require evaluation

Relevant to evaluating scheduled re-contact
and proactive outreach after emergency
access, Codice Rosa/Pink Code activation,
anti-violence centre contact, or territorial
referral [12-14,16].

Similarly, linkage-oriented or hybrid models illustrate how delivery architecture and coordinating functions can overlap: Brignone and Gomez [54] tested a digital warm handoff from
emergency care to advocacy, Fagen et al. [27] described a virtual bridge from acute care to follow-up, and Triandafilidis et al. [19] described flexible multidisciplinary outreach designed
to build trust and facilitate linkage. These examples show why the framework was used as a comparative interpretive structure rather than as a rigid typology.
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Identifiable support models emerged in both streams, but they were accompanied by
persistent gaps. In sexual violence, recurring models included trauma-focused early inter-
vention, sexual assault centre-based pathways, post-assault follow-up, retention-oriented
linkage, and digital continuity approaches [18,22,25,37,39]. In IPV and mixed DFSV, re-
curring models included psychotherapy, advocacy, housing-first stabilisation, nurse-led
or clinic-based care, outreach and safety-contact programmes, digital interventions, and
structured programmes for system-involved survivors [19,20,28-31].

Several barriers recurred across the core literature. Fragmentation after first contact
was common, with survivors not always transitioning from entry-point services to sus-
tained support [18,37,58]. Follow-up may be recommended but not attended, advocacy
may not be systematically offered, and survivors may experience pathways as uneven,
difficult to access, or insufficiently coordinated [18,37,58,59]. Other barriers included un-
even access to mental health support, weak coordination, accessibility and acceptability
obstacles, and difficulties maintaining engagement with routine or specialist services after
violence exposure [21,59].

The most recurrent facilitators were scheduled re-contact, advocacy or case-management
functions, practical support enabling participation, trauma-informed care, safety-contact
strategies, outreach, and service models able to integrate multiple domains of
need [19,20,28,31,52,57]. Telemedicine and other digital approaches also emerged as po-
tential continuity tools, particularly where in-person retention may be difficult [27,40,48].
Taken together, these findings indicate that loss after first contact is also an organisational
and system-design problem, not simply a matter of individual survivor choice.

4. Discussion

This review mapped post-acute care pathways for survivors of sexual violence and
domestic violence/IPV across different countries and service systems. The findings suggest
that the post-acute phase is increasingly recognised in practice, but remains inconsistently
defined and unevenly formalised in the literature [18,21,22,28]. Read alongside major inter-
national guidance, this heterogeneity reflects a deeper tension between systems-centred care
and survivor-centred care: services are often organised around institutional entry points,
whereas survivors may define recovery in broader and more relational terms [2,4,5,7].

Trauma-and-violence-informed care extends standard trauma-informed care by shift-
ing attention from individual trauma symptoms alone to the structural and relational
conditions that shape access, trust, safety, and recovery [3,9]. In post-acute pathways,
this means that continuity should not be evaluated only by whether referral or treatment
was offered, but also by whether services reduce stigma, avoid retraumatization, address
intersecting barriers such as poverty, migration status, disability, language, and regional
service availability, and create organisational conditions in which survivors can safely re-
engage over time. From this perspective, loss to follow-up may reflect not only individual
non-attendance, but also service fragmentation, unsafe contact procedures, inaccessible
delivery models, or insufficient coordination across agencies.

The four comparative dimensions identified in the Results—temporal structuring, coor-
dinating or relational functions, cross-sector integration, and setting/delivery architecture—
provide a useful framework for interpreting this evidence. They also clarify an important
difference between the sexual violence and IPV studies. The sexual violence literature
was smaller and more concentrated around early trauma-focused interventions, sexual
assault care centre pathways, post-assault follow-up, retention after acute care, and digital
continuity tools [18,22,25,26,39]. The IPV literature was more organisationally expansive,
incorporating psychotherapy, advocacy, housing-first interventions, clinic-based and co-
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located services, outreach and safety-contact programmes, digital approaches, and tailored
pathways for system-involved survivors [19,20,28,29,31,57].

First, temporal structuring makes continuity visible and measurable. Some included
interventions used scheduled sessions, predefined follow-up intervals, safety-contact calls,
or fixed programme lengths [20,31,41,47]. Others were intentionally flexible, with continuity
depending on organisational capacity, outreach, advocacy, or survivor engagement rather
than on a fixed schedule [19,23,38,53]. For Italy, this distinction supports evaluating explicit
follow-up timelines while allowing regional services and anti-violence networks to adapt
intensity and timing to survivor needs and local feasibility [5,15,16].

Second, the coordinating or relational function appears central to whether referral
becomes actual connection. In the IPV literature, advocacy was one of the most recurrent
organisational components, appearing in psychological advocacy models, hospital-based
domestic violence interventions, outreach services, safety-contact programmes, and linkage
strategies from emergency settings to longer-term support [19,20,28,54,56]. Several studies
pointed to the value of a dedicated person or function that helps survivors navigate
fragmented systems, maintain contact, and translate referral into engagement [52,53,57].
Recent synthesis work and service specifications similarly suggest that warm referral
models, co-location, and hospital-community bridging strategies may reduce loss between
services [10,62-64]. Provider-focused intake work also emphasizes that service matching
depends on understanding survivors’ goals, trauma histories, and health status [65].

Third, cross-sector integration is especially important because post-acute needs are
rarely limited to a single clinical domain. Interventions limited to one component may be
useful, particularly when they are well-designed psychotherapeutic programmes [42,46].
However, the most structurally relevant models linked safety, mental health, practical
support, housing, advocacy, and longer-term stabilisation [29,31,51]. This is particularly
evident in IPV, where housing security, environmental stability, privacy, control, pre-
dictability, and a felt sense of home may affect safety and recovery trajectories [50,66,67].
Sexual violence and IPV pathways should therefore remain distinct but interoperable:
post-sexual-assault care may require timely trauma-focused support, mental health refer-
ral, and follow-up after the medico-legal phase, whereas IPV pathways may more often
require chronic safety management, advocacy, housing, and longer-term psychosocial
stabilisation [18,20,22,25,29,51].

Fourth, setting and delivery architecture shape whether continuity is accessible in
practice. Post-acute pathways may be organised through sexual assault centres, hospitals,
shelters, primary care, community-based services, telehealth, digital tools, or hybrid mod-
els [19,21,30,40,56]. The core evidence included text messaging, mHealth, telemedicine,
internet-delivered therapy, and eHealth models in both the sexual violence and IPV stud-
ies [27,39,40,47,48,60]. Contextual literature adds that digital capacity expanded rapidly
during COVID-19 across violence services, but often as organisational adaptation rather
than as an evaluated pathway [68]. Survivor co-design work further indicates that the
usability and accessibility of digital information resources should be treated as design
requirements, not as secondary presentation issues [69]. Remote modalities may therefore
support engagement when ordinary pathways are difficult to complete, but only where con-
tact modalities are survivor controlled, safe from perpetrator monitoring, accessible to sur-
vivors with limited digital resources, supported by cybersecurity and safe-documentation
procedures, and accompanied by clear non-digital alternatives [62,70].

These dimensions also expose persistent gaps and equity issues. Several core studies
suggested that follow-up is often recommended without being reliably achieved, that
service transitions remain vulnerable points, and that substantial underutilisation persists
even when services formally exist [18,21,37,58]. Adjacent evidence on low uptake of
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gynecological consultation after domestic or sexual violence during pregnancy follow-
up, help-seeking among Bosnian women in shelters, Chinese immigrant IPV survivors’
experiences, and pandemic-era resource utilization all indicate that formal availability
does not guarantee usable continuity [71-74]. In addition, the recent British Columbia
Healthy Connections Project trial provides adjacent evidence that nurse-home visiting
may influence IPV-related maternal outcomes over a 24-month postpartum horizon; it was
treated as contextual evidence rather than added to the charted core synthesis because it
was not primarily designed as a post-acute violence pathway after first contact [75]. Recent
work on immigrant and minority survivors further shows that intersectional disadvantage
can affect access, trust, uptake, and the perceived safety of formal services [64].

For the Italian context, transferability should be understood as heuristic rather than
directly demonstrated. The DPCM 24 November 2017 and the related Percorso per le
donne che subiscono violenza provide a national healthcare-oriented frame for emergency
and socio-health assistance, while Codice Rosa/Pink Code experiences, anti-violence cen-
tres, territorial services, and regional health-system arrangements shape how continuity
is implemented in practice [12-16]. The 2025-2027 National Strategic Plan further empha-
sizes coordinated, multi-level action, monitoring, and integration between institutional
actors and anti-violence networks [13]. The relevant implementation question is therefore
whether these existing architectures generate observable post-acute continuity after first
access: structured re-contact, warm handoffs, identifiable coordination, psychological and
advocacy follow-up, social stabilisation, and survivor-defined outcome monitoring. The
four-dimensional framework therefore provides local evaluation questions rather than a
ready-made imported model.

Provisional evidence-informed organisational directions for post-acute follow-up.

For ease of reference, the principal evidence-informed local evaluation questions
emerging from the synthesis are reorganised in Box 1 around the same four dimensions
used for cross-country comparison. These questions are provisional implications for local
evaluation, not prescriptive service standards.

The questions summarized in Box 1 should be read as provisional implications derived
from a heterogeneous evidence map, not as clinical standards. The four dimensions do not
define a single model; rather, they identify elements that can be specified, implemented,
measured, and revised locally.

A temporal dimension allows services to make follow-up observable through early
re-contact, consolidation, and medium-term stabilisation, while retaining flexibility for
survivors whose safety, mobility, or service access changes over time [18-20,29,31,41]. A
coordinating dimension highlights the potential value of advocacy, case management,
outreach, safety-contact, or equivalent survivor-navigation roles that convert referral into
actual connection and reduce loss after first access [19,20,28,53,55].

A cross-sector dimension recognizes that post-acute needs may include psycholog-
ical care, safety planning, advocacy, housing, material stabilisation, and legal or system-
involved support [18,20,22,25,29,51]. A setting and delivery dimension recognizes that
continuity can be organised through centres, hospitals, shelters, primary care, community
services, and hybrid in-person or remote models, provided that digital safety and access
barriers are actively managed [27,40,48].

Finally, the same framework can support pathway-level service evaluation. Indi-
cators might include attendance, missed follow-up, time to first re-contact, successful
warm handoff, uptake of psychological, advocacy, or social support, safety-review com-
pletion, survivor-reported acceptability, empowerment, perceived safety, and continuity.
Equity monitoring could examine differential loss to follow-up by geography, migration
status, disability, language barriers, age, or service-access constraints. Where appropriate,
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human-supervised digital or Al-assisted audit tools could support dashboarding, detec-

tion of recurrent missed handoffs, monitoring of service delays, and summarisation of

anonymised service-use patterns. Such tools should remain a quality-improvement layer,

not an automated decision-maker or substitute for survivor-centred care or professional

judgement. Any future digital or Al-assisted audit should rely on fully anonymised or

aggregated administrative data whenever possible, avoid identifiable free-text extraction,

and include explicit assessment of re-identification risks, particularly where text min-

ing or natural language processing is applied to sensitive service records. Governance

should include data minimisation, confidentiality, trauma-informed oversight, bias mon-

itoring, cybersecurity, non-discrimination, survivor safety, and avoidance of punitive or

surveillance-oriented use.

Box 1. Four-dimensional framework for locally evaluating post-acute follow-up pathways.

Organisational Dimension

Local Evaluation Question

Temporal structuring—phased follow-up
timeline

Do local pathways specify early re-contact,
consolidation, and medium-term stabilisation
phases, while allowing flexible timing when
fixed scheduling is unsafe or infeasible?

Temporal structuring—minimum offer and
graded intensity

Do local pathways define a minimum
post-acute offer, such as safety review,
psychological needs assessment, practical
service information, and scheduled re-contact,
with intensity adjusted to clinical, psychosocial,
safety, and material vulnerability?

Coordinating function—survivor
navigator/care coordinator

Is there an identifiable coordinating function
responsible for safe contact, monitoring uptake,
and bridging health, psychological, social, and
advocacy services?

Coordinating function—warm handoff

Do local pathways reduce passive referral
through active transfer processes in which the
receiving service is contacted and linkage is
facilitated within appropriate confidentiality
safeguards?

Cross-sector integration—material stabilisation
in IPV pathways

Do local IPV pathways evaluate whether
housing, economic, territorial, and social
supports are needed, recognizing that recovery
is closely tied to safety and stability?

Cross-sector integration—post-sexual-assault
care beyond medico-legal priorities

Do local post-sexual-assault pathways evaluate
psychological follow-up, advocacy, and
engagement monitoring after the
forensic/medical phase?

Cross-sector integration—survivor-defined
outcome measurement

Are local evaluations designed to track not
only symptoms and attendance, but also safety,
empowerment, continuity, acceptability, and
survivor-defined healing?

Setting and delivery architecture—hybrid
in-person and remote follow-up

Can face-to-face care be safely combined with
telemedicine, phone, or secure digital tools
where survivor-controlled contact, privacy
safeguards, digital inclusion, and non-digital
alternatives are available?

Setting and delivery architecture—co-design,
feedback loops, and quality monitoring

Are survivor feedback, service evaluation,
collaborative quality improvement, and, where
appropriate, human-supervised digital or
Al-assisted audit tools used to revise pathways
over time?

https:/ /doi.org/10.3390/healthcare14121735



https://doi.org/10.3390/healthcare14121735

Healthcare 2026, 14, 1735

19 of 24

5. Strengths and Limitations

Several limitations should be considered. First, the post-acute phase was described in-
consistently across the literature, which required an operational rather than purely termino-
logical approach to eligibility. The post-acute boundary was therefore applied through the
presence of an identifiable continuity mechanism beyond first contact, but some judgement
remained necessary for borderline studies. Second, no external protocol was registered,
although an internal review plan defined the review questions, eligibility criteria, search
architecture, screening rules, and charting variables before full screening. Third, the search
strategy involved an intentional specificity /sensitivity trade-off. By anchoring violence
concepts in title or major-topic fields in several databases, we reduced retrieval of records in
which violence was incidental, but may have missed studies using broader service-delivery
terminology, alternative violence labels, or non-English terminology. Fourth, the review
was limited to English-language peer-reviewed empirical studies from 2013 onward. This
restriction is particularly relevant for transferability to Italy and Europe because govern-
mental pathway documents, regional service evaluations, anti-violence centre reports,
NGO evaluations, and non-English Italian, French, Spanish, or other European publica-
tions may describe operational models not represented in the indexed English-language
literature. Grey literature was therefore used only for contextual framing and Italian ser-
vice interpretation, not as part of the charted core evidence base. Fifth, no formal critical
appraisal was used to exclude studies, and the findings should therefore be interpreted
as a mapping of models and reported outcomes rather than as comparative effectiveness
evidence. Sixth, some model clusters were represented by repeated outputs from related
intervention families, particularly in housing-first research. Finally, this review should be
interpreted as a thematic international mapping of post-acute pathway models rather than
as a formal country-by-country comparative health-systems evaluation.

Despite these limitations, the review supports a clear overall interpretation: the
quality of responses to sexual violence and domestic violence/IPV depends on whether
services organise explicit continuity mechanisms after first contact. For Italy, the findings
provide evidence-informed questions for service organisation—rather than a ready-made
imported model—concerning temporal structuring, warm handoffs, survivor navigation,
cross-sector integration, hybrid delivery, and links between healthcare, advocacy, and
social stabilisation.

6. Conclusions

This review indicates that post-acute care after sexual violence and domestic vio-
lence/IPV is best examined through the continuity mechanisms that translate initial contact
into sustained recovery support. Across the mapped literature, these mechanisms varied
across violence types and service systems, but could be interpreted through four organisa-
tional dimensions: temporal structuring, coordinating or relational functions, cross-sector
integration, and setting or delivery architecture.

For Italy, the mapped findings do not support importing a single model. Instead, they
support locally evaluating whether existing national, regional, healthcare, anti-violence,
and territorial service architectures provide visible post-acute continuity through structured
re-contact, warm handoffs, identifiable coordination, integrated psychological, advocacy,
and social support, safeguarded hybrid delivery, survivor-defined outcome measurement,
and quality-improvement feedback loops capable of monitoring whether pathways work
as intended.
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