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Introduction

The purpose of preparing a summary report of the project is twofold. The first is to create a record of the work. Too often the time invested in collaborative processes seems to have no products or outcomes that one can point to as successes or achievements. Project staff and sponsors are hopeful that the report will provide some guidance or support to others who undertake similar work, especially when the work is approached in an inclusive and 
collaborative fashion. 

The second purpose of the summary report is to record its conclusions or “next steps” and provide a context for them. The recommendations at the end of the document are specific to Metropolitan Denver and are intended to support improved practices in response to sexual assault in hospital emergency departments and in the victim’s community.

The project would like to thank its sponsors: the Rape Assistance and Awareness Program, HealthONE Alliance, and the Violence Against Women Act S.T.O.P. Grants Program.

Sexual Assault Prevalence

To put the importance of this project into perspective, consider the larger context of sexual assault in the United States. The truth about sexual assault is becoming common knowledge in the twenty-first century. A decade of studies yielding consistent results – recent findings confirming earlier findings – is convincing even the skeptics that sexual assault is epidemic. A recent statewide survey of Coloradoans finds that 24% of women and 6% of men had experienced a completed or attempted sexual assault in their lifetime. 

RAPE in America, A Report to the Nation
 was the first study to alert the public to the fact that most sexual assaults are committed by someone that the victim knows. RAPE in America, A Report to the Nation summarizes two studies that gathered information about forcible rapes of women over their lifetimes, and about the state of sexual assault services in the U.S. Several findings in RAPE In America, A Report to the Nation have been replicated in more recent studies such as the National Violence Against Women Survey
 and the Sexual Assault in Colorado 
 report.

· 32.3% of rape victims were between age 11 and 17 at the time of rape.
Rape In America  
· Of the [8000] women surveyed who reported being raped at some time in their lives…32% were 12 to 17 years old when they were first raped. 
National Violence Against Women Survey 

· Only 16% or approximately one out of every six rapes, are ever reported to police. 
Rape In America
· 16% of the sexual assaults disclosed in the telephone survey were reported to 
law enforcement. 
Sexual Assault In Colorado 

Reliable numbers help to define the enormity of the problem and to articulate the need for a carefully crafted and strategic response to the tragic reality of sexual assault and its consequences. Understanding the dynamics of sexual assault enables responders to design interventions for its victims that are meaningful to them.

Sexual Assault Response in Metropolitan Denver

Development of Specialized Services

Colorado has pioneered the development of model practices in the movement to end violence against women such as the domestic violence mandatory arrest policy, sex offender management standards, the Crime Victim Compensation Act 1981, and the Victim Rights Amendment to the State Constitution in 1992. 

Specialized and dedicated services for victims of crime have developed and matured in the same timeframe. The Rape Assistance and Awareness Program (RAAP), founded in 1983, is Metropolitan Denver’s rape crisis center. RAAP counseling, case management and outreach services expanded from the central Denver office to its Southeast location in 1996, and then to the North office in 2001. 

Crime Victim Assistance Programs based in criminal justice agencies developed in the early 1980’s as well. Police Departments and Sheriff’s Offices throughout the metropolitan area utilize their specially trained victim assistants to provide crisis intervention and support to victims of crime and members of their family, and to inform victims of their rights under the law. Those support services continue in District Attorney’s Offices, Departments of Probation, and the Attorney General’s Office as criminal cases make their way through the justice process. These services begin when a sexual assault (or other personal injury crime) is reported to law enforcement. Victim assistants are called to the crime scene, or another location such as a hospital emergency department, by the responding officer. 

Some Denver area hospitals developed volunteer programs to assist medical professionals responding to sexual assaults in busy emergency departments. But the enduring model program for medical and forensic services developing across the country in the 1980’s was the Sexual Assault Nurse Examiner or SANE program.

SANE programs developed when nurses and other medical professionals along with victim advocates recognized that services for sexual assault patients were inadequate. Long waits in a public area, doctors and nurses inexperienced with the medical/forensic examination procedures, insufficient address of the patient’s emotional needs are among the reasons a specialized and dedicated response in hospital emergency departments was indicated. 

Collaborative Community Councils

Addressing the needs of sexual assault victims in the multiple and various settings where those needs are apparent, by professionals employed in those settings, can become fragmented and confusing for victims. The victim leaving the emergency department may not recall whether it was the hospital social worker, the rape crisis advocate, or the law enforcement officer that they are to see the next day, for example. 

The 1990’s saw the rise of formal collaboration among and between the agencies involved in sexual assault response. The U.S. Department of Justice Office for Victims of Crime (OVC) promoted through training and technical assistance the development of Sexual Assault Interagency Councils in selected pilot locations. Denver was selected as a pilot site in 1994, and the Denver Sexual Assault Interagency Council was founded in that year. 

OVC’s model for meaningful collaboration involved the development of written interagency protocols. The process of writing victim-centered practices and policies and critiquing them in a multidisciplinary forum forges relationships between agencies that were previously ill informed about one another’s mission, roles and limitations. 

Sexual Assault Response Protocols were written in all four Denver Metropolitan Judicial Districts from 1995 (Denver) to 2003 (Jefferson County). Signed Protocols provide a roadmap of services to victim service providers in any setting, enabling them to help the victim they are working with prepare for the next step by predicting accurately what the role and responsibilities of that responder are.

All of these developments set the stage for the eventual implementation of integrated, specialized sexual assault services across the metropolitan region, with the expectation that the sexual assault victim, whether man, woman or child, will receive high quality, comprehensive, seamless services regardless of where the crime occurred. 

Sexual Assault Nurse Examiner Programs

The founding of SANE programs across the country burgeoned in the early 1990’s. In response, the Office for Victims of Crime produced the SANE Development and Operation Guide
 to provide support and guidance to new programs. In 1995 the American Nurses Association officially recognized Forensic Nursing as a new specialty of nursing. SANE is the largest subspecialty of forensic nursing. “The International Association of Forensic Nursing (IAFN) is the agency responsible for defining the scope and practice of the sexual assault nurse examiner.”

In 1999, the American College of Emergency Physicians (ACEP) published the Evaluation and Management of the Sexually Assaulted or Abused Patient www.acep.org. These are the standards by which sexual assault care should be measured.

As of yet there is no national certification of SANE practitioners, but many states have developed guidelines and procedures for the development and operation of SANE programs. In Colorado, the statewide network of sexual assault victim programs and services is CCASA: the Colorado Coalition Against Sexual Assault. CCASA sponsors a SANE Advisory Board and employs a statewide SANE Coordinator to support SANE program development by providing training and technical assistance, and maintaining a standard of practice in SANE sites in Colorado. CCASA’s Community Development Resource Manual
 is a valuable tool for developing programs in our state.

Sexual Assault Response Team

Collaborative Community Councils have paved the way in some communities for a more integrated and team-like response to sexual assault victims in hospital emergency departments. The original Sexual Assault Response Team (SART) model developed in California helps prevent confusion among professionals trying to meet the needs of the rape victim as s/he progresses through the health care and criminal justice systems. The team usually includes law enforcement, SANE, and rape crisis advocate. They respond to the emergency department together and coordinate their work there in a victim-centered fashion. 

The SART model also affords first responders (SART members) an opportunity to meet periodically to review cases for the purpose of continuous quality improvement. Often the case review meeting involves additional professionals including the investigating detective, crime lab personnel, and the prosecutor. Mental health providers might also be invited to case review. It is important to involve all of the disciplines in the development of case review protocols such as the criteria for case selection or how patient confidentiality will be maintained. Case review is a valuable tool for furthering relationships among responders and improving the care for sexual assault victims, but professional standards of practice must be carefully observed in this interdisciplinary forum. Case review team members must understand that the rape crisis advocate, for example, must maintain and protect the victim’s privacy and will not take part in the discussion unless authorized to do so by the victim. 

2003-2004 Project Highlights

Needs Assessment
April-September 2003

This project began with an evaluation of the sexual assault service delivery systems in place in hospital emergency departments in the Denver metropolitan area. 
Method employed: Written questionnaires customized to the three disciplines that respond to sexual assaults in hospital emergency departments (emergency medicine physicians/nurses, law enforcement officers, and victim advocates) were developed with input from members of the Denver Sexual Assault Interagency Council (SAIC) Medical Task Force. Nurse Managers’ participation was sought via telephone interview rather than questionnaire in order to gain more complete information about sexual assault services in each emergency department. Completed surveys or interviews were received from 68 physicians, 129 law enforcement agents, 6 nurse managers and 12 victim advocates.

Results:  Respondents from all disciplines found the quality of care available to sexual assault victims in Metro Denver hospital emergency departments to be 3.39, where 1 is poor and 5 is excellent, indicating that in the opinion of professionals providing the services, there is definitely room for improvement. 

	Findings

	Across Disciplines:  3.39

	· Law Enforcement
	N = 129
	3.46

	· ED Physicians
	N = 68
	3.39

	· Victim Advocates
	N = 12
	3.09

	· Nurse Managers
	N = 6
	2.50


Not surprisingly, the obstacles to excellent care identified in the surveys varied by discipline. Over half of the medical respondents represent hospitals that see fewer than ten cases per year. The number one obstacle to quality care from their perspective is that low case volume in their facility prohibits their development of proficiency and expertise. Physicians and nurse managers agreed that the top three obstacles to excellent care in their facilities were, in descending order, inadequate expertise, training, and time. The fourth obstacle according to medical professionals was equipment – none of the hospitals surveyed utilizes a photocolposcope, the devise SANE programs use to magnify and photograph genital injuries. Law enforcement and victim advocates, who accompany victims in the emergency department, reported that long waits for victims is the primary obstacle to excellent care.
	Obstacles to Quality Care

	Medical Professionals
	Law Enforcement

	· Too few cases to develop expertise
	· Long waits for victims

	· Too little training
	Victim Advocates

	· Restricted time
	· Long waits for victims

	· Lack of equipment
	· Lack of support


Another needs assessment finding significant to the project is an overlap or redundancy of follow-up services for sexual assault victims. Survey results indicate that crisis intervention services for victims and their families, and information and referral are provided by more than one agency in the victim’s community. Case management and accompaniment are also duplicated in some jurisdictions. How these services are defined and the timeframe over which they are delivered varies from one jurisdiction to another.

	Service Delivery System

	The services grid indicates overlap in victim advocacy services

	All (100%) respondents provide:

	· Crisis intervention for victims

	· Crisis intervention for victims’ families

	· Information and referral services

	62% of respondents report additional overlap in

	· Case management

	· Criminal justice follow-up


And finally, each of the needs assessment respondents was asked their position on a SANE or SART program: would you be supportive of a SANE program in your community? And separately, would you be supportive of a SART program in your community?  The results were mixed, with a great deal more consensus in favor of SANE than SART.

A secondary outcome of the needs assessment survey was the opportunity to acquaint Stakeholders with the project objectives. Their participation in the review of the instruments and in their distribution and collection within their respective agencies served to pique their interest in the project. For complete results, please see Needs Assessment Report, Attachment #1.

Best Practice Search: SANE and SART
May-June 2003

Next the project searched the nation for best practice models of sexual assault service delivery in hospital emergency departments that might be replicated in the Denver Metropolitan Region. 

Results:  “The SART model is no longer just a promising practice; it is the standard of care.”
  

The rationale for SART is that a coordinated multidisciplinary response to sexual assault benefits the victim, the criminal case, and each of the responders by supporting and endorsing one another’s roles, facilitating smooth transitions from one provider to another, avoiding duplication of effort, and by providing expert crisis intervention as well as comprehensive follow-up to the initial response.

Michael Weaver, MD FACEP in his article Optimizing the Physician/Nurse Role in the Criminal Justice System, 
states:


Ideally, the community has come together under the umbrella of a not-for-profit victim advocate 
organization, and developed a Coordinated Community Response (CCR). The CCR is a community 


plan that incorporates all aspects of sexual assault response.”
  This begins with a sexual assault response 
team (SART), criminal prosecution, and a continuous quality improvement (CQI) plan. 

Dr. Weaver stresses the importance of building consensus in order to develop standards and protocols that are supported by the multiple disciplines responding to sexual assaults, and then, develop a mechanism for the responders to discuss and acknowledge successes and 
review failures.

SANE Programs are the identified best practice for medical/forensic services delivered to the sexual assault patient. Sexual Assault Nurse Examiners are registered nurses with specialized training in sexual assault, the collection of forensic evidence, and in providing expert testimony in a court of law. Most SANE Programs contract with nurses part-time to respond on call 24-hours 7-days to the SANE site when a sexual assault patient presents there. The SANE nurse is trained to conduct medical forensic examinations for victims and offenders, men and women, adults and children. SANE nurses have no responsibilities in the hospital emergency department other than to provide medical forensic care to the sexual assault patient. 

The purposes for the development of SANE Programs, according to the CCASA Resource Manual are to:

· Reduce the physical and psychological trauma of sexual assault victims through sensitive and timely forensic examinations;

· Provide cost effective methods for evidence collection;

· Have a beneficial impact on the judicial process by effective collection of forensic evidence and expert testimony.

Office For Victims of Crime Training and Technical Assistance Center (OVC TTAC)    September 2003-May 2004

The project obtained a grant from OVC TTAC to secure the consulting services of Jamie Ferrell, BSN, RN,DABFN,CA/CP-SANE, SANE-A, an expert in both SANE and SART programs. The grant provided for three on-site visits, virtually unlimited telephone consultations, and the review of multiple documents during the grant period. Ms. Ferrell’s assistance proved to be invaluable both because of her extensive SANE and SART expertise, and because she is practiced at the process of building the community support necessary to successful implementation of 
these programs.

Regional SANE/SART Task Force Meeting 1       October 16, 2003

The inaugural meeting of the Regional Sexual Assault Response Task Force was very well attended, with approximately 60 participants representing all four judicial districts of the metropolitan region. Attendees included law enforcement investigators, supervisors and victim assistants; hospital emergency department directors, physicians, nurse managers and social workers; and community-based victim advocates, counselors and case managers. Crime lab experts, deputy district attorneys, and sexual assault nurse examiners completed the roster. The breakdown of the four judicial districts was nicely balanced, and all three responder disciplines (medical, law enforcement and victim advocates) were evenly represented as well. 

Project Director Mary Loring presented the highlights of the needs assessment and feasibility study conducted over the previous six months to inform the meeting participants about the current status of sexual assault services in hospital emergency departments in the region. Task Force members were not surprised that the overall rating of the quality of care, across disciplines and across jurisdictions was lower than all would like. In fact when they were asked to guess that outcome, their estimate was even lower than the study result.

Briefings on SANE and SART practice nationwide and in our state were provided during the day-long meeting. At the end of the day, there was consensus in support of SANE implementation across the metropolitan region. The SART model was considerably more controversial, however, and would require more discussion. The Task Force asked that a Work Group composed of law enforcement and community victim assistants convene to modify the SART model and bring their recommendations back before the Task Force in February. Meanwhile, the SAIC Medical Task Force would work on promoting SANE development in area hospitals, and getting input from physician contract groups on the planned SANE implementation.

Work Groups: reinventing SART

November 2003 and February 2004

The SART model development Work Group became the focal point for “turf issues” that the project would later discover dwelt in a much larger and more political context. The term turf refers quite literally to how the property is divided up, who gets the recognition and the resources.
 It is not at all uncommon or surprising that concerns about how rape victim services are divided up in a given community would arise in a collaborative project such as this.

The SART model Work Group met two times, but different persons were in attendance at each meeting. The objective of meeting one was to develop a modification of the national SART model that would be suitable for the region. There were no models identified in the national best practice search that integrated law enforcement based victim services with community based victim advocacy/case management. Was it necessary or suitable for both law enforcement and RAAP victim advocates to respond to sexual assaults in hospital emergency departments? What follow-up services does each provide? What does case management mean in this context?  These were the topics of discussion in meeting one. The conclusion of the first meeting was that if RAAP case managers were not to be routinely present in the emergency department for a face-to-face meeting with the victim, a meaningful referral to RAAP is necessary for the long-term, confidential, comprehensive, practical support the victim may require.

The objective of the second meeting was to answer the question: Will there be a specific collaboration between law enforcement victim assistance programs and the rape crisis center to recommend to the Regional Task Force?  The Work Group agreed that both agencies responding in the emergency department was unnecessary and might be overwhelming for victims.
  However the Work Group does support the development of a victim advocacy collaboration to explore the continuum of care for sexual assault victims in their communities. It further supports a regional (across judicial district) format for such collaboration.

Hospitals Champion SANE Programs
October 2003 - March 2004

The Sexual Assault Interagency Council’s Medical Task Force continued to meet monthly during the project period to support and monitor the promotion of SANE programming in metro area hospitals. Hospital administrators are likely to require that the program has a favorable return on investment or is at least cost neutral. Cost effectiveness, achieving the highest standard of care, and doing the right thing for rape victims are the reasons cited by hospital administrators favoring the program. 

It became clear over time that the original model under consideration, a single SANE Program serving the entire region, was not feasible. Instead, three different systems or owners of hospitals in the metropolitan area emerged as likely hosts:  Centura, HealthOne, and Denver Heath and Hospitals.

Centura is the owner of St. Anthony’s North Hospital located in Westminster, which hosts the only SANE program currently operating in the metropolitan region. That program currently serves numerous law enforcement agencies in both Jefferson and Adams Counties. With plans under discussion to expand SANE programming to St. Anthony’s Central Hospital, in west Denver, Centura has a significant role in SANE programming in the metropolitan region.

HealthONE Cares owns seven hospital facilities in the region, including Medical Center of Aurora (MCA), the emergency department with the greatest number of sexual assault patients after Denver Health Medical Center. MCA is in Arapahoe County, part of the 18th Judicial District. The 18th J.D. (Arapahoe, Douglas, Elbert and Lincoln counties) has been endeavoring to establish a SANE program in one or more of its hospitals for many years. HealthOne’s plan will eventually provide SANE services in all of its facilities but will begin where the volume is greatest: Medical Center of Aurora, Sky Ridge Medical Center in Lone Tree, and Swedish Hospital in Englewood.

Denver Health and Hospitals operates Denver Health Medical Center (DHMC) where the vast majority of the City of Denver’s sexual assault patients present, approximately 400-500 each year. DHMC is a training hospital and will need to ensure that residents are trained in medical/forensic examinations when on-call SANE’s are providing the care. Funding the SANE program presents some challenges for this facility because of city budget issues, but hospital administrators are very supportive of the program.

Some SANE Programs in Colorado are partially funded by Violence Against Women Act funds administered by the Department of Public Safety Division of Criminal Justice. Law enforcement agencies are required by law in Colorado to pay for the collection of forensic evidence. Medical screening and treatment in the context of a sexual assault examination may be billed to the patient’s insurance and/or to the Victim Compensation Program. 

Regional SANE/SART Task Force Meeting 2      February 12, 2004

Mary Loring and Jamie Ferrell co-facilitated the meeting. Meeting objectives were to develop a plan for Sexual Assault Nurse Examiner and Sexual Assault Services Collaboration Programs implementation and maintenance in each Judicial District to recommend to the Blue Ribbon Panel meeting on March 16, 2004. 

Participants consulted their map of the region to discuss how to define the area to be served by Metro SANE. Six hospitals were identified as the ideal sites geographically to begin SANE implementation, with the option of expanding to Brighton, Parker, and other locations down 
the road. 
	S.A. Cases

	Hospital
	Owner
	Law Enforcement Agencies
	Per Year

	Denver Health Medical Center
	DHHA
	DPD
	400 – 500

	Medical Center of Aurora
	HealthONE
	APD and Arapahoe County
	150 – 200

	St. Anthony’s North
	Centura
	Most of 17th J.D. Agencies
	Unknown

	St. Anthony’s Central 
	Centura
	Most of Jefferson County L.E. Agencies
	10

	Sky Ridge Medical Center
	HealthONE
	Douglas County L.E.
	Unknown

	Littleton Adventist
	Centura
	Littleton PD and parts of Jefferson County
	35


Low-volume hospitals such as Porter and St. Joseph’s will be invited to develop destination policies: medically clearing patients and facilitating their transfer to the closest SANE site, preferably one in the jurisdiction where the crime occurred. Representatives of the judicial districts with SANE services in place or nearby expressed reluctance to participate in a regional program. They voiced concerns that a Regional SANE Program might compromise local control and financial support. 

The effort to define the services, or the elements of “standard of care” for sexual assault survivors once they leave the hospital emergency department was unsuccessful. More information is needed to determine if one collaborative services model is appropriate across judicial districts. The Task Force did not agree on a means by which victim assistance programs might collaborate to achieve a reliable continuum of care in the victim’s community. 

Blue Ribbon Panel Meeting

March 16, 2004

Denver District Attorney A. William Ritter, Jr. chaired the Blue Ribbon Panel meeting. There were twenty-seven participants. Hospital administrators, physicians, nurses, district attorneys, chiefs of police, county sheriffs, crime lab administrators, and rape crisis leaders were in attendance. For the summary report of the meeting and a list of participants, see Attachment #2.

Once again Ms. Loring and Ms. Ferrell facilitated the meeting which began with a background on the project and a summary of the needs assessment data. Ms. Ferrell provided a briefing on SANE services stressing the complexities of the blending of two worlds: patient care and crime scene management. Ms. Loring then asked the Panel to consider together the project’s next steps.

The Project Director offered a recommendation based on the discussions and conclusions of the Regional Task Force and Work Groups for the Panel to consider: pilot a collaborative continuum of care model of sexual assault service delivery in hospital emergency departments and in the victim’s community. 

· Support SANE Program development, implementation and maintenance throughout the Denver Metropolitan Region.

· Identify components of necessary victim services in the community. Conduct individual needs assessments then summarize and prioritize needs expressed most often.

·  Learn what is available where. Conduct a comprehensive services inventory in each participating judicial district.

· Pilot collaborative service delivery. Develop referral protocols as necessary; document both provider and client contacts.

· Evaluate it. Track service delivery; assess quality via consumer feedback surveys; implement multidisciplinary case review for continuous quality improvement.

Discussion

Panelist discussion pointed out the different needs of each judicial district. District Attorney Bob Grant (Adams and Broomfield Counties) informed the Panel that the planning and development of the St. Anthony’s program started three or four years before its implementation. Cost neutral is an impossible goal because training and maintenance of the program is expensive. VALE (Victim Assistance Law Enforcement) funding has helped. But the key is to identify people who will maintain their commitment – nurses, prosecutors, law enforcement – all need to be involved. Several law enforcement agency leaders remarked that they love the SANE Program at St. A’s, so do their victim assistants. CBI has evaluated the quality of the kits and finds SANE kits to be superior.
  

Jim Peters, District Attorney in the 18th JD remarked that his district has been seeking to develop SANE programs for many years but lacked a champion in hospital administration. The partnership with HealthONE will be the key to moving the project forward. Kathy Sasak, Jefferson County District Attorney’s Office reminded the Panel that prosecutors and law enforcement agencies (as well as sexual assault victims) in the 1st JD suffered a great loss when the SANE program at Lutheran Hospital folded. Kathy believes that the Violence Against Women Act (VAWA) funding board would respond favorably to a unified grant proposal to maintain and coordinate regional SANE programming in the metro area.

Panel members discussed the logistics and the ethics of transferring patients to another hospital facility. The hospital systems are located across judicial districts, how will law enforcement be impacted when a patient presents at a hospital outside of the jurisdiction where the crime occurred? This is not a new problem, law enforcement officers travel to hospitals outside of their jurisdiction now to authorize exams and maintain custody of evidence. But the HealthONE system will be taking the resources to the patient rather than transferring them. The travel burden will be on the nurses.

The Chair asked the Project Director to explain why the SART (Sexual Assault Response Team) promising practice model was not favored by the Regional Task Force. Ms. Loring reported that the SART model, where all of the responders (including the community based victim advocate) convene in the hospital emergency department to coordinate their response, was perceived to be “overkill”. Our law enforcement victim assistants are skilled in crisis intervention and can provide the information and referral necessary to victims and their families. Most task force members did not feel that a second victim advocate was necessary. The greater concern was for follow-up. The collaborative continuum of care model recommended to the Panel will ensure that customized and comprehensive follow up services are available to the victim in his or her community as long as they may be needed.

Concerns were voiced by Adams County representatives regarding the regional approach. Some said that they are pleased with their programs and they are not interested in teaming up with start-up programs. Others expressed that competition for funds may result in a setback for existing programs, or if funds are “pooled”, the funds recipient may control the use of the funds resulting in a loss of local control. Discussion at the Task Force level included talk of an oversight committee. Protocol development in each of the judicial districts was both thoughtful and time consuming and they are working well. None of us needs “oversight” on our sexual assault investigations. 

Others suggested that while we may not need conformity across jurisdictions, we do need an established standard of care and it needs to be maintained. Without it we open a door for defense attorneys to argue that there is a higher standard than the one employed in a given case. We also need to be assured that quality is maintained despite changes in personnel. Perhaps each SANE Advisory Board would send a representative to a Metro SANE group.

While a regional consensus was not achieved in this meeting, a fruitful exchange of information and opinion was accomplished. Ms. Loring alerted the Panel that if Phase II funding is acquired, they will be invited to participate in several initiatives. The project will keep Panelists apprised of those opportunities.

Conclusions and Next Steps

1. Sexual assault services in hospital emergency departments would be vastly improved by the implementation of SANE programs there. 

2. The CCASA application process is a reliable means of building the supports necessary to sustain SANE programs. 

3. Champions in each of the host hospitals are the right messengers to hospital administrators, financial officers, and emergency department personnel that SANE programs are the right thing to do for victims and for the community.

4. Practical opportunities to collaborate on training, funding, clinical practice opportunities, and equipment and supply purchases among the three systems planning to host SANE programs should be considered.

5. The delivery of aftercare services in the victim’s community is unclear at this time. Specific support services for sexual assault victims (other than counseling) subsequent to medical and forensic examination must be clarified and its delivery documented in order to locate gaps and overlap in service delivery.

6. Consumer feedback regarding services delivered in hospital emergency departments (pre and post SANE implementation) and services delivered in the victim’s community thereafter will provide guidance and direction to developing programs.

Next Steps

1. The project will endeavor to obtain the funds necessary to research aftercare services for sexual assault victims in their communities; and pilot a collaborative continuum of care service delivery model in participating judicial districts.

2. The project will announce opportunities to participate in each component of the aftercare services model development and research to Blue Ribbon Panel members, to allow those agencies to “opt in” as they wish.

3. The SAIC Medical Task Force will continue to support and coordinate, with CCASA, SANE Program implementation in the 2nd and 18th Judicial Districts.

4. Project Director will promote the implementation of multidisciplinary case review for continuous quality improvement where SANE’s are in place and in development.
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