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Executive Summary


Public safety is a fundamental responsibility of Virginia’s leadership.  Promoting the health and well-being of Virginia’s residents is vital to public safety and strongly linked to enhancing Virginia’s prevention of and response to sexual violence.

As evidenced in the recent 2003 prevalence study conducted by the Virginia Department of Health, sexual violence remains a serious social problem that impacts 1 in 4 female and 1 in 8 Virginians and threatens many more, especially children (Appendix 2.J).   Sexual violence, similar to other major life stressors, elicits a crisis response in victims.  Women, children, and men in crisis lead to families, schools, and communities in crisis.  The availability of critical crisis intervention services has been insufficient to respond to the vast needs of victims.

People who have experienced sexual violence often suffer from a variety of physical and mental health issues.  Responding to the health care needs of the adult victims alone costs Virginia over $50 million dollars each year (Appendix 3.A).  
Efforts to prevent sexual violence before it occurs have only recently begun.  These prevention initiatives are funded with very limited federal dollars.  Expanding comprehensive services and prevention programming, including services to children and youth impacted by sexual violence, is not only essential to responding to a crucial public health crisis in Virginia, but is a prudent and a cost effective investment of Virginia’s resources.  The Virginia Sexual and Domestic Violence Action Alliance recommends: 
1. Increase funding by $5.35 million to support Sexual Assault Crisis Centers and Child Advocacy Centers, and to promote sexual violence prevention in Virginia.
a. $2.3 million to strengthen and increase the availability of crisis and support services through Sexual Assault Crisis Centers across the Commonwealth;
b. $2.7 million to provide comprehensive children’s services by doubling the number of Child Advocacy Centers available throughout the Commonwealth of Virginia and establishing 1 FTE dedicated to children’s services in every Sexual Assault Crisis Center; and

c. $350,000 to establish sexual violence prevention initiatives in 10 Virginia communities with the state-level training, technical assistance, and resources to support these efforts;
2. Convene a multi-disciplinary task force under the Secretary of Health and Human Resources to develop standards of care for health care professionals when responding to sexual assault.  Task force representation shall include, but not be limited to, representation from hospital administration staff, emergency department physicians and nurses, forensic nurses, health clinics, Joint Commission on Accreditation of Health Care Organizations, sexual assault crisis advocates, law enforcement, Commonwealth’s Attorneys, Office of the Executive Secretary, victim witness programs, Criminal Injuries Compensation Board, and insurance companies;
3. Require law enforcement agencies in Virginia to establish policies on responding to sexual assault; and
4. Release and promote the model Sexual Assault Response Team protocol developed at the request of the General Assembly by the Department of Criminal Justice Services and ensure that communities have access to training on its implementation.
1. Increase funding by $5.35 million to support Sexual Assault Crisis Centers and Child Advocacy Centers, and to promote sexual violence prevention in Virginia.


Sexual Assault Crisis Centers (SACCs) were established in Virginia starting in the 1970’s to provide specialized, victim-centered crisis and support services to facilitate healing and mitigate the long-term effects of sexual violence. State funding for SACCs has remained stagnant at $835,000 despite the finding in 1993 that $2.7 million was needed to adequately staff existing centers and establish them in all Virginia localities (Senate Doc. 31).  Currently there are 37 SACCs in Virginia, serving more than 14,000 Virginians annually.  People who have experienced sexual violence are more likely to suffer from a variety of physical and mental health issues, including but not limited to, depression, anxiety, suicidal behavior, substance use/abuse, chronic pelvic pain and other gynecological complications, and unstable relationships.  Additional potential consequences for children may include, but are not limited to, a diminished capacity for learning, delinquency, and early on-set sexual activity.  As evidenced in Appendix 2, SACCs provide a wide array of services, including 24-hour crisis and companion services, free counseling and advocacy services, and community education, outreach, and prevention programming.    In addition, SACCs were also created to engage the community in responding to sexual violence and holding perpetrators accountable.  Fortunately, SACCs are no longer working in isolation, but have been joined by numerous allies, such as Child Advocacy Centers (CACs) and Forensic Nurses.  However, they continue to be the only service providers in Virginia whose primary purposes are responding to and preventing sexual violence.  
Child Advocacy Centers, more recently established in Virginia, offer specialized, child-centered services to child victims of abuse, including sexual abuse.  Currently, Virginia provides $1 million to support 13 centers.  Utilizing a multi-disciplinary approach, child advocacy centers’ primary purpose is to minimize additional trauma to child victims participating in the criminal justice system while working collaboratively to ensure that the child and his/her family are connected to appropriate community resources to prevent future harm to the child and facilitate healing.

Currently there are no state funds available for primary prevention of sexual violence.  In an effort to promote prevention activities, the Centers for Disease Control funds Rape Prevention Education Programs in Virginia and began funding The Domestic Violence Prevention Enhancement and Leadership Through Alliances, “DELTA,” program in 2002 to encourage the development of comprehensive intimate partner violence prevention strategies.  These community-based initiatives identify local needs and strengths and design community informed prevention strategies that will influence not only individuals, but relationships, communities, and the larger society.  This model, influenced by a community development framework, engages diverse members of the community in effecting change in their own communities through strategic assessment, planning, implementation, and evaluation processes.  As a public health issue, its seems only natural to approach the prevention of sexual violence from within this public health and community development models versus those that focus on individuals, such as promoting initiatives to more effectively manage sex offenders.  Sexual violence is a community problem that demands community-based solutions.
2. Convene a multi-disciplinary task force under the Secretary of Health and Human Resources to develop standards of care for health care professionals when responding to sexual assault.  

People who have been sexually assaulted deserve the right to expect informed and appropriate medical and forensic care.  Unfortunately, in many jurisdictions of Virginia, there is no guarantee that a victim who discloses a sexual assault to the hospital will receive appropriate acute medical care, not to mention, forensic evaluation. 

A Virginia study conducted in 2005 (Appendix 4.A), which surveyed emergency departments (EDs) and primary care practices, identified the following gaps in services and training for medical personnel:

· More than 50% of EDs do not have a forensic nurse;

· Only 14% report having provided specialized training on responding to sexual assault in the past year and 39% of those receiving training rated the trainings as fair or poor;

· Only 5% reported universal screening practices to identify sexual assault victims; and
· More than 25% do not offer the services of a SACC advocate for victims’ during an examination.

Other studies have shown that emergency room staff often assess the needs of sexual violence victims as less urgent than other patients; that less than half of victims receive the appropriate basic services; and that many victims feel dissatisfied with their experiences and violated by the system. Recognizing that victims seeking post-trauma health care encountered various difficulties, Sexual Assault Nurse Examiner programs were established.  These programs provide trained medical and forensic staff 24-hours a day to provide an informed and sensitive response to the complex emotional and medical needs of victims, as well as skilled forensic collection
.  While several hospitals in Virginia have Sexual Assault Nurse Examiner programs, most hospitals do not have these programs and/or nurses trained to respond effectively to the health and evidence collection needs of a sexual assault victim.  The Virginia Sexual and Domestic Violence Action Alliance recently surveyed rural sexual assault crisis centers serving 37 cities and counties and found that only 2 counties had access to forensic nurse programs.  

The recent Adverse Childhood Experiences (ACE) study, conducted by Kaiser Permanente, found a strong relationship between the numbers of adverse childhood experiences, including sexual abuse, and self-reports of various health risk behaviors and health problems
.  In addition, various studies have consistently shown that people who experience sexual violence report more physical and emotional health problems and more frequent visits to health care providers and/or facilities than people who have not been violated.  Therefore, it is not surprising that the American Medical Association has determined that the physician’s response plays a crucial role in mitigating the short and long-term health consequences of sexual violence.  Physicians, more than any other professional, are likely to encounter victims of sexual violence.  Given that few medical training programs provide comprehensive information and/or training in responding to sexual violence, many physicians don’t feel prepared to respond effectively to sexual violence and related issues—whether in an emergency room setting responding to an acute assault or in an outpatient setting assessing a patient’s sexual history
. 
3. Require law enforcement agencies in Virginia to establish policies on responding to sexual assault.

Requiring law enforcement agencies to develop written policies on responding to sexual violence is fundamental to enhancing public safety, promoting offender accountability, and providing victims’ immediate access to services.  Nationally, as well as in Virginia, a majority of criminal sexual assaults are not reported to law enforcement professionals.  There are many legitimate reasons a victim may not immediately choose to make a report following a sexual assault, including the embarrassing, extremely private nature of the crime, fear of the invasion of their privacy should they make a report, and the tendency of some to blame or question rape victims for the attack.  When victims do choose to report, very few reports lead to charges and even fewer to prosecution.   According to the 2005 Virginia State Police Crime Report,

· 5,562 victims reported 4,973 forcible and 256 non-forcible sex offenses to law enforcement; and

· 1,393 arrests were made in response to these reports.


In 1996, the Virginia General Assembly, based upon recommendations from the Family Violence Prevention Commission, passed numerous pieces of legislation addressing law enforcement’s response to domestic violence, including a requirement for law enforcement agencies in Virginia to establish policies and procedures to provide guidance to officers responding to domestic violence.  As evidenced by the Virginia Sexual and Domestic Violence Action Alliance’s annual VAdata reports since 1996, the passage of these laws has had a significant impact on strengthening law enforcement’s response.  In recent years, law enforcement officers have become the leading allied professional referral source to domestic violence services and domestic violence victims have reported increased satisfaction with law enforcement’s response (Appendix 2.I).


As we learned with domestic violence, law enforcement officers play a critical role in responding to violence, victims’ experiences with the system, and victims’ access to community resources.  Due to the complex dynamics of sexual violence, trauma experienced by the victim, and potential physical injury, a consistent and comprehensive law enforcement response is critical to victims’ safety, health and well-being.  Currently, Virginia does not require law enforcement agencies to have a written policy on responding to situations in which sexual violence has occurred.  Despite the availability of a model protocol from Virginia’s Department of Criminal Justice Services (DCJS), a recent survey by DCJS showed that half of all responding agencies did not have a written policy on responding to sexual assault.  As a result, law enforcement response to sexual violence is inconsistent across different jurisdictions of the state and even, at times, within those jurisdictions. The survey demonstrated inconsistencies across jurisdictions regarding such issues as the use of polygraphs on victims and offenders, when and how Physical Evidence Recovery Kits (PERKs) are authorized, how often officers are trained on sexual violence issues, and collaboration with other agencies in responding to sexual offenses.   Clearly outlining what is expected from law enforcement in responding to sexual violence, as well as increasing knowledge of the impact of the violence on victims will promote improved services, increased reporting, enhanced investigative and evidence collection practices, and ultimately the successful prosecution of offenders and increased conviction rates
.  
4. Release and promote the model Sexual Assault Response Team protocol developed at the request of the General Assembly by the Department of Criminal Justice Services and ensure that communities have access to training on its implementation.

The Virginia General Assembly passed legislation that directed the Department of Criminal Justice Services to “establish training standards and publish a model policy and protocols for local and regional sexual assault response teams” to promote the establishment of local policies and procedures as a key component of an effective coordinated community responses to sexual assault (COV § 9.1-102; Appendix 5.A).  Despite the passage of this legislation in 2004, DCJS has not yet formally released a model SART protocol, or implemented widespread training on the development and implementation of local teams and policies.

The extensive impact of sexual violence makes it irresponsible, not to mention ineffective, for any service provider to respond in isolation.  In fact, victims benefit most when professionals work together, recognizing and respecting the unique strengths in their respective roles.  Each serves a unique purpose and is an invaluable resource to communities.  Sexual Assault Response Teams are one example of an effective coordinated response that balances the needs of victims while promoting an effective health care and criminal justice system response.  This multi-disciplinary team approach promotes a comprehensive response to sexual assault to minimize re-victimization, address the immediate safety, health, and legal concerns of victims and their families, and facilitate access to community resources
.  A 2006 survey conducted by the National Sexual Violence Resource Center found that a majority of Sexual Assault Response Teams (SARTs), when evaluated, reported an increase in a victim’s perception of safety, reports to law enforcement, reliability of evidence, and availability of professional trainings.  

Over the last several years, Virginia has experienced an increase in the number of localities that have established multi-disciplinary teams, including Child Advocacy Centers, to respond to child sexual abuse.  Many of these teams have also developed the appropriate written protocols to guide their practice.  However, Virginia has not seen a similar trend in the development of SARTs, nor the respective written protocols, to respond in cases of sexual assaults involving adult victims.  

The Virginia Department of Health Study in 2005 and the most recent public input sessions of the Governor’s Commission noted the following needs: enhanced communication and collaboration within communities; increased access to Forensic Nurses; and increased training opportunities for law enforcement, prosecutors, and other criminal justice personnel.  The release and promotion of the DCJS model policy and its respective trainings is an effective, efficient, and practical initial step in promoting best practices in responding to sexual violence across Virginia.
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