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Introduction
More than one in three women 

and one in four men experience 
sexual violence during their lifetime 
(Smith, et al. 2018). The Centers 
for Disease Control and Prevention 
report that, from January 2017 to 
December 2019, 173,244 female 
patients visited emergency depart-
ments for sexual violence, as did 
23,071 male patients (D’Inverno, 
Idaikkadar & Houry, 2021). For sur-
vivors seeking medical help, sexual 
assault medical forensic examina-
tions (SAMFEs) are a critical step 
for accessing advocacy, treatment, 
and recovery services. Sexual assault 
nurse examiners (SANEs), other 
specially trained medical personnel, 
or emergency department personnel 
perform SAMFEs, which involve 
medical services and forensic evi-
dence collection. 

From 2018 to 2021, the Urban 
Institute (Urban) collaborated with 
the International Association of 
Forensic Nurses (IAFN), to conduct 
a comprehensive, national-level 
study of the implementation of the 
U.S. Department of Justice Offi ce 
on Violence Against Women (OVW) 
National Protocol for Sexual Assault 
Medical Forensic Examinations: 
Adult/Adolescents 2nd Edition. 

In Their Own Words

Perception of Strengths Among 
Women With Histories of 
Addiction and Victimization
Stephanie Lim, Laura Siller and Katie M. Edwards

An important yet understudied component 
of recovery following victimization is the 
identifi cation of personal strengths (Dutton, 
2000). The purpose of the current study 
was to explore what women in recovery 
from addiction and domestic and/or sexual 
violence victimization perceived to be their 
strengths. Participants were 59 women liv-
ing in a sober living home who completed 
a baseline survey assessing victimization, 
addiction, and other psychosocial charac-
teristics. At the end of the survey, women 
were asked an open-ended question inquiring 
about what they felt were their strengths. A 
content analysis revealed six overarching 
themes that emerged from the data including: 
(1) interpersonal strengths (e.g., having social 
support, being a good mother, having good 
communication skills, being supportive); 
(2) intrapersonal strengths (e.g., empathy, 
perseverance, introspectiveness); (3) recov-
ery; (4) work ethic; (5) spiritual connection; 
and (6) other (e.g., survivor, athlete). Helping 
women to identify their strengths, including 
those identified by women in the current 
study, may enhance the effectiveness of 
interventions. These data also have important 
implications for developing strengths-based 
assessment tools specifi cally for women with 
histories of victimization and addiction.

Domestic and sexual violence (DSV) 
victimization and addiction co-occur at high 
rates (Covington, 2008; Devries, et al. 2014; 
Edwards, et al. 2017). Much of the research 
on addiction focuses on risk factors and/or 
factors that contribute to relapse (Brorson, 
et al. 2013), while signifi cantly less research 
focuses on competencies and resources 
that women can use to maintain sobriety.  
Women in recovery from both addiction and 
trauma bring with them assets and strengths 
that facilitate healing despite experiencing 
trauma (Anderson, Renner & Dais, 2012). 
Yet research on strengths among women 
in recovery from both addiction and DSV 
rarely focuses on what women perceive 
as their strengths. Rather, most research 
use quantitative methods (e.g., Recovery 
Strengths Questionnaire, Resilience Scale, 
Connor-Davidson Resilience Scale) to 
assess how strengths relate to psychologi-
cal distress (Humphreys, 2003; Anderson, 
et al. 2012). Finally, we are only aware 
of one study (Call & Nelson, 2007) that 
has specifi cally examined perceptions of 
strengths among women with histories of 
both addiction and victimization: the current 
study addresses these gaps in the literature. 

See SANE, page 10
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(SAFE Protocol). The goal was to assess the 
extent to which states, territories, and local 
jurisdictions respond to sexual assault in 
accordance with the Protocol’s guidelines. 
The current article presents data obtained on 
SANE programs in the United States as of 
2020, stakeholder perceptions’ of SANEs, 
and SANE-identified supports, barriers, 
and needs. Throughout this document, we 
use the terms survivor, patient, and victim 
interchangeably in places where it is rel-
evant to do so to describe people who have 
experienced sexual violence.

SANEs and SANE Programs
SANEs are specially trained nurses 

who provide comprehensive psychologi-
cal, medical, and forensic services for 
victims of sexual assault (Campbell, et 
al. 2011). SANE programs emerged in 
the 1970s in response to challenges in the 
investigative handling of sexual assault 
crimes and survivors’ experiences with 
seeking care (Little, 2001). Prior to the 
creation of SANE programs, survivors of 
sexual assault were referred to hospital 
emergency departments for treatment and 
forensic evidence collection. However, 
these patients face unique challenges in 
emergency departments including: staff 
who are inadequately trained in treating 
victims; low prioritization compared to 
other patients; and long wait times which 
lead to prolonged exposure to the chaotic 
environment of the emergency department. 
All of this denies patients the comfort and 
privacy they need after an assault (Ahrens, 
et al. 2000; Ledray & Simmelink, 1997; 
Lenehan, 1991). These experiences can 
infl uence victims’ reluctance to seek future 
care or participate in criminal justice pro-
ceedings (Campbell, 2008). 

SANE programs were designed to pri-
oritize the holistic well-being of survivors 
(Zweig, et al. 2020). These programs aim 
to provide free medical care and encour-
age timelier visits  (Ahrens, et al. 2000). 
At a minimum, prior to practicing in the 
expanded role of the SANE, each program 
in the U.S. requires Registered Nurses with 
at least two years’ nursing practice to under-
go specialized didactic and clinical training 
that meets the IAFN SANE Education 
Guidelines (IAFN, 2018). For a nurse to 
become certifi ed as a Sexual Assault Nurse 
Examiner - Adult/Adolescent (SANE-A®), 
they must meet the eligibility require-
ments to sit for and successfully complete 
the certification examination. There are 

some states that have unique credentialing 
requirements for a nurse to practice within 
that state as a SANE. Requirements could 
include an application and fee process, 
nursing license verifi cation, background 
check with fi ngerprinting, a specifi c number 
of hours to observe and perform a specifi c 
number of SAMFEs, or observation hours 
with partners. 

The Effectiveness of SANE 
Programs

Over the past 30 years, research has 
shown SANEs lead to more robust psycho-
logical recovery for survivors (Campbell, 
Patterson & Litchy, 2005; Ericksen, et al. 
2002; Ledray, Faugno & Speck, 2001). 
SANEs treat survivors of sexual assault 
with compassion (Campbell, Greeson & 
Fehler-Cabral, 2013; Fehler-Cabral, Camp-
bell & Patterson, 2011), see patients more 
quickly than programs without SANEs 
(Stermac & Stirpe, 2002), collect higher 
quality evidence for investigation/prosecu-
tion (Sievers, Murphy & Miller, 2003), and 
connect survivors more thoroughly with 
victim advocates and other community 
services (Crandall & Helitzer, 2003). They 
also serve a key role in collaborating with 
multidisciplinary groups of community 
stakeholders involved in the sexual assault 
response, including victim advocates, law 
enforcement professionals, and prosecutors, 
to create a more coordinated approach to 
treatment, investigation, and prosecution 
(Ahrens, et al. 2000; Greeson & Campbell, 
2014). Although not all SANE programs 
or SANEs are the same — and outcomes 
may differ by jurisdiction — research has 
revealed the overall impact of SANE pro-
grams to be positive. Below, we present a 
national portrait of SANE programs and 
their characteristics, as of 2020.

Methods
This was a cross-sectional, mixed-

methods study that sought to examine the 
national implementation of the SAFE Pro-
tocol. In this paper, we describe fi ndings 
from three data collection strategies con-
ducted as part of this assessment: a national 
survey of SANE programs; a survey of 
victim advocates; and four case studies in 
local jurisdictions.

We used the voluntary IAFN national 
Forensic Nursing Program directory (as 
of August 2019) as a sampling frame to 
identify SANE programs for the nation-
al survey. We examined the directory 
for duplicate entries, and cleaned  it by 
verifying — or attempting to verify — 

the existence and contact information 
of the SANE programs via email and 
phone contacts. We also identified a 
main contact person for each program 
to receive the survey, which we defi ned 
as the SANE coordinator if they were 
a practicing SANE. If the coordinator 
was not a SANE, we asked for the most 
experienced SANE from the program to 
complete the survey. Surveys were sent 
to all programs that had valid contact 
information. To obtain our sample for 
the survey of victim advocates, the last 
section of the SANE survey asked respon-
dents for a snowball sampling referral to 
a local non-profi t sexual assault service 
provider with whom they worked and who 
provided exam accompaniment/advocacy 
program services. If a responding SANE 
did not provide such referral informa-
tion, we conducted geographically-based 
Internet searches to identify relevant local 
nonprofi t sexual assault service providers 
in the SANE program’s catchment area.

Surveys of SANEs and victim advocates 
were conducted via Qualtrics online survey 
software. Respondents were sent initial 
emails signed by the Urban Institute, IAFN, 
the National Sexual Violence Resource 
Center, and the Offi ce on Violence Against 
Women (the study funder) explaining the 
goals of the study, their rights as partici-
pants, and individualized links to the online 
survey so that nonresponse could be moni-
tored. The national survey of SANE pro-
grams was administered from October 2019 
through August 2020, and corresponding 
victim advocate surveys were administered 
between December 2019 and August 2020. 
Non-responders were contacted multiple 
times via email and personal phone con-
tact in order to boost response rates. The 
national survey of SANE programs was sent 
to 598 verifi ed programs. Representatives 
from 379 programs completed the survey 
(a 63% response rate). We sent surveys to 
365 victim advocates (corresponding sexual 
assault service providers were not identifi ed 
for 14 SANE programs) and 261 completed 
the survey (a 72% response rate).

Case study jurisdictions were identifi ed 
based on the following criteria: (1) both 
local SANEs and victim advocates reported 
the community as implementing the SAFE 
Protocol particularly well; (2) the SANE 
program had been in operation for at least 
two years (to ensure it was an established 
program); and (3) the community had a 
multidisciplinary team (MDT) focused on 

https://www.civicresearchinstitute.com/sar.html
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sexual assault response. Of those that met 
these criteria, we identifi ed one jurisdiction 
representing each of four different regions 
of the country: the West, Northeast, South, 
and Midwest.

We virtually (via videoconference) con-
ducted semi-structured interviews with 
local stakeholders to ask questions about 
the local sexual assault response including 
the MDT approach; examination pay-
ment mechanisms; the presence of victim-
centered care which prioritizes the needs 
and concerns of victims; operational issues 
with the examination; kit handling and 
storage; the adoption and sustainability of 
SAFE protocol practices; and the criminal 
legal system response. We interviewed 35 
stakeholders across the four case study 
sites, including: six SANEs and one hospi-
tal social worker; eight victim advocates; 
fi ve detectives and one chief of police; fi ve 
prosecutors and one victim witness advo-
cate, two crime lab representatives, and 
six administrators (a victim compensation 
coordinator, Title IX coordinator, gover-
nor’s offi ce representative, state forensic 
nursing coordinator, and two sexual assault 
response teams [SART] coordinators). 

Three-quarters of respondents identifi ed 
as cisgender women (n = 26); six respon-
dents identifi ed as cisgender men; and three 
respondents indicated they preferred not to 
provide an answer about this. Few respon-
dents identifi ed as people of color (three were 
Hispanic/Latinx, one was Asian/Middle 
Eastern, and one was Native American); the 
remaining sample identifi ed as white. Most 
respondents were ages 26 to 55 (16 were 
ages 26 to 45 and 10 were ages 46 to 55), 
with few reporting ages younger or older 
than that (two were ages 18 to 25, fi ve were 
ages 56 to 65, and two were over age 65).

We are committed to including the voices 
of those most affected by the sexual assault 
response system — sexual assault survivors 
themselves — when conducting research 
on these issues. At each case study site, we 
asked local stakeholders to help us identify 
and recruit survivors so we could hear about 
the services and responses they encountered 
in their community from their perspective. 
Potential participants were offered $40 in 
appreciation of their time and expertise. 
Due to challenges of the COVID-19 pan-
demic (e.g., stakeholders reported having 
less contact with survivors during this 
time, and interviews were being conducted 
virtually), stakeholders were unable to 
successfully identify survivors interested 

in speaking with us. Stakeholders reported 
survivors were reluctant to meet virtually 
rather than in person. This is a known study 
limitation.

Location and Service Area
Among the 379 programs surveyed, 139 

are located in the South, 120 are in the Mid-
west, 69 are in the West, and 51 are in the 
Northeast.  Of these, 202 programs (53%) 
serve multiple counties; 73 (19%) serve only 
one county; 33 (9%) serve multiple counties 
and a military base; 26 (7%) serve multiple 
counties and an American Indian/Alaskan 
Native community; and 19 (5%) serve 
multiple counties, i.e., an American Indian/
Alaskan Native community, and a military 
base. A small number of programs indicated 
that they serve only one city, one American 
Indian/Alaskan Native community, or one 
military base. Overall, the majority of 
SANE programs serve multiple counties. 

Historically, hospitals have been the 
primary location for most SANE programs 
(DOJ, 2013). Similarly, of the 379 SANE 
programs surveyed, several served patients 
in multiple locations with nearly all (n = 
329) SANEs seeing patients in hospitals. 
In contrast, 42 see patients in community-
based health clinics, 37 see patients in rape 
crisis centers, 35 see patients in community-
based non-health centers, 15 see patients in 
child advocacy centers, 10 see patients in 
mobile examination units, six see patients 
in college/university health clinics, fi ve see 
patients in correctional facilities, four see 
patients in free-standing SANE programs, 
and one SANE sees patients in the coroners’ 
offi ces. When asked about the primary loca-
tion where they see patients, most of the 377 
SANEs respondents identifi ed a hospital 
(n = 297, 79%). Another 28 (7%) identi-
fied a community-based non-health site 
(such as a family justice center), 25 (7%) 
identifi ed a rape crisis center, 20 (5%) said 
a community-based clinic, and seven (2%) 
responded with another primary location 
(e.g., police departments and free-standing 
SANE programs). 

Program History, Size, and 
Funding

Based on respondents who indicated 
what year their program was founded (87% 
of the total sample), the number of SANE 
programs increased primarily during the 
1990s, with many programs being founded 
between 1990 and 2009 (63%). Specifi cally, 
seven programs were founded between 
1970 and 1979, eight between 1980 and 
1989, 102 between 1990 and 1999, and 106 

between 2000 and 2009. Just under one-
third of programs (n = 105) were founded 
between 2010 and 2019, and one program 
was founded in 2020. Few SANE programs 
were relatively new; only 57 (17% percent) 
were founded within the past fi ve years.

We asked respondents if their program 
had ever completely halted services for any 
reason. Among the 359 SANEs responding, 
only 24 (7%) stated that their program had 
halted services. Reasons included funding 
lapses (four programs), lack of support from 
hospital administration (nine programs), 
lack of support from emergency depart-
ments (six programs), and lack of trained 
SANEs (17 programs). Some respondents 
reported halting services due to natural 
disasters, the COVID-19 pandemic, and the 
inability to meet legal program standards. 
Although the number of programs revealing 
a halt in services is low, during our initial 
survey outreach we were able to iden-
tify a number of programs that were either 
defunct or only served children (n = 88) 
that were not included in the fi nal sample.

We asked respondents to estimate the 
number of sexual assault patients their pro-
grams serve in a one-year period. Of the 378 
respondents, 72 (19%) reported seeing more 
than 300 patients/year, 38 (10%) see 201 to 
300 patients/year, 93 (25%) see 101 to 200 
sexual assault patients/year, 79 (21%) see 
51 to 100 patients/year, 61 (16%) see 26 to 
50 patients/year, and 35 (9%) see fewer than 
25 sexual assault patients a year. 

All programs surveyed serve adult sexual 
assault patients, but many also serve other 
types of patients as well. Of the 364 SANEs 
who provided this information, 273 (75%) 
serve child victims of sexual assault/abuse, 
258 (71%) serve victims of human traffi ck-
ing, 220 (60%) serve victims of domestic/
interpersonal violence, 204 (56%) conduct 
suspect examinations/third party examina-
tions, 179 (49%) serve vulnerable/disabled 
adult victims of abuse, 168 (46%) serve 
victims of elder abuse/neglect, 166 (46%) 
serve child victims of maltreatment, and 
124 (34%) serve patients with trauma/trau-
matic injuries. A small number of programs 
indicated serving victims of strangulation, 
gunshot and stab wounds, and physical 
assaults. Due to co-occurring/polyvictim-
izing events, some programs noted serving 
all types of patients if a sexual assault was 
involved. Overall, nearly all SANE pro-
grams serve a variety of types of patients 
who have experienced victimization; only 
six programs reported only serving adult 
sexual assault patients.

https://www.civicresearchinstitute.com/sar.html
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S ANE program funding is often based 
on federal government grants; many of 
these grants stem from the Violence Against 
Women Act (VAWA) and the Victims of 
Crime Act (VOCA). Of the 340 respon-
dents, 120 SANE programs (35%) receive 
funding from VOCA crime victim assis-
tance grants; 42 (12%) are funded directly 
from the state budget; 39 (11%) receive 
funding from VAWA STOP formula grants; 
23 (7%) receive funding from OVW/VAWA 
discretionary grant programs; 22 (6%) 
receive funding from local or state funds; 
18 (5%) receive funding from VAWA SASP 
– Sexual Assault Services formula grant 

Program; 14 (4%) receive funding from pri-
vate foundations; 11 (3%) receive funding 
from their hospital; and a smaller number 
of respondents (n = 6; 2%) receive fund-
ing from the Bureau of Justice Assistance 
Sexual Assault Kit Initiative and Byrne 
grants. Other funding sources included city/
county budgets and federal funding sources 
(including the Department of Defense, 
the Offi ce of Victim Services and Justice 
Grants, the Department of Justice, and the 
Health Resources and Services Adminis-
tration).

Staffing
SANE programs use a variety of staffi ng 

models, even within the same program. 
Most respondents (n = 297; 75%) reported 
their SANE program is staffed by on-call/
as-needed staff that were not full time, and 
not scheduled for a specifi c shift. Next, 143 
(38% percent) reported their program is 
staffed by full time staff, 82 (22%) reported 
their program is staffed by nurses on shift 
but not full time, and 20 (5%) reported 
other staffi ng confi gurations, including 24/7 
on-call SANEs, independently contracted 
SANEs, and staffi ng by day-of-the-week 
(i.e., full-time staff during weekdays, part-
time staff during weekends). 

The SAFE Protocol mentions that IAFN 
SANE-A® board certifi cations are increas-

ing around the country (DOJ, 2013). As of 
June 2021, IAFN recognizes 1,511 nurses 
as SANE-A® certifi ed. We asked SANE 
programs about their certifi cation. Of the 
377 who responded, 23 (6%) stated SANE-
A® certifi cation was required to practice 
in their program, 349 (93%) had no such 
requirement, and fi ve (1%) were uncertain 
about program certifi cation requirements. 
Regarding nursing experience, of the 379 
respondents, 34 (9%) said three or more 
years’ nursing experience was the hiring 
minimum for their program, 209 (55%) 
reported two years of nursing experience 
was a hiring minimum, 77 (20%) reported 
one year of required nursing experience, 48 
(13%) reported no minimum requirement, 

seven (2%) reported they did not know 
if their program had a minimum practice 
requirement, and four programs answered 
in other ways (e.g., 18 months required, one 
year specifi cally in the ER, NP licensure). 

One of the many ways in which the 
SAFE Protocol has been disseminated is 
through trainings to SANE programs and 
local sexual assault response teams. Of 
the 334 respondents who provided this 
information about SAFE Protocol train-
ing, 234 SANE programs (70%) reported 
having received trainings from IAFN; 
140 (42%) received trainings from local 
sexual assault victim services programs; 
137 (41%) received trainings from their 
state sexual assault coalition; 114 (34%) 
received trainings from their state IAFN 
chapter; 59 (18%) received trainings from 
sane-sart.org; 50 (15%) received trainings 
from National Sexual Violence Resource 
Center (NSVRC) webinars; 49 (15%) 
received trainings from their state VAWA 
administrators; 34 (10%) received train-
ings from their SANE program or program 
coordinator; 11 (3%) had SAFE Protocol 
trainings by a SART/MDT partner (attorney 
general’s offi ce, law enforcement, advocacy 
center, etc.); a smaller number of programs 
had other trainings (including independent 
study, federal government trainings, and 
End Violence Against Women International 

(EVAWI)), and 19 (6 %) had never been 
trained on the SAFE Protocol. 

Stakeholder Perceptions of 
SANEs

Across the case study sites, stakeholders 
perceived SANEs as a positive and even 
“invaluable” force working to address 
sexual assault in their jurisdictions. SANEs 
are viewed as the “experts” for all things 
involving the SAMFE. Some stakeholders 
report seeing SANEs as champions for 
survivors of sexual assault in the medical 
arena. The stakeholders we interviewed 
stated that SANEs often bring trauma-
informed and victim-centered care to the 
sexual assault response process. In states 
where SANEs can be trained as forensic 
interviewers, law enforcement and pros-
ecutor interviewees spoke to the benefi t of 
having SANEs act as forensic interviewers 
and as credible witnesses when testifying in 
court proceedings, which strengthens legal 
cases. According to one law enforcement 
professional, SANEs are those stakehold-
ers “bridg[ing] the gap of contact, profes-
sionalism, and evidence gathering” when 
working with survivors of sexual assault. 
These positive views of SANEs and their 
work translate to positive views about 
how SANEs facilitate collaboration across 
jurisdictions. SANE coordinators and/or 
program managers in some jurisdictions are 
seen as the glue for stakeholder collabora-
tions; they often facilitate SART and MDT 
meetings at these sites. 

Although m ost stakeholders spoke highly 
of SANEs, some challenges remain. Of 
the issues that respondents shared, many 
related to the SANE program design and 
its effect on SANE availability. Forensic 
nursing programs that staff SANEs on a 
part-time or per-diem basis — or programs 
that use an on-call structure — may face 
SANE shortages and patient wait times that 
frustrate stakeholders, particularly victim 
advocates. Some victim advocates addi-
tionally shared frustration with the fact that 
SANEs are not bringing them into the sexual 
assault response as early as they should (i.e., 
to provide advocacy and support during 
the SAMFE process). This may result in 
SANEs hearing more information or more 
backstory from a patient than advocates or 
law enforcement due to the nature of their 
acute response which can create a barrier 
to development of long-term supportive 
advocacy. These perceptions demonstrate 

See SANE, next page

Stakeholders perceived SANEs as a positive and even 
“invaluable” force working to address sexual assault in 
their jurisdictions. SANEs are viewed as the “experts” 

for all things involving the SAMFE.
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that there must be clear communication 
structures and response procedures to miti-
gate the possibility of all parties not being 
brought into the sexual assault response 
process at the necessary and recommended 
stages. Finally, some stakeholders noted 
that many SANE programs face issues with 
representation from diverse populations and 
language barriers, as most of the forensic 
nurses they work with are white, English-
speaking women.

SANE Program Needs, Barriers, 
and Supports

Through both the survey of SANE 
programs and interviews with SANEs, 
we gathered data on barriers and supports 
for the implementation of the SAFE Pro-
tocol in communities, and challenges and 
needs related to SANE program operation. 
SANE survey respondents were asked 
to rate 33 factors that may affect SAFE 
Protocol implementation on a scale from 
1 to 5, with 1 being a major barrier and 
5 being a major support. Based on the 
average rating across all factors, capacity 
(e.g., suffi cient staff, program, and com-
munity resources, such as training, facili-
ties, and equipment) was the top-reported 
barrier by SANEs. This was followed by 
stability of funding to implement the Pro-
tocol’s provisions, state/tribal law around 
implementation, availability of continued 
training for SANEs, and training availabil-
ity to become a SANE. Overall, barriers 
centered around insufficient resources, 
including funding, staff, and training 
opportunities.

Across all 33 factors, on average, the 
primary factor supporting SAFE Protocol 
implementation was SANEs’ work. This 
was followed by the work of non-profit 
sexual assault victim service organizations/
agencies (e.g., rape crisis centers, sexual 
assault service centers), professionals in the 
response systems’ (e.g., SANEs, advocates, 
police) knowledge of timing for collecting 
evidence, professionals in the response 
systems’ knowledge of sexual assault kit 
storage and retention policies, and profes-
sionals in the response systems’ knowledge 
of timing for the examination. Other than 
SANEs’ work and knowledge around vari-
ous policies and practices, advocacy orga-
nizations and the work they do was rated as 
a major support for the implementation of 
SAFE Protocol practices in communities 
and jurisdictions. 

Interview data found similar barriers and 
supports for SANEs and SANE programs. 
SANEs reported staffi ng to be a challenge. 
They identifi ed program stability as prob-
lematic when a jurisdiction lacks a suffi cient 
number of trained nurses. This situation 
creates access issues for survivors as they 
may have to travel farther distances to 
receive a SAMFE by a trained nurse. Lack 
of transportation in rural areas was also 
identifi ed as a challenge; patients may not 
seek services or return for follow-up care 
if they cannot access a SANE program via 
accessible transportation. Another barrier 
SANEs noted was working with stakehold-
ers who may lack knowledge of, or fail to 
demonstrate, trauma-informed care. SANEs 
stated that partners in their jurisdiction who 
exhibit a lack of trauma-informed care 
may negatively affect survivors and their 
experiences with pursuing care after a 
sexual assault and cause them to experience 
secondary victimization. 

SANEs also described the COVID-19 
pandemic as a challenge. Multiple sites 
acknowledged difficulty connecting and 
working with other stakeholders during 
this period. Not only was it more diffi cult to 
contact professionals during the pandemic, 
advocates in some jurisdictions were not 
permitted to be physically present in the 
hospital during the SAMFE process. In 
these instances, SANEs reported attempt-
ing to connect with advocates via Zoom, 
but that workaround was not nearly as 
effective as being in-person; the resulting 
relationships between survivors and advo-
cates suffered. 

As for supports, SANEs reported that 
collaboration and strong relationships with 
other stakeholders was a major support. 
They stated that, to best serve survivors, 
all community stakeholders must clearly 
understand the work and their role, while 
also engaging in cross training. SANEs 
identifi ed building rapport with the survivor 
as a key factor in conducting a successful 
examination. Steps reported in building 
rapport included providing a comfortable, 
private environment that was safe and 
secure; providing patients with informa-

tion about their rights; setting expectations; 
and being available to answer questions. 
SANEs also noted the importance of meet-
ing patients where they are by setting aside 
their own expectations and instead focusing 
on what patients identify as their needs and 
values, and of emphasizing that the patient 
controls their own examination process. 
This may involve allowing the patient to 
defi ne what success looks like and what 
outcome they want to achieve. One last 
facilitator to SANEs’ work was the ability 
to provide free exams and services without 
the survivor having to fi le an offi cial police 
report. SANEs believed that these types 
of payment and reporting structures have 
encouraged more patients to get exams. 

Discussion
SANE programs vary greatly in sev-

eral areas, including size, location, number 
and types of patients served, staffi ng, and 
required training and experience. Despite 

these differences, programs involved in this 
study agreed on potential challenges and 
barriers, and benefi cial factors. 

First, SANEs highlighted the importance 
of strong communication and collabora-
tion between professionals involved in the 
sexual assault response. Other stakeholders 
also noted the important role SANEs play 
in coordinating community responses. 
Community representatives who believed 
positive relationships existed among their 
stakeholders reported this as a primary 
support in their work; those who did not 
have those relationships reported that it 
hindered their response and ability to suc-
cessfully serve survivors. One venue for 
developing these relationships is within 
the SART and/or MDT. When asked, 94% 
of SANE survey respondents reported 
that their program participates in a formal 
MDT. These groups allow professionals to 
engage in cross-training and establish open 
lines of communication that may facilitate 
coordinated care for survivors. SARTs that 
use formal structures and institutionalize 
collaborative processes have been found 

See SANE, next page

SANEs highlighted the importance of strong 
communication and collaboration between 

professionals involved in the sexual assault response.
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to be effective at improving victims’ help-
seeking experiences, victims’ participation 
in the criminal justice system, police pro-
cessing of cases, and prosecution of cases 
(Greeson, et al. 2016).

SANEs and c ommunity professionals 
highlighted other issues regarding program 
staffing, access, and resources. Experts 
report a national shortage of nurses and 
doctors who are trained to conduct SAM-
FEs (Kaplan, Wong & Murphy, 2021). 
SANEs and other stakeholders involved 
in the sexual assault response consistently 
reported the need for more trained nurses 
and the funding to expand staff and training 
opportunities. Study participants stated that 
they aspired to have the funds and resources 

to expand their program and offer additional 
training. These challenges may create access 
issues. When a lack of programs staffed by 
trained nurses means that a survivor must 
travel long distances to receive a SAMFE, 
the lack of access may deter the survivor 
from seeking services and can also lead to 
issues of equity in more rural areas where 
transportation may be an issue. In addition, 
an understaffed program may lengthen the 
wait times for survivors if no trained nurse 
is available to conduct an examination. Rep-
resentation among staff was also mentioned 
as a challenge in places that serve diverse 
populations. Language barriers can create 
an additional obstacle for survivors seeking 
care and oftentimes survivors may feel more 
comfortable being seen by someone with a 
similar background. If possible, SANE pro-
grams should work to diversify their staff.

A fi nal area highlighted by study partici-
pants was the need for staff support. SANEs 
work in an environment where they must 
maintain a professional response to acts 
of trauma and violence, and research has 
shown that SANEs experience high rates 
of vicarious trauma (Raunick, et al. 2015; 
Wies & Coy, 2013). Some SANEs from the 

case study programs reported concern that 
vicarious trauma may become a signifi cant 
issue, leading to a high rate of staff turnover. 
Respondents proposed that when SANEs 
are supported in this career they are more 
resilient to job stressors. Having a suffi cient 
number of trained SANEs and established 
supports — such as practices that encour-
age self-care, mental health resources, and 
designated staff to talk to — can decrease 
burnout among these professionals. Hos-
pitals and other places employing SANEs 
should be aware of this vicarious trauma 
and have the proper resources in place to 
mitigate these effects.

SANEs have been found to improve 
survivors’ experiences with seeking care 
after a sexual assault. The identifi ed areas 
and needs should guide communities and 

jurisdictions across the U.S. as they estab-
lish, expand, and operate SANE programs 
to effectively and successfully serve survi-
vors of sexual assault. Reducing the barriers 
and challenges and increasing support for 
these programs can enhance community 
response and help survivors heal. 
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and CODIS hits produced by tested SAKs 
and to support victims throughout the 
investigation and prosecution process (U.S. 
Department of Justice, FY’ 2015 Competi-
tive Grant Announcement, 2015).

What Do These Publications 
Include and How Is This 
Research Relevant to My Work?

The Process Evaluation and System 
Reform Assessment Report summarizes 
fi ndings from the process evaluation and 
system reform assessment study component 
for which Westat documented the range of 
approaches SAKI sites employ to address 
unsubmitted SAKs and prevent future back-
logs. These approaches may be relevant to 
practitioners and policy makers in jurisdic-
tions interested in addressing unsubmitted 
SAKs and preventing SAK backlogs.

Title: The Evaluation of the Bureau 
of Justice Assistance Sexual Assault 

Kit Initiative: Process Evaluation and 
System Reform Assessment Report 
Authors: Debra Rog, Susan Chib-
nall, William Wells. https://njp.ojp.
gov/library/publications/evaluation-
bureau-justice-assistance-sexual-
assault-kit-initiative-process. 

The Case Analysis and Feasibility 
Assessment Report summarizes fi ndings 
from the case analysis and feasibility study 
components, for which Westat assessed case 
characteristics and outcomes of previously 
unsubmitted SAK cases, as well as the fea-
sibility of collecting and using case level 
data for an evaluation of the SAKI program. 
The findings presented in this report may 
assist practitioners and policy makers in 
other jurisdictions to understand the barri-
ers and facilitators to using case level data 
in SAKI evaluations.

Title: The Evaluation of the Bureau 
of Justice Assistance Sexual Assault 
Kit Initiative: Case Analysis and 
Feasibility Assessment Report 

Authors: Debra Rog, Susan Chibnall, 
William Wells. https://www.ojp.gov/
ncjrs/virtual-library/abstracts/eval-
uation-bureau-justice-assistance-
sexual-assault-kit-initiative.

The Evaluation Plan Report provides 
a summary of the key implications gleaned 
from the initial evaluation activities, and the 
proposed methods, data collection time-
lines, staffi ng plans, and sample instruments 
to guide the execution of an evaluation of 
the national SAKI program. The findings 
presented in this report may assist practi-
tioners and policy makers in other juris-
dictions to plan, develop, and implement a 
SAKI outcome evaluation.

Title: The Evaluation of the Bureau 
of Justice Assistance Sexual Assault 
Kit Initiative: Evaluation Plan 
Authors: Debra Rog, Susan Chib-
nall, William Wells. https://www.ojp.
gov/library/publications/evaluation-
bureau-justice-assistance-sexual-
assault-kit-initiative-evaluation. 
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