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SUGGESTIONS FOR USING THIS GUIDE

A multidisciplinary response is needed to serve
victims of sexual assault, and OVC anticipates that
individuals from many disciplines, not just forensic
nursing, will use this guide to aid their efforts in
establishing and operating a SANE program.
Indeed, the impetus driving the development of
several SANE programs has come from law en-
forcement, sexual assault victim advocates, and
others. Therefore, this guide was written from the
perspective that not everyone who reads it will
have a forensic nursing or even a clinical back-
ground. At the same time, there are a few clinical
issues addressed in this guide that cannot ad-
equately be addressed in “layman’s terms.” We
hope that this guide strikes a reasoned balance. As
the effort to develop a SANE program should be a
multidisciplinary one, we suggest that nonclini-
cians refer to the nursing and medical members of
the organizing team for clarification or further
discussion of clinical topics. To aid the nonmedical
reader, a glossary of acronyms used throughout the
guide is located after the appendixes.

An important issue is the rapid development of
State policies and procedures governing the pro-
cesses and protocols of SANE programs that
occurred during the writing and review of this
guide. Users of this guide should understand that
State statutes and policies always take prece-
dence over the recommendations described in
this manual.

This guide was designed to be read in its entirety,
with each chapter building on information pre-
sented in the previous chapter. Treating each
chapter independently would have required much
duplication of basic information, greatly increasing
the length of the guide. Constant duplication of
the same information in each chapter would also
be annoying and distracting to most readers. In a
few instances, information is repeated for clarity
and to preclude frequent referral back to previous
chapters. Readers who are unable to read the
manual in its entirety are advised that:

m  The use of female pronouns for victims was
a deliberate choice and the rationale is ex-
plained in Chapter 1, page 2, in the section
“Terminology.”

m Female pronouns were also used to refer to
SANE practitioners, as the overwhelming
majority of them are female.

m Throughout the guide, references are made
to “the survey.” This refers to a survey
conducted of existing SANE programs at the
beginning of the project and is described in
Chapter 1, page 2, in the section “Scientific
Basis of This Guide.”
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A MESSAGE FROM THE OVC ACTING DIRECTOR

OVC believes that an informed, effective response to violence in America transcends the criminal justice
system, and builds on many disciplines, including the health care sector. We know that victims of sexual
assault suffer psychological trauma and, all too frequently, long-term health consequences as a result of
their victimization. Therefore, providing sensitive health care to victims is critically important in the
aftermath of a sexual assault. Unfortunately, the traditional model for sexual assault medical evidentiary
exams frequently compounds the traumatization of victims. Medical personnel in the emergency room
setting often regard the needs of most sexual assault victims as less urgent than other patients in the
emergency room. As a result, rape victims may endure long hours of waiting in the public areas of busy
emergency rooms. They are not allowed to eat, drink, or even urinate while they wait for a physician to
conduct the medical evidentiary exam. Frequently, the physicians or nurses who perform the exams have
not been trained in medical evidence collection procedures or do not perform these procedures frequently
enough to maintain their proficiency. Some physicians are reluctant even to perform the medical eviden-
tiary exam, knowing that they might be called away to spend a day or more in court testifying or that
their qualifications to testify might be questioned due to their lack of training and experience. In re-
sponse to these issues, the first Sexual Assault Nurse Examiner (SANE) program was developed in 1976,
offering a multidisciplinary, victim-centered way of responding to sexual assault victims. There are now
more than 100 SANE programs throughout the U.S., but these programs are not enough to serve the
hundreds of thousands of children and adults who are victims of sexual assault every year.

The services of trained, experienced SANE practitioners help to preserve the victim’s dignity, enhance
medical evidence collection for better prosecution, and promote community involvement and concern
with crime victims and their families. OVC has a strong interest in promoting the replication of pro-
grams such as SANE. This SANE Development and Operation Guide is the result of that interest and we
anticipate that it will serve as a blueprint for nurses and other community leaders who wish to establish a
similar program in their own community. OVC commends Dr. Linda Ledray and her colleagues in
forensic nursing across the nation for their strong, visible leadership in developing and supporting
programs that help sexual assault victims take the first steps toward healing.

Kathryn M. Turman
Acting Director
Office for Victims of Crime
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CHAPTER 1

In 1991, when the Journal of Emergency Nursing
published the first list of SANE programs, there
were only 20 programs listed (ENA: 91). In a
1996 update, 86 SANE programs were identified
(Ledray: 96a). This updated list was used as the
basis of a survey of SANE programs conducted by
the Sexual Assault Resource Service (SARS) at
Hennepin County Medical Center in Minneapolis
in order to obtain information about current
SANE program structure and practice. Fifty-nine
(68%) of the 86 programs surveyed responded. Of
these 59 programs responding, 3 were established
between 1976 and 1979; 10 between 1980 and
1989; and 46 between 1990 and 1996. Although
the initial SANE development was slow with only
three programs in existence at the end of the
1970, program development today is progressing
rapidly. During the progress of writing this
manual, 117 SANE programs were identified and
are listed in Appendix B. It is anticipated that their
number has already changed significantly. This list
of existing SANE programs will be updated on a
SANE Web site <www.sane-sart.com> that has been
funded by the Office for Victims of Crime, Office
of Justice Programs, Department of Justice, which
began functioning in January 1999.

This current flurry of interest in SANE is to a great
extent a result of the media attention created by the
1994 recognition of the Tulsa SANE program when
it received the Innovations in State and Local
Government Award from the Ford Foundation and
John F. Kennedy School of Government at Harvard
University (Yorker: 96). While Tulsa was certainly
not the first community to develop a SANE pro-
gram, the Tulsa program has taken an active role in
promoting the concept. As a result, individuals and
private and public institutions across the country
became aware of the potential benefits of the SANE
model for their own community, and they became

INTRODUCTION

eager to explore the possibility of starting a SANE
program in their area.

As a result, existing SANE programs have been
inundated with requests for information about the
development and operation of the SANE model.
While those experienced in this field have been
willing to do whatever possible to assist individuals
and groups in developing new programs, this help
has primarily been verbal assistance in answering
questions and offering advice to help individuals
anticipate and overcome obstacles. With each
phone call from a new area, the process was
repeated once again. The caller, while highly
motivated, was often unsure where to start or
even what questions to ask. The advice given was
typically based on personal experience in one
program and did not necessarily meet the needs
of other communities.

Project Goals and Objectives

The Office for Victims of Crime (OVC), Office

of Justice Programs (OJP), U. S. Department of
Justice (DOJ), recognized the need for additional
information and technical assistance when they
funded this project. OVC’s goal, and the goal of
this project, is to facilitate SANE program develop-
ment by providing information about existing
SANE program operation and development in a
systematic and comprehensive format. This manual
is intended for those who want to develop a SANE
program and for those already operating a SANE
program who want to ensure that they are utilizing
the most current information and standards.

The goal of this manual is to provide the necessary
information to develop and operate a SANE
program in an easily understood format. It in-
cludes references for or samples of many essential
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forms, policies, procedures, protocols, training
options, and program evaluation tools. Standards
of Practice are provided when there is a recognized
standard. When program options are a choice,
advantages and disadvantages for each option are
discussed.

The distinguished project staff and advisory
committee working on this project recognize that
different communities have different needs and
resources. Whenever possible, these differences are
addressed and options provided with rationale for
inclusion and selection.

Scientific Basis of This Guide

Work on this guide includes a complete review of
the SANE literature. The information available is
included in this guide, with references, for your
use. In addition, this guide is based on information
from the 59 (68%) programs who responded to
the survey of the 86 programs identified in the
1996 JEN survey (Ledray: 96b). Followup phone
calls were made to several programs to obtain
additional information for clarification. Since not
every question was answered on every survey, the
information and numbers included are based on
the answered questions only and do not always
add up to 59.

Since national certification or standardization of
SANE programs and training has not yet been
implemented, this manual reflects the experience
and judgment of the project staff, advisory com-
mittee, and the programs who responded to our
request for information (See Appendix A: Project
Staff and Advisory Committee; and Appendix B:
List of Participating SANE Programs), as well as
the current SANE literature.

Terminology

She or He?

While SANE programs deal with both male and
female sexual assault and abuse victims, for the
most part female pronouns will be used in this

guide to refer to the victim population. This
decision reflects the fact that the majority of
victims within this victim population are female.
No intent was made to exclude application to
male victims. When it is established that there
are different needs based on the sex of the victim,
these are distinguished.

Rape, Sexual Assault, or Abuse?

Since the legal definitions of rape, sexual assault,
and abuse vary from State to State, in this guide
the terms will be used interchangeably to refer to
any unwanted contact of one person’s sexual organs
by another, regardless of sex, with or without
penetration, and with or without resulting physical
injury.

Victim or Survivor?

The decision was made to refer to the victim of
rape in this guide rather than the survivor. This
decision was made because of the request of many
victims to recognize the fact that they were victim-
ized, and in the emergency department (ED) they
feel like a victim, not a survivor. In the ED or
SANE clinic during the initial period of crisis, few
victims have moved to survivor status.

SANE Guide Evaluation

A questionnaire is included at the back of this
guide to assist in evaluating its completeness and
utility. The questionnaire consists of two pages
which are designed to be pulled from the manual,
folded in half with the address visible, stapled, and
mailed.

Your comments and suggestions will help to
update and improve this guide in the future so that
it will be even more useful. We truly want and
need your assistance. Please complete the
evaluation questionnaire and return it once you
have reviewed the information in this guide.
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CHAPTER 2

Even though rape has likely occurred for as long as
humankind has existed (Brownmiller: 75), there
only has been a concerted effort to better under-
stand the issue and better meet the needs of
survivors has developed only since the early 1970%.
One of the first researchers to systematically study
the impact on and needs of this population was
Ann Burgess who holds both a nursing degree and
an Ed.D. (Burgess & Holmstrom: 74a). Burgess
identified a pattern of psychological response
which she referred to as Rape Trauma Syndrome
(Burgess & Holmstrom: 74b), and she continues
to be actively involved in furthering the scientific
understanding of rape.

Rape in the United States

The 1996 Uniform Crime Report indicates that
97,464 women were forcibly raped in the United
States in 1995. This represents a 5-percent decrease
in reported rapes from 1994, and a 9-percent
decrease from 1991. Even though the numbers
reported in the survey are declining, this figure still
indicates that in 1995, 72 of every 100,000 women
in the United States were the victims of a forcible
rape and reported the crime to the police. More
rapes occurred in large metropolitan areas, where
the rate was 76 victims per 100,000 population,
compared with 49 per 100,000 in rural communi-
ties (Uniform Crime Report: 96).

Geographically, 39 percent of the 1995 forcible
rapes occurred in the most heavily populated
Southern States, 25 percent in the Midwestern
States, 23 percent in the Western States, and 13
percent in the Northeastern States. The 2-year
trend indicates there was a decline in all regions of
the country, especially in large metropolitan areas.
During the 10-year period that the rate of reported
forcible rapes declined 10 percent in large

HISTORY AND
DEVELOPMENT OF
SANE PROGRAMS

metropolitan areas, the rate actually increased 70
percent in smaller suburban cities and 40 percent
in rural areas. The Northeastern and Midwestern
States experienced a 6-percent decline, the South-
ern States a 5-percent decline, and the Western
States a 2-percent decline in reported forcible
rapes. In 1995, the highest reporting rate occurred
in August, and the lowest reported rate was in
December (Uniform Crime Report: 96).

Despite these reported statistics, the actual rate of
rape remains unknown. We can only speculate that
this increased reporting rate outside of metropoli-
tan areas represents an actual increase in crime. An
increase in reported rapes may also be the result of
better community education, increased service
availability, and improved reporting of crime.
Estimates of the number of women who are
actually raped range from an additional four to an
additional nine victims for every one woman who
reports. In one SANE program, while approxi-
mately 20 percent of victims are uncertain about
reporting when they first came to the ED, working
through their fears and concerns with a knowledge-
able SANE has empowered 95 percent of these
survivors to report (Ledray: 92a).

As with all Crime Index offenses, reports of
forcible rape are sometimes considered “un-
founded” by law enforcement, and they are then
excluded from the crime count. The rate of “un-
founded” cases is notably higher for rape than for
any other index crime. In 1995, 8 percent of
forcible rapes were determined by law enforcement
to be “unfounded,” compared with 2 percent of all
other index crimes (Uniform Crime Report: 96).
Some individuals in the criminal justice system
may assume that all “unfounded” cases are false
reports, deceitfully reported and baseless. However,
this is not necessarily the case. Reported rape cases
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are actually classified by police as “unfounded” for
a variety of reasons. These reasons for classifying a
rape case as “unfounded” vary greatly from one
community to another, but the following are the
most common reasons:

m The police are unable to locate the victim.

m The victim decides not to follow through
with prosecution.

m The victim repeatedly changes the account
of the rape.

m The victim recants.
m No assailant can be identified.
m The police believe no rape occurred.

There are also a variety of other situations that
impede or prevent completion of the investigation
and in which the case may be classified as “un-
founded” (Aiken: 93). Unfortunately, not everyone
distinguishes between “changing the story” and
recalling additional data, or telling different aspects
of the same story, or distinguishing between an
untrue allegation and a victim who is so fearful of
the assailant that she recants her story out of fear
for her life or the life of her family. The number
one reason victims give for not wanting to report
is fear of the assailant, whose parting words in

76 percent of the cases were, “If you tell anyone...
(or report to the police), I'll come back and

Kill you...rape you again...rape your child”

(Ledray: 96a).

Unfortunately, only 4 percent of rapists go to jail
either as the result of guilty pleas or guilty verdicts
(Minneapolis Police Chief’s Report: 89). This is
true even though 51 percent of reported forcible
rapes in metropolitan areas are cleared by arrest
and 52 percent in rural and suburban areas. The
arrest rate for forcible rapes declined in 1995 by
4 percent in metropolitan areas, 6 percent in
suburban areas, and 14 percent in rural areas
(Uniform Crime Report: 96). The results were
slightly better in an earlier Detroit report which
indicated out of 372 reported rapes, convictions
resulted in 13 percent of these cases (Tintinalli &
Hoelzer: 85).

Violence has a significant impact on the physical
and psychosocial health of millions of Americans
every year. Since women are so often the victims of
violence, it is essential that women who present to
emergency departments for even minor trauma be
thoroughly evaluated. ED staff must be aware of
the types of injuries most likely resulting from
violence, and the victim must be asked about the
cause of the trauma to determine if it is the result
of violence and further evaluation is required
(Sheridan: 93). When violence such as rape is
identified, trained staff need to be available to
provide services. Only in 1992 did the guidelines
of the Joint Commission on the Accreditation of
Healthcare Organizations (JCAHO) first require
emergency and ambulatory care facilities to have
protocols on rape, sexual molestation, and domes-
tic abuse (Bobak: 92).

Fortunately, women’s groups have been working to
provide services to victims of violence, such as rape
and domestic abuse, before large sums of money
were available to support these grassroots pro-
grams. Rape centers began to be established across
the country in the early 1970’s, primarily utilizing
volunteer staff. While the sexual assault recovery
movement and most rape centers continue to
depend upon volunteer labor, more money is
becoming available to pay staff. Goodyear (1989)
suggests that staff must be paid for their work with
rape victims. Women working as volunteer workers
help perpetuate the tradition of women as unpaid
caregivers and allows society to avoid responsibility.

The landmark Violence Against Women Act
(VAWA) of 1994 was introduced by Senator Biden
and signed into law on September 13, 1994, as
Title 1V of the Violent Crime Control and Law
Enforcement Act of 1994. In addition to doubling
the Federal penalties for repeat offenders and
requiring date rape to be treated the same as
stranger rape, this Act made $800 million available
for training and program development over a 6-
year period. This was an important recognition of
the need for specialized services for female crime
victims of violent crime.
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Demonstrating the Need for
SANE Programs

The impetus to develop SANE programs began
with nurses, other medical professionals, counse-
lors, and advocates working with rape victims in
hospitals, clinics, and other settings. These indi-
viduals recognized that services to sexual assault
victims were inadequate and not at the same high
standard of care as for other ED clients (Holloway
& Swan: 93; O’Brien: 96). When rape victims
came to the ED for care, they often had to wait as
long as 4 to 12 hours in a busy, public area; their
wounds were seen as less serious than the other
trauma victims; and rape victims competed unsuc-
cessfully for staff time alongside the critically ill
(Holloway & Swan: 93; Sandrick: 96; Speck &
Aiken: 95). They were often not allowed to eat,
drink, or urinate while they waited, for fear of
destroying evidence (Thomas & Zachritz: 93).
Doctors and nurses were often not sufficiently
trained to do medical-legal exams, and many were
also lacking in their ability to provide expert
witness testimony (Lynch: 93). Even when they
had been trained, staff often did not complete a
sufficient number of exams to maintain their level
of proficiency (Lenehan: 91; Yorker; 96; Tobias:
90). Even when the victim’s medical needs were
met, their emotional needs all too often were
overlooked (Speck & Aiken: 95), or even worse,
the victim was blamed for the rape by the ED staff
(Kiffe: 96).

Typically, the rape victim faced a time-consuming,
cumbersome succession of examiners for one exam,
some with only a few hours of orientation and
little experience. ED services were inconsistent and
problematic. Often the only physician available to
do the vaginal exam after the rape was male
(Lenehan: 91). While approximately half of rape
victims in one study were unconcerned with the
gender of the examiner, for the other half this was
extremely problematic. Even male victims often
prefer to be examined by a woman, as they too are
most often raped by a man and experience the
same generalized fear and anger towards men that
female victims experience (Ledray: 96a).

There are also many anecdotal and published
reports of physicians being reluctant to do the
exam. This was due to many factors including their
lack of experience and training in forensic evidence
collection (Bell: 95; Lynch: 93; Speck & Aiken:
95), the time-consuming nature of the evidentiary
exam in a busy ED with many other medically
urgent patients (DiNitto et al.: 86; Frank: 96), and
the potential that if they completed the exam they
were then vulnerable to being subpoenaed and
taken away from their work in the ED to testify in
court and be questioned by a sometimes hostile
defense attorney (Thomas & Zachritz: 93; DiNitto
et al.: 86; Speck & Aiken: 95; Frank: 96). This
often resulted in documentation of evidence that
was rushed, inadequate, or incomplete (Frank: 96).
Many physicians even refused to do the exam
(DiNitto et al.: 86). In one case, it was reported
that a rape victim was sent home from a hospital
without having an evidentiary exam completed
because no physician could be found to do the
exam (Kettelson: 95).

As research became more readily available on the
complex needs and appropriate followup of rape
victims, nurses and other professionals realized the
importance of providing the best ED care possible
(Lenehan: 91). For 75 percent of these victims the
initial ED contact was the only known contact
they had with medical or professional support staff
(Ledray: 92a). Nurses also were very aware that
while they were credited with only “assisting the
physician with the exam,” in reality they were
already doing everything except the pelvic exam
(DiNitto et al.: 86; Ledray: 92a). It was clear to
these nurses that it was time to re-evaluate the
system and consider a new approach that would
better meet the needs of sexual assault victims.

History of SANE Program
Development

To better meet the needs of this underserved
population, the first SANE programs were estab-
lished in Memphis, TN in 1976 (Speck & Aiken:
95); Minneapolis, MN in 1977 (Ledray &
Chaignot: 80; Ledray: 93b); and Amarillo, TX in
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1979 (Antognoli-Toland: 85). Unfortunately, these
nurses worked in isolation until the late 1980'. In
1991, Gail Lenehan, editor of the Journal of
Emergency Nursing (JEN), recognized the impor-
tance of this new role for nurses and published the
first list of 20 SANE programs (ENA: 91).

In 1992, 72 individuals from 31 programs across
the United States and Canada came together at a
meeting hosted by the Sexual Assault Resource
Service and the University of Minnesota School of
Nursing in Minneapolis. At that meeting, the
International Association of Forensic Nurses
(IAFN) was formed (Ledray & Simmelink: 97).
The IAFN is an international professional organi-
zation of registered nurses formed to develop,
promote, and disseminate information about the
science of forensic nursing nationally and interna-
tionally. Membership in IAFN surpassed the 1,000
mark in 1996 and continues to grow (Lynch: 96).

While the initial SANE development was slow,
with only three programs operating by the end of
the 1970’s, development today is progressing much
more rapidly. We are now aware of 10 new pro-
grams that were established between 1980 and

1989, and 73 additional SANE programs estab-
lished between 1990 and 1996. Eighty-six SANE
programs were identified and included in the
October 1996, listing of SANE programs pub-
lished in JEN (Ledray: 96b). This number is likely
to grow much more rapidly in the years to come.

After years of effort on the part of SANEs and
other forensic nurses, the American Nurses Asso-
ciation (ANA) officially recognized Forensic
Nursing as a new specialty of nursing in 1995
(Lynch: 96). SANE is the largest subspecialty of
forensic nursing. At the 1996 IAFN meeting in
Kansas City, Geri Marullo, Executive Director of
ANA, predicted that within 10 years the Joint
Commission on the Accreditation of Healthcare
Organizations (JCAHO) would require every
hospital to have a forensic nurse available
(Marullo: 96).

Statewide networks of SANE programs have
recognized the need to develop State policies,
procedures, and guidelines to direct SANE pro-
gram operations in their area. State guidelines and
procedures always take precedence over the recom-
mendations in this guide.
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CHAPTER 3

Before deciding to start a SANE program, it is
important to understand what a SANE program
does and does not do, the scope of nursing prac-
tice, and how a typical SANE program operates.
This chapter defines the terms typically used in
relation to SANE programs. An example of SANE
program values statement, mission statement,
goals, and scope of practice are presented. The
chapter concludes with a discussion of the opera-
tion of a model SANE program and its impact on
the community.

What Is a SANE? SANC?
SAFE? FNE?

Since forensic nurse examiner programs began
independently and functioned independently until
the first meeting held in Minneapolis in 1992,
different terminology has been used across the
country to define the new role. The Minneapolis
program used the term Sexual Assault Nurse
Clinician (SANC) to denote a clinical nursing role
that went beyond examination of the sexual assault
victim. The SANC role in Minneapolis broadened
the continuum of services provided to sexual
assault victims, emphasizing crisis intervention and
supportive counseling in the ER setting, and
continuing with followup counseling by specially
trained nurse counselors. To avoid a conflict in
roles, the nurse counselor who provides followup
services is a separate clinician from the SANC who
provides services to the victim in the ER. The
Memphis program, like many others, preferred the
acronym SANE—Sexual Assault Nurse Examiner.

Some newer programs have chosen to use the more
generic term of Sexual Assault/ Forensic Examiner
(SAFE) or Forensic Nurse Examiner (FNE). A
program in Minnesota has chosen the SAFE
terminology because they hope to move beyond

SANE PROGRAM
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examination of only sexual assault victims to the
completion of evidentiary exams on domestic
abuse victims, accident victims, and other popula-
tions where forensic evidence collection may be
useful. Forensic evidence is all too often overlooked
in busy medical facilities where the focus is on
clinical treatment.

At the October 1996 IAFN annual meeting held
in Kansas City, the SANE Council voted on the
terminology it wanted to use in the standards to
define this new position. While there were some
dissenting votes, the overwhelming decision was to
use the title SANE, Sexual Assault Nurse Examiner.

A Sexual Assault Nurse Examiner (SANE) is a
registered nurse, R.N., who has advanced educa-
tion in forensic examination of sexual assault
victims. In some areas, the SANE is still referred to
by other names, including Sexual Assault Nurse
Clinician (SANC), and Sexual Assault Forensic
Examiner (SAFE). While the preference for
particular terminology may vary, for the purpose
of this manual the term SANE is used.

SANE Program Values,
Mission, and Goals

According to Peter Drucker there are five questions
that must be answered to effectively assess the
values, mission, and goals of a nonprofit organiza-
tion (Rossum: 93). A mission statement should
clearly and succinctly describe an organization’s
reason for being. To develop a mission statement
begin by asking the following:

1. What is our business (mission)? What are we
trying to achieve? What specific results are we
seeking? What are our major strengths? What are
our major weaknesses?
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After addressing the above question, focus on the
following questions:

2. Who is our customer or client? Who is the
primary customer (service users)? Who are our
supporting customers (Board, volunteers, staff, law
enforcement, prosecutor, other agencies)? Will our
customers change?

3. What does the customer or client value? What
do our primary customers value? What do our
supporting customers value? How are we providing
what our customers or clients value?

4. What have been our results? How do we define
results? To what extent have we achieved these
results? How are we using our resources?

5. What is our plan? What have we learned and
what do we recommend? Where should we focus
our efforts? What, if anything, should we do
differently? What is our plan to achieve results?

Answering these questions is a critical step in
ensuring that an organization focuses on the
activities that will achieve the desired results. The
following are examples of SANE program values,
mission statement, and goals.

Values Statement

The basis of a SANE program operation is the
belief that sexual assault victims have the right to
immediate, compassionate, and comprehensive
medical-legal evaluation and treatment by a
specially trained professional who has the experi-
ence to anticipate their needs during this time of
crisis. As health care providers, the SANE has an
ethical responsibility to provide victims with
complete information about choices so victims can
make informed decisions about the care they want
to receive.

A SANE program is also based on a belief that all
sexual assault victims have a right (and responsibil-
ity) to report the crime of rape. While every victim
may not choose to report to law enforcement, she
has a right to know what her options are and what
to expect if she does or does not decide to report.

Those who do report also have a right to sensitive
and knowledgeable support without bias during
this often difficult process through the criminal
justice system. Those who do not report still have
a right to expert health care.

In addition, a SANE program is based on the belief
that providing a higher standard of evidence
collection and care can speed the victim’s recovery
to a higher level of functioning, prevent secondary
injury or illness, and ultimately increase the
prosecution of sex offenders and reduce the inci-
dence of rape.

Mission Statement

The primary mission of a SANE program is to
meet the needs of the sexual assault victim by
providing immediate, compassionate, culturally
sensitive, and comprehensive forensic evaluation
and treatment by trained, professional nurse
experts within the parameters of the individual’s
State Nurse Practice Act, the SANE standards of
the IAFN, and the individual agency policies.

Program Goals

This next step involves the development of specific
goals and objectives. The following are examples of
SANE program goals:

m To protect the sexual assault victim from
further harm.

m To provide crisis intervention.

m To provide timely, thorough, and profes-
sional forensic evidence collection, docu-
mentation, and preservation of evidence.

m To evaluate and treat prophylactically for
sexually transmitted diseases (STDs).

m To evaluate pregnancy risk and offer
prevention.

m To assess, document, and seek care for
injuries.
m To appropriately refer victims for immediate

and followup medical care and followup
counseling.
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m To enhance the ability of law enforcement
agencies to obtain evidence and successfully
prosecute sexual assault cases.

Based on the above values, mission statements, and
program goals, each SANE program should
develop a community-specific strategic plan or
developmental plan of action. This process involves
translating the values and mission statements into
action. Where are we now? What do we have to do
to get to where we want to be? This plan of action
is the blueprint for obtaining financial support (See
Chapter 6: A Look at Funding).

SANE Scope of Practice

A SANE program provides 24-hour on call services
for all male and female victims of sexual assault or
abuse.

Medical Care

The purpose of the SANE examination of the
sexual assault victim is specifically to assess, docu-
ment, and collect forensic evidence. In addition,
prophylactic treatment of STDs and prevention of
pregnancy are provided by the SANE following a
pre-established medical protocol or with the
approval of a consulting physician. While the
SANE may treat minor injuries, such as washing
and bandaging minor cuts or abrasions, further
evaluation and care of any major physical trauma is
referred to the ED or a designated medical facility.

The SANE conducts a limited medical examina-
tion, not a routine physical examination, and
clearly explaining this difference to the client is
important. Obvious pathology or suspicious
findings that may be observed are reported to the
client with a suggestion for followup care and
referral. Evaluation and diagnosis of pathology is
beyond the scope of the SANE examination.

Reporting and Victim Support

While the SANE is not a legal advocate, she does
provide the rape victim with information to assist
her in anticipating what may happen next in
making choices about reporting and deciding who

to tell and to ensure that she gets the support she
will need after she leaves the SANE facility. This
usually includes a discussion between the victim
and the SANE about reporting to law enforce-
ment. If the victim has made a choice not to
report, she needs to discuss why she may be
hesitant to report. In most cases, the SANE
encourages the victim to report the crime and
makes referrals to legal advocacy agencies that can
provide the support necessary to help the victim
through the criminal justice process.

The SANE also provides emotional support and
crisis intervention. The SANE makes an initial
assessment of the victim’s psychological function-
ing sufficient to determine if she is suicidal,
oriented to person, place, and time; or if she is in
need of referral for followup support, evaluation,
counseling, or treatment.

Education, Training,
Research, and Program
Evaluation

In addition, the SANE is active in training person-
nel from other health care and community agencies
who provide services to sexual assault victims. Each
SANE program also conducts ongoing program
evaluation and periodic research studies to evaluate
the impact, treatment needs, client outcomes and
services provided to sexual assault victims. This
should include a variety of program output,
process, and outcome evaluation research activities.

SANE Standards of Practice

At the 1996 annual meeting of IAFN, the SANE
Council voted and adopted the first SANE Stan-
dards of Practice. The standards incorporate the
following:

Goals of Sexual Assault Nurse Examiners.
Definition of the practice area.
Conceptual framework of SANE practice.

Components of evaluation and
documentation.
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m Forensic evaluation components.
m SANE minimum qualifications.

For a nominal fee, a copy of the SANE Standards of
Practice may be obtained by telephoning IAFN at
609-848-8356 or writing to IAFN 6900 Grove
Road Thorofare, NJ 08086-9447.

While this guide was being developed, many State
policies, protocols, or regulations have emerged. For
example, based on the IAFN SANE Standards of
Practice, the Virginia State Council of Forensic
Nurses published their own Standards of Practice for
Sexual Assault Nurse Examiners (1997). Always
determine if there are State policies and standards
relevant to the operation of SANE programs within
your own State before implementing a SANE
program in you area. You may request a copy of the
Virginia Standards by contacting Kim Wieczorek,
RN, BSN, FNE at telephone number 804-281-
8574 or writing to: St. Mary’s Hospital Emergency
Department, Forensic Nurse Examiners, 5801
Bremo Road, Richmond, VA 23226.

How a Model SANE Program
Operates

A SANE is usually available on call, off premises,
24 hours a day, 7 days a week. The on call SANE is
paged immediately whenever a sexual assault or
abuse victim enters the community’s response
system. If the protocol indicates a rape advocate
should be called, the staff or SANE also will page
the advocate on call.

Hospital-Based SANE Programs

If the SANE program is hospital-based, victims
may enter the system in the following ways:

m Calling local law enforcement who will
transport them to the hospital emergency
department or SANE exam clinic.

m Going directly to the hospital emergency
department or hospital clinic

m Calling the designated crisis line for
assistance.

During the time it takes for the SANE to respond
(usually no more than 1 hour), the ED or clinic
staff will evaluate and treat any urgent or life-
threatening injuries. If treatment is medically
necessary, the ED staff will treat the client, always
considering and documenting thoroughly the
forensic ramifications of the lifesaving and stabiliz-
ing medical procedures. If clothes or objects are
removed from the victim by the ED staff, care
should be taken utilizing forensic principles for
handling and storage of the physical evidence. If
medical necessity dictates treatment prior to the
arrival of the SANE, ED staff will take photo-
graphs following established forensic procedures.
However, it is preferable that the SANE take all
forensic photographs.

When the ED staff determines that the victim
does not require immediate medical care, the
victim is made comfortable in a private room
near the ED. This area should enhance the
victim’s sense of safety and security and provide
comfort and quiet in a sound-proof room with
comfortable furniture, preferably a sofa that she
can lie down on while she waits, a telephone, and
a locked door. Family members who accompany
the victim, with the victim’s permission, should
be allowed to stay with the victim while she
waits. If there was no oral sex, she is offered
something to eat or drink while she waits.

If she has not yet filed a police report and she
knows she wants to do so, the triage nurse will call
the police to take the initial report at the hospital.
If the victim is upset, and a hospital chaplain or
social worker is available on site, with her permis-
sion, they will be called to wait with her until the
SANE, advocate, or counselor arrives.

Community-Based SANE Programs

If the SANE program is community-based, victims
may enter the system in the following ways:

m Calling the local law enforcement where
they will be triaged for injuries and, if
only minor injuries or no injuries are
present, they will be transported to the
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community-based SANE facility by law
enforcement.

m Going to the ED of a local hospital on their
own, where they will be triaged for injuries,
and if there are only minor injuries or no
injury present, they will be transported to
the community-based SANE program.

m Going directly to the community-based
SANE program during office hours.

m Calling the designated crisis line for assis-
tance and receiving a referral to the
community-based SANE program.

Community Response and
Responsibilities

In response to a sexual assault victim in the commu-
nity, law enforcement is charged with initiating the
investigation of the crime and determining if the
client has serious injuries necessitating ED evalua-
tion or care. If moderate to severe injury is detected,
the victim is evaluated by paramedics and referred
to the hospital ED. This occurs with less than 4
percent of rape victims, as rape seldom involves
serious injury (Tucker, Ledray & Werner: 90).

Life-threatening injuries indicate whether the
client needs to go to the hospital ED first rather
than to a SANE facility. When no injuries are
suspected, the client is transported from the crime
scene to the community SANE facility where she is
met by the SANE within 1 hour. If the victim goes
directly to a hospital ED, the staff will evaluate the
victim for life-threatening injuries requiring
immediate treatment. When these are present, the
ED staff will admit the victim to the ED and
notify the on call SANE to come to the hospital
ED. The ED staff will evaluate and treat the
injuries, always considering the forensic implica-
tions of the lifesaving and stabilizing medical
procedures. Clothing or objects removed from the
client are handled and labeled to maintain the
proper chain-of-evidence. Photographs are taken of
the injuries for forensic purposes by the ED staff.
After the patient is stabilized medically, the SANE
will collect the forensic evidence in the designated
ED area.

When the ED staff determines that the patient
does not require urgent or lifesaving medical care,
the victim is not admitted to the hospital. She is
instead transported by law enforcement to the
community-based SANE program facility.

SANE Responsibilities

Once the SANE arrives, she is responsible for
completing the entire sexual assault evidentiary
exam including crisis intervention, STD preven-
tion, pregnancy risk evaluation and interception,
collection of forensic evidence, and referrals for
additional support and care.

When the victim is uncertain about reporting.
If the victim has not yet decided if she wants to
report, the SANE will discuss the victim’s fears and
concerns with her and provide her with the infor-
mation necessary to make an informed decision.

If the victim does not want to report at this time,
but is unsure if she will report at a future date, the
SANE will make sure the victim is aware of her
options and the limitations of reporting at a later
date. The SANE will also offer to complete an
evidentiary exam Kit that can be held in a locked
refrigerator for a specified time (usually 1 month
or an appropriate period of time as mandated by
State statutes if any exist) in case she chooses to
report later.

Mandatory reporting. In States with mandatory
reporting laws for felony crimes or child abuse, the
SANE will follow established protocol for report-
ing after explaining the process and her responsi-
bilities to the victim or the victim’s family when a
child is involved and a parent is present. (NOTE:
This is different from statutory rape laws which are
discussed in Chapter 13: Policies and Procedures.)

When the victim does not want to report. If the
victim decides not to report and an evidentiary
exam is not completed, the SANE can still offer
her medications to prevent STDs, evaluate her risk
of pregnancy, and offer pregnancy prevention for
up to 72 hours post-rape. The SANE also will
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make referrals for followup medical care and
counseling and provide the victim with written
followup information.

When a report is made. When a report is made or
the victim is certain she will be reporting, a com-
plete evidentiary exam is conducted following the
SANE agency protocol. In most agencies, the
complete exam is conducted within 36 hours of
the sexual assault, and an abbreviated exam is
completed between 36 and 72 hours post-rape (up
to 96 hours in some States). (NOTE: Please see the
Section on seminal fluid evidence in Chapter 11:
SANE Program Operation, which describes the
rationale for use of the complete versus the abbre-
viated exam.)

After obtaining a signed consent, the SANE will
conduct a complete exam including the collection
of evidence in a rape kit, further assessment and
documentation of injuries, prophylactic care for
STDs, evaluation of pregnancy risk and preventive
care, crisis intervention, and referral for followup
medical and psychological care.

Discharge. If the victim is alone, the SANE will
talk with her about whom she would like to call
and where she will go from the hospital. Every
effort will be made to find a place for her to go
where she will feel safe and will not be alone. When
necessary, arrangements may be made for shelter
placement. If she is intoxicated or does not want to
leave until morning, arrangements may be made for
her to sleep in a specified area of the hospital when
this type of space is available. In many facilities, this
will be an ED holding room or crisis center. If

necessary, a community referral can be made to
better meet her long-term housing needs.

Community Impact and
Benefit

A SANE program cannot operate in isolation and
be effective. Developing good community relation-
ships must begin with the decision to consider
developing a SANE program. When cooperating
agencies are informed about the SANE model of
care, they are more likely to see the benefits of
collaborating with the SANE program to help
victims. Working closely with community re-
sources from the very beginning will encourage
collaboration in the future. As a collaborative
effort, the community can decide the type of
SANE program which best meets the community
needs.

Change is often threatening because the results are
unknown. It is common to have some resistance to
any change including the implementation of a
SANE program. Just because one may encounter
resistance, even strong resistance, it does not follow
that the idea is a bad one, or that it won't succeed.
Chapter Five: Assessing the Feasibility of a SANE
Program addresses the types of resistance others
have encountered, along with information on how
they were able to resolve these obstacles.

The next chapter on developing a sexual assault
response or resource team concentrates on develop-
ing and maintaining strong working community
relationships.
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CHAPTER 4

No SANE program can operate in isolation. To

be optimally effective and provide the best service
possible to victims of sexual assault, the SANE
must function as a part of a team of individuals
from community organizations. They can be either
formally organized as a Sexual Assault Response/
Resource Team or as informal collaborators.

Communities that have chosen to organize for-
mally into a team have developed different con-
cepts of a Sexual Assault Response/Resource Team
(SART). One way is to work as a team of individu-
als who respond together to jointly interview the
victim at the time of the sexual assault exam.
Another way is to work independently on a day-
to-day basis but communicate with each other
regularly (possibly daily, and meet weekly or
monthly) to discuss mutual cases and solve mutual
problems thus making the system function more
smoothly.

Who Is on a SART?

SART team members typically include the SANE,
police or sheriff, detective, prosecutor, rape crisis
center advocate or counselor, and emergency
department medical personnel. The makeup of the
SART team will vary from area to area, depending
upon the community needs and resources. Ideally
the team will include representatives from the
community who can best help the victims. In
some areas, it may include the SANE and the
police. The SART team may also include an
expanded range of professionals who work with
specific victims populations: a school counselor, a
battered women's advocate, a counselor who works
with prostitutes, and any combination of represen-
tatives of programs in the community who are
concerned about the problem of sexual assault.
The team membership may change over time

SART: A COMMUNITY
APPROACH

depending on the needs of the clients and the goals
of the SART team.

The Sexual Assault
RESPONSE Team Model

The original SART model, developed in Califor-
nia, involves a coordinated response. This SART
concept is based on the belief that a team response
helps prevent the victim from reporting the
account of the assault repeatedly. It also helps
prevent confusion among professionals trying to
meet the needs of the rape victim as she progresses
through the health care and criminal justice
systems.

In communities using the California SART model
where multiple members of the SART respond to
the emergency department together to conduct the
sexual assault exam, the team usually includes law
enforcement, the SANE, and a rape advocate. They
are all present when the victim makes her initial
statement so she only needs to tell the account once.

How a Sexual Assault RESPONSE Team
Operates

When law enforcement is called to the scene of a
sexual assault, they will protect the client from
further harm, protect the crime scene evidence,
and take a limited statement from the victim to
determine if a sex crime was committed. They will
then call the hospital ED triage who will page the
SANE on call and the rape advocate on call. When
the police and victim arrive at the hospital, the
SANE will decide if the victim should be directed
to the ED for medical evaluation by a physician, or
directed immediately to the SANE area for forensic
examination. The SANE will stay with the victim
during any necessary medical evaluation and until
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she is cleared medically and transferred to the
SANE examination area.

If a client presents to the ED initially, law enforce-
ment is called immediately to determine if a crime
has been committed. The SANE and advocate may
also be called to help facilitate the victim’s admis-
sion to the SART system. In a limited number of
communities, a prosecuting attorney also responds
to the hospital as a member of the SART. The
police are called initially in many areas to certify that
a crime has been committed, because in these locales,
the hospital is compensated for the medical eviden-
tiary exam only if there is an accompanying police
statement certifying that there was a crime. For a
more comprehensive discussion of issues related to
compensation, please refer to the section on SANE
Program Funding Options in Chapter Six of this
manual.

With the advocate present to provide support, the
SANE and police conduct an indepth interview of
the victim after briefly conferring to coordinate
questioning and reduce repetition. In California,
the penal code gives the victim a right to have any
two individuals of her choice present for support
during police questioning. The advocate may be
one of these two. Once the interview is completed,
the police officer will wait outside the exam room
while the SANE collects the evidence which is then
turned over to law enforcement or locked in a
secured area for law enforcement to pick up at a
later time. With the victim's permission, the
advocate will remain in the exam room to provide
support during the exam as well.

When the exam is completed, the SANE will make
any necessary arrangements for followup medical
care, and the advocate will make arrangements to
contact the victim for followup supportive counsel-
ing and legal advocacy.

Members of the SART may also meet regularly to
discuss cases, or they may communicate informally
after the initial ED experience.

Sexual Assault RESPONSE Team Model
Limitations

While the coordinated effort of a SART certainly
has some advantage, there are also some limitations
to this approach. If the victim is uncertain about
reporting, she may feel pressured to report when
protocol requires law enforcement personnel to
interview the victim before the SANE becomes
involved. The advocate will support the victim in
whatever decision she makes, even if the decision
is not to prosecute. If the victim decides not to
report, this also may result in a victim who cannot
access health care for STD and pregnancy risk
evaluation and prevention.

If the victim decides not to report, the hospital care
is then typically not paid by the crime victims
compensation fund. When the police authorize
reimbursement, they are more likely to require that
a police report be made. In areas where payment is
authorized through another agency, reporting is
not necessarily a requirement for payment. De-
tailed information on compensation issues is
provided in Chapter Six: A Look at Funding.

In addition, while repetition of the account of the
sexual assault is certainly an unpleasant experience
that most victims want to avoid, the assumption
that they will be better off if they do not have to
do so is only a presumption. Research of treatment
efficacy has in fact shown that repetition of the
account of the assault in detail has a beneficial,
desensitizing, healing effect (Foa: 97).

The Sexual Assault
RESOURCE Team Model

Other parts of the country have modified the
initial SART model to better meet the needs of
their community while trying to maintain the team
concept that the SART model fosters. In many of
these other areas, while the team members meet
regularly and communicate routinely about cases,




they do not actually respond at the same time.
They function cooperatively, not conjointly, which
is why some choose to refer to themselves as a
resource team, rather than a response team.

In these areas, the police respond to the crime
scene and take the initial report and then transport
the rape victim to the hospital or SANE clinic. The
SANE assumes responsibility for the care of the
rape victim at the hospital or SANE clinic and
completes the evidentiary exam. The police officer
IS not present during the exam and may not even
wait at the hospital. Rather, the SANE will call the
police when the exam is completed, and they will
return for the victim. After discussing the exam
findings with the SANE, the police may also take
possession of the evidence and provide the victim
with a safe ride home.

If the victim comes to the hospital before contact-
ing the police, with the victim’s permission, the
SANE may call the police to come to the hospital
to take the initial report. The police may complete
the report at the hospital, and the SANE may then
be present during the interview.

The rape center advocate may bring a victim to the
hospital or be paged at the same time the SANE is
paged. The advocate may also be contacted at a
later point in time to provide followup advocacy
and counseling. The advocate will likely go with
the sexual assault victim when meeting with the sex
crimes detective and prosecutor at a later point in
time.

Most areas also have a standing SART meeting to
discuss broader concerns and to communicate
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informally about specific cases. The goal of this
type of meeting is to gather the primary decision-
makers, such as the directors or managers of the
involved agencies, and resolve problems that affect
the group as a whole. At this meeting, the nature of
the SART’s work is usually broader policy issues,
rather than specific case issues.

The Sexual Assault Resource Team needs to be
aware of how the victim’s testimony can jeopardize
her case should she want to prosecute. For ex-
ample, when the victim tells her account of the
assault to the police, the SANE, the prosecutor,
and the advocate at different times, her memory
and the completeness of each account may vary
somewhat. When present, these discrepancies must
be addressed if the case goes to court. Therefore, all
team members need to meet or communicate over
the phone to discuss cases, issues, and concerns.
While in many States, sexual assault advocates who
have completed the required training cannot be
subpoenaed to testify in court, both the SANE and
law enforcement personnel will be called, and they
need to have consistent facts about each case.

Summary

For a SANE program to be successful, all involved
agencies must work together. It takes a coordinated
community approach to deal with the multiple
needs of the rape victim and to prosecute the
offender. However the SART model operates,
whomever is included on the team, whatever name
is used to describe the team, the important concern
is ensuring a coordinated community response
with the needs of the victim as the primary focus.
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CHAPTER 5

The first step in determining the feasibility of
developing a SANE program is to determine a
community’s need. If the need is there, then
obstacles to SANE program development must be
identified, and adequate support or resources to
overcome these obstacles must be obtained.

Needs Assessment

A community needs assessment must be com-
pleted before making the decision that a SANE/
SART program is appropriate for the community.
Potential funders will ask for this information
before they consider financially supporting the
concept. Keeping an open mind during this initial
assessment phase is important because a simpler
change may be sufficient to provide adequate
community services for sexual assault victims. On
the other hand, it may be that, while there is need
for implementing a SANE/SART program,
sufficient community support may not exist.
Perhaps all that can be accomplished initially is to
plant the first seed of the idea that may take several
years to germinate.

Many communities have agencies who conduct
needs assessments. If possible, identify such a local
resource to work with because a properly done
needs assessment can be very time-consuming and
expensive. Even though a needs assessment may be
a source of additional work, it is extremely benefi-
cial, adding credibility to pleas to establish a
SANE program.

Identifying Allies

Begin by talking to people in the community who
work with rape victims or who are concerned
about the problem of rape, such as personnel in
law enforcement, hospitals, teen medical clinics,
district attorneys’ offices, and victim assistance

ASSESSING THE
FEASIBILITY OF A
SANE PROGRAM

organizations. Explain the SANE/SART concept to
them and look for potential allies in program
development and membership on a community
resource team.

Determining the Extent of the Community
Problem of Rape

While meeting with community players, determine
the number of rapes that occur in the community
each year. Getting a count of the actual number of
rapes may be more difficult to determine than anti-
cipated. At a minimum, talk with people from the
local police department, rape crisis center, medical
facility, and prosecuting attorney’s office. Ask these
people about who else should be contacted.

Provide information about the SANE/SART
concept to individuals who are interested in
improving services to victims of rape. Use this
information to identify one individual in each
agency who is involved in providing care to sexual
assault victims, who is knowledgeable about the
current system, and who may be willing to work to
try to improve those services. Offer to send them
some information describing the SANE/SART
concept and how it works, prior to the initial visit.
The articles “Sexual Assault Nurse Clinician: A
fifteen-year experience in Minneapolis” and “The
Sexual Assault Examination: Overview and lessons
learned in one program,” in the Journal of Emer-
gency Nursing, June 1992 (Ledray: 92a & 92b), are
good choices because they are concise and easy to
read and because they contain discussions about
and demonstrate the advantages of the SANE
concept for other agencies. They also summarize
the most common obstacles and resistance to the
development of a SANE program and provide
accurate information to counter these concerns.
Follow up these contacts with a personal visit to
each agency.
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Assessing Community
Services and Developing
Community Support

Law Enforcement

Start by contacting the local police department.
Ask if they have a special unit that investigates
rape cases. If one exists, get the name and phone
number of the police officer in charge of this unit.
Call that person and obtain the following
information:

m What are the number of reported sexual
assaults the unit receives each year? Ask for
detailed clarification of the numbers. For
example, some police departments include
the number of indecent exposures in their
sex crimes statistics; others may just include
stranger rapes or only rapes that involve
vaginal/penile penetration. Ask about the
numbers of adult, adolescent, and child
sexual assault victims. Remember, the litera-
ture suggests that the actual rate for sexual
assaults is 5 to 10 times the number of rapes
reported.

m What percentage of rape reports do the police
consider unfounded and how do they deter-
mine that a rape report is unfounded?

m How efficient and effective do the police
consider the current medical response?

m Do officers have long waits after they
take a rape victim to the hospital?

m Where do they usually take the rape victims
they see, and why do they go to that particu-
lar medical facility?

m Is the medical evidence collected complete
and is the proper chain-of-evidence
maintained?

m [s the medical staff cooperative in sharing
information with them and helping them
gain access to the medical records and
maintaining contact with the victims?

m Are the police familiar with the SANE/SART
concept, and if so, do they think it could
improve victim services in the community?

Rape Crisis Center

The local rape crisis center should be asked the
following:

m How many rape victims do staff see each
year?
m How many crisis calls does the center receive?

m What are the victims saying about medical
services?

m What percentage of the victims have reported
the rape to law enforcement?

m What is the staff’s assessment of the effective-
ness of the current medical response?

m What does staff believe are the strengths
and weaknesses of the current health care
response?

m What percentage of rape victims, do staff
believe, have rape exams completed?

m Are staff familiar with the SANE/SART
concept, and if so, how do they think it
could improve community victim services?

Medical Facility

The next step is to identify which medical facilities
in the community see most of the rape victims.
Begin by calling the ED nurse managers and
asking how many rape victims their facility sees
each month and year. Try to identify a staff person,
probably a doctor or nurse in the ED or women’s
clinic who works with the rape victims at each
facility and who is particularly concerned about
their care, and ask that person for the following
information:

m How many rape exams does the clinic (or ED)
do each year? An estimate may be all that is
available as hospitals often do not record the
sexual assault as a primary diagnosis and if
they do, they may include both victim and
perpetrator exams. Consequently, the num-
ber of sexual assault victims seen may not be
retrievable, and when cases are identified, the
numbers may not be accurate.

m How are exams done, and by whom? Ask for a
copy of their protocol and ask if the doctors
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or nurses currently doing the rape exams are
satisfied with the system.

m Are they familiar with the SANE/SART
concept, and if so, do they think it could
improve services for victims at their facility?

Prosecuting Attorney

Talk to the prosecuting attorney who is most active
prosecuting sexual assault cases. Larger jurisdic-
tions often have a special sex crimes prosecuting
unit. When available, the lead attorney in that unit
will be the best person to provide the following
information:

m What are the number of rapes the
prosecutor’s office reviews each year?

m What number do they charge, plea bargain,
and take to trial?

m What is their experience with the rape kit
evidence?

m Is the kind of evidence they need from the
local medical facilities provided?

m Do they work together with the medical staff
to improve the evidence collection process?

m Do they encounter problems in getting
medical staff to testify?

m What are the advantages of working together
with the medical staff?

m Are they familiar with the SANE/SART
concept, and if so, how could it improve
evidence collection?

Other Agencies

Ask the above contacts to identify additional
agencies or individuals who they believe are key
community players working with sexual assault
victims. This could be a program in the school
system, a pediatric clinic, a domestic violence
program, a local women’s group, or a church
group. Be sure to include them in the assessment
phase.

Meeting with these agencies should provide a more
accurate idea of the services available for rape
victims in the area, the problems with the local
system, the support for change that currently

exists, and the resistance or obstacles to imple-
menting a SANE/SART program that might be
encountered.

|dentifying and Overcoming
Obstacles

Obstacles identified in the literature that SANE
programs have had to overcome include the
following:

m The fear of physicians that the SANE would
miss injuries in the initial exam (Ledray: 96a;
O’Brien: 96a).

m The concern of physicians that they will still
be called to testify in court even though they
did not complete the exam (Ledray &
Simmelink: 97).

m The belief of prosecutors that a physician
must conduct the exam in order for the
physical evidence to stand up in the court
room (DiNitto et al.: 86).

m The belief of prosecutors that the SANE
will not be as credible a witness in court as
the physician (Ledray: 92a; Antognoli-
Toland: 85).

m [nadequate funding (O’Brien: 96a).

m Narrow interpretation of old laws requiring a
physician to collect the evidence for it to be
used in court and for the cost of the exam to
be reimbursable (Speck & Aiken: 95).

Unfortunately, little hard data is available about the
efficacy of the SANE model. Most of what is
available is testimonial or anecdotal. On the other
hand, no published data even suggests that the
SANE model is ineffective or not preferable to the
former model which involves a nurse and physician
jointly completing the evidentiary exam.

Concerns About Cost

Starting and operating a SANE program costs
money. Chapter 6: A Look at Funding deals with
cost and funding issues more specifically. The
amount of additional costs can vary greatly,
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depending upon how the program is structured.
The treatment of rape victims by hospitals today is
not free, but the costs are usually hidden.

Having a SANE available on call may actually be
more cost effective to the facility because it frees
both the ED physician and nurse, saving an
estimated 20 minutes of physician time and 3.5
hours of ED nursing time (Rambow et al.: 92).
The costs for SANE programs are more modest
than the costs in facilities with physicians complet-
ing even a portion of the exam (DiNitto: 86).
Actual costs for the physician fee, use of the ED,
laboratory fees, and medication costs often exceed
the amounts reimbursed by the State. If there are
no legal restrictions on billing the victim, or no
special arrangements are made with the hospital,
victims may be charged these additional expenses
(DiNitto et al.: 86). Please see Chapter 6, under
the section “VOCA Funding” for an expanded
discussion of the reimbursement and billing of
expenses. Having the nurses work on call has
greatly reduced program costs, as has the ability
to successfully train and utilize nurses without
advanced degrees (Ledray: 96a).

Fear of Interference

There are numerous ways in which the SANE
assists the police and the prosecutor. SANESs can
ensure that the police get records of exams in a
more timely fashion. They can interpret the
findings for the police and prosecutor when
necessary. Some SANES routinely ask for the name,
address, and phone number of friends or relatives
with whom the victim might decide to stay, and
through whom they may later be contacted. This
information is often very helpful to the police
(Ledray: 92a). Police generally prefer to work with
a few forensically trained nurses, as opposed to
dozens of different nurses and physicians in a busy
ED because these nurses know what evidence to
collect and how to maintain the proper chain-
of-evidence, which makes the police officer’s job
easier (Yorker: 96).

In EDs without a SANE program, victims some-
times encounter busy, insensitive staff, and as a

consequence, victims may decide it is not worth
the effort to report. However, with a SANE’s
support, more victims make a police report and
follow through with prosecution (Arndt: 88). By
providing the rape victim with additional assis-
tance, resources, and support, SANEs facilitate the
victim’s followthrough with the legal process
(Frank: 96; Ledray: 92a). This support results in
more victims filing police reports (Arndt: 88).
One program had an additional 15 percent of rape
victims who reported after talking with a SANE
even though the victims were initially hesitant to
make a police report. The SANE is aware of the
usual fears that keep victims from reporting and is
thus able to give victims the needed information to
make more informed decisions (Ledray: 92a).

SANEs provide continuity of care from reporting
to conviction (Ledray & Arndt: 94). SANEs also
shorten the time a victim must spend in the ED
(DiNitto et al.: 86). Unlike the ED physician who
may be called away during the rape exam to see a
more urgent ED case, the SANE is able to stay
with the victim until the entire exam is completed
(Frank: 96). In a client satisfaction questionnaire
mailed to 201 victims 2 weeks after they were seen
by a SANE for an exam, 93 percent of those
returning the questionnaire were satisfied with the
care they received. Unfortunately, only 33 (16%)
returned the questionnaire (Speck & Aiken: 95).
In most communities, having a SANE respond
guarantees the availability of a female examiner
which is important to many victims (Arndt: 88).

Concern the SANE Will Not Do the Exam
as well as the Physician

The reliability of the evidence collected from a rape
victim has been a prime concern in determining
who would conduct the sexual assault exam. Until
recently in England, only police surgeons, usually
men, were allowed to collect evidence from rape
victims. When a group of female general practice
physicians decided they wanted to make their
services available, their ability to develop the
necessary forensic skills to collect evidence was
challenged by the police surgeons. They have,
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however, proven their abilities and are now ac-
cepted (Wright, Duke, Fraser & Sviland: 89).

This was a necessary first step before the police
were willing to train nurses for this role in England
(Holloway & Swan: 93).

The real issue is one of training and experience,
not professional background. Just as with any other
specialized clinical skill, competency in the collec-
tion of forensic evidence and the completion of a
sexual assault evidentiary exam entails training and
experience. It does not necessarily require an
advanced medical degree. Unfortunately, most
medical and nursing schools do not teach forensic
principles. Few physicians or nurses have the
opportunity to complete a sufficient number of
rape exams to develop or maintain proficiency,
even if they have completed the training. A pri-
mary advantage of the SANE program is that a
dedicated, limited number of nurses complete all
of the evidentiary exams in a given hospital or
clinic, which enables them to complete an ad-
equate number of exams to develop and maintain
proficiency (DiNitto et al.: 86).

The SANE evidence collection process has evolved
over the years because SANEs have historically met
periodically with the prosecuting attorneys about
the use of evidence in the courtroom. As a result of
this history, today the evidence that is collected is
more complete and useful in obtaining a convic-
tion. For example, one program now routinely
collects an extra tube of blood that can be held and
run for drug or alcohol analysis if the assailant
claims the victim was so drunk she doesn’t remem-
ber giving consent or if he claims the sex was
consensual because she exchanged sex for drugs
(Ledray: 92a).

Because SANE programs follow a case from the
initial evidence collection through to prosecution,
they have collected valuable data on the results of
the evidence collected. These data have included
information such as the likelihood of finding
sperm at a specific site, at a specific point in time,
and the likelihood of a rape victim being injured
during the assault. This information has also been
helpful to county attorneys who need to explain

that the lack of injuries or the absence of sperm
does not mean that the woman was not raped
(Ledray: 92a).

In a study comparing 24 sexual assault evidence
kits collected by SANEs to 73 collected by non-
SANEs, the SANE kits were overall better docu-
mented and more complete, and the SANEs always
maintained proper chain-of-evidence, whereas the
others did not. Thirteen (18%) of the kits com-
pleted by non-SANEs either had no indication of
who had collected the evidence or the records were
illegible thus making the available evidence useless.
Overall, 48 percent of the non-SANE kits had
some break in the chain-of-evidence compared to
none of the rape kits collected by SANEs (Ledray
& Simmelink: 97).

Concern the SANE Will Not Be a Credible
Witness in Court

Concerns about SANE credibility are unfounded.
In fact, there are several reports of prosecutors,
who were initially concerned, later finding that the
SANE is an extremely credible witness in court as a
result of her extensive experience and expertise in
conducting the sexual assault exam (Ledray &
Barry: in press). SANES are also more accessible
and more willing to adjust their schedules to testify
because it is an expected part of their chosen
position (Ledray: 92a; Antognoli-Toland: 85).
Prosecuting attorneys who have worked with
SANEs know they can rely upon the competence
of the SANE as a witness if the case goes to trial
(Yorker: 96). The testimony of the SANE is backed
up by solid credentials and impressive numbers of
victims seen (Lenehan: 91). As a result of this solid
SANE education, training, and experience, Tennes-
see more broadly interpreted its State laws to allow
the SANE to testify in court (Speck & Aiken: 95).

A common concern of physicians is that the
physician will still be called to testify in court. In
one community where thousands of rape cases
have been completed by SANES, not one case in
which the testimony was given by the SANE alone
ever required the prosecutor to subpoena the ED
physician to testify about the evidence collected
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(Ledray & Simmelink: 97). When the physician is
called to testify, it has always been about injuries
that were treated.

The Santa Cruz County Attorney believes that
having the SANE collect evidence and be available
to testify in court has resulted in more guilty pleas
(Arndt: 88). In other communities, the SANE
model is credited with an increase in conviction
rates (Solola & Severs: 83). To date, two programs
in operation for more than 10 years continue to
have an impressive 96-percent conviction rate in
cases in which the SANE did the exam (O’Brien:
96a; Smith: 96). In other communities, at the very
least, there has not been the feared decline in
convictions (DiNitto et al.: 86).

Deciding to Proceed

Based on the initial assessment, one of the follow-
ing conclusions is likely:

m The community system may be efficient and
effective, and it may not need a major change
to a SANE/SART system.

m The problems in the system won't be fixed
with the implementation of a SANE/SART
program, but some other approach may
be more helpful.

m While the system is in drastic need of the
type of restructuring a SANE/SART program
could provide, there is currently too little
support and too many obstacles to make the
commitment to take on the project.

m The community could indeed benefit from
the implementation of a SANE/SART
program, and there is at least enough support
to take the next step toward overcoming any
existing obstacles in the community in the
hope of implementing a SANE program.

Starting a Formal Task Force

The next step is bringing together a group of
interested individuals from the previously men-
tioned agencies to meet and discuss the possibility

of implementing a SANE program. Be prepared to
present the following:

m A summary of the findings collected, includ-
ing the best estimates available of the number
of reported rapes and actual rapes in the
community each year.

m The positive and negative aspects of the
current response to rape.

m A brief description of how a SANE program
operates.

m The benefits of a SANE program for rape
victims and each agency involved. If possible,
list and respond to each concern presented by
community agencies and solicit additional
issues and concerns.

To establish a SANE program, two primary task
force goals must be achieved. The first primary
goal is to establish an initial meeting with commu-
nity leaders for an open discussion of the SANE
concept and identification of additional concerns
and information that will be needed.

An additional goal is to get a commitment from
each agency to meet again to explore further the
possibility of starting a SANE/ SART program in
the community or region. Getting community
leaders to this first meeting is a big step. Getting
them to come back again is even bigger. Respect
their time by starting when scheduled and stop-
ping on time. Have an agenda and stick to it.

When meeting with the community, provide
comprehensive information about the SANE
program. When you do not have information,
make a sincere effort to obtain it but do not
promise information for the next meeting that is
likely not available. Be honest about what is not
known and not available. When unsuccessful in
obtaining requested information, explain what
efforts were made to obtain it and ask for sugges-
tions or help getting the additional facts.
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To get community leaders to commit to meetings,
be accommodating. For example, be flexible and
creative in finding a convenient meeting time and
place. If possible, get your agency to provide coffee
and bagels or cookies. If individuals miss a meet-
ing, send them a summary of what was discussed
with the time and location for the next meeting. It
is also important to call individuals who are unable
to attend to let them know that they were missed
and that you really hope they will be able to attend
the next meeting. If possible, tell them what type
of input would be helpful from them. If they don't
attend, keep sending them minutes of the meetings
so they are at least informed about the progress.
Periodically reassess who should be included on the
initial task force.

Developing a SART

Once a working committee is established, discuss
becoming a SART even if developing a SANE
program at the present time may not be possible.
In all likelihood, the group of individuals brought
together to discuss starting a SANE program are at
least a major portion of a SART team membership
(See Chapter 4: SART: A Community Approach).
If the group decides to continue meeting as a
SART, ask who else should be invited to the
meetings. Continued communication among
interested agencies may result in the development
of a SANE program in the future or it may at least
result in the improvement of victim services in
other ways.
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CHAPTER 6 A LOOK AT FUNDING

Funding is a vital issue often overlooked in the
early stages of SANE program development. The
inability to obtain needed funding for program
startup costs has thwarted the past efforts of
numerous nurses who wanted to develop a local
SANE program. Many of these nurses were
employed at medical centers and expected their
medical center to incur the initial costs of SANE
program development. While some were successful
in making their case, many others were not. More
often, these nurses were good clinicians who
wanted to start SANE programs because they
realized they were not providing victims of sexual
assault with state-of-the-art clinical care in their
institution. They were aware that there was a
better way, the SANE way. Unfortunately, because
their focus was on the clinical aspects of care,
funding was an afterthought. To a great extent,
the ability to obtain program funding is the test
of program feasibility. If the necessary funding
cannot be obtained, it will not be possible to
develop a SANE program.

The reality of the health care climate today is that
it has become cost driven, and to a great extent,
limited by cost. Most hospitals already provide
services which do not produce revenues sufficient
to cover costs. Understandably, hospital adminis-
trators are reluctant to develop an additional
program that they perceive will increase costs and
decrease profits. Hospital administrators may not
understand that hospitals already assume many
indirect and overhead costs associated with exam-
ining and treating sexual assault victims, such as
physician and nursing time, supplies, and staff
training. Furthermore, because the ED staff does
not conduct these exams routinely, it takes these
clinicians longer than a SANE. In addition, while
ED staff is involved with a sexual assault exam, the
ED may need additional staff to cover other cases
in the ED and overtime may be required because

staff cannot leave until the exam is completed. The
ED must supply both a physician and a nurse to
conduct the sexual assault exam so consequently
both may be required to testify in court. If there

is a delay in court cases, scheduling problems will
arise in the ED. When promoting the establish-
ment of a SANE program with hospital ad-
ministrators, provide a cost-benefit analysis to
administrators, demonstrating how a SANE
program can provide some services in a more cost-
effective manner.

Less tangible, but equally important benefits
should also be included in the discussion. Even
though cost considerations drive many decisions in
health care, intensifying competition in the ambu-
latory health care sector also focuses on the provi-
sion of quality, patient-centered care. Point out
that the provision of SANE services would enhance
the medical facility’s reputation with the commu-
nity, allowing the hospital to stand out among its
competitors. Finally, hospitals and medical centers
are increasingly interested in and involved with
community wellness efforts. Explain how a SANE
program, with its cadre of educated, experienced
forensic nurse specialists, provides an invaluable
resource for a hospital’s community outreach and
education initiatives. For example, the SANE can
educate law enforcement and county attorneys
about evidence collection and use of evidence.

For the community, the SANE can raise the
community’s awareness about how secondary
trauma is caused by sexual assault.

However, even with the most favorable cost-benefit
analysis, one cannot assume that a hospital will fund
all the costs associated with an ideal SANE program.
This is why SANE program costs and funding
options must be an initial consideration, starting
with the goal of developing a realistic and fundable
program, not necessarily the ideal program.
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This chapter addresses both the cost of program
development and program operation, including
options when minimal funds are available as well as
ideal options when funds are more readily avail-
able. (Many SANE programs start with minimal
funds and are able to improve staff pay and ben-
efits as well as extend program services after they
have established themselves in the community and
demonstrated the service need and benefit. It is
essential to realistically anticipate all initial costs

in order to obtain adequate startup and program
operational funding.) This chapter also reviews the
funding of SANE programs currently in operation.
Lastly, it considers potential funding sources for
program development and operation.

Program Development and
Operation Costs

Program development and operation costs vary
greatly. Surveyed programs indicated that initial
startup costs ranged from $6,000 to over $50,000,
and averaged $30,000 to $40,000. Much can be
done to control and lower these costs when neces-
sary (See Chapter 7: Starting Your SANE Pro-
gram). Depending on the resources available, this
section provides cost-saving options for consider-
ation. It provides information on the minimum,
unavoidable costs for those working with strict
limitations, as well as options when more financial
resources are available. The costs of program
development are not all monetary; in fact, many of
the costs are time commitments from personnel.

Important Startup Costs of Developing a
SANE Program:

= Community and institutional needs
assessment.

m Facilities and utilities.

= Supplies and equipment.

n Staff advertising and selection.

= Staff training (See Chapter 9: SANE Training).
= Program media promotion.

= Staff salaries for the first year (See Chapter 8:
SANE Program Staff).

Needs Assessment

In most cases, the cost of the community and
institutional needs assessment involves the time of
a committed individual. In the early days, this was
most often institutional employees who were aware
of the inadequate services to sexual assault victims.
The employees were typically nurses working in
the ED or a clinic that saw rape victims, and they
wanted to improve services for these victims. With
the increased awareness of the SANE model, the
needs assessment is now often provided by some-
one working with rape victims outside the hospital,
such as the police, an advocate from the local rape
crisis center, or staff at the prosecutor’s office.
Many State attorneys general and governors are
now even taking leadership roles in promoting the
SANE concept on a statewide level.

While an interested institution may be willing to
donate staff time, the hundreds of hours of needed
time may have to be spread out over a full year or
more. If there is an intense amount of interest, it is
more likely that an agency or organization will
provide a substantial amount of paid, experienced,
professional staff time to determine program
feasibility and startup activities.

If an individual, rather than an institution, is the
interested party, then a time commitment must be
negotiated. While this person may be able to
perform some of the tasks involved with the initial
needs assessment and feasibility studies on institu-
tional time, most efforts will be uncompensated,
off-duty hours. If the interested individual’s supervi-
sor does not support compensated work hours for
the development of a SANE program, the alterna-
tive is to find someone in the institution who does
support the SANE project. Another possibility is to
find support outside the institution, but this is not
an optimal solution if the institution’s support is
vital to the SANE project. At this point, the feasibil-
ity of developing a SANE program needs to be
carefully reconsidered. Another strategy may need
to be developed, including postponing the develop-
ment of the SANE program until more support can
be generated.
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Facilities and Utilities

Office space for the program director, secretary,
and staff meetings are almost always located in
space donated to the program. The only exceptions
to this across the country are programs operated
independently for profit. When the program is
hospital-based, the hospital donates the space.
Community-based programs are usually housed
administratively with the sponsoring community
agency. Office space should be negotiated either
with the hospital where the services will be pro-
vided or with the sponsoring community agency.
A SANE program provides the hospital or commu-
nity agency with a valuable resource and a lot of
community goodwill. Take advantage of the
negotiating power this provides to avoid expensive
office overhead.

Supplies and Equipment

Both office and exam supplies and equipment need
to be included in the initial budget. Much like
office space, however, it is often possible to get the
sponsoring institution to donate supplies, at least
for the first year of operation. It will be especially
important during this first year to keep an accurate
account of the actual supply costs. These cost
records will be useful to negotiate for continued
donation by the institution or to know the actual
expenses if the program needs to assume them.

Office equipment. In addition to the usual office
equipment, a SANE program needs a computer
with access to the Internet and facsimile (FAX)
capabilities. The FAX capabilities can be part of
the computer or a separate piece of equipment.
The FAX equipment should have the capability of
displaying the name and phone number of the
receiving agency prior to pushing the send key.
This allows staff the chance to double check that
sensitive or confidential data are sent to the correct
agency. To ensure data security, store client data in
a computer separate from the computer linked to
the Internet.

Each SANE needs a long-range pager. Always try
to get this cost donated, possibly by a paging

company or a community agency, before adding it
to the budget. Even $10 per month adds up when
it is multiplied by 10 nurses and 12 months.

Exam equipment. The hospital ED or clinic
where the exams are being completed is often
willing to donate exam supplies. In many States,
the rape exam kits are provided by law enforce-
ment at no charge. Standardized Kits can also be
purchased when they are not available free from
law enforcement. Consult with the local State
crime laboratory that will be analyzing the evi-
dence collected before purchasing the kits. Since
the price and contents of “standardized” kits vary
greatly from manufacturer to manufacturer, ask to
have a sample sent for review before making a
decision to purchase a particular Kit. The crime
laboratory may know where to purchase standard-
ized Kkits. They are available from a number of
sources. (See Appendix C: Rape Kit Supply Re-
sources). Law enforcement agencies often pay for
this cost because use of standardized kits benefits
law enforcement by promoting better evidence
collection. Emphasize this benefit to the law
enforcement agency when negotiating with them
to provide these Kits.

A Polaroid camera and/or a 35mm camera will also
be needed. Before making the purchase, check to
see if the ED or clinic where the exams will be
completed already has one available that SANE
staff could access. Small 35mm cameras with
automatic focus that are easy to operate and will
take adequate pictures of injuries are available for
as little as $100. A camera with a macro lens
attachment will produce higher quality, closeup
photos. Later, when the budget allows, the camera
equipment can be upgraded. Don't be tempted to
get camera equipment that is so sophisticated that
the staff will have trouble using it effectively. Also,
ensure that the cost of film and film development
is covered in the budget if these costs, which can be
considerable, are not reimbursed by law enforce-
ment or the prosecutor’s office.

If the budget allows, consider purchasing a digital
camera that can transmit photo evidence directly
to the police department, if it is utilizing this
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technology. The police department may even be
willing to provide the SANE program this equip-
ment. One Minnesota police department offered
to do so, recognizing the value to the investigative
efforts of its department. Another consideration is
photographic equipment which captures ultraviolet
images. While more sophisticated, it is very
effective in identifying and highlighting bruising,
especially in women of color. While this technol-
ogy was once controversial and its accuracy chal-
lenged in the courtroom, its scientific value is now
widely accepted. The use of a digital camera,
however, must be discussed with the local prosecut-
ing attorney’s office because digital imagery can be
altered easily and, consequently, it may not be
accepted by that office.

Common Examination Supplies

= Rape Kkits. = Slides.
m Clean-catch urine specimen = Paper bags.
containers.  Labels.
n Wet preparation tubes. = Fingernail
= Roll of white paper clippers.
(e.g., butcher paper) = Envelopes.
= Fingernail file or Q-tip = Swabs.
(to scrape under the nail.
_ = Gauze.
= Tourniquets.
= Needles.

= Syringes. .
= Plastic combs.
= Blood tubes for bloodtype,

pregnancy, alcohol, and = ClOVes.
drugs. = Gowns.
= Disposable towels. = Normal saline.
m Barrier drapes. = Pencils and pens.
= Speculums of various sizes. = Film.
= Lubricant (for bi-manual = Biological and
exam). sharps waste
receptacles.

m Fixative (depending on
lab protocol).

An alternate light source will also be needed. Much
like the camera, these light sources are typically
available in the ED or clinic for eye exams. If the

budget is tight, arrange to have access to the
equipment rather than to purchase it.

If the SANE program is located in a separate clinic,
a pelvic examination table also must be acquired.
A microscope may be necessary to observe wet
mounts for motile sperm.

Additional equipment that will soon become a
standard, but which is still not available to many
SANE programs because of the cost, are the
colposcope ($10,000 to $15,000 for the colpo-
scope alone); light staining microscope ($1,000 to
$1,500); digital camera systems with direct com-
puter links; and video equipment with print
capabilities. Because of the excessive cost of the
colposcope, some programs, especially those
working with children, have chosen instead to
purchase MedScope ($3,500; $11,500 including
camera, internal lens, camera holder, monitor,
printer, foot switch, VCR, and cart). It is currently
being evaluated in a trial study funded by OVC.

Exam paperwork. At a minimum, the SANE staff
will need the following exam forms:

m Sexual Assault Exam Report (with chain-of-
custody).

m Evidentiary Exam Consent which includes
consent to release evidence to and communi-
cate with law enforcement.

m Pregnancy Prevention Consent.

m Laboratory forms including a specimen chain-
of-custody.

m Program brochures.
m Followup materials.

Additional forms may include the following:

m Medical and other referral forms.

m Nursing Care Plan.
m  Medical History Forms.

To avoid expensive printing of these forms, includ-
ing the brochure, all can be produced on a com-
puter. Several low cost computer printing programs
are available from which to choose.
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Staff Advertising and Selection

Advertising costs to recruit nurses for a SANE
position can be reduced by posting the new SANE
positions in local hospital EDs and clinics such as
the obstetrics and gynecology clinic. Advertising
in the local newspaper may also be necessary. This
can cost hundreds of dollars. Ask the sponsoring
institution if it will assume this cost; if not, adver-
tising must be included in the budget. Media
publicity associated with the development of the
SANE program will not only alert the community
of the program but may provide free advertising for
interested nursing personnel. Sending flyers to the
local nurses’ associations, schools of nursing, and
other local institutions is another less expensive
mechanism for locating interested and talented
nurses. Recruitment strategies should include
recruiting for nurses who are sensitive and knowl-
edgeable of diverse community populations and
the issues involving sexual assault.

Staff Training

If the new SANE staff is sent to an established
SANE training program the cost will run approxi-
mately $250 to $500 per person, plus travel
expenses (See Appendix D: SANE Training Pro-
grams). If a trainer is brought in to provide train-
ing, the cost will be $1,000 to $1,200 per day, per
trainer, for 5 or 6 days of training, plus travel
expenses (See Appendix E: SANE Trainers).

Program Media Promotion

Media attention spotlighting the plight of rape
victims can generate considerable public response.
Use this community interest and support to elicit
improvement of services to rape victims. Media
attention is particularly effective if an individual
victim is highlighted. Many victims are willing and
even anxious to tell their story to the media when
they do not believe their needs were properly
addressed at the time of the rape. This can offer an
opportunity to constructively focus their desire to
effect a change in the system for future victims.
Before a rape victim goes public, however, staff
should discuss with the victim the potential

responses, both negative and positive, that might
follow public disclosure.

Once the new SANE program is in operation,
media attention can also be helpful in alerting
potential clients to the availability of the service
and how it can be accessed. The focus of this
media coverage would include magazine articles,
newspaper editorials, and television spots about
general services and awards given to the program
or a particular staff member. A testimonial from a
rape victim would also be appropriate in this
message.

Staff Salaries

Many variables influence the determination of staff
salaries. Some variables are location of the SANE
program not only geographically but also whether
hospital-based or community-based. The number
of sexual assault cases and the jurisdiction—urban
or rural—affect the pay schedule. Please refer to
Chapter 8: SANE Program Staff for a detailed
discussion of SANE salaries.

Current SANE Program
Funding

The survey of existing SANE programs found the
following. Thirty programs were public nonprofit
agencies, either associated with a nonprofit hospi-
tal, a nonprofit community program, or a govern-
ment agency. Six were private, for profit, and one
program characterized itself as a coalition. The
yearly budgets ranged from $6,000 to $825,000
with an average of $122,000. It is rare to have all
program funding from one source. Most programs
rely on a variety of funding sources.

Many SANE programs (N=20) are directly reim-
bursed for services by Federal money that is admin-
istered by a State or county agency. The rationale is
that, since the exam is being completed to collect
evidence, the State, not the victim or her insurance,
should pay for the cost of the evidence collection.
This money may be provided directly from a State
agency, however, it is usually disbursed to the
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county and reimbursed on a per-case basis. Bills for
each case are submitted by the SANE program for
payment to a designated office, usually the law
enforcement agency or the prosecutor’s office. This
reimbursement may be limited to a set maximum
dollar amount that will be paid for each exam
completed, ranging from as little as $75 per exam
to $500 per exam. The reimbursement may also be
payment of the actual charges for the evidentiary
exam, without a set dollar limit. This reimburse-
ment was found to cover a continuum of program
costs ranging from 33 percent to as much as 80
percent of ongoing SANE program operating costs.

Additional funding is provided through govern-
ment agencies, at the State level (N=18), at the
county level (N=5), or at the city level (N=2). State
money is often received as a grant through the
State Department of Corrections or through a
State Crime Victims Assistance or Crime Victims
Compensation Fund. An additional 11 SANE
programs receive Federal grant money.

SANE programs (N=44) also rely on donations
from a variety of sources, including local founda-
tions, corporations, businesses, churches, hospital
foundations, women’s groups, the United Way,
universities, and individuals. Donations may
support a specific clinical service, for equipment
such as a colposcope or light staining microscope,
or for ongoing operating expenses.

Most hospital-based programs (N=47), or 94
percent of the total of 50 hospital-based programs,
are fortunate to have the hospital assume responsi-
bility for the remainder of their costs not covered
by grants, donations, or reimbursement for ser-
vices. Two additional SANE programs have a
consortium of agencies that share the additional,
nonreimbursed expenses. Two of the 9 nonhospital
SANE programs, have similar relationships with
their sponsoring agencies, the YWCA and a
Violence Against Women’s program.

SANE Program Funding
Options

The literature indicates SANE programs have been
started using Federal research grant funding (Ledray
& Chaignot: 80), local community foundation
grants, community fund-raising (Frank: 96;
O’Brien: 96a), and fee-for-service reimbursement
from the hospitals served, police, and/or the county
attorney’s office (O’Brien: 96a). Some hospitals
have an in-house SANE programs because they
serve large numbers of sexual assault victims. Other
SANE programs are independent nursing programs
or agencies that contract with the hospital to
provide services on an on-call basis and bill the
hospital on a per case basis for the exam (Burgess &
Fawcett: 96; O’Brien: 96a).

Where to Look for SANE Program
Funding

The best funding strategy includes approaching a
variety of resources including local private founda-
tions, State agencies, and Federal resources. The
U.S. Department of Justice Response Center will
place interested fund-seekers on a mailing list to
receive updated information on funding resources
for violence against women programs. Call 800—
421-6770 to be added to the list.

VOCA funding. The Victims of Crime Act
(VOCA) of 1984 established the Crime Victims
Fund, which is derived from fines and special
assessments collected from Federal criminal offend-
ers—not from tax dollars. The Crime Victims Fund
is administered by the Office for Victims of Crime
(OVC). Each year, OVC distributes approximately
90 percent of the Fund by formula to States to
support victim assistance and compensation pro-
grams that provide services to Federal and State
crime victims. All States and territories receive
annual VOCA funding and, in turn, the States
award VOCA Victim Assistance grant funds to local
community-based organizations to provide services
directly to victims of crime.




A limited amount of VOCA funds is also awarded
directly by OVC each year in the form of discre-
tionary grants to improve and enhance the avail-
ability of victim services. These discretionary grant
funds support a variety of nationwide initiatives,
such as developing training curricula, training
victim service providers and criminal justice profes-
sionals, and identifying and disseminating informa-
tion about promising practices in victims services.
OVC discretionary funds do not provide opera-
tional funding for victim services organizations.

Community programs interested in obtaining a
VOCA grant for operational funding should apply
to the State agency designated by the Governor of
their State to administer the State VOCA victim
assistance grant monies. Appendix F contains a list
of the State agencies that administer the VOCA
Victim Assistance Funding. Each State has discre-
tion to determine which organizations will receive
funding based upon the VOCA victim assistance
guidelines and the needs of crime victims within
each State. Most States make awards on a competi-
tive basis. Although many programs compete for
this money, this is an excellent source of funding
for sexual assault programs.

States also receive VOCA funding for their victim
compensation programs that may be used to pay
for evidentiary exams given to victims of sexual
assault. States may disburse funds to a variety of
State or county agencies that conduct the exams—
very often a police or sheriff’s department. Law
enforcement agencies are more likely to mandate
that crime victims report their victimization and
cooperate with the prosecution in order for the
examination expenses to be reimbursed. Victim
advocates should understand that States have some
discretion in defining the nature and extent of
“victims’ cooperation with law enforcement.”
OVC’s most recent VOCA Victim Compensation
Final Program Guidelines recognize that there may
be cultural or psychological factors that undermine
a victim’s willingness to report sexual assault or to
report the crime in a timely fashion. Thus, the
VOCA Guidelines allow States to “accept proof of
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the completion of a medical evidentiary examina-
tion such as a report, x-rays, medical photographs,
and other clinical assessments as evidence of
cooperation with law enforcement in cases involv-
ing sexual assault or abuse” (Final Program Guide-
lines, Victims of Crime Act FFY 1997 Victim
Compensation Program, The Federal Register, 14
February 1997).

To determine which agency is responsible for
billing locally, contact an area hospital and ask
whom they bill for the sexual assault evidentiary
exam. Since the specific amount reimbursed and
the services for which the SANE can be reimbursed
typically vary from county to county, the SANE
will need to contact the appropriate agency in her
county and ask for a copy of the policy. If rape
victims are examined from more than one county,
a copy of the evidentiary exam reimbursement
policy will be needed for each county. Reimburse-
ment generally comes from the county in which
the rape occurred, which will not necessarily be the
county where the exam is completed.

More information on VOCA formula and discre-
tionary grant funding, as well as OVC, can be
obtained via the OVC Homepage on the World
Wide Web at the following address: http://
www.ojp.usdoj.gov/ovc/.

Reimbursement of costs associated with the
forensic exam is a complex issue. According to a
1997 report by The Urban Institute prepared for
the National Institute of Justice, “Medical costs
and cumbersome restitution mechanisms in sexual
assault cases continue to be a barrier for victims
and discourage many women from seeking needed
medical care and undergoing examinations to
collect evidence needed for prosecution” (The
Urban Institute: 97). In 1996, The Urban Institute
conducted site visits to 12 States as part

of its study of the S-T-O-P (Services, Training,
Officers, and Prosecutors) grant implementation
process. Most of the 12 States visited had long-
standing State legislation that covered the waiver of
charges for forensic examinations of sexual assault
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victims; others passed similar legislation during
final congressional consideration of the Violence
Against Women Act (VAWA), which was spon-
sored by Senator Joseph Biden and passed by
Congress in 1994,

The Urban Institute reported that hospitals incur
substantial costs in conducting forensic examina-
tions. Costs are around $800 if a physician con-
ducts the exam; and substantially lower (between
$200 and $300) if a trained nurse such as a SANE
conducts the exam. The report continues as
follows:

State laws vary in the mechanism they specify
for reimbursing hospitals and relieving victims
of the burden of payment. Most of the 12 States
visited by the State Institute had no State
appropriation for covering these costs, and those
that did usually did not appropriate enough
funds to cover the need. One State had a
backup fund that could pay for examination
costs if other mechanisms failed. The various
payment mechanisms, or lack of them, still
leave victims with a financial burden in quite

a number of States.... Most of the payment
mechanisms established by the site visit States
still leave some victims with either primary or
secondary responsibility for payment because
either they or the hospital have to apply for
compensation to cover the cost of the exam. If
the victim must apply, she must pay the hospital
first and then seek reimbursement. Situations
where hospitals may, and do, seek payment
from victims include the following:

m Low levels of reimbursement by counties do
not cover most of the hospital’s cost.

m The victim has medical insurance that will
cover the cost of emergency care.

m  Crime Victim Compensation Boards take years
to pay claims, although they send an award
letter relatively quickly.

m  Crime Victim Compensation Boards or county
agencies reject victim claims for reimburse-
ment because police reports indicate that a case
is “unfounded” or because the victim “fails to
cooperate with prosecution.”

Another reimbursement issue is that only part of
the procedure is forensic; the rest is medical. Many
women, according to The Urban Institute Report,
seek medical care in emergency rooms after a
sexual assault with no intention of reporting the
crime to police. In at least two States, States paid
for “evidence collection” but not “followup ser-
vices.” Hospitals then either covered the cost or
attempted to bill the victim for these “additional
services.”

VAWA funding. VAWA authorized a 6-year
funding cycle for formula grants similar to the
OVC victims assistance formula grants to the
States. The VAWA funds are available to States to
distribute to victim service agencies as well as
prosecution, law enforcement, and the courts. Like
the VOCA programs, most of the VAWA funding
is distributed directly to the States through formula
grants. The Violence Against Women Grants
Office (VAWGO) is the Federal agency that
administers the S-T-O-P Violence Against Women
Formula Grant Program. Each State must allocate
a minimum of 25 percent of S-T-O-P funds to
nonprofit, nongovernmental victim services
agencies. The State agency that administers the
S-T-O-P grant determines the process for awarding
subgrants. State are not required to competitively
select recipient organizations. To be eligible for
S-T-O-P funds, States must certify that they incur
the full out-of-pocket cost of forensic medical
examinations for sexual assault victims either by
providing or arranging for free examinations, or

by reimbursing the victim for the full cost of the
examination. As discussed previously in this
chapter in the section regarding VOCA funding,
States utilize differing interpretations of what
actions constitute victim cooperation with law
enforcement to establish reimbursement eligibility.

Twenty-five percent of each State’s S-T-O-P falls
into a discretionary category, and the purpose of
this funding need not be strictly law enforcement,
prosecution, or victim services, but must conform
to the broad guidelines of VAWA. Discretionary
funded projects must still fulfill at least 1 of the 7
purpose areas of this program. More information
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on VAWGO funding can be obtained via the
VAWGO Homepage on the World Wide Web at
the following address: http://www.ojp.usdoj.gov/
VAWGO. The telephone number for VAWGO is
202-307-6026. Appendix F also contains a list of
the State agencies that administer the S-T-O-P
grant funds.

Byrne funding. The Edward Byrne Formula Grant
Program, administered by the Bureau of Justice
Assistance of the U.S. Department of Justice,
awards funds to States for use by States and units
of local government to improve the functioning

of the criminal justice system. As one of the 26
legislatively authorized purpose areas, government
units may make awards to subgrantees to provide
assistance to jurors and witnesses and assistance,
other than compensation, to victims of crime. The
Edward Byrne Formula Grant Program may be

a potential source of funding for some services
designed to assist sexual assault victims. Appendix
F contains a listing of the State agencies that
administer the Edward Byrne Formula Grant
Program.

Other Federal and private funding. There are
other potential resources for SANE program
funding beyond the U.S. Department of Justice.
These include other Federal agencies such as the
U.S. Department of Health and Human Services,
private foundations, community foundations,
grant making public charities, individual donors,
and fundraising campaigns. The Foundation
Center is an excellent source of information on the
many grant funding resources. The Foundation
Center does not make grants, rather, it provides
information on those entities that do. In addition
to maintaining libraries in Atlanta, Cleveland, New
York City, San Francisco, and Washington, D.C.,
the Foundation Center has a nationwide network
of affiliated libraries and nonprofit resource centers
called Cooperating Collections. According to
information provided by the Foundation Center
on its Internet site, “These collections provide a
core group of Center publications for public
reference and some level of instruction on how to
do funding research.... Every State has at least one

Cooperating Collection, and many States have
collections in more than one city” (“A Message to
Grant-seekers” 1997, http://fdncenter.org/2onlib/
2ufgall.html).

The Foundation Center also publishes many useful
reference directories. One of the most useful is The
Foundation Directory (Renz, Baker & Read: 96). It
is frequently updated and lists all of the private
foundations by State. It provides information on
trends in foundation giving, how much grant
money each foundation has available, to what
geographical area, and for what purposes. This is a
valuable resource when applying for private
foundation funding.

Many Cooperating Collections of the Foundation
Center also make available for public use a search-
able database of funding resources called FC
Search: The Foundation Center’s Database on CD-
ROM. The Foundation Center’s main libraries and
Cooperating Collections offer grant-seekers a
myriad of services on site and on line, including
access to publications, periodicals, training work-
shops, online tutorials on grant-funding research
and proposal writing, online responses via e-mail
to reference questions, and computerized data-
bases. The Foundation Center is one of many
resources available online and has links to other
resources for grant-seekers on its Web site at:
http://fdncenter.org/. A tremendous number of
grant funding organizations now maintain their
own site or homepage on the Internet including
most agencies of the Federal Government.

Fundraising Process

The following processes are suggested for effective
and efficient fundraising:

m  Make sure the type of funds needed is an
integral part of the developmental plan:
startup funds, capital expenditures, general
operating expenses, special project funds,
funds to increase organizational capabilities.

m  Gather information about potential program

funding sources and support, including
government, foundation, and local private
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donors; fundraising activities; professional
organizations with grant opportunities; and in-
kind gifts and services.

m Analyze and synthesize the above information.

m Decide which prospects are most promising.
Match the organization’s interests with those
of potential funders.

m Develop a time-line of proposal writing based
on application deadlines, funding cycles, and
program needs.

m Cultivate potential donors in the private sector:

rely heavily on professional contacts and
personal networking, relationships of the
Advisory Board, community stakeholders, etc.

m  Keep track of initial contacts made and
potential donors’ interests; invite potential
donors to any and all events such as open
houses, press conferences, exhibits, educa-
tional initiatives, public interest events.

m Keep donors and potential donors informed of
program progress through letters, memos, a
newsletter, telephone contacts, or one-on-one
meetings and informal lunches.

m Focus on a distinctive characteristic of your
project that sets it apart from other similar
projects and that will appeal to and motivate
a funding entity to support your program. The
appeal might vary from one donor to the next.
For government funding, a program might
serve as a model; for a local business or organiza-
tion, it could generate good will and promote
the donor’s community visibility, or provide an
opportunity for unique collaboration.

m Follow up with donors who provide support
with thank you letters. Always respond to
requests for information and don't forget to
ask for additional support.

Looking to the Future as You
Begin

Clearly SANE program affiliations have a signifi-
cant impact on program funding. Fifty of the 59
programs surveyed are hospital-based. Survey
respondents indicated that program costs that
exceed the program income are paid by the spon-

soring institution in 88 percent of the programs
which are hospital-based, compared to only 22
percent of the programs that are nonhospital-based.
This is probably due to more limited resources and
budgets in community programs as compared to
hospital organizations. It appears that the decision
to affiliate a SANE program with a large institu-
tion, such as a hospital, may be an effective choice
in ensuring ongoing program funding.

Providing effective crisis intervention and preven-
tive care for sexual assault victims is an important
component in promoting health maintenance

and preventing secondary injuries. Although the
provision of these services may initially increase
costs of the health care facility, research and careful
accounting of direct and indirect costs can con-
vincingly demonstrate that in the long term,
overall costs can be reduced.

Summary

It is imperative to develop a funding strategy
before establishing a program to ensure long-term
financial solvency and continuation of the pro-
gram. It may be possible to negotiate with the local
hospital or a government or community agency to
assume financial responsibility for the ongoing
SANE program costs. Initial startup costs typically
represent a large portion of the non-reimbursable
costs of a SANE program. A local hospital may

be willing to assume the future costs that exceed
reimbursement, especially if the hospital adminis-
tration understands that it is already assuming
many hidden costs associated with treating sexual
assault victims in a less cost efficient manner.

Obtaining ongoing grants and donations is a full-
time job. A SANE program manager cannot do
full-time fundraising and manage the day-to-day
clinical program responsibilities. It is essential to
plan ahead when establishing a new SANE pro-
gram in order to reduce the amount of time and
attention that the SANE program manager must
place on ensuring the financial viability of the
program.
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CHAPTER 7

Once the decision has been made to develop a
SANE program, the SART team will need to work
together to create a vision of how the SANE
program will be implemented. The strategic plan
will be based on the SANE vision and mission
statements. Developing a strategic plan not only
involves a basic startup plan of operation but also
anticipates obstacles encountered later on during
the operation of the SANE program. Conse-
quently, this chapter provides information about
how existing SANE programs have approached
many of the organizational decisions that need to
be made (see Appendix G: Startup Checklist).

How Long Can It Really Take?

While every community is different, the average
SANE program startup time is 1 to 2 years. It can
take longer. This includes the time from the initial
concept to actual service delivery. It will, of course,
take longer in areas where there is more resistance
and where fewer resources exist. Even in an area
where the SANE concept is well understood and
accepted and where there are ample resources, it
will take at least 6 months for the necessary team
building, strategizing, staff selection, and training.

Hours of Operation

The majority of existing SANE programs provide
services 24 hours per day, 7 days a week, including
holidays and weekends (Antognoli-Toland: 85;
Ledray: 92a). One program indicated that in the
initial stage, the SANEs completed exams during
evenings, nights, holidays, and weekends with the
ob-gyn residents completing the exams during the
day Monday through Friday (Thomas & Zachritz:
93). After a few years of operation, this SANE
program proved to be so effective that the SANES
assumed the caseload 24 hours a day. While there
may be times when the SANE is not available for

STARTING YOUR
SANE PROGRAM

unavoidable reasons such as severe weather warn-
ings with travel restrictions, it is important to plan
to provide complete coverage 24 hours a day, 7
days a week.

Population Served

All programs that report client gender in the
literature see both females and males. Some
programs see adults, adolescents, and children
(O’Brien: 96a; Speck & Aiken: 95); others see only
adults and adolescents (Arndt: 88; Ledray: 96a).
Some programs started with a more limited patient
population and then expanded the age bracket
served (Ledray: 96a; O’Brien: 96a).

Several SANE programs plan to add forensic
examination of battered women, children who are
physically abused, and other crime victims, as well
as the possible addition of automobile accident
victims to their existing services. Several programs
complete nonliving victim forensic examinations,
and others are considering doing so as well.

Even if the intent is to eventually see all ages of
rape victims and populations other than sexual
assault, it would be wise to start with a small well-
defined population and expand services to addi-
tional populations as staffing, funding, and other
resources allow. This is especially important when
there is not a firm figure available of the expected
caseload.

Deciding on Program
Location

When establishing a new program, one of the most
basic decisions is the location of the SANE exami-
nation site. Since SANE programs provide service
24 hours a day, 7 days a week, safety and security
for staff and victims is an important consideration.
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Other considerations include the following:

m Physical and psychological comfort of the
client.

m Access to medical support services to provide
for care of injuries.

Pharmacy or medication access.
Access to psychological support services.
Access to laboratory services.

Access to the necessary supplies and equip-
ment to complete an exam.

One Location or Multiple
Exam Sites

Fifty of the SANE programs responding to the
survey routinely complete exams at only one
location. Ten of these specified that they will go to
other locations such as the jail (for suspect exams),
morgue, health department, women’ clinic, or
other hospitals to perform evidentiary exams, if
necessary. Examples where an evidentiary exam
might be completed in a location other than the
primary exam sites are when a SANE program that
usually sees clients at a community clinic transfers

a client with injuries to the ED for emergency care.

Another example is when a victim first goes to a

referring hospital with injuries that make it diffi-
cult to move her to the primary SANE exam site.
In both cases, the SANE goes to the ED to com-
plete the exam.

SANE Locations
50

One Site Multiple Sites

Program Exam Location

Nine programs surveyed routinely go to more than
one site to complete exams. Five of these go to two
hospital EDs, one goes to two different hospital
clinic locations, and one goes to seven different
hospital ED locations. The later program will soon
be adding an additional location, a university
medical clinic. One free-standing program rou-
tinely goes to nine different community locations,
including EDs and clinics to complete exams.
Another goes to four sites including a jail, two
different EDs, and a clinic.

Advantages of a Single Exam Site

The primary advantage of a single location is that
all necessary exam supplies and equipment can be
centrally located in a setting familiar to the SANE
and only one set of equipment is necessary. Dupli-
cating the equipment at more than one site can be
very costly, especially when a colposcope is used.
Colposcopic examination is quickly becoming
state-of-the-art.

Disadvantages of a Single Exam Site

Hospital administrators understandably do not
like to be in a position of sending their clients to
another facility for care, especially to another
hospital ED. It is inconvenient for the victim; it
makes the hospital staff appear less capable; and
hospital administrators perceive it as bad for
business. Because of these facts, many hospital
administrators would prefer that the SANE come
to their facility.

When initially deciding if nurses should go to
other hospitals, or if all victims could be sent to
one hospital site, the Sexual Assault Resource
Service (SARS) in Minneapolis kept track of the
number of rape victims sent from a nearby hospital
to their one exam site at a different hospital, over a
3-month period. Only one out of three clients
reporting a rape at the referring hospital made it to
the second hospital where the SANE program was
located, even when many were given a cab voucher
for transfer (Ledray, Linda E. Unpublished

data. Sexual Assault Resource Service, Minneapo-
lis, MN, 1984.) Based on these results, the
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Minneapolis SANE program decided that addi-
tional hospital sites would be added. Approxi-
mately one hospital ED site was added each year
until SARS was providing services to all seven
hospital EDs in Hennepin County, with a 1-hour
maximum response time.

Adapting the SANE Program to Multiple
Exam Sites

To deal most effectively with multiple exam sites,
SARS has a space identified for SANE supplies at
each hospital and has, in addition, provided each
SANE with a portable exam Kit (a large tackle box)
where routine supplies and paperwork are kept for
easy transport. Hospitals wanting the SANE to
come to their facility are responsible for obtaining
the necessary pieces of large equipment that cannot
be transported. Every effort should be made to keep
the policies and procedures as consistent as possible
at all seven hospitals to avoid confusion, especially
with new hospital or SANE program staff.

Another program with multiple hospital sites
decided to compromise by locating their equip-
ment, including a colposcope, at one hospital
where the SANE does the majority of their exams.
The SANEs remain available to go to other speci-
fied sites when necessary if injuries preclude
transport to the primary site. In these cases, the
SANE will carry routine supplies and paperwork
in a portable exam Kit.

Disadvantages of Multiple Exam Sites

A disadvantage of multiple sites for the SANE staff
is that even when every effort is made to maintain
consistency, equipment, policies, and procedures
vary somewhat from site to site. Dealing with these
variances can be confusing, especially for new staff.

Regional SANE Programs

Especially in rural areas where no one medical
facility sees large numbers of sexual assault cases,
multiple sites covering a regional area but using
the same SANE staff may be the only cost-effective
method of providing SANE program services.

These sites will likely span a large area with several
community hospitals or clinics involved, and the
SANE may travel 2 hours or more to reach some
examination sites.

Regional SANE programs are also an important
alternative from a staff training and competency
perspective. By serving a larger, regional area, the
SANE staff will see more clients collectively and
each will be able to complete a sufficient number
of exams to develop and maintain their clinical
competence.

Regional SANE programs may be sponsored by a
single agency and provide services to other agencies
in the region on a fee-for-service basis, or the
program costs may be shared by a consortium of
agencies.

Community-Based Program
Exam Sites

Of the nine programs that are administratively
community-based programs, five also do the exams
in a community-based facility: two of these have
exam sites in a free-standing clinic; two at rape
crisis centers; and one in a YWCA. The other four
are community-based administratively, but they
actually do the exams in a hospital: one of these
programs completes exams in two hospital EDs
and three complete the exams in hospital-based
clinics specifically set up for their use.

The community-based programs typically refer to
an ED for treatment of injuries, and all but two
have a medical director. The two programs without
an identified medical director both have a physi-
cian who reviews their protocols on a consulting
basis.

Programs with community-based exam sites, such
as the Memphis program and the program operat-
ing at the YWCA, Grand Rapids, Michigan have a
very specific protocol for the evaluation of injuries
and for medication standing orders. They also have
a medical director who is readily available by pager.
In Grand Rapids, when a rape victim comes to a
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referring hospital, hospital staff page the on call
rape crisis volunteer advocate and the police. The
advocate calls the SANE and then directs the
victim to the YWCA. If necessary, the advocate
may go to the hospital and escort the victim to the
YWCA, where the SANE and the police meet
them. Since the YWCA building is not open 24
hours a day, the police officer also provides security
after normal operating hours. The SANE performs
the urine pregnancy test (UPT) using a simple 4-
minute urine test similar to the home pregnancy
test and prepares and examines a wet mount for
motile sperm. All the medications are located on
site and are given to the victim prior to her depar-
ture (Dunnuck, Chris. Personal communication.
25 November 1996).

Although programs completing exams outside a
hospital setting are few in number, they do offer
some advantages to the hospital-based program.

In States where hospitals are mandated to report
felony crimes, the State statutes for mandated
reporting do not apply to these community-based
programs. In these cases, the SANE will encourage
reporting but will ultimately respect the decision
of the client. There is also more privacy in a
community-based exam site. Especially in a small
community, it is likely that the victim or her family
will encounter other people they know. All neces-
sary supplies and equipment are usually located at
the community-based exam site for easy access. In
addition, there is no additional billing for medical
care or services.

Hospital ED-Based
Exam Sites

Two of the initial three programs developed in the
1970’s were based in a hospital ED, and one was
located at a community clinic. This trend has
continued today with the vast majority of identi-
fied programs indicating that they are hospital ED-
based. Fifty of the 59 programs responding to the
survey are hospital based. Thirty-nine of these
programs primarily complete exams in one or more
EDs, eight in a hospital clinic, and three in both a
hospital clinic and the ED.

Advantages of the ED Exam Site

There are numerous advantages to completing the
evidentiary exam in the ED. The ED operates 24
hours a day, 7 days a week and is a secure facility
with a wide array of support services available on
site. Physicians are available for easy consultation
about medications and injuries. Any medications
ordered can be dispensed to the victim prior to her
discharge, ensuring she gets the necessary medica-
tions. Laboratory facilities are readily available to
complete tests such as UPT’s, and if necessary, to
assist with a blood draw.

Often rape victims come to an ED seeking care for
minor injuries or wanting treatment for STDs or
because they are concerned about being pregnant.
If the SANE program is located in the ED, the
SANE comes to the ED to complete the eviden-
tiary exam. Furthermore, the victims do not have
to be sent elsewhere because all the necessary
medical expertise is readily available to evaluate
and care for any sustained injuries.

The medical expertise available in the ED does not
come without a price, however. If the cost of the
ED overhead and ED physician fee is charged to
the victim, to her insurance, to the SANE pro-
gram, or to the State reparations board, it can
represent a sizable sum. It is important to decide
if the cost is justified. We now know that only a
small percentage of victims, 22 percent to 27
percent, have even minor injuries such as bruising
or a cut, which require no treatment. Even fewer,
3 percent to 4 percent, have injuries requiring
treatment, and less than 1 percent are so severely
injured they require hospital admission (Solola &
Severs: 83; Tucker, Ledray & Werner: 90).

To better determine how often the SANE was
concerned about potential injury even after the
victim had been cleared by the ED staff, one study
reviewed 164 SANE cases completed between June
and November of 1996. In 44 (27%) cases, the
SANE requested additional medical evaluation

of injuries (Ledray, Linda E., Unpublished data.
Sexual Assault Resource Service, Minneapolis,
MN, 1996). It is possible that the ED staff would
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triage for injuries even more thoroughly if they
knew the client was being moved to a nonmedical
setting. It appears this extensive medical coverage is
utilized with a very small number of victims, and it
IS not necessary in most cases.

Overcoming Disadvantages of the ED
Exam Site

To keep the costs down and retain service in the
ED, one solution may be to negotiate a more
reasonable fee for the use of the ED and ED staff
time. One program has negotiated a $50 fee for the
use of the ED, which also includes the physician’s
time and all medications given the victim (Kathy
Bell. Personal communication, 26 November 1996).
Community-based programs may actually charge
the hospital a fee for coming to the ED to complete
the exam for their clients (Colleen O’Brien. Personal
communications. 25 November 1996).

EDs can be busy, inhospitable locations, where the
victim’s privacy may be compromised. Care must
be taken to shield the victim from distractions and
loss of privacy. Often a specific exam room away
from the center of the ED can be fitted with a
pelvic table and designated for the use of the
SANE. Simple additions such as wallpaper, a more
comfortable chair, a shower for use after the exam,
and a telephone can significantly increase the
comfort level of the victim.

Hospital Clinic-Based
Exam Sites

Eight of the hospital-based programs and three
additional programs that are administratively based
in the community conduct their exams in hospital
clinics. These clinic settings include urgent care,

a women’s assessment center, and clinics speci-
fically designated for sexual assault victims. The
community-based programs that use hospital clinic
space are usually in donated space, and the victim
does not become a hospital patient unless she has
sustained injuries and is transferred to the ED

for treatment.

One clinic-based program initially completed
exams only in the ED, but recently moved all of
its exams to a clinic located close to the ED. Two
other programs, currently ED-based, are consider-
ing a similar move in the near future. In many
ways, this appears to represent the best of both
worlds. The clinic locations are away from the
hustle and bustle of the ED, and the high overhead
costs. The patient doesn't need to go to a second
location when she reports her rape to the ED; she
is simply walked down the hall to the clinic when
the SANE arrives. Family and friends can use
hospital facilities, such as the coffee shop, while
waiting, and they can still contact the triage nurse
with questions while the exam is being completed.

If the SANE is concerned about injuries she feels
require further evaluation, or if she wants to
consult with a physician about medications, that
is easily accomplished in a hospital clinic-based
program. Laboratory facilities and support are also
readily available, and prescriptions can be filled at
the hospital pharmacy and sent home with the
victim. In addition, hospital social workers, crisis
psychiatric nurse consultants, or a chaplain is likely
to be available on site to sit with a distraught
victim or family member until the SANE arrives.

Summary of SANE Location
Trends

The majority of SANE programs continue to be
hospital based, with most located in the ED.
However, there seems to be a new trend to locate
SANE programs outside of an ED. Fourteen of the
59 programs responding now complete exams in a
hospital clinic, 11 of these only complete exams in
aclinic, and 2 also complete exams in the ED. It is
expected that others will soon follow this trend by
adding clinic exam sites.

Now that the credibility of the SANE model has
been established, it is no longer necessary for the
close medical supervision of the ED setting.
Research demonstrates that few victims sustain
injuries requiring ED care. While communities
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certainly have different resources and different
needs, a hospital-based clinic setting, especially
one in close proximity to the ED for referrals and
security at night, appears to have more advantages
than disadvantages. The community-based pro-
gram site, however, also offers some advantages
over the hospital-based program. For example,
some States mandate hospitals to report felony

crimes, but these State statutes do not apply to the
community-based programs. While the SANE will
encourage reporting, she will respect the decision
of the client. Also, the victim’s privacy is more
protected in a community-based exam site. Finally,
the victim does not receive additional billing for
medical care or services.
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CHAPTER 8 SANE Program Staff

Who typically directs a SANE program and who is
best qualified to do so? To whom does the director
report and what role does she play? What qualifi-
cations do existing SANE programs look for when
hiring staff? How large of a staff is needed? How
are SANEs typically paid, and what are the op-
tions? Selecting the right staff is a critical step
toward establishing a successful SANE program.
This chapter provides information on how existing
SANE programs have responded to these staffing
questions and which options to consider when
starting a SANE program.

SANE Program Directors

Fifty-three (93%) of the SANE programs respond-
ing to the survey have nurses as the SANE pro-
gram director. Of the six remaining programs, one
is run by a physician’s assistant (PA); one by a
social worker (M.S.W.); one by a nonnurse health
administrator; one by a nonnurse educator (M.S.
Ed.); and two by physicians. Followup phone calls
to the nonnurse directed programs revealed that
four of these programs have a nurse identified as
the program coordinator who functions in much
the same way as a nurse program director. The two
exceptions include the program run by an M.S.
Ed. that is operated jointly with a rape crisis center
and a unique program operated by a PA and
primarily staffed by PAs.

Reporting Structure

Forty of these SANE program directors report
directly to hospital administration. Of these 40,
16 report to a nurse manager (of these 16, 9 are
the emergency department nurse manager); 10
report to a medical director (of these 10, 8 are the
director of emergency medicine). An additional
14 of the 40 report to a hospital administrator
including the VP of patient care (N=4); assistant

administrator (N=3); hospital CEO (N=2); ambu-
latory services (N=2); ED administrator (N=1);
human resources (N=1); and a specialized women’s
health clinic director (N=1).

Twelve SANE program directors report to agencies
outside of a hospital administrative structure.
These include a rape crisis center director (N=2),
YWCA administrator (N=2), district attorney
(N=2), police detective (N=1), family violence
coordinator (N=1), and advisory boards or coordi-
nating boards (N=4). Five programs are indepen-
dent and indicate no reporting structure outside
their organization. Two programs did not respond
to this question.

Reporting Structure
For SANE Program Directors
Number of SANE Programs (N=57)
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I non- Hosp Admin.
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Job Duties

In most SANE programs, the director is respon-
sible for the overall program operation and vision,
as well as managing the day-to-day operation of
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the SANE program. The director may also be
responsible for the budget, including the procure-
ment of the necessary funding for ongoing pro-
gram operation. The director is responsible for
staff recruitment, hiring, training, and continuing
professional development. Another important job
function includes avoiding or reducing staff
burnout by keeping the job environment as
healthy as possible for the staff and for herself (an
important topic, that is discussed in greater detail
in Chapter 14, Maintaining a Healthy Ongoing
Program). Providing staff with a safe, supportive
work environment ensures that the staff feels
comfortable bringing its questions, concerns, and
issues to be discussed and resolved. In addition, the
SANE program director must ensure that adequate
staff is available and that backup emergency
options are in place for providing continuous
program coverage.

The SANE program director serves a valuable role
as the liaison with other community agencies. She
must be an active member of the SART team and
may be a key player in ensuring that the team
membership remains active and involved. Many
SANE directors are actively involved in commu-
nity education about sexual assault issues and the
role of the SANE. This may include both informal
community presentations and formal classroom
instruction at the local university.

It is also the director’s responsibility to oversee
ongoing program evaluation and research activities
and ensure that the results of these efforts are
incorporated into modifying and improving the
program.

On Call

Most SANE directors are RNs who are actively
involved in the clinical component of the SANE
program and take call. Sometimes this is done to
meet the needs of the program, but it is usually
seen as an important way for them to maintain
their professional expertise and credibility as well
as enhancing job satisfaction.

The survey results indicate that the majority of the
directors, 76 percent (N=38), take call routinely.
Many of these are smaller programs where the
director takes call during weekday office hours. If
the director is on salary during this time, she is not
paid additional on call pay. A director who takes call
when she is not salaried is usually paid or receives
compensatory time. One director, who owns a
private, for profit, SANE program, is not specifically
compensated for on call time. In three programs,

6 percent, the directors only take call during an
emergency. They may fill in during off hours that
cannot be covered by the other staff, or they work
“pbackup” call taking the cases that come in when the
primary nurse on call is already busy conducting an
exam. Nine directors, 18 percent, never take call,
even those who are qualified to do so.

SANE Program Directors On Call
Percentage of Directors (N=50)
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S 50
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The Role of the Physician

Of the 33 ED-based programs responding, ap-
proximately one-third (N=10), have no medical
director but rely upon the physician available in
the ED to staff SANE cases and sign off prescribed
medications and charts in the ED. Ten others have
a specified physician who approves their protocols
and routinely reviews their cases. The remaining 13
consider themselves a part of the ED, and the ED




SANE Development and Operation Guide

Role Of The Physician
Number Of Programs (N=42)
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medical director is their medical director as well.
Seven of the nine clinic-based programs have a
specified medical director, two do not.

Staff Selection

Most SANEs are female nurses. In the survey of
SANE programs, only one program indicated that
it has a male nurse who takes call. Studies show
that approximately 50 percent of victims, even
male victims, prefer to have the exam completed
by a woman and sometimes insist on being seen by
awoman (Wright, Duke, Fraser & Sviland: 89;
Ledray: 96a; Lewington: 88).

Good clinical skills along with good written and
oral communication skills are identified as impor-
tant qualifications for a SANE (Antognoli-Toland:
85). A background in obstetrics-gynecology and
psychiatry, as well as experience in positions that
require independence, such as public health
nursing, school nursing, and ED nursing is pre-
ferred by one program (Ledray: 92a). Good
assessment skills, including the ability to evaluate
a situation and know when to ask for help, are
essential staff requirements (Ledray: 93b).

One program director indicated that while she
would never exclude a nurse solely on the basis of
past victimization, she is aware that it is essential
for nurses who are rape victims themselves to
resolve their own issues through formal counseling
prior to employment as a SANE. The director
believes extensive counseling enhances the SANE’s
ability to maintain personal and professional
boundaries. Even many years later after extensive
counseling, difficult periods may occur, such as the
anniversary of the SANE’s rape or a particular case
that is too close to her own experience, which may
prevent her from being effective. Even though a
past rape experience may give the nurse more
empathy, a SANE cannot help someone else resolve
issues if she has not yet effectively resolved them
for herself (Ledray: 92a).

While many SANEs have advanced nursing
degrees, the majority do not. It has been clearly
demonstrated that an advanced nursing degree is
not necessary to successfully function in this role
(Ledray: 96a). Moreover, since large pools of nurses
with advanced degrees are not readily available in
many metropolitan areas, they certainly would not
be available in rural communities. The minimum
requirement is that the individual is a registered
nurse (RN). While one forensic program is run
and staffed by physician assistants (PA), and two
programs have physicians taking call, by definition
they cannot be SANEsS. It is not recommended that
they be hired in this capacity. While physicians and
PAs certainly can complete an evidentiary exam,
they may require a higher salary compensation,
and this may become an issue in the clinical
practice of the group. In addition, PAs cannot
function independently as the RN can. PAs can
legally only practice under the direction of a
physician.

The 35 programs reporting the educational level of
SANE staff, indicated that they had a nearly equal
percentage of nursing diploma (28%), associate
degree (33%), and bachelor degree (28%) prepared
nurses working as SANEs. A relatively large
number of SANES were with advanced degrees
(11%).
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SANE Staff Educational Degree Levels
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Staffing Patterns

Determining the SANE staffing level depends on
the number of cases expected monthly, coupled
with the consideration that regardless of the
number of cases, SANEs must be available 24
hours a day, 7 days a week. Only one program
surveyed indicated it was not able to provide
continuous coverage due to a shortage of staff. Two
programs with continuous coverage were, however,
able to do so with just ONE SANE! One of these
nurses saw 80 cases per year and worked another
job as well. She did occasionally take a vacation,

at which time the ED staff completed the sexual
assault exams. The general consensus from SANEs
is that, while possible, it is extremely difficult to
complete more than two sexual assault exams
without time off between cases.

Of the programs surveyed, 32 (64%) had 10 or
fewer staff taking call, 16 (32%) had 11 to 20 staff,

and only 2 programs (4%), had more than 20 staff.

One of these had 30 staff and completed 1,600
exams a year; the other had 36 staff and completed
200 exams per year.

Only 31 programs reported both the SANE staff
number and the number of exams completed each
year. Of these, the reported staff to exam ratio
varied from a low of one staff to three exams, to an
extreme high of one staff to 225 exams per year.

SANE Staffing Levels
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The majority of programs, (84%), reported a
manageable SANE to exam ratio of 40 exams or
less per year, per SANE: 12 programs, (39%),
reported a SANE to exam ratio of 10 or less per
year, per SANE; 10 programs, (32%), reported a
SANE to exam ratio of 11 to 20 cases per year, per
SANE; 4 programs, (13%), reported a SANE to
exam ratio of 21 to 40 exams per year, per SANE.
Five programs, (16%), reported a very high ratio
of 75 to 225 exams per SANE, per year.

The program with the highest SANE to exam ratio
of 1:225 employed only four SANEs in a program
that averaged 900 exams per year. The next highest
ratio was 1:120. In this program 10 SANEs see an
average of 1,200 cases per year. Unlike any other
program, SANEs in this program are paid a salary
for 8 hours Monday through Friday when most of
their cases, child sexual abuse cases, are seen by
appointment. They also work on call during the
evenings, nights, and weekends. They are paid $30
per hour, and their nursing coordinator reports
these SANEs want more hours rather than fewer
hours (Pat Speck. Personal communication. 16
January 1997).

Staff Meetings

Because SANEs work in isolation, it is essential
that they have the opportunity to meet regularly to
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discuss cases, policies, and procedures; to receive
additional training and support; and to “debrief.”

Of the programs responding to the survey, the
majority, 64 percent (N=32), meet on a monthly
basis. Another 10 percent (N=5) of the programs
meet biweekly, 10 percent meet bimonthly, and 10
percent meet quarterly. Only 4 percent (N=2) meet
semiannually, and 2 percent (N=1) meet as fre-
quently as weekly.

Frequency Of Staff Meetings
Percentage Of Programs (N=50)
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Sixty-five percent (N=19) of staff meetings last 2
hours, while 10 percent (N=3) last 1.5 hours, and
14 percent (N=4) last 1 hour. Three programs
responding (10%) indicated their staff meetings
can last 3 to 4 hours. One of these programs meets
only quarterly and two programs meet monthly.
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SANE Salaries

The literature indicates that most SANE programs
pay the nurses per case for the exam. The range
documented is from $100 per exam (Bell: 95;
Massachusetts Nurse: 95; Thomas & Zachritz: 93)
to $150 per exam (Frank: 96). One program
indicates that they pay the SANE a 3-hour mini-
mum at the local staff nurse salary level, more if
the exam takes longer than 3 hours (Ledray: 92a).
The programs paying more for each exam indicate
that they do not pay for costly on call time
(O’Brien: 96; Thomas & Zachritz: 93). One
program reported that they pay the SANE $50 per
hour for courtroom testimony (O’Brien: 96) and
another pays $100 per appearance (Thomas &
Zachritz: 93).

The survey results were somewhat different than
the literature. Two-thirds of the responding pro-
grams indicated that they paid for on call time and
one-third did not.

On Call Payment
N=57
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On call pay ranged from $1 per hour to $7.50 per
hour, with an average pay of $2.89 per hour for on
call time. The programs not paying for on call time
did not necessarily pay more for exams. The lowest
paying program pays no on call time and paid the
SANE $18.00 per hour for the exam. The highest
paying program was the program with the 1:225
staff to exam ratio that hired only nurses with an
advanced degree. In addition to paying $30.00 per
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hour for day shift work during the week, they pay
$5 per hour for on call time, and $200 per case
when called in for an exam.

SANE programs with a small number of cases,
often in rural areas, simply cannot cover the high
cost of on call pay. In some areas, the hospital
nursing union contract may require the hospital
to pay nurses on call pay. In these instances, the
SANE program may need to negotiate with the
union to make an exception for the SANE pro-
gram. If this is not possible, the SANE program
may need to be administratively based outside the
hospital to avoid cost prohibitive on call pay
requirements.

One-third of the responding programs pay the
SANE a per case rate for the exams with a range of
$50 to $200 per exam. The other two-thirds of the
programs pay an hourly rate from $18 to $50 per
hour for the actual time spent completing the
evidentiary exam. The average rate paid is $25 per
hour for the exam. Some programs indicate they
pay a rate equal to the community staff nurse
hourly salary, others pay 1.5 times the community
staff nurse salary. Some have established a minimum
number of hours the SANE is paid when she
responds to a case. This minimum ranged from 2 to
4 hours. The time estimated to complete an exam
ranged from 2.5 to 5 hours with an average of 3.2
hours. More than half, 30 programs, also pay the
same hourly rate for attending staff meetings.

SANE Staffing
Recommendations

The following SANE staffing recommendations
are based on the results of the survey indicating
current practices, the literature reviewed, and the
experience of the advisory committee.

Program Director

The individual best qualified to act as a program
director is a SANE qualified to complete the
evidentiary exam and who maintains her
competence. This recommendation is based on

survey results indicating the frequent need for
SANE program directors to take primary and
emergency backup call. This provides an important
depth of coverage not otherwise available. It also
gives the director considerably more credibility
with her staff and the community.

In some States, the SANE director can also be
called to court as the “keeper of the records” to
testify to the facts contained in the records col-
lected by SANES on her staff. As a SANE, the
director can also testify as an expert witness if she
maintains her clinical competence.

It is also important that the program director have
management skills, including budget and program
evaluation skills so that she is able to effectively
represent the program in the community. A
knowledge of community resources is useful. The
ability to conduct staff training, to provide com-
munity and professional education, and to make
conference presentations is an equally important
qualification for an effective SANE program
director to possess.

The program director does not need to occupy a
full-time position; in fact, in most smaller SANE
programs, the position is not full-time. To have
some paid administrative time available for the
di