
 

 

 
 

ABSTRACT 
 
 
 

THE EFFECTIVENESS OF A MIDWESTERN SEXUAL ASSAULT RESPONSE TEAM 
IN INITIAL RESPONSE TO SEXUAL ASSAULT VICTIMS 

 
 
 

By Amber Geocaris 
 

The purpose of this study was to evaluate the effectiveness of the initial response 
of a Midwestern sexual assault response team (SART) to sexual assault victims. Sexual 
assault response teams were developed to provide more coordinated care to the victims 
of sexual assault and are comprised of community agencies, including law enforcement, 
advocacy, sexual assault nurse examiners (SANE), and human services.  

 
Neuman’s System Model was used as a framework for this study, with specific 

focus on secondary intervention as it related to the initial response of the SART to 
victims of sexual assault. This theory supports the efforts of SART to provide holistic 
care to victims of sexual assault, and to assist them in moving towards a state of health. 

 
Descriptive data from a convenience sample (n = 81) was utilized in this pilot 

study. An investigator-developed tool was utilized to collect quantitative, descriptive 
data. Agency personnel involved in SART from law enforcement, human services, 
advocacy, and SANE collected this retrospective data. 

 
Findings revealed demographic similarities between the convenience sample and 

national samples. Results indicated that most victims consented to law enforcement 
involvement and follow-up with victim advocacy. Further data collection is needed to fully 
evaluate the effectiveness of the initial response of the SART. 
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CHAPTER I 

INTRODUCTION 

 

Sexual assault is a significant community problem affecting “1 of every 5 women, 

and 1 of every 33 men” at some time in their life (Tjaden & Thoennes, 2006, p. 7). 

Survivors of sexual assault often suffer harmful consequences to their health including 

social, psychological, and physical effects (Brener, McMahon, Warren, & Douglas, 1999; 

Centers for Disease Control and Prevention [CDC], 2007; Hankin et al., 1999; Koss, 

Koss, & Woodruff, 1991; Plichta & Falik, 2001; Ullman & Brecklin, 2003). These victims 

also encounter difficulties accessing care and navigating the fragmented systems in their 

communities (Ahrens et al., 2000). 

Efforts to decrease the number and severity of ill effects suffered by victims of 

sexual assault include access to available community services to assist in their recovery. 

When victims are empowered in their recovery process and treated with empathy and 

support, they are better equipped to begin the journey from victim to survivor (Campbell, 

Patterson, Adams, Diegel, & Coats, 2008; Golding, Siegel, Sorenson, Burnam, & Stein, 

1989). On the other hand, if victims are the recipients of unsupportive, victim-blaming 

care, psychological adjustment can be impaired (Campbell et al., 1999; Davis, Brickman, 

& Baker, 1991; Starzynski, Ullman, Filipas, & Townsend, 2005). 

Sexual assault is a community issue and does not occur in isolation. Though 

community efforts in the past have focused on prevention of sexual assault, it is 

becoming clear that a more formalized, coordinated response to victims of this crime is 

necessary. A victim’s well-being is affected by how society responds to the assault. 

Campbell (1998) identified that sexual assault victims utilize several community 
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agencies including: rape crisis centers, hospitals, law enforcement, prosecutors, and 

mental health centers. Given the vastly different services provided by these agencies, it 

is apparent how care could be easily fragmented, thus leaving many victims falling 

through the cracks. Comprehensive care for these victims requires experts in all areas of 

sexual assault care to provide assistance in a coordinated fashion (Johnston, 2005). 

In response to the overwhelming reports of the unfair treatment of victims of 

crime, the U.S. government developed the President’s Task Force on Victims of Crime in 

1982. The Office for Victims of Crime was established in 1984 and as a result, the 

Violence Against Women Act (VAWA) was passed in 1994. This act was designed to 

end violence against women, improve the criminal justice response, and increase 

available services for victims (Sklar & Lustig, 2001). The VAWA was reauthorized in 

2000 and 2005, to include a stronger focus on the needs of sexual assault victims and 

an increased focus on access to services by underserved populations (Roe, 2004; U.S. 

Department of Justice Office on Violence Against Women, n.d.).  

As a result of the development and implementation of the VAWA, response to 

sexual assault at the local, state and federal levels has improved. It has also provided a 

stimulus for change in public attitude, policy, and law regarding sexual assault and its 

victims. One of the aims of VAWA is to support victims of this crime to engage in the 

criminal justice system. If this effort is to be effective, it is necessary to provide services 

and support for the crisis, emergent, and on-going emotional needs of victims to assist in 

the healing process (Roe, 2004).  

Services provided to victims of sexual assault have improved since the 

development of sexual assault nurse examiner (SANE) programs. Research supports 

improved forensic evidence collection leading to higher reporting and conviction rates. 
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Improved delivery of medical services, including sexually transmitted disease (STD) 

prophylaxis, and pregnancy prevention, has also been identified (Burgess, Lewis-

O’Connor, Nugent-Borakove, & Fanflik, 2006; Crandall & Helitzer, 2003; Ledray, 1999; 

Littel, 2001). 

The benefits of advocacy for victims of sexual assault have been well 

documented, and their supportive role has been vital to the establishment of mental 

health treatment for victims (Campbell, Patterson, & Lichty, 2005; Littel, 2001). 

Advocates also provide the much needed follow-up services found to be lacking in other 

community agencies (Ericksen et al., 2002; Lewis, DiNitto, Spahr-Nelson, Just, & 

Campbell-Ruggaard, 2003). 

Legal services offered to victims of sexual assault have been found to both assist 

them and cause harm. Enduring the lengthy legal process from arrest to prosecution can 

be stressful for a victim, and regardless of the outcome of the case, it can result in re-

victimization (Campbell, Wasco, Ahrens, Sefl, & Barnes, 2001). 

Victim perceptions of law enforcement have been less favorable (Baumer, 

Felson, & Messner, 2003). Many studies have been done on law enforcement 

perceptions of, and interactions with, victims of sexual assault, and very few have 

portrayed them in a positive light. As a result, victim-centered training efforts have been 

focused in this area (Baumer et al.; Campbell & Ahrens, 1998; Campbell et al., 1999; 

Campbell et al., 2001; Ericksen et al., 2002; Kerstetter, 1990; Koss, Bachar, Hopkins, & 

Carlson, 2004; Lewis et al., 2003). 

In an attempt to improve quality, and provide more holistic, coordinated care to 

the victims of sexual assault, sexual assault response teams (SART) were developed. 

The SART model is still a relatively new concept, and its primary purposes are to 
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coordinate care and services for victims of sexual assault, prevent confusion among the 

professionals providing care, and avoid re-victimization of the sexual assault victim 

(Ledray, 1999).  

Multiple agencies are represented by the SART team, and typically consist of 

SANE, law enforcement, sexual assault center advocates, and prosecutors. Many other 

community agencies may also be represented such as mental health services, social 

work and school counselors (Ledray, 1999). Utilization of the SART model has been 

shown to increase sexual assault reporting (Ledray, 1999), improve delivery of available 

services (Campbell & Ahrens, 1998; Campbell & Bybee, 1997), and increase the 

likelihood of arrest and conviction (Nugent-Borakove et al., 2006). 

 

Significance to Nursing 

Sexual assault is an underreported community problem requiring a community 

response (Rennison, 2002). The incidence is staggering: “Every 2 minutes someone in 

the U.S. is sexually assaulted” (Rape, Abuse, and Incest National Network [RAINN], 

2008, paragraph 2). This coupled with the fact that only approximately 6% of rapists ever 

spend any time in jail, solidifies the need for community action from multiple agencies.  

Studies have identified victim difficulty with community services for several 

reasons, including difficult access and negative perceptions of treatment (Campbell, 

1998). It is also known that negative contacts with community agencies are associated 

with worse health outcomes for these victims (Campbell et al., 1999). Victims of this 

crime are referred to their primary care physician or nurse practitioner (NP) for follow-up 

medical care after receiving services from the SART (Fulginiti et al., 1996). 
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The role of the NP includes the provision of primary health care. In this role, 

intimate knowledge regarding health issues and concerns is expressed by the patient 

and education is delivered by the NP. This offers a unique opportunity for the 

development of trust between provider and patient, and an exploration of community 

services available to address each patient’s individual needs. When the community 

services for victims of sexual assault are a collaborated effort, referrals into the system 

are more streamlined and victim-centered, and better provide for the needs of each 

sexual assault victim. 

Nurse practitioners have a responsibility to screen all patients for violence, 

including sexual violence. Given the frequency of sexual assault in this country, it is very 

likely that many patients seen on a daily basis by NPs have been victims of sexual 

assault. It has been well documented that victims of this type of crime have:  

(a) increased utilization of health care services; (b) higher levels of emotional distress 

including posttraumatic stress (PTS) (Foa, Rothbaum, Riggs, & Murdock, 1991); (c) less 

well-being (Koss et al., 1991); (d) increased gynecological health symptoms (Campbell, 

Lichty, Sturza, & Raja, 2006); (e) increased rates of depression; and (f) are more likely to 

engage in negative health behaviors such as smoking, alcohol abuse, drug use, and 

high risk sexual activity (CDC, 2007; Hankin et al., 1999).  

If patients presenting with these symptoms are not identified as victims of sexual 

assault, difficulty will arise in treating their resultant symptoms unless the underlying 

issues related to the sexual assault are addressed. Having collaborated community 

services available to these individuals will allow exploration of their physical, 

psychological, and social health effects in a safe environment, and support the initiation 

of the healing process.  
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In communities utilizing a SART model, it is hoped that this coordinated effort 

improves access and use of available services. The importance of services for sexual 

assault victims cannot be overlooked, regardless of the length of time since the assault. 

Campbell et al. (1999) have identified that victims who obtained mental health services 

had lower PTS scores than those who did not receive treatment. 

 

Problem Statement 

Though the availability and success of individual community resources have 

been well documented, there is a lack of research regarding the effectiveness of 

community collaboration in an organized SART program. The SART is a relatively new 

approach to community care delivery, having been developed and implemented within 

the last 10 years. Little is known regarding the effectiveness of SART models of care in 

their initial response to victims of sexual assault. Particularly lacking in the literature are 

studies utilizing comparative data, and those involving hospital participation in the SART 

model. 

 

Purpose 

The purpose of this descriptive quantitative pilot study was to evaluate the 

effectiveness of the initial response to sexual assault victims of a Midwestern SART 

team. 

 

Research Question 

What is the effectiveness of a SART team in initial response to sexual assault 

victims? 
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Definitions of Terms 

Conceptual Definitions 

Effectiveness: The ability of the SART program interventions to assist in the 

preliminary repair of the damaged lines of resistance, caused by the penetration from the 

external stressor of the sexual assault, and to avoid further damage to the lines of 

resistance (Neuman & Fawcett, 2002). 

SART: The organization and collaboration of community agencies consisting of 

law enforcement, SANE, advocacy, prosecution and mental health services, to provide 

expert, holistic care to victims of sexual assault (Ledray, 1999). 

Initial response: The action taken by the SART team upon their first encounter 

with a victim of sexual assault. 

Sexual assault victim: An individual who has experienced unwanted physical 

contact to their ano-genital area or breasts by another individual.  

Operational Definitions 

Effectiveness: The initial actions of SART members during the provision of care 

to sexual assault victims including services provided by SANE, law enforcement, 

advocacy and Human Services. 

SART: The collaboration of SANE, law enforcement, advocacy, and social work 

to provide coordinated care to victims of sexual assault. 

Initial response: The initiation of care for the victim of sexual assault by the SART 

member to which the victim first presents. This initial response of law enforcement 

includes eliciting a statement of the incident if the victim so desires, establishing 

probable cause to charge, identification and interview of the suspect. The initial 

response of SANE includes medical and forensic exam for evidence collection if the 
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victim consents and meets the criteria for an exam. The initial response of the sexual 

assault advocate includes education regarding victim’s rights and the process and 

consequences of reporting or not reporting to law enforcement. The initial response of 

human services includes involvement in the victim interview, if criteria met, and making 

appropriate referrals based on state law. Many of the initial response duties overlap 

between agencies, and initial response duties differ depending on the age of the victim, 

and whether a police report will be made.  

Sexual assault victim: An individual who experiences unsolicited and unwanted 

sexual contact by an assailant as described by the victim of the assault. This will include 

individuals across the lifespan, of all races and genders, who present to law 

enforcement, SANE, advocacy or human services in the Midwest county included in this 

study. 

 

Assumptions 

For the purpose of this study, the following assumptions were made: 

1. The effectiveness of the SART program is measurable. 

2. Sexual assault victims seek assistance from community agencies. 

3. The SART response to sexual assault is a coordinated effort. 

4. Sexual assault is an external environmental stressor with the potential to  

 cause system imbalance. 

5. Sexual assault victims’ lines of resistance will be penetrated as a result of  

 their assault. 
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6. The victim of sexual assault is at risk for moving away from a state of 

wellness as a result of their lines of defense being overwhelmed by the 

external stressor of sexual assault. 

 

Chapter Summary 

The purpose of this descriptive quantitative pilot study was to evaluate the 

effectiveness of the initial response to sexual assault victims by a Midwestern SART. 

Sexual assault is a significant community problem, and the survivors of this crime often 

suffer harmful consequences to their health and well-being. Community services for 

these victims have long been in effect, but have been difficult to access and are 

fragmented. This has resulted in poor provision of services and impedance of the 

recovery process for sexual assault victims. The passage of the VAWA in 1994 and the 

successive reauthorizations in 2000 and 2005 provided federal recognition of the needs 

of women as victims of crime. The SART model was developed out of this need to 

provide specialized services to victims of this crime.  

Given the frequency of sexual assault, it is very likely that NPs will regularly care 

for individuals who have been sexually assaulted. In the provision of primary care, NPs 

have a responsibility to screen for, and identify victims of violence and encourage 

referral to appropriate services to begin the recovery process.  

In this chapter, the background of the study and the significance to nursing were 

discussed. The problem statement, purpose, and research questions for this study were 

identified. Conceptual and operational definitions were developed for key concepts in 

this study.
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CHAPTER II 

THEORTICAL FRAMEWORK AND LITERATURE REVIEW 

 

Introduction 

 The purpose of this descriptive quantitative pilot study was to evaluate the 

effectiveness of the initial response to sexual assault victims of a Midwestern SART 

team. The Neuman Systems Model (1972) was utilized as a framework for this study 

(Figure 1). In this chapter, a description of the framework, followed by a review of 

literature on SART are presented. 

 

Theoretical Framework 

Neuman’s Systems Model is derived from general systems theory, which 

explicates the dynamic relationship between person and environment. According to 

Neuman and Fawcett (2002), this model can be utilized for a social issue. “The wholistic 

perspective, concepts, and processes of the Neuman Systems Model remain equally 

applicable to any healthcare discipline, which increases the value of the model for 

interdisciplinary and multidisciplinary use” (p. 3). This model views the client as a 

system, with a focus on the dynamic relationship between actual or potential stressors in 

the environment, as well as primary, secondary, and tertiary nursing interventions aimed 

at retention, achievement, or maintenance of optimal wellness and client system stability 

(Melton, Secrest, Chien, & Andersen, 2001). According to Neuman and Young (1972), 

this model may be used to describe “an individual, a group or the community” (p. 265). 



 

 

 

 
Figure 1.  The Neuman Systems Model (1972).

11 



12 
 

 

Given that sexual assault is both an individual and community problem, Neuman’s 

System Model provides a framework to encompass this issue, and an ideal structure 

from which to develop interventions for victims of sexual assault.  

Basic Structure 

The basic structure of the client system is the core of the model. It is comprised 

of basic factors necessary for survival, including: genetic, physiologic and ego 

structures, response patterns, and organ strength or weakness. Five interacting 

variables surround the basic structure of the client system, are simultaneously involved 

in the surrounding lines of resistance and the normal and flexible lines of defense, and 

include the aspects of: physiological, psychological, developmental, sociocultural, and 

spiritual. Interactions between these variables assist in the maintenance of balance and 

harmony in the life of the client (Neuman & Fawcett, 2002). Available community 

services that address each of these essential variables have the potential to promote a 

return to balance and harmony for the victim of sexual assault.  

Lines of Defense 

Surrounding the client system are flexible and normal lines of defense. The 

flexible line of defense forms the outermost boundary, and acts as a buffer for the 

client’s stable state. In an ideal situation, this flexible line of defense prevents stressors 

from invading the client system, and maintains the stable state of function (Neuman & 

Fawcett, 2002).  

The normal line of defense lies beneath the flexible lines of defense, and 

represents the normal state of wellness for the client. This state of wellness is a result of 

the ability of the five interacting variables to adjust to environmental stressors, and is the 

standard from which any variance from wellness is measured (Neuman Systems Model 
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Trustee Group, Inc., 2005; Neuman & Fawcett, 2002). These lines of defense are 

already established for each individual prior to experiencing a sexual assault. The 

strength of these lines of defense will determine the extent to which the external 

environmental stressor of sexual assault will penetrate their basic structure. Community 

services focused on evaluating the state of wellness, and the extent to which the lines of 

defense have been penetrated, will provide direction for the efforts of service providers 

to assist the victim in returning to a state of wellness. 

Lines of Resistance 

Lines of resistance are located beneath the normal line of defense, and are 

activated when environmental stressors penetrate the normal line of defense. The lines 

of resistance serve to protect the basic client structure. Contained in these lines of 

resistance are internal and external resources that support the basic structural integrity 

and normal line of defense, thus providing overall system integrity. When the lines of 

resistance are working effectively, the system is able to reconstitute itself, by reversing 

the negative reaction of the environmental stressor, and returning to a state of 

equilibrium. Reconstitution may involve moving to a state of wellness beyond that of the 

usual state, a return to the usual state of wellness, or stabilization to a lower level of 

wellness. Community agencies involved in the care of victims of sexual assault are able 

to assist victims by providing them with the support and resources necessary to repair 

the damage to their lines of resistance and reconstitute themselves to a state of 

wellness. 

Stressors 

Stressors, according to the model, are “tension-producing stimuli with the 

potential for causing system instability” (Neuman & Fawcett, 2002, p. 21). These 
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stressors can occur within the internal or external environment of the client system. They 

are regarded as inherently neutral, with the client’s perception of, and reaction to the 

stressor determining the direction of the resultant contact with the stressor.  

Wellness and illness are depicted in this model on opposite ends of a continuum. 

Movement away from wellness is a result of stressors overwhelming the lines of defense 

in the client’s system, thus moving the client’s system out of balance and towards illness 

(Neuman & Fawcett). Sexual assault is an example of an external environmental 

stressor, and given the myriad of social, physical and psychological effects of sexual 

assault, it is easily capable of overpowering a victim’s normal and flexible lines of 

defense. When the lines of defense are overwhelmed, the client moves away from the 

wellness continuum towards that of illness. The SART model of care is an attempt to 

reduce this invasion through the victim’s lines of defense, and assist them in beginning 

the process of reconstitution. Policy and protocols that support and rebuild the victim’s 

lines of defense have the potential to assist them in returning to a state of wellness.  

Conceptual Overview 

The concepts identified by Neuman’s System Model provide the basis for 

understanding the dynamics of sexual assault on a victim, the impact of reporting a 

sexual assault, and the care provided to the victims by community agencies. The 

concepts used to describe a victim of sexual assault include: basic structure, lines of 

resistance, normal line of defense, and flexible lines of defense, and reaction to the 

stressor. The sexual assault is conceptualized as an external environmental stressor, 

and the services encountered by the sexual assault victim are conceptualized as 

interventions. And finally, reconstitution describes the state of the victim along the 
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wellness continuum after the initial response of the SART. In this study, the concept of 

intervention was examined. 

The concept of intervention is focused on “adapting, stabilizing, reeducating, or 

maintaining the individual in a desired state of wellness” (Neuman & Young, 1972, p. 

266). Interventions can occur prior to a reaction to a stressor, referred to as primary 

prevention. Secondary prevention is an intervention that occurs after the lines of 

resistance have been penetrated, with the goal being to assist the individual in 

reconstitution. And finally, an intervention with the overall goal aimed at a reduction of 

future occurrences of the stressor after reconstitution, is referred to as tertiary 

prevention.  

The focus of this study was on secondary prevention, specifically as it relates to 

the initial response of the SART to victims of sexual assault. It has been suggested by 

Campbell (1998), that a holistic view of community response to sexual assault would 

help to promote understanding, and allow for evaluation of the effectiveness of 

community agency interventions. 

 

Model Case 

The following is a hypothetical model case to help explain the use of Neuman’s 

Systems Model in the initial SART response to sexual assault victims. Jane has been 

sexually assaulted by a known acquaintance and has decided to report this assault to 

law enforcement. Jane is emotionally traumatized by what has happened to her, and as 

a result she has felt fearful, anxious, and guilty. Jane’s sexual assault represents an 

external environmental stressor. The emotions felt by Jane as a result of this unsolicited 
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and unwanted sexual contact indicate that her lines of defense and lines of resistance 

have been invaded, and are moving her basic structure away from a state of wellness. 

When Jane presents to the police department in her community to report her 

assault she is informed that a SART model is used in the care of victims of sexual 

assault. An advocate arrived at the police station and accompanied Jane and the 

responding officer to the local hospital to meet with the SANE. At the hospital Jane gave 

her statement to law enforcement and SANE. The sexual assault advocate was present 

for emotional support. A forensic sexual assault exam was done by SANE for the 

purposes of injury documentation, evidence collection, and prophylactic treatment of 

STDs and pregnancy prevention. 

This coordinated response by SANE, law enforcement and advocacy represents 

the initial SART response. Jane appreciated having to “tell her story” only one time. She 

was grateful for the emotional support offered, and the information provided by the 

advocate regarding further counseling and follow-up services available at the local 

sexual assault center. She felt she was believed, respected and cared for during her 

interactions with the various SART team members. The interventions implemented at the 

initial SART response began rebuilding the damage done to Jane’s lines of defense, and 

assisted her in reconstitution to a state of wellness. 

 

Literature Review 

The following literature review includes current practices in caring for victims of 

sexual assault, the history and development of SART, and previous research on SART 

models. A critical analysis of available research on SART is also included.
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Current Practices 

Currently, emergency departments are a key source of care for victims of sexual 

assault. After a sexual assault occurs, victims are at risk for unwanted pregnancy, STDs, 

and may have suffered physical injuries as a result of their assault. Straight and Heaton 

(2007) found that nearly 80% of all visits to emergency departments by victims of sexual 

assault resulted in insufficient care as outlined by the Centers for Disease Control and 

Prevention (CDC). Other limitations to current treatment are lengthy emergency room 

waits, as less than one third of all victims of sexual assault present with physical injuries, 

and thus are not viewed as high-priority patients (Ledray, 1992). Emergency department 

staff may also be rushed, with little time to explain procedures and offer emotional 

support, and many lack proper training to adequately perform forensic evidence 

collection and medical treatment (Ahrens et al., 2000). 

Law enforcement has historically been viewed by victims of sexual assault in a 

negative light, and as a cause of secondary victimization. Victims report feeling they 

were not believed or that law enforcement appeared to have made assumptions 

regarding their motives for reporting the assault (Baumer et al., 2003; Campbell, 1998; 

Campbell & Bybee, 1997; Campbell et al., 1999). Campbell and Johnson (1997) studied 

how police officers defined rape and found that 51% of the 91 law enforcement officers 

surveyed included victim-blaming in their response. However, it appeared that the more 

education and experience a law enforcement officer had, the more their definition was 

based on legal standards rather than personal biases and beliefs.  

As a result of the negative perceptions of victims towards law enforcement, 

energy has been focused on education in victim-centered care. Lonsway, Welch, and 

Fitzgerald (2001) did two experimental studies with N=161 and N=450 police recruits. 
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The recruits participated in either a traditional or experimental training program on 

sexual assault response. The findings of this study support behavioral training as an 

effective means of improving behavioral performance, though interestingly, it did not 

have any effect on cognitive or attitudinal outcomes. 

Secondary victimization has been identified as having an impact on the well-

being and recovery of victims after sexual assault, and is defined as attitudes, practices, 

and behaviors of community service providers that support victim-blaming (Campbell et 

al., 1999; Campbell, Wasco, Ahrens, Sefl, & Barnes, 2001). Secondary victimization 

most often results from a negative interaction with one or more community agencies 

accessed by the sexual assault victim (Campbell et al., 1999; Koss, Bachar, Hopkins, & 

Carlson, 2004). 

Though vast research has been done regarding the mental health impact of 

individual community agency services on sexual assault victims (Campbell; Campbell et 

al., 2008; Campbell et al., 1999; Campbell, Wasco, Ahrens, Sefl, & Barnes, 2001; Koss 

et al., 2004), it appears that studies exploring the effectiveness of SART models, on both 

case outcomes and victim well-being, particularly those utilizing one hospital as the 

designated care center for all victims of sexual assault within a specified region, are 

lacking (Campbell et al., 2001; Campbell et al., 1999; Campbell, 1998; Hatmaker, 

Pinholster, & Saye, 2002; Koss et al., 2004; Lewis, DiNitto, Spahr-Nelson, Just, & 

Campbell-Ruggaard, 2003; Littel, 2001; Plichta, Vandecar-Burdin, Odor, Reams, & 

Zhang, 2006). This coordinated effort to provide services to victims of sexual assault has 

been found to improve delivery of available services (Campbell & Ahrens, 1998; 

Campbell & Bybee, 1997), and increase the likelihood of arrest and conviction (Nugent-

Borakove et al., 2006). 
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Sexual Assault Nurse Examiner 

Sexual assault nurse examiner (SANE) programs were established in the 1970s 

in an effort to provide emotional support for victims of sexual assault, consistent and 

comprehensive medical services, quality collection of forensic evidence, and assistance 

with referrals to community services. It was also hoped that the services provided by 

SANE would increase reporting to law enforcement, and improve prosecution rates for 

the perpetrators of these crimes (Campbell, Patterson, & Lichty, 2005).  

Ericksen et al. (2002) identified psychological benefits for victims receiving care 

by SANE after a sexual assault. Improved forensic evidence collection (Ledray, 1999; 

Littel, 2001), and the provision of consistent and comprehensive medical services have 

been well documented (Ciancone, Wilson, Collette, & Gerson, 2002; Johnston, 2005). 

Ledray (1992) reports SANE involvement has been helpful to law enforcement, and has 

facilitated follow through in the legal process.  

Sexual Assault Response Team 

Though improvements have been made in the collection of forensic evidence and 

medical treatment by the initiation of SANE, it does not provide for all services needed 

by the victim of sexual assault. Community agencies cannot work in isolation, and are 

dependent upon each other for specialized services to care for victims of these crimes 

and to prosecute the perpetrators to the full extent of the law. 

Building on the success of SANE programs, sexual assault response teams 

(SARTs) were developed to facilitate communication between community agencies and 

assist victims in their recovery process (Girardin, 2005; Hutson, 2002; Littel, 2001; 

Wilson & Klein, 2005). Available literature regarding SART appears to focus on judicial 

outcomes, SANE specific outcomes, or is related to program organization and 
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development. Many of the previous studies are descriptive in nature, lack comparative 

data, and do not address the multidisciplinary aspects of SART. 

Hatmaker et al. (2002) discussed SART program development. Opportunities for 

growth and development were identified and included attainment of program funding, 

recruitment and retention of SANEs, and development of a collaborative relationship 

between community agency members. The author also described some of the 

challenges faced in developing such a program such as burn out and attrition of staff 

and navigating issues regarding overlapping roles of agency members. Multidisciplinary 

team participation has been received positively by communities and victims; hence 

continued dedication to the improvement of services is warranted.  

Johnston (2005) studied the structure, process and outcomes of a SART 

program utilizing a quantitative approach. Structural indicators related to organizational 

development were identified and assessed, including stated program mission and goals, 

monthly meetings, and existing policies. Process indicators were assessed based on 

forensic evidence collection and medical services provided. And finally, outcome 

indicators based on responses from sexual assault victims who participated in the SART 

program were evaluated.  

Findings identified positive collaborative relationships within the multidisciplinary 

team, and a strong organizational structure. Process indicators revealed a functional 

SANE program. Of interest, the outcome indicators revealed that the victims participated 

in minimal follow-up counseling and expressed regrets about having reported to law 

enforcement. These results should be viewed cautiously as only one program was 

evaluated, and a small sample size of 17 case reviews and 7 victim interviews were 

used. Clearly SART programs have room for improvement, and given the various 
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services available in each community, each individual program should identify and 

assess desired outcomes.  

Wilson and Klein (2005) studied the Rhode Island SART, and provided the first 

outcome evaluation of a SART program. Data were collected retrospectively on 200 

sexual assault cases from court records, sexual assault reporting forms, police reports, 

and the Rhode Island SART files. Of the 200 selected cases, 176 were non-SART and 

24 were SART cases. Contingency analysis was done utilizing Fisher’s exact test to 

examine several hypotheses related to improved judicial outcomes and charging.  

The results of this document offered no statistically significant data in support of 

the proposed findings; hence there was no statistical evidence of improved judicial 

outcomes for victims participating in a SART approach. The authors do state that results 

should be interpreted with caution as a small sample size was used, thus decreasing the 

power of their study. Also of note, the Rhode Island SART was in its infancy, and true 

outcomes may not have been evident until program maturity. Finally, though the SART 

impact on judicial processes appeared negligible, the program was found to have a 

positive impact on participating victims.  

Burgess, Lewis-O’Connor, Nugent-Borakove, and Fanflik (2006) studied the 

efficacy of the utilization of SANE/SART programs as a tool in the criminal justice 

system. The outcomes studied were specific to the criminal justice system and included 

arrest, conviction and charging rates, length of sentences, and plea arrangements. They 

compared 262 SANE/SART cases with 268 non-SANE/SART cases from three counties 

in three different states. Police, court, and sexual assault records were utilized for the 

collection of this data. Inferential, multivariate and descriptive statistics were utilized to 

analyze the resultant data, and observe the differences between cases and between 
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SANE/SART intervention and individual case outcomes. The researchers concluded that 

SANE/SART cases when compared to non-SANE/SART cases are reported more 

promptly, include more DNA evidence, and participation in SANE/SART aids in 

increasing the likelihood of conviction. Insufficient information was available to assess 

the effects of SANE/SART on length of sentences. 

 

Critical Analysis of Literature Review 

It is evident from the literature reviewed, that much remains to be studied 

regarding the effectiveness of SART programs. Evidence supporting SART 

improvements in conviction rate should be interpreted cautiously. Clearly there is a need 

for rigorous comparative studies, with appropriate sample sizes to establish statistically 

significant results to determine the true effects of SART implementation on criminal 

justice outcomes. 

Also lacking in the available literature is a holistic evaluation of the SART model. 

Previous studies have focused solely on judicial and criminal justice outcomes, or 

measures related to SANE function. As the purpose of SART is a coordinated 

community response to victims of sexual assault, it is prudent to study SART in an 

inclusive, holistic manner, evaluating each agency’s involvement in the team effort. 

 

Summary of Literature Review 

The research on the effectiveness of SARTs is in its infancy. Given that this 

model has emerged in the last decade, much more research needs to be done to assess 

effectiveness and impact on outcomes of sexual assault, particularly as they relate to the 

multidisciplinary system. Multidisciplinary assessment of SART will provide a better 
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understanding of program function and effectiveness, and allow for appropriate 

recommendations for program improvement. 

 

Chapter Summary 

In this chapter the theoretical framework and a literature review on SART were 

provided. Neuman’s System Model was used as a framework for this study, focusing on 

secondary intervention, specifically as it relates to the initial response of the SART to 

victims of sexual assault. An investigator developed tool, based on Neuman’s 

framework, was utilized to collect quantitative data related to the initial response of 

SART in a Midwestern county. It is hoped that the results of this study will provide data 

to support current SART practices and identify areas of improvement in provision of 

services for victims of sexual assault. 
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CHAPTER III 

METHODOLOGY 

 

Introduction 

The purpose of this descriptive quantitative pilot study was to evaluate the 

effectiveness of the initial response to sexual assault victims of a Midwestern SART. In 

this chapter, the research design, population, sample, setting, data collection instrument, 

data collection procedures, and plan for data analysis will be discussed. 

 

Research Design 

A quantitative, retrospective design was used to collect descriptive data 

measuring the outcomes and objectives of a Midwest county SART. This design allowed 

for the collection of anonymous, objective data to assess the effectiveness of each 

agency involved in the initial response to a sexual assault victim, as identified by the 

protocols of the SART. 

 

Population, Sample and Setting 

The sample population for this study was sexual assault victims across the 

lifespan who have reported their assault in the participating Midwestern county. 

Community agencies included in this evaluation are SANE, law enforcement, advocacy, 

and human services. A convenience sample of 81 sexual assault cases was obtained 

utilizing hospital records, sexual assault advocacy center records, and police reports. 

The criteria for inclusion in this study were reported sexual assaults that occurred from 

September through December 2008.  
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Data Collection Instrument 

To date, there has been no research that has collectively assessed the 

effectiveness of SART including all agencies involved. A data collection tool (Appendix 

A) was developed by this investigator, in collaboration with the participating Midwestern 

SART for use in this study. Demographic data on the sexual assault victim, including 

age, gender, race, income, relationship status were collected. Data relating to the 

assault, including relationship to the perpetrator, number of perpetrators, injury 

documentation, use of weapon, and time between assault and report were also 

collected. Data collection focused on the initial response of the SART to the needs of the 

victim, and was not utilized to collect data regarding longitudinal outcomes such as 

conviction rates. All data collected have been documented as pertinent to sexual assault 

victims and SART in previous research. 

 

Data Collection Procedures 

Permission to conduct this study was obtained from the University of Wisconsin 

Oshkosh Institutional Review Board for the Protection of Human Subjects (Appendix B). 

Written permission was also granted by the chairs of the SART in the Midwestern county 

where this study is proposed (Appendix C).  

Supervisory members of each agency in the Midwestern county SART were 

responsible for the collection of the data utilizing the investigator developed tool. The 

investigator attended a SART staff meeting to instruct the supervisors on the utilization 

of the tool, and to answer questions related to its use. The investigator also attended a 

SANE staff meeting as it was determined by the SANE supervisor that the SANE staff 

doing the victim exams would be better able to complete the SANE data collection tool. 
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Instructions regarding the use and completion of the tool were provided and all questions 

related to the tool were answered. The collected data were provided anonymously to this 

investigator. 

 

Human Protection and Ethical Considerations 

Written permission was obtained from the chairs of the Midwestern county SART 

participating in this study. An application was made to the University Institutional Review 

Board for the Protection of Human Subjects prior to the start of the study, and was 

approved. The completed data collection tools were kept by this investigator locked in a 

fire proof safe. As the data were de-identified on the collection tool, and collected only by 

trained supervisors and SANE in each participating community agency, it was felt that 

minimal risk would be experienced by participation in this study. The SART team data 

collectors and this investigator met monthly during the data collection to address any 

questions or concerns regarding the data collection process. This investigator was 

available via email or phone for questions or concerns that arose between scheduled 

meetings. 

 

Data Analysis Procedures 

The data were organized and coded in numerical form for entry into SPSS for 

statistical analysis. Descriptive statistics were utilized to obtain frequencies and 

percentages from the collected data. 
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Limitations 

There are several limitations to this study.  

1. The generalizability of the findings should be viewed cautiously as data 

were collected in only one Midwestern county. 

2. The investigator-developed data collection tool may not have been a 

 reliable or valid measure of the outcomes in question. 

3. Data collection was subject to the accuracy and completeness by those  

 completing the tool. 

4.  Researcher bias cannot be completely ruled out as this investigator was 

employed as a SANE in the county where the evaluation took place. 

 

Chapter Summary 

The purpose of this descriptive quantitative pilot study was to evaluate the 

effectiveness of the initial response to sexual assault victims of a Midwestern SART. 

Utilizing an investigator developed data collection tool, descriptive quantitative data were 

collected on victims of sexual assault presenting for services from a SART in a 

Midwestern county. The data were analyzed using descriptive statistics. This study was 

proposed in an effort to contribute to the current knowledge regarding SART 

implementation, and to improve effectiveness of care and outcomes for victims of sexual 

assault. 
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CHAPTER IV 

FINDINGS AND DISCUSSION 

 

Introduction 

The purpose of this descriptive quantitative pilot study was to evaluate the 

effectiveness of a Midwestern SART in initial response to sexual assault victims. Utilizing 

an investigator developed data collection tool, quantitative descriptive data was collected 

from records of sexual assault victims’ post-implementation of SART protocol in a 

Midwestern county. The data were analyzed using descriptive statistics. This study was 

proposed in an effort to contribute to the current knowledge regarding SART 

implementation, and to improve effectiveness of care and outcomes for victims of sexual 

assault. 

The original methodology included a comparative data analysis of reported 

sexual assault cases before and after the implementation of the SART protocol. Time 

constraints prevented the collection of pre-implementation data, hence the study is 

purely descriptive, and consists of data post-implementation of the SART protocol. The 

original methodology also described that a pilot test including reliability and validity of the 

tool would be done prior to data collection. Again, time constraints prevented this, thus 

the following data represents a pilot test of the data collection tool. Reliability was unable 

to be performed as the questions on the data collection tool were mostly demographic in 

nature. Some of these early ideas are noted in the letter of request for participation and 

consent to the SART chairpersons of the Midwestern county SART participating in this 

study. 
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Data were collected by law enforcement officers, SANEs, and sexual assault 

advocates from their respective records dating from September 2008 to December 2008. 

A total of 105 forms were analyzed and represented 57 from the sexual assault center, 

25 from law enforcement agencies, and 23 from SANE. No forms were received from 

human services. The 105 forms represented 81 individual victims. In this chapter, the 

findings of this descriptive pilot study will be discussed. 

 

Demographic Data 

A convenience sample of 105 forms were collected from law enforcement, 

SANE, and sexual assault center, representing 81 victims of sexual assault. No forms 

were received from human services. The age and gender of the victims are listed in 

Table 1 and Table 2. The majority of the victims were between the ages of 12 and 17, 

and were predominately female.  

Table 1 

Ages of Victims 
 

(n = 81) 

Age 

 

Frequency 

 

Percentage 

0-5 5 6.2% 

6-11 11 13.6% 

12-17 31 38.3% 

18-24 12 14.8% 

25-34 16 19.8% 

>34 6 7.3% 

 

 



30 

 

Table 2 

Victim Gender 
 

(n = 81) 

Gender 

 

Frequency 

 

Percentage 

 

Male 

 

6 

 

7.4% 

Female 73 90.1% 

Missing  2 2.5% 

 

The data revealed that 58.1% of victims were under the age of 18. This closely 

correlates with national crime statistics from 2000, which revealed that 67% of sexual 

assaults occurred in victims under the age of 18 (Snyder, 2000). Snyder also reported 

that 14.2% of the victims were between the ages of 18 and 24, and 11.5% were between 

the ages of 25 to 34. Snyder’s findings closely compared with the data from this study, 

which found 12 victims ages 18 to 24 (14.8%), however, 19.8% of the victims in this 

study were ages 25 to 34. Overall, the collected data supports the findings in other 

studies of sexual assault, and discrepancies may be related to the small sample size of 

n = 81. 

The data in this study revealed that 90.1% of the victims were female. This is 

strongly supported in other literature, which reports the percentage of female victims of 

sexual assault ranging from 86-94% (Rennison, 2002; Snyder, 2000).  

Participating agencies were asked if the sexual assault case was a SART 

referral, meaning, were the individual agencies contacted by other SART participants, or 

were the referrals from non-SART individuals or agencies. Thirty-four cases (42%) were 

identified as resulting from SART referrals. Thirty-two cases (39.5%) were referred from 
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agencies or individuals not affiliated with SART. In 15 cases (18.5%) this data was 

missing. 

 The agencies were asked to specify the time frame in which the sexual assault 

was reported. This was asked in order to identify victims that were eligible for a SANE 

exam. SANE exams are done on consenting victims within 96 hours of a sexual assault, 

based on national protocols and the policy and procedures of the hospital providing the 

SANE services (U.S. Department of Justice, Office on Violence Against Women, 2004). 

Table 3 depicts the time frame in which the assaults were reported.  

Table 3 

Time Frame in Which Sexual Assaults Were Reported 
 
(n = 81) 

Time Frame 

 

Frequency 

 

Percentage 

 

Within 24 hours 

 

29 

 

35.8% 

>24 hours, <96 hours 16 19.8% 

>96 hours, <1 year 17 21.0% 

>1 year 12 14.8% 

Unknown 2 2.5% 

Missing 5 6.2% 

 
 

The data revealed that in 45 cases (55.6%), the assault had occurred within the 

previous 96 hours, meeting the criteria for a SANE exam. The remaining 36 cases 

(44.4%) either fell outside of the recommended time frame for a SANE exam, or the data 

was unknown or missing. All agencies were also asked if the victim met the criteria for 

SANE. This question was answered affirmatively in 39 cases (48.1%), and negatively in 
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37 cases (45.7%). In five cases (6.1%), this was unknown or the data was missing. This 

reveals that the majority of the time, victims presenting to a SART agency were 

appropriately being identified for a SANE exam.  

The participating agencies were asked to identify who contacted SANE if an 

exam was recommended. The results are described in Table 4. Data was available for 

evaluation on only 23 of the 45 cases recommended for a SANE exam. This is a result 

of missing data, and represents incomplete documentation.  

 
Table 4 
 
How SANE Was Contacted 
 
(n = 81) 

Who Made SANE Contact 

 

Frequency 

 

Percentage 

 

Victim 

 

9 

 

11.1% 

Sexual assault advocate 3 2.5% 

Law enforcement 9 11.1% 

Other 2 2.5% 

Missing/not applicable 58 71.6% 

 
 

The relationship of the victim to the perpetrator and race of the victim were 

asked. Victim/perpetrator relationships have been well studied in the literature. 

According to Tjaden and Thoennes (2006), only 22.8% of males and 16.7% of females 

reported being sexually assaulted by a stranger. It has been reported that the majority of 

victims (60.9%) knew their offenders (U.S. Department of Justice, 2008). In this study, 

13 victims (16%) reported the perpetrator was a stranger. Fifty-five victims (71.7%) 

reported the perpetrator was known to them. This data is depicted in Table 5. 
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Table 5 

Victim/Perpetrator Relationship 
 
(n = 81) 

Relationship 

 

Frequency 

 

Percentage 

 

Spouse or partner 

 

5 

 

6.2 

Family member 11 13.6% 

Acquaintance 42 51.9% 

Stranger 13 16% 

Other 7 8.6% 

Unknown 2 2.4% 

Missing 1 1.2% 

 
 

Tjaden and Thoennes (2006) reported that no statistically significant differences 

could be found in the prevalence of sexual assault among minority or non-minority 

women. The data in this study revealed that 48 of the victims (59.3%) were White. This 

is likely due to the large percentage of White people (92.5%) living in the Midwestern 

county where the study was conducted (U.S. Census Bureau, 2006). This data is further 

delineated in Table 6.  
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Table 6 
 
Victim Race 
 
(n = 81) 

Race 

 

Frequency 

 

Percentage 

 

Hispanic 

 

4 

 

4.9% 

Native American 8 9.9% 

Black 10 12.3% 

White 48 59.3% 

Other 4 4.9% 

Unknown 2 2.5% 

Missing 5 6.2% 

 
 

The agencies were asked to identify, if known, whether or not the victims were 

under the influence of alcohol or other drugs at the time of the assault. Tjaden and 

Thoennes (2006) reported that one fifth to one third of the victims of sexual assault were 

under the influence of alcohol or other drugs at the time of the assault. Other studies 

report these numbers to be as high as one half to three quarters of victims (Wisconsin 

Coalition Against Sexual Assault [WCASA], 2007).  

The data revealed that 15 cases (18.5%) of the victims in this study were under 

the influence of alcohol or other drugs when the assault occurred. Unfortunately, in 51 of 

the cases (63%) the data was either missing or unknown. These data are depicted in 

Table 7. It is likely that the percentage of cases in which the victim was under the 

influence of alcohol or other drugs is higher than was documented in this study. Sexual 

assault of an individual under the influence of alcohol or other drugs such that they are 
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unable to give consent constitutes second-degree sexual assault in the state where this 

study was done (WCASA, 2006). It is imperative that SART members obtain this 

information from victims so their cases can be prosecuted to the full extent of the law.  

Table 7 
 
Victim Intoxication With Alcohol or Other Drugs 
 
(n = 81) 

Victim Intoxication 

 

Frequency 

 

Percentage 

 

Yes 

 

15 

 

18.5% 

No 15 18.5% 

Unknown 6 7.4% 

Missing 45 55.6% 

 
 

The participating agencies were asked to identify whether the victims were from 

an underserved population. In this Midwestern county, underserved populations were 

identified as victims with disabilities, lesbian/gay/bisexual/transgender or questioning 

their gender (LGBTQ), and incarcerated victims. Individuals with cognitive disabilities are 

four to ten times more likely to experience violence than those without disabilities. 

Children with disabilities are thought to be at twice the risk for sexual abuse (Petersilia, 

2001). Almost half of victims with disabilities experience more than ten incidents of 

sexual abuse (WCASA, 2003b). Evidence exists indicating that 42% to-51% of 

individuals in the LGBTQ population have been victims of sexual assault (WCASA, 

2003a). 

The agencies were also asked if the needs of the victims identified as 

underserved were communicated to the victim advocacy center, so special provisions 
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could be made for those victims. The advocacy center participating in this study had 

trained advocates to work with victims with special needs including those with cognitive 

disabilities, elderly victims, victims of Southeast Asian, Hispanic, Black or Native 

American heritage, and LGBTQ populations (Sexual Assault Center [SAC], n.d.). In only 

nine cases (11%) were victims identified as being from an underserved population. Of 

concern was that in 46 cases (56.8%), the data was missing. It is unclear whether the 

reported data accurately represents the victim population, as the majority of times this 

question was not answered. These data are depicted in Table 8 and Table 9. 

Table 8 
 
Underserved Populations 
 
(n = 81) 

 

 

Frequency 

 

Percentage 

 

Disabled 

 

1 

 

1.2% 

LGBTQ 3 3.7% 

Incarcerated 1 1.2% 

Other 4 4.9% 

Unknown 9 11.1% 

Not applicable 17 21.0% 

Missing 46 56.8% 
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Table 9 
 
Communication of Underserved Needs to the Advocate 
 
(n = 81) 

Needs Communicated 

 

Frequency 

 

Percentage 

 

Yes 

 

5 

 

6.2% 

No 7 8.6% 

Not applicable 13 16.0% 

Missing 56 69.1% 

 
 

Historically, victims have had a poor perception of law enforcement. As a result 

victim-centered training efforts have been focused in this area (Baumer et al.; Campbell 

& Ahrens, 1998; Campbell et al., 1999; Campbell et al., 2001; Ericksen et al., 2002; 

Kerstetter, 1990; Koss, Bachar, Hopkins, & Carlson, 2004; Lewis et al., 2003). In an 

effort to improve services to victims of sexual assault, the law enforcement officers 

serving in the Midwestern county involved in this study had special sexual assault victim-

centered training.  

The data from this study revealed that in 49 cases (60.5%) the victim or legal 

guardian consented to law enforcement involvement in the case. In only five cases 

(6.2%) was law enforcement involvement declined. In 27 cases (33.3%), data were 

either missing, reported as unknown, or not applicable. Given that one third of the data 

were missing, it is difficult to determine the accuracy of these findings.  

Law enforcement was asked to identify who made the initial contact with the 

victim of sexual assault. Eighty percent of the time patrol officers made the initial contact 

with the victim. This strongly supports the need for victim-centered training and ongoing 
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education for law enforcement officers to assist them in providing a sensitive response to 

victims of sexual assault. Table 10 depicts this data. 

Table 10 

Law Enforcement’s Initial Contact 
 
(n = 81) 

Initial Contact 

 

Frequency 

 

Percentage 

 

Patrol officer 

 

20 

 

80% 

School resource officer (SRO) 1 4% 

Detective 4 16% 

 
 

Early involvement of a sexual assault advocate is vital to the multidisciplinary 

approach of SART. The protocol used by the SART in this study advised early 

notification of the sexual assault advocate to provide support to the victim during the 

initial SART response, and to establish rapport in an effort to encourage ongoing 

services from the advocacy center. An advocate was identified as having been 

contacted in 32 cases (39.5%), and was not contacted in 5 cases (6.2%). The data were 

unknown or missing in 40 cases (49.4%). Given that in almost half of the cases this data 

was missing, it is difficult to determine how often early advocacy contact is occurring.  

Research has shown many benefits of early advocacy involvement in victim well-

being. It has proven to be vital to the establishment of mental health treatment for 

victims, provides the link to follow-up services for victims (Campbell, Patterson, & Lichty, 

2005; Littel, 2001; Ericksen et al., 2002; Lewis, DiNitto, Spahr-Nelson, Just, & Campbell-

Ruggaard, 2003). The advocates in this study reported having met with victims during 

the initial SART response in 36 cases (63%), however 17 cases (30%) were identified as 
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not having early advocacy (Table 11). Advocates identified that in 10 of these cases 

(58.8%) they were not contacted by law enforcement officers. In the remaining seven 

cases (41.2%) the victim interview with law enforcement was completed prior to 

contacting the victim advocate. Data also revealed that none of the victims refused 

advocacy services during the initial response). 

Table 11 

Advocacy Presence During Initial Response 
 
(n = 81) 

Advocate Present 

 

Frequency 

 

Percentage 

 

Yes 

 

36 

 

63% 

No 17 30% 

 
 
 In 45 cases (78.9%) the victims consented to follow-up services with the 

advocacy center. In only one case (1.8%) the victim declined follow-up services. Data 

were missing for the remaining ten cases (17.5%). 

Another important aspect of the multidisciplinary approach to SART is the 

involvement of SANE in the initial law enforcement interview. This aids in the prevention 

of secondary victimization and promotes a more positive interaction between the victim 

and participating community agencies (Campbell et al., 1999; Koss, Bachar, Hopkins, & 

Carlson, 2004).  

In 11 cases (47.8%) SANE was identified as having been involved in the law 

enforcement interview. Ten cases (43.5%) reported no SANE involvement in the law 

enforcement interview. In the remaining two cases (8.7%), one was reported as not 

applicable, and the other was missing. This data provides evidence that continued 
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improvement is needed in the coordination of law enforcement interviews with other 

members of SART. 

 

Chapter Summary 

This chapter presented the results of the data collected in this study. 

Demographic data regarding the victims of sexual assault, as well as descriptive data of 

the initial response of the SART were presented. The subjects in this study were 

predominately females under the age of 18, who were assaulted by perpetrators known 

to them. The majority of these victims reported to a SART agency within 96 hours of the 

assault.  

Much of the data regarding victim use of alcohol or other drugs, and victims in 

underserved populations were missing, thus raising questions as to the accuracy of the 

data obtained. The majority of the victims of sexual assault in this study agreed to law 

enforcement involvement in their case. Unfortunately, more than one-third of the time 

advocacy was not involved in the initial response of the SART to provide beneficial 

support to the victim. 
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CHAPTER V 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

 

Introduction 

In this chapter, a summary of this research study that examined the effectiveness 

of a Midwestern SART in initial response to victims of sexual assault is presented. The 

following is a discussion of the research conclusions and implications for nursing 

practice. An evaluation of the study limitations and further recommendations will be 

included. 

 

Summary 

Sexual assault is a significant community problem, and the survivors of this crime 

often suffer harmful consequences to their health and well-being (Brener et al., 1999; 

CDC, 2007; Hankin et al., 1999; Koss et al., 1991; Plichta & Falik, 2001; Ullman & 

Brecklin, 2003; Tjaden & Thoennes, 2006). Community services for these victims have 

long been in effect, but have been difficult to access and are fragmented (Ahrens et al., 

2000). This has resulted in poor provision of services and impedance of the recovery 

process for sexual assault victims. The SART model was developed out of this need to 

provide specialized services to victims of this crime (Ledray, 1999). Conducting 

evaluations of SART implementation are vital to the success of such programs, and offer 

an opportunity to assess the effectiveness of interventions. 

An investigator-developed data collection tool was utilized to collect the data for 

this pilot study. Descriptive data were collected by law enforcement and SANE from a 

records review to elicit information regarding the effectiveness of the initial response of a 
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SART to victims of sexual assault. Also included in this study was data collected from 

victim advocates who provided support and counseling for the victims of sexual assault.  

Frequencies and percentages were used to describe study findings.  

Neuman’s System Model (1972) was used as a framework for this study. 

Neuman and Fawcett (2002) described the movement away from health as occurring 

when an individual’s normal coping mechanisms become overwhelmed. This movement 

away from wellness occurs as a result of an invasion in their normal line of defense. 

SART attempts to assist the victim in returning to a state of wellness by providing 

intervention and support after a sexual assault has occurred.  

The demographic data in this study was similar to data found in the literature in 

regards to victim age, gender, and relationship to the perpetrator. The majority of the 

time SART agencies properly identified victims that met the criteria for a SANE exam, 

thus enabling them to receive available SANE services if desired. Large portions of data 

were missing regarding the identification of victim use of alcohol or other drugs during 

the time of the assault, and victims belonging to underserved populations. Accurate data 

collection in these areas is necessary to fully evaluate the effectiveness of the SART 

initial response. 

 

Conclusions 

In evaluating the results of this study, the following conclusions can be drawn: 

1. The majority of victims of sexual assault are receiving services from 

SANE, advocacy, and law enforcement during the initial response of the 

SART. 
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2. Data regarding underserved populations and victims under the influence 

of alcohol or other drugs could not be accurately analyzed given the large 

amount of missing data. 

3. The majority of victims consented to advocacy follow-up. 

4. The majority of victims consented to law enforcement involvement in their 

case. 

5. Continued evaluation of the effectiveness of SART in initial response is 

needed to further delineate areas for improvement. 

6. Further discussions should occur with Human Services, as no data was 

collected from that agency. 

 

Limitations 

There were several limitations in this study. This sample was taken from victims 

that were referred to a SART agency and may not accurately represent victims of sexual 

assault who choose not to report. The sample size in this study was small (n=81), and all 

available data on each victim was not collected by all agencies involved in SART. A 

large amount of data was incomplete. No information was available from Human 

Services, thus making an evaluation of their participation impossible. The data collection 

tool utilized was not reviewed by any other area SART programs decreasing its validity. 

 

Implications for Nursing Practice 

Holistic patient care is a foundation of nursing practice. Given the pervasiveness 

of sexual assault, it is very likely that nurse practitioners will see victims of this crime on 

a regular basis in primary care. Nurse practitioners in primary care may be the first 
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professional sought out by a victim of assault. They may also see victims for follow-up 

care, and likely see many victims who have not reported their assault. For these 

reasons, it is imperative that nurse practitioners are aware of the services available to 

victims of sexual assault so they can arrange for appropriate referrals to community 

agencies. Proper identification and referral of these victims to community agencies 

equipped to care for them can assist in moving victims closer to a state of health and 

wellness.  

 

Recommendations for Further Research 

This small pilot study provides the preliminary information necessary to continue 

evaluating the effectiveness of the initial response of the SART in this Midwestern 

County. Further data collection with a larger sample size will be necessary to perform an 

adequate evaluation of the effectiveness of this SART. Education regarding the 

importance of completing the data collection tool should be provided to the SART 

agency personnel involved in the data collection, with emphasis on identification of 

underserved populations and victim use of alcohol or other drugs. An evaluation of this 

data collection tool by SARTs in other counties may prove helpful and aid in validating 

the tool. Finally, the absence of human services participation in this study should be 

further investigated. 

It may be beneficial to include victim perceptions of care during the initial 

response to sexual assault in future studies, particularly as they relate to law 

enforcement. Further study should also include judicial outcomes and sentencing to fully 

evaluate all aspects of this model.  
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Data Collection Tool
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December 8, 2008 
 

Ms. Amber Geocaris 
3989 N. River Rd. 
Oconto, WI 54153 
 
Dear Ms. Geocaris: 
 
 On behalf of the UW Oshkosh Institutional Review Board for Protection of Human 
Participants (IRB), I am pleased to inform you that your application has been approved for the 
following research: The Effectiveness of a Midwestern Sexual Assault Response Team in Initial 
Response to Sexual Assault Victims. 
 

Your research has been categorized as EXEMPT.  This means you will not be required to 
obtain signed consent.  However, unless your research involves only the collection or study of existing 
data, documents, or records, you must provide each participant with a summary of your research that 
contains all of the elements of an Informed Consent document, as described in the IRB application 
material.  Permitting the participant, or parent/legal representative, to make a fully informed decision 
to participate in a research activity avoids potentially inequitable or coercive conditions of human 
participation and assures the voluntary nature of participant involvement. 
  
 Please note that it is the principal investigator’s responsibility to promptly report to the IRB 
Committee any changes in the research project, whether these changes occur prior to undertaking, or 
during the research.  In addition, if harm or discomfort to anyone becomes apparent during the 
research, the principal investigator must contact the IRB Committee Chairperson.  Harm or discomfort 
includes, but is not limited to, adverse reactions to psychology experiments, biologics, radioisotopes, 
labeled drugs, or to medical or other devices used.  Please contact me if you have any questions (PH# 
920/424-7172 or e-mail:rauscher@uwosh.edu). 
 
      Sincerely, 
 
 
      Dr. Frances Rauscher 
      IRB Chair 
  
cc: Vicki Moss 
1481 

INSTITUTIONAL REVIEW BOARD 
UNIVERSITY OF WISCONSIN OSHKOSH � 800 ALGOMA BLVD � OSHKOSH WI 54901 

(920) 424-3215 � FAX (920) 424-3221 
An Equal Opportunity/Affirmative Action Institution � http://www.uwosh.edu/ 
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Dear SART Chairpersons: 
 
My name is Amber Geocaris, and I am currently a graduate nursing student at the 
University of Wisconsin Oshkosh, and a practicing SANE nurse at St. Vincent’s Hospital.  
As part of my course requirements, I am working on a clinical research project.   I have 
chosen my area of interest to be that of SART effectiveness. 
 
In conjunction with Sam McKenzie and Al Van Haute, a data collection tool has been 
developed to assess the effectiveness of the Brown County SART in initial response to 
sexual assault.  A plot test of the data collection tool will be done prior to utilizing it for 
my proposed study, to establish reliability and validity.  Quantitative data will be collected 
by key members of the SART team for analysis in this study.  The data will be provided 
to me anonymously, and for confidentiality, I will be reporting the results in my clinical 
paper in an aggregate form and as a report coming from a Midwestern county SART. 
 
Permission to conduct this study will be sought from the University of Wisconsin 
Oshkosh Institutional Review Board (IRB) for the Protection of Human Participants.  A 
copy of the IRB letter will be provided to you when available. 
 
I am estimating that data collection will begin in October 2008 and will continue through 
February 2009.  A power analysis will be performed to confirm sample size once the tool 
has been pilot tested; however, I am estimating that approximately 75 cases before 
SART initiation and 75 cases after SART initiation will be needed for statistical 
significance.  I plan to have the study completed by March 2009, and will provide the 
SART team with a copy of my completed clinical paper. 
 
I am requesting your signature on the attached form to indicate permission to conduct 
this study. 
 
It is my hope that the results of this study will provide data to support current practices 
and identify areas of improvement in the care of victims of sexual assault.  Please feel 
free to contact me with any questions.  You may also contact the IRB at the University of 
Wisconsin Oshkosh with any questions or concerns. 
 
Sincerely,      
 
Amber Geocaris, RN, BSN   Chair, Institutional Review Board 
920 835-1536       for Protection of Human Participants 
geocaa11@uwosh.edu   c/o Grants Office 
      UW Oshkosh 
      800 Algoma Blvd. 
      Oshkosh, WI 54901 
      (920) 424-1415 
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I have received an explanation of the study: The Effectiveness of a Midwestern Sexual 
Assault Response Team in Initial Response to Sexual Assault Victims, as outlined in the 
attached letter of intent, and give my permission for the data collection. 
 
 
             
Name/Title/Agency      Signature  Date 
 
 
             
Name/Title/Agency      Signature  Date 
 
 
 
             
Name/Title/Agency      Signature  Date 
 
 
 
             
Name/Title/Agency      Signature  Date 
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