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INSTRUCTOR MANUAL
Sexual Assault Advocate/Counselor Training

Instructor Overview

Training Goal

The goal of this training is to help sexual assault advocates/counselors build the basic skills
necessary to provide competent, effective crisis intervention services to sexual assault
victims/survivors. The participants will learn information and skills related to:

= The realities of sexual assault.

= The impact of sexual assault.

= The neurobiology of sexual assault.

= The needs of specific populations.

= Advocacy roles and requirements.

= Working as part of a Sexual Assault Response Team (SART).
= Responding to victims/survivors during a crisis.

= Preventing “compassion fatigue.”

The training is aimed at first responders and focuses heavily on crisis intervention, rather than
long-term counseling. The training does not include instruction in group counseling techniques,
as it is the consensus of the staff and advisory committee who developed this training that such
techniques require advanced training and experience and are beyond the scope of this basic
program.

Target Audience

This training is designed primarily for sexual assault advocates/counselors who are volunteers
or staff at rape crisis centers and sexual assault services. The training will be relevant to new
staff and volunteers, as well as people with many years of experience; however, the emphasis
on understanding the realities, impact, and effects of sexual assault also may make the training
useful for nurses, including Sexual Assault Nurse Examiners (SANE), physicians, law
enforcement officers, and professional counselors who do not have specific sexual assault
training. For example, most university-based counselor training programs include little
information specific to the needs of sexual assault survivors. This training can augment those
programs.

To be most effective and to best use the participatory techniques in the training, enrollment
should be limited to 25 participants.
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Instructor Requirements

Instructors for this course should have:

= Indepth knowledge of sexual assault advocacy/counseling.

= Practical experience as a sexual assault advocate/counselor.

= Experience conducting training, particularly interactive (instead of lecture-based) programs.

If you are a subject matter expert but a novice instructor, it is highly recommended that you
practice each section of this manual before the training and refer to a resource such as The
Instant Trainer: Quick Tips on How To Teach Others What You Know, by Leslie Charles and
Chris Clarke-Epstein, for tips on successful training.

Length of the Training

Over the course of 2% days, this training will provide a comprehensive introduction to sexual
assault advocacy.

Training Approach

The training design is based on the principles of adult learning and interactive training. Adults
learn best when:

= Training focuses on building skills rather than just transferring information.

= They are involved in meaningful activities to practice new skills.

= They can draw on and apply their own knowledge and experience to the training.
= They see the relevance to their jobs and their lives of what they are learning.

The training also incorporates a variety of methods and activities to appeal to visual learners
(those who learn best by seeing), auditory learners (those who learn best by hearing), and
kinesthetic learners (those who learn best by moving and doing).

Using This Instructor Manual

This Instructor Manual is a template to help instructors prepare for instruction and guide the
delivery of the training. It details the information to be discussed and how to introduce,
conduct, and process group activities. It also contains a copy of all visuals used in the training.
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Each instructor should draw on her or his own knowledge and expertise to enrich the training
and provide relevant examples and illustrations, while maintaining the integrity of the training
design. To successfully conduct this training, you should become very familiar with all
concepts and processing notes in this manual, as well as those in the Participant Manual.

Module 1: Introductions and Overview

Module 2: What is Sexual Assault Advocacy/Counseling?
Module 3: Realities of Sexual Assault

Module 4: Neurobiology of Trauma and Sexual Assault
Module 5: Impact of Sexual Assault

Module 6: Campus Sexual Assault

Module 7: Effects of Sexual Assault on Males

Module 8: Procedures in Common Advocacy Situations
Module 9: Recovery Education and Skills Training
Module 10: Compassion Fatigue and Self-Care

Module 11: Wrap-Up and Evaluation

There is also a toolkit of Information and Tools for Program Managers, Appendices, References,
and Instructor and Participant Worksheets.

At the beginning of each module, an outline includes specific learning objectives, worksheets,
any special equipment or materials, preparation instructions, and notification of the time required
to complete the module. There is a timed sequence for all information and activities within the
module, which will help participants achieve the learning objectives for each module.

Icons

There are several icons that appear frequently throughout the Instructor Manual:

& with directive “Show Visual” indicates that a PowerPoint slide is to be shown.

S indicates that an activity is to be conducted.

Activities are included in each module to provide participants with opportunities to apply or
process information that has been presented, to enhance skill-building, and to underline the
transfer of knowledge and skills to the participant’s job following the training. Each activity
includes steps to follow and time estimates to conduct the activity.
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Using the Visuals

The visuals for this training provide you with an outline that can be used to guide the training
and activities in each module. The visuals include “talking points” for use during lectures, as
well as cues for you to conduct an activity, ask for questions from the participants, or transition
to the next module.

As mentioned above, the directive “Show Visual” followed by a number appears throughout the
Instructor Manual. The module number is included in the footer of each visual. This allows you
to determine, at a glance, both the module number and the number of the particular visual within
that module.

Equipment and Materials
The following equipment and materials are used consistently throughout the training:

= |nstructor Manual (provided by OVC).
= Participant Manual (provided by OVC).
= PowerPoint presentation (and electronic templates) on flash drives (provided by OVC).

= Laptop PC with Microsoft® Windows 7 and PowerPoint 2007 or later, LCD projector, and
screen or blank wall space for projection.

= Internet access. Screen captures are available if Internet access is not available.
= Tear sheet pad and easel.

= Multicolored, thick markers for use with tear sheets. (Dark colors should be used so
participants can see the writing on the tear sheets. Red, orange, and yellow can be difficult to
see at long distances.)

= Name tags (for each participant and instructor).
= Table tents.

= Pens (one per participant).

= Highlighters (one per participant).

= Sticky notes.
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Additionally, if a module requires specific equipment and materials, they are listed in the outline
that precedes each module and also are included in the summary table in this Overview.

Worksheets

Most modules include worksheets that are used by participants during activities in a module. The
worksheets are found behind a tab at the end of the Instructor and Participant Manuals, and are
labeled sequentially by module (e.g., Worksheet 2.3 is the third worksheet in Module 2;
Worksheet 5.2 is the second worksheet in Module 5). Refer to worksheets by number and title.

This training includes one Instructor Worksheet that corresponds with Participant Worksheet
4.1, Response Scenarios Case Studies. The Instructor version includes suggested responses.

Participant Manual

The participants will receive a comprehensive training manual that includes the agenda, articles
and supporting text that complement each module, copies of the PowerPoint slides with room to
take notes, and copies of worksheets participants will use during activities.

Room Preparation and Layout

If at all possible, try to avoid a traditional classroom-style layout in the training room. This type
of layout makes it more difficult for participants to see and hear the instructor and the
audiovisual equipment, and to interact with each other. Instead, try to organize the room so
participants are seated in a series of small groups. This arrangement encourages discussion and
participation. Remember that you will need a small table at the front of the room for your
training supplies, as well as a larger table for supplementary materials for participants.

Advance Preparation for Training Delivery

In addition to studying and preparing for each module, instructors should be sure to visit the
training room before training begins. Picture the layout of the training room, including the
location of furniture and audiovisual equipment, and determine if you need any additional tables
or chairs. Make sure all electrical outlets are functioning and check to see if there are shades on
the windows to control any glare that could interfere with audiovisual presentations. Test all the
equipment to be sure it is functioning properly.
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Worksheets, Equipment/Materials, Preparation

Module Worksheets Equipment/ Materials Preparation
1 None. = Agenda for the training. | Instructor:
= |jst of all participants ® Have Visual 1-1 on the screen as participants enter the room.
and instructors for the ® Prepare tear sheet with ground rules. See Instructor Manual
training. for examples.

" Prepare a tear sheet labeled Parking Lot.

OVC TTAC:

" Place a Participant Manual, pen, and name tent at each seat.

2 = Worksheet 2.1, Confidentiality | ® State sexual assault Instructor:

Scenarios statutes for each state " |n preparation for the Law Review activity, prepare a written
represented in the review of Appendix A, Background on VAWA 2005, VAWA
training. 2013 and Forensic Compliance; and Appendix B, HIPAA

Privacy Guidelines and Sexual Assault Crisis Centers.

" Prepare any state disclosure laws related to mandatory reporting
and confidentiality that you wish to present. See Instructor Manual
for details.

" Review the Worksheet 2.1, Confidentiality Scenarios. Be sure you
are aware of the appropriate way to respond to each scenario
according to your state’s laws and organization/agency protocols.
See details in the Instructor Manual.

3 = \Worksheet 3.1, Incidence and | ®  Large (3- by 5-inch) Instructor:
Prevalence of Sexual Assault index cards/sticky = Prepare tear sheets and index cards/sticky notes for Myths
® Worksheet 3.2, Myths and not;a's' (twc; per and Facts About Rape and Sexual Assault lesson and Myth
Facts About Rape and Sexual participant). or Fact? activity. See Instructor Manual for details.
Assault
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Module Worksheets Equipment/ Materials Preparation

4 Instructor Worksheet 4.1, None. None.
Response Scenarios Case
Studies—With Answers
Worksheet 4.1, Response
Scenarios Case Studies
Worksheet 4.2, How Would
You Respond?

5 Worksheet 5.1, STI Scenario | None. Instructor:
Worksheet 5.2, Physical and " Carefully review the group process scenarios and be prepared
Psychological Impact to present an “ideal” response. As protocol, facilities, and
Scenario resources vary from community to community, the response

should be based on existing procedures at participants’
agencies.

6 Worksheet 6.1, Campu$ None. None.
Sexual Assault Case Studies

7 Worksheet 7.1, Themes and None. None.
Beliefs Related to Male
Sexual Assault

8 Instructor:

Worksheet 8.1, Medical-
Forensic Exam Case Study

Worksheet 8.2, Drug-
Facilitated Sexual Assault

® Red paper or index
cards cut into
approximately 3- by 4-
inch pieces for
Information Search and
“Red Flags” activity.

= Carefully review the medical-forensic exam case study described
in this module.

® You should be aware of whether or not a system-based advocacy
program exists in your local police department or prosecutor’s
office. See the Instructor Manual for details.

OVC TTAC:

® Cut red paper or red index cards into small pieces (approximately
3 by 4 inches) for the Information Search and “Red Flags” activity.
You will need three pieces for each group; the number of groups
depends on the number of participants in the training.
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Module Worksheets Equipment/ Materials Preparation
9 = Worksheet 9.1, Role Play— None. Instructor:

Kendra and Laura = Carefully review the role plays in this module and make notes to
yourself regarding some “ideal” responses to each. See details in
the Instructor Manual.

® You will address suicide in this module. Procedures for evaluating
suicide risk vary greatly from center to center. Carefully review this
section.
10 = Worksheet 10.1, Maintaining | None. None.
Healthy Boundaries
® Worksheet 10.2, Personal
Self-Care Plan
11 = Worksheet 11.1, Checklist for | None. None.
Working With Victims of
Sexual Assault
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Module 1: Introductions and Overview

Time Required

30 minutes

Purpose

This module includes introductions of the instructor and participants, an overview of what
participants can expect during the training, and a discussion of terms that will be used during the
training.

Lessons

1. Introductions and Expectations (10 minutes)

2. Overview of the Training (10 minutes)

3. Creating a Common Language (10 minutes)

Learning Objective

By the end of this module, participants will be able to determine when to use the terms sexual
assault, sexual violence, rape, sexual abuse, victim, and survivor during the training.

Participant Worksheets

No worksheets are required.

Equipment and Materials
= Agenda for the training.

= List of all participants and instructors for the training.
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Preparation

Place a Participant Manual, pen, and name tent at each seat.

Open the PowerPoint presentation on the PC; have Visual 1-1 on the screen as participants
enter the room.

Write the following ground rules on a tear sheet:

¢

Arrive on time and attend the entire training.

Be respectful of other participants and the instructor.

Participate in each activity to the best of your abilities.

Ask questions, pose scenarios, and make suggestions that will help you to learn.

Turn cell phones off or to vibrate.

Leave some room for participants to add their own ground rules. Tape this sheet of paper to
the wall, with the writing facing the wall. When you review the ground rules, turn the paper
around so the writing is visible.

Prepare a tear sheet labeled Parking Lot.

1-2
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& Show Visual 1-1.

Greet participants as they walk into the room. Ask them to choose a seat and write their name on
a name tent.

To begin the training, welcome the participants to the training and introduce yourself. Tell
participants your name, relevant experience, and why you are facilitating this training.

& Show Visual 1-2.

Introduce the module.

F”  Show Visual 1-3.

Review the purpose and learning objective for this module.

By the end of this module, participants will be able to determine when to use the terms sexual
assault, sexual violence, rape, sexual abuse, victim, and survivor during the training.

1. Introductions and Expectations (10 minutes)

%~ Show Visual 1-4.

Ask participants to introduce themselves by answering the following questions:

* What is your name?

=  What, if any, experience do you have working with sexual assault victims/survivors?
= What is your motivation for doing this work?

= One thing you really want to learn in this training is

Go around the room so everyone has a chance to share their answers with the group. Record
participants’ answers to the last item (One thing you really want to learn in this training is...) on
a tear sheet. As you fill the sheets with answers, you may wish to mount them on the wall with
masking tape.

Explain that you will return to the information on the tear sheets in a few minutes.
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2. Overview of the Training (10 minutes)

%~ Show Visual 1-5.

Paraphrase:

The goal of this training is to provide advocates/counselors who work with victims/survivors
of sexual assault with the skills necessary to provide competent, effective crisis intervention
services.

The skills taught in this training are techniques that can be used to support recovery from sexual
assault. The training focuses heavily on skills for first responders and will not deal with
advanced counseling techniques. Specific techniques, such as eye movement desensitization and
reprocessing (EMDR) or hypnosis, will be referenced but not explored indepth. Such techniques
require more advanced training and experience and are beyond the scope of this basic training.
We will, however, take a quick look at the neurobiology of trauma as it relates to sexual assault.

Explain that this training will draw on the experience and viewpoints of the participants. It
will be dynamic and interactive and result in skills that participants will use as
advocates/counselors who work with sexual assault victims/survivors.

Refer to the tear sheet where you recorded participants’ expectations. Compare the
expectations to the goal of the training and the skills the participants will learn. Point out
which of their expectations will be met and which ones fall beyond the scope of this
training.

F”  Show Visual 1-6.

Address any housekeeping issues that participants will need to know during the training. Tell
participants where the restrooms are located. Ask participants to refrain (as much as possible)
from leaving the training except during designated breaks and to keep cell phones off or on
vibrate.

Tell participants that you are committed to starting and ending on time and providing breaks as
scheduled. If any alterations to the schedule are required, you will propose them to the group and
come to a consensus.

Call participants’ attention to the Participant Manual. Explain that the manuals are organized
into modules; in addition to being information resources, they contain learning objectives for
each module, instructions for participating in activities, and some space for notes. Explain that
you will refer to the Participant Manual throughout the training. Encourage participants to take
notes, draw diagrams, or highlight information throughout the training.
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& Show Visual 1-7.

Refer to the tear sheet you prepared earlier.

Share the ground rules for the training. During the training, all participants are expected to:
= Arrive on time and attend the entire training.

= Be respectful of other participants and the instructor(s).

= Participate in each activity to the best of their abilities.

= Ask questions, pose scenarios, and make suggestions that will help them learn.

= Turn cell phones off or to vibrate.

Ask participants for suggestions for additional ground rules. As the group agrees upon
suggestions, add them to the prepared tear sheet.

Review the Parking Lot with participants. Tell participants that you encourage questions and will
answer all questions to the best of your ability. If you do not know an answer, you will try to find
the answer after the training and share it with them. Explain that since this training is interactive,
the participants’ input is crucial.

Explain to participants that the information in this training is based on a complete review of the
scientific literature on sexual assault; the advice, recommendations, and vast experience of
experts in the area of sexual assault counseling; and information provided by more than 30
sexual assault service programs across the United States that shared the information they rely
upon for local advocate training.

3. Creating a Common Language (10 minutes)

& Show Visual 1-8.

Discuss the usage of personal pronouns in this training.

Sexual assault service providers deal with both male and female sexual assault victims. In most
cases, gender-neutral plural pronouns such as “they” and “them” are used throughout this
training to refer to victims.
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However, because most victims of sexual assault are female, female pronouns are occasionally
used. Similarly, most advocates/counselors are women, so female pronouns are sometimes used
to refer to those filling the advocate role. In the module dealing with male sexual assault, we will
of course address all victims/survivors as males.

& Show Visual 1-9.

Paraphrase a discussion of the definition of sex-related crimes.

There are many different definitions of sex-related crimes. These definitions vary across states as
well as federal agencies. Briefly review key differences in the definitions of sexual assault,
sexual violence, rape, and sexual abuse.

Sexual Assault

From the National Institute of Justice (www.nij.gov/topics/crime/rape-sexual-
violence/Pages/welcome.aspx): Sexual assault covers a wide range of unwanted behaviors—up
to but not including penetration—that are attempted or completed against a victim’s will or when
a victim cannot consent because of age, disability, or the influence of alcohol or drugs. Sexual
assault may involve actual or threatened physical force, use of weapons, coercion, intimidation,
or pressure and may include:

= Intentional touching of the victim’s genitals, anus, groin, or breasts.
=  Voyeurism.

= Exposure to exhibitionism.

= Undesired exposure to pornography.

= Public display of images that were taken in a private context or when the victim was
unaware.

Thus, sexual assault is a broad term that includes a range of acts. In this training, we will typically
use the term sexual assault as defined by the U.S. Department of Justice, but we will sometimes
use terms such as rape and sexual violence. To find out more about how sexual assault is defined
legally in states across the United States, see Laws in Your State, a web-generated report published
by the Rape, Abuse, and Incest National Network (https://apps.rainn.org/policy/).

Sexual Violence

From the Centers for Disease Control and Prevention (CDC): “Sexual violence is defined as a
sexual act committed against someone without that person’s freely given consent”
(www.cdc.gov/violenceprevention/sexualviolence/definitions.html). The CDC’s definition
divides sexual violence into the following types:
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Sexual Violence Type

Definition

Completed or attempted forced penetration of
a victim.

Includes completed or attempted unwanted
vaginal (for women), oral, or anal insertion
through use of physical force or threats to
bring physical harm toward or against the
victim. Examples include pinning the
victim’s arms, using one’s body weight to
prevent movement or escape, use of a
weapon or threats of weapon use, and
assaulting the victim.

Completed or attempted alcohol/drug-
facilitated penetration of a victim.

Includes completed or attempted unwanted
vaginal (for women), oral, or anal insertion
when the victim was unable to consent
because he or she was too intoxicated (e.g.,
incapacitation, lack of consciousness, or lack
of awareness) through voluntary or
involuntary use of alcohol or drugs.

Completed or attempted forced acts in which
a victim is made to penetrate a perpetrator or
someone else.

Includes situations when the victim was
made, or there was an attempt to make the
victim, sexually penetrate a perpetrator or
someone else without the victim’s consent
because the victim was physically forced or
threatened with physical harm. Examples
include pinning the victim’s arms, using
one’s body weight to prevent movement or
escape, use of a weapon or threats of weapon
use, and assaulting the victim.

Completed or attempted alcohol or drug-
facilitated acts in which a victim is made to
penetrate a perpetrator or someone else.

Includes situations when the victim was
made, or there was an attempt to make the
victim, sexually penetrate a perpetrator or
someone else without the victim’s consent
because the victim was unable to consent
because he or she was too intoxicated (e.g.,
incapacitation, lack of consciousness, or lack
of awareness) through voluntary or
involuntary use of alcohol or drugs.

Nonphysically forced penetration that occurs
after a person is pressured verbally, or
through intimidation or misuse of authority,
to consent or submit to being penetrated.

Examples include being worn down by
someone who repeatedly asked for sex or
showed they were unhappy; feeling pressured
by being lied to, or being told promises that
were untrue; having someone threaten to end
a relationship or spread rumors; and sexual
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pressure by use of influence or authority.

Unwanted sexual contact. Examples include intentional touching, either
directly or through the clothing, of the
genitalia, anus, groin, breast, inner thigh, or
buttocks of any person without his or her
consent, or of a person who is unable to
consent or refuse. Unwanted sexual contact
can be perpetrated against a person or by
making a person touch the perpetrator.
Unwanted sexual contact could be referred to
as “sexual harassment” in some contexts,
such as a school or workplace.

Noncontact unwanted sexual experiences. Does not include physical contact of a sexual
nature between the perpetrator and the victim.
This occurs against a person without his or
her consent, or against a person who is unable
to consent or refuse. Some acts of noncontact
unwanted sexual experiences occur without
the victim’s knowledge. This type of sexual
violence can occur in many different settings,
such as a school, the workplace, in public, or
through technology. Examples include
unwanted exposure to pornography or verbal
sexual harassment (e.g., making sexual
comments).

Source: CDC (www.cdc.gov/violenceprevention/sexualviolence/definitions.html).
Rape

In 2013, the FBI revised their definition of rape to: “Penetration, no matter how slight, of the
vagina or anus with any body part or object, or oral penetration by a sex organ of another person,
without the consent of the victim” (https://ucr.fbi.gov/crime-in-the-u.s/2013/crime-in-the-u.s.-
2013/violent-crime/rape).

Sexual Abuse

The American Psychological Association defines sexual abuse as “unwanted sexual activity,
with perpetrators using force, making threats or taking advantage of victims not able to give
consent” (wWww.apa.org/topics/sexual-abuse/).
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& Show Visual 1-10.

Paraphrase:

It is difficult for anyone other than individuals themselves to determine when the shift from
victim to survivor occurs. Some people feel they are survivors from the moment they escape
from the assailant(s). They may prefer the term survivor even in the emergency department.

Other individuals use survivors to mean people who have made significant progress toward
regaining control of their lives and recovering from the experience. These individuals may
resent being called survivors too soon, preferring instead that advocates recognize that they
were victimized because, in the early stages, they feel like victims, not survivors.

At the request of individuals who do not feel they immediately move to survivor status, the
term victim of sexual assault rather than survivor will be used when discussing the emergency
department response and early impact. When discussing the later periods of recovery, survivor
will be used to recognize that, even if the shift has not yet been made from feelings of victim
status to feelings of having survived, this is indeed the goal for individuals with whom
advocates will work.

& Show Visual 1-11.

Review the learning objective and ensure that it was met.

By the end of this module, participants will be able to determine when to use the terms sexual
assault, sexual violence, rape, sexual abuse, victim, and survivor during the training.

F~  Show Visual 1-12.

Ask if there are any final questions or comments before moving to the next module.
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Sexual Assault
Advocate/Counselor Training

Welcome

Module 1

Introductions and Overview

Learning Objective

Determine when to use the terms sexual assault, sexual
violence, rape, sexual abuse, victim, and survivor during
the training.
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Introductions

=  What is your name?

= What, if any, experience do you m

have working with sexual
assault victims/survivors?

= What is your motivation for

doing this work? Rk L
) © Thinkstock
= One thing you really want to
learn in this training is
14 ® T OVC
Training Goal
To provide

advocates/counselors who
work with victims/survivors
of sexual assault with the
skills necessary to provide
competent, effective crisis
intervention services.

15
© Thinkstock
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Housekeeping

= Restrooms.

= Breaks.

= Cell phones off or on vibrate.
= Participant Manual.

© Thinkstock

®
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Ground Rules and Parking Lot

Arrive on time and attend the entire training.

Be respectful of other participants and the
instructor(s).

Participate in each activity to the best of your
abilities.

Ask questions, pose scenarios, and make
suggestions that will help you learn.

Turn cell phones off or to vibrate.

® T ove

Use of the Personal Pronouns

Gender-neutral plural pronouns will be used
as much as possible—"they” or “them."

Female pronouns occasionally will be used to
refer to the victim, as the majority of victims
are female.

® == ovc

Definitions

There are many different definitions of sex-
related crimes.

These definitions vary across states as well
as federal agencies.

Sexual assault is a broad term that includes a
range of acts.

In this training, we will typically use the term
sexual assault, but will sometimes use terms
such as rape and sexual violence.

® == ovc




Victim vs. Survivor

Individuals determine when the shift from victim to
survivor occurs. In this training:

= Victim of sexual assault will be used when
discussing the emergency department response
and early impact.

= Survivor will be used in later periods of recovery

to recognize that this is indeed the goal for
individuals with whom advocates will work.

1-10 ® == ovC

Review of Learning Objective

Determine when to use the terms sexual assault,
sexual violence, rape, sexual abuse, victim, and
survivor during the training.

- ® =& ovc

End of Module 1

Questions? Comments?

© Thinkstock
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Module 2: What is Sexual Assault Advocacy/Counseling?

Time Required

1 hour, 20 minutes

Purpose

This module is intended to help participants understand their roles and responsibilities as
advocates and the roles of others with whom they will work.

Lessons

1. Basic Tenets of Advocacy (5 minutes)

2. Overview of Sexual Assault Response Teams (SART) and Sexual Assault
Nurse Examiners (SANE) (20 minutes)

3. Roles of the Advocate (15 minutes)

4. Maintaining Confidentiality (40 minutes)

Learning Objectives

By the end of this module, participants will be able to:
= Describe the composition of a SART.

= Jdentify the major roles of an advocate.

= Make appropriate decisions about confidentiality based on state reporting laws.

Participant Worksheet

=  Worksheet 2.1, Confidentiality Scenarios

Equipment and Materials

State sexual assault statutes for each state represented in the training.

Module 2: What is Sexual Assault Advocacy/Counseling?
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Preparation

In preparation for the Law Review activity, prepare a written review of Appendix A,
Background on VAWA 2005, VAWA 2013, and Forensic Compliance; and Appendix B,
HIPAA Privacy Guidelines and Sexual Assault Crisis Centers.

= Prepare any state disclosure laws related to mandatory reporting and confidentiality that you
wish to present. It is not necessary to include exact legal language; however, be very clear
about what your state’s laws are and how these laws and regulations affect the work of
advocates. Specifically, you need to understand when you are mandated to report based upon
your state laws and when reporting to law enforcement without the victim’s consent could be
considered a breach of confidentiality.

= Review the Worksheet 2.1, Confidentiality Scenarios. Be sure you are aware of the
appropriate way to respond to each scenario according to your state’s laws and
organization/agency protocols.
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& Show Visual 2-1.

Introduce the module.

& Show Visual 2-2.

Review the purpose and learning objectives for this module.
By the end of this module, participants will be able to:

= Describe the composition of a SART.

= Jdentify the major roles of an advocate.

= Make appropriate decisions about confidentiality based on state reporting laws.

1. Basic Tenets of Advocacy (5 minutes)

& Show Visual 2-3.

Paraphrase:

The following are basic tenets of advocacy—practices that ALL victim service providers need to
practice.

Provide victims with information about their options.

One of the things that advocacy does is provide victims with information about their options so

they can make educated choices (Ledray 1999; Ledray, O’Brien, and Chasson 2011). Advocacy
encourages victims to ultimately advocate for themselves while giving them a voice when they

are too weak to speak.

Provide trauma-specific services.

Advocacy should be trauma-specific, addressing the immediate traumatic event, coping with the
event, safety issues, risk of harm to self or others, and other presenting problems.

Work with the victim to develop an action plan.

Crisis intervention should focus on organizing information about the individual and event to
develop an action plan and connect the individual to appropriate supports. Supports may
including longer term supports for preexisting life problems such as an abusive relationship,
substance abuse, mental health problems, or financial troubles, as these affect recovery and are
thus important. It is important to know when to make referrals and which community resources
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are appropriate for followup counseling (Roberts 2002).
Listen and believe the victim.

Whatever the scenario, the overriding tenet of advocacy is to listen and believe. The healing
power of this is extraordinary. Survivors do not need to prove they are suffering to win support;
advocates give unconditional support while safeguarding the individual’s right to be treated with
respect, whatever the circumstance.

The unfortunate reality is that an advocate may be the only person who believes a victim without
question, comment, or blame, which makes the words, “I believe you,” and the corollary, “It
wasn’t your fault,” that much more powerful. The rare case when a survivor is dishonest is
relatively unimportant. Clearly, the survivor is suffering on some level and has most likely been
victimized in some way. Having the wool pulled over our eyes on that rare occasion is a small
price to pay for extending the healing power of unconditional belief that has helped so many
Survivors.

Neither investigate nor judge.

Another advocacy maxim is neither to investigate nor judge. Asking questions so the account
makes sense can jeopardize the advocate’s relationship with the survivor. Leave the
investigation to the investigators. This means no notetaking while the survivor talks about the
assault. Keeping one’s hands free nonverbally communicates to the survivor that the advocate is
not interested in “taking” anything (including a report) but rather is present as a trusted ally.
Advocates are the only first responders who have no other responsibilities and no pressing
agenda.

Practice teamwork.

In addition to these basic tenets, participants must keep the word “teamwork” in mind. As
advocates, they will work with other professionals, from law enforcement officers to medical
professionals, to meet the needs of sexual assault victims.

& Show Visual 2-4.

Paraphrase:

Explain options to the victim (and also refer to state laws regarding mandated reporting). The
victim has the right to make his/her choice on whether to report a sexual assault and whether to
have a medical/forensic examination conducted. The adult victim has the following choices:

1. No report to law enforcement and no medical or forensic examination.
No report to law enforcement, consents to medical/forensic examination (the patient has
the right to consent to all or part of this examination).

3. Report to law enforcement, and consents to medical/forensic examination.
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2. Overview of Sexual Assault Response Teams (SART) and
Sexual Assault Nurse Examiners (SANE) (20 minutes)

& Show Visual 2-5.

Ask the participants to volunteer any information they know about Sexual Assault Response
Teams (SART) and Sexual Assault Nurse Examiners (SANE). Write key responses on the
tear sheet, then proceed with a brief lecture based on the information below.

Instructor Note:

When preparing, keep in mind that this section is intended to provide an overview of SARTSs
and SANEs. Procedures for working with SARTs and SANEs are examined in detail in
Module 8, Procedures in Common Advocacy Situations, and to a lesser extent in Module 9,
Recovery Education and Skills Training.

& Show Visual 2-6.

Paraphrase:
Sexual Assault Response Teams (SART)

No single agency can meet all of the needs of the sexual assault survivor. Sexual assault
services, medical professionals, law enforcement, and prosecutors have recognized the benefits
of collaborating in their work with sexual assault survivors.

In addition to learning to work effectively with victims of sexual assault, advocates must learn to
work cooperatively and effectively with those with whom they will collaborate.

Effective Model

In many communities, the group of individuals from different agencies who work with sexual
assault survivors is referred to as the SART.

Demonstrated to be an effective model for providing better services to sexual assault victims,
the SART concept includes crisis intervention and long-term counseling, investigation, and
evidence collection, and a more sensitive initial medical response to sexual assault victims
(Ledray 1999; Ledray, O’Brien, and Chasson 2011).

An empirical review of the effectiveness of SARTSs found that these teams improve
multidisciplinary relationships among responders; improve legal outcomes such as victim
participation in the case, types of evidence collected, and the likelihood of arrest and charges;
and render victims’ help-seeking experiences less traumatic.

Compared to non-SANE/SART cases, SANE/SART cases are reported more quickly, have more
evidence (DNA evidence in particular) available, and have more victim participation (Nugent-
Borakove et al. 2006).
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However, SARTS do not appear to impact conviction rates or sentence length among those who
are charged, and challenges remain in negotiating the SART’s multidisciplinary collaborative
relationships, addressing conflicting professional goals, and navigating confidentiality
limitations across agencies (Greeson and Campbell 2013).

& Show Visual 2-7.

Paraphrase:
SART Membership

SART membership varies depending on the community and the needs of a particular sexual
assault survivor.

At a minimum, it should include:
= Sexual assault advocates.

= Medical personnel.

= Law enforcement.

= Prosecutors.

= Crime laboratory specialists.

= Other related personnel (domestic violence victim advocates, clergy, and other social
service agency personnel).

In some communities, a core group of SART members may respond together in the emergency
department, or they may simply work cooperatively to meet the needs of sexual assault
survivors and their families/significant others.

& Show Visual 2-8.

Sexual Assault Nurse Examiners (SANE)

The medical professional who participates in a SART is often a SANE. In some states, you may
hear the term Sexual Assault Forensic Examiner (SAFE), or Forensic Nurse Examiner (FNE).
The terms are essentially interchangeable. For purposes of this training, the term SANE will be
used.

Note: A National Protocol for Sexual Assault Medical Forensic Examinations-
Adult/Adolescents, 2014 (2™ Edition) published by the Department of Justice states the term
“patient” is used when discussing the role of the medical provider.
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Specially trained medical providers.

SANE:s are specially trained medical providers (depending on local policy, they may be
registered nurses, nurse practitioners, or physician assistants) who provide 24-hour-a-day, first-
response medical care and crisis intervention to specified emergency departments, medical
clinics, community agencies, or independent SANE facilities (Campbell et al. 2005).

SANEs are trained to understand that the purpose of the exam process is to address the patient’s
health care needs, taking into account the patient’s specific emotional needs as well as the
importance of properly collecting forensic evidence that can be used in legal proceedings.

Effective model for better evidence collection and sensitive medical response.

The SANE concept has been shown to be an effective model for providing better evidence
collection and a more sensitive initial medical response to sexual assault victims (Ledray,
O’Brien, and Chasson 2011).

A review of medical, legal, and community outcomes of SANE programs found them to be
effective in promoting psychological recovery of survivors, providing comprehensive trauma-
related medical care, documenting evidence accurately and completely, improving prosecution
by providing better forensics and expert testimony, and creating community change by bringing
multiple service providers together (Campbell et al. 2005).

F~  Show Visual 2-9.

Need for SANEs

Medical professionals developed the first SANE programs in the mid-1970s after recognizing
the need for better care for sexual assault victims in the emergency department.

Previously, when sexual assault victims came to the emergency department for care, they often
had to wait as long as 4 to 12 hours in a busy public area, their wounds considered less serious
than those of other trauma victims, as they competed unsuccessfully for staff time with the
critically ill or injured (Holloway and Swan 1993; Sandrick 1996; Speck and Aiken 1995).
Often, they were not allowed to eat, drink, or urinate while they waited, for fear of destroying
evidence (Thomas and Zachritz 1993).

Doctors and nurses were often insufficiently trained to do medical-legal exams, and many
lacked the ability to provide expert witness testimony as well (Lynch 1993).

Even trained staff often failed to complete a sufficient number of exams to maintain any level
of proficiency (Lenehan 1991; Tobias 1990; Yorker 1996). When the victim’s medical needs
were met, emotional needs all too often got overlooked (Speck and Aiken 1995) or even worse,
the survivor was blamed for the sexual assault by the emergency department staff (Kiffe 1996).

There are many published and anecdotal reports of physicians being reluctant to do the exam.
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Many factors contributed to this, including their lack of training and experience in forensic
evidence collection (Bell 1995; Lynch 1993; Speck and Aiken 1995); the time-consuming nature
of the evidentiary exam in a busy emergency department with many other medically urgent
patients (DiNitto 1986; Frank 1996); and the potential of being subpoenaed and taken away from
the emergency department to be questioned by a sometimes hostile defense attorney while
testifying in court (DiNitto 1986; Frank 1996; Speck and Aiken 1995; Thomas and Zachritz
1993).

As a result, documentation of evidence could be rushed, inadequate, or incomplete (Frank 1996).
Many physicians simply refused to do the exam (DiNitto 1986).

& Show Visual 2-10.

Explain that advocates must work cooperatively with other members of a SART or, if there is
no formal SART in their community, with other first responders. Strategies and considerations
for working effectively with SART members will be explored throughout this training. As
participants practice their skills throughout the training, they will be asked to define their own
roles and the roles of other SART members.

Tell participants that sexual assault services, advocacy, specialized training, and teamwork
have greatly improved the quality of care for sexual assault victims. Advocates have provided
and continue to provide a range of services to address the needs of victims and their
families/significant others. The next section will examine in detail the various roles of the
advocate.

3. Roles of the Advocate (15 minutes)

& Show Visual 2-11.

Paraphrase:
Advocates most commonly provide any or all of the following services:

= Crisis telephone line staffing, which involves giving victims of sexual assault immediate
support and information about what to do after an assault.

= Medical-evidentiary exam response, during which an advocate’s primary functions are to
provide the victim with information about options, answer questions, provide support and
crisis intervention, and advocate on the victim’s behalf with the medical personnel providing
care.

= Law enforcement statement accompaniment, which involves the advocate accompanying the
sexual assault victim to an investigator’s office to give an official statement of the assault.
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= Courtroom accompaniment, which involves accompanying the victim to attorney
appointments, as well as to the courtroom.

= Family/significant other supportive counseling, which involves providing information and
support to family members or significant others.

= Encourage and help facilitate the SANE followup examination of indicated.

& Show Visual 2-12.

Paraphrase:

There are two types of advocates: community-based advocates and system-based advocates.

= Community-Based Advocates: The Center for Sex Offender Management states
community-based advocates “work in an independent, usually nonprofit, organization
dedicated to assisting victims of sexual assault.
¢ Victims are generally referred to community-based advocates by rape crisis hotlines,
hospitals, or law enforcement agencies. However, referrals also may come through
prosecuting attorney's offices, educational institutions, faith-based organizations, social
service agencies, or victims' friends, relatives, or colleagues.”
(https://ovc.ncjrs.gov/sartkit/develop/team-advocate-c.html)
= System-Based Advocates: System-based advocates are generally employed by the criminal
justice system (law enforcement, prosecuting attorney’s office).

Community-based advocates serve victims regardless of whether they report to the criminal
justice system; system-based advocates generally serve victims whose cases are in the criminal
justice system.

System-based advocates are not able to offer victims confidential services; community-based
advocates generally can. For this reason, a system-based advocate should not be present during
the SANE exam, whereas a community-based advocate can be present with patient consent.

& Show Visual 2-13.

Tell participants that procedures for each of these roles will be examined more closely later in
this training. Explain that advocates may also provide walk-in crisis intervention; individual,
ongoing supportive counseling; or support-group facilitation. However, these roles are less
common for volunteers and will not be addressed in depth in this training.

Point out that participants can find more information about the roles of an advocate in the toolkit
of Information and Tools for Program Managers.
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4. Maintaining Confidentiality (40 minutes)

& Show Visual 2-14.

The Importance of Maintaining Confidentiality
Paraphrase:

It is important to maintain confidentiality because it is the victim’s right, it gives the victim
more control and the ability to make informed decisions about whom to tell, and it promotes
the safety of disclosure.

Advocates have a responsibility to maintain confidentiality, to the limits of the law, about each
and every case with which they are involved.

Sexual assault may represent a loss of control over one’s body and over the ability to choose
with whom to be sexual. It is extremely important that the victim be able to retain control after
the assault to the greatest extent possible. Deciding who will know about the sexual assault is
an important part of regaining control. Maintaining confidentiality is one way to help the
victim regain control over who does and does not know that the sexual assault occurred.

F~  Show Visual 2-15.

The Limits of Confidentiality
Paraphrase:

Only when victims know the limits of the confidentiality can they make a safe, educated choice
about what to tell the advocate, SANE, or counselor.

Sexual assault advocates/counselors in many states have gone to great lengths to get state
legislation passed to ensure that their conversations with sexual assault victims are completely
confidential and that they cannot be subpoenaed to testify even if the case goes to court.
Advocates must know the limits of confidentiality for sexual assault advocates in their state and
communicate these to victims before the victims disclose information (Ledray, O’Brien, and
Chasson 2011). Confidentiality is sometimes restricted based on organizational affiliation,
position title, and other factors.

Confidentiality and the SANE’s Unique Role

Explain that because SANEs have a unique role as a medical provider and a forensic examiner,
they expect that everything the victim tells them could be admitted into evidence and used in
court.

In other medical examinations, HIPAA requires the medical personnel to maintain all health-
related information confidential.
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However, because this is a medical-legal exam, the SANE will ask the victim to sign a release of
information giving them permission to release all of the information gathered during this
particular medical visit to law enforcement.

The record of the visit and any physical evidence collected is an important part of the evidence
that may be used in the investigation and prosecution of the reported sexual assault.

This release ONLY applies to health information collected on this particular visit. It DOES NOT
apply to any other health records. The SANE is responsible for obtaining the consent and
informing the victim about this lack of confidentiality.

Advantage of the SANE’s Medical Role

Paraphrase:

One advantage of the SANE’s medical role is that the SANE can testify to things the victim says
during the medical forensic examination.

For example, if the victim tells the SANE information that establishes the sexual contact was
forced, the SANE can testify to this in the courtroom as a medical exception to the hearsay rule,
even if it was not an “excited utterance” (a statement made by a person in response to a startling
or shocking event or condition).

& Show Visual 2-16.

Introduce the activity.

z5 Activity: Law Review (30 minutes)

1. Refer participants to Appendix A, Background on VAWA 2005, VAWA 2013 and
Forensic Compliance, and Appendix B, HIPAA Privacy Guidelines and Sexual Assault
Crisis Centers, found in the Participant Manual, as well as any state disclosure laws that
you prepared earlier.

2. Ask participants to follow along with the appendices as you review them.

3. When the review is complete, refer participants to Worksheet 2.1, Confidentiality
Scenarios, in the Participant Manual, which provides scenarios dealing with
confidentiality.

4. Ask participants to make choices based on their understanding of their state’s laws.

Debrief the activity by reviewing the correct answers and discussing anything that may still be
ambiguous under their state’s laws.
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& Show Visual 2-17.

Explain that maintaining confidentiality means:

= Not talking to the media about the case without the victim’s permission.

= Not using the victim’s name when discussing the case with coworkers.

= Not discussing cases with your family.

= Not talking about cases on an elevator or in a public place.

= Not using any details of cases, even anonymously, for training purposes.
Especially in a small community, it is all too easy to breach client confidentiality

unknowingly.

F~  Show Visual 2-18.

Review the learning objectives and ensure that these were met.
By the end of this module, participants will be able to:

= Describe the composition of a SART.

= [dentify the major roles of an advocate.

= Make appropriate decisions about confidentiality based on state reporting laws.

& Show Visual 2-19.

Ask if there are any final questions or comments before moving to the next module.
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Module 2

What is Sexual Assault
Advocacy/Counseling?

ovC

Learning Objectives

= Describe the composition
of a Sexual Assault
Response Team (SART). i

= |dentify the major roles of |
an advocate.

= Make appropriate
decisions about
confidentiality based on @ Thinkstock
state reporting laws.

2:2 ® T OoVC

Tenets of Advocacy

= Provide victims with
information about their
options.

= Provide trauma-specific
services.

= Work with the victim to
develop an action plan.

= Listen and believe the victim. © Thinkstock

= Neither investigate nor
judge.

= Practice teamwork.
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Victim Options
The victim has the right to:

= Make his/her choice on whether
to report a sexual assault.

= Decide whether or not a
medical/forensic examination is
conducted.

24 ® T OVC

SARTs and SANEs

What do you know
about Sexual Assault
Response Teams
(SART) and Sexual
Assault Nurse
Examiners (SANE)?

© Visual Photos.com

© Thinkstock
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Sexual Assault Response Teams (SART)

= Group of individuals from
different agencies who work with
sexual assault victims.

= Effective model.

© Thinkstock = Crisis intervention and long-term
[ counseling.

= Investigation and evidence
collection.

= More sensitive medical
response to rape victims.

Wl
© Thinkstock
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SART Membership Varies

= At minimum, sexual assault
advocate, medical personnel,
law enforcement, prosecutor,
and crime laboratory
specialist.

= May also include domestic
violence victim advocates,
clergy, and other social
service agency personnel.

© Thinkstock © Thinkstock
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Sexual Assault Nurse Examiners (SANE)
= Medical professionals who participate ‘

in a SART. A
= Specially trained medical providers.

= Trained to understand that the exam
purpose is to address patient’s health
care and emotional needs.

= Better evidence collection and more
sensitive initial medical response.

© Thinkstock
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Need for SANEs

= Long waits.

= Could not eat, drink, or urinate
while waiting.

= Doctors and nurses had
insufficient training.

= Improper evidence collection.

= Proper exams are time
consuming.

= Medical professionals fear
subpoenas.

© Thinkstock
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Teamwork

= Rape crisis center,
advocacy, specialized
training, and teamwork
have greatly improved
the quality of care for
victims.

= Advocates provide a
range of services for
victims and families.

2-10

Roles of the Advocate

= Crisis telephone line staffing.

= Medical-evidentiary exam
response.

= Law enforcement statement
accompaniment.

a © Thinkstock
= Courtroom accompaniment.

= Family/significant other
supportive counseling.

= Encourage/help facilitate SANE
followup exam of indicated.

© Thinkstock
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Types of Advocates
= Community-based advocates:

+ Work for independent
organizations.

+ Can be present during a SANE
exam.

= System-based advocates:

+ Are employed by the criminal
justice system (i.e., law
enforcement or prosecuting
attorney’s office).

+ Should not be present during a
SANE exam.
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Roles of the Advocate

= Walk-in crisis
intervention.

= Individual, ongoing
supportive counseling.

= Support-group facilitation.

Confidentiality

© Thinkstock

= ltis the victim’s right.
= It gives the victim control.
= |t makes disclosure safe.
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Confidentiality

Issues differ for advocates and SANEs.

= Rape crisis centers in many states have lobbied for
legislation so advocates can’t be subpoenaed;
advocates must know limits of confidentiality.

= SANEs expect that everything the victim says can be
admitted into evidence.

Ensure the victim knows the limits of confidentiality.
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Activity

Law Review
Worksheet 2.1, Appendix A, and
Appendix B

©
eLeamingArt

= Review the appendices:

+ Background on VAWA 2005, VAWA 2013, and
Forensic Compliance.

+ HIPAA Privacy Guidelines and Sexual Assault
Crisis Centers.

= Complete the worksheet.

216 ® == ovC

Maintaining Confidentiality Means...

= Not talking to the media.

= Not using the victim’s name when
discussing with coworkers.

= Not discussing cases with your
family.

= Not talking about cases on an &
elevator or in a public place.

= Not using any details of cases for © Thinkstock
training purposes.
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Review of Learning Objectives

= Describe the composition of a Sexual Assault
Response Team (SART).

= Identify the major roles of an advocate.

= Make appropriate decisions about confidentiality
based on state reporting laws.
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Module 3: Realities of Sexual Assault

Time Required

55 minutes

Purpose

This module includes an examination of the realities of sexual assault, allowing participants
to deepen their understanding of the issues.

Lessons
1. Incidence and Prevalence of Sexual Assault (20 minutes)

2. Myths and Facts About Rape and Sexual Assault (35 minutes)

Learning Objectives
By the end of this module, participants will be able to

= Correctly answer at least two questions about the incidence and prevalence of sexual assault
in the United States.

= Jdentify at least one factor contributing to underreporting of sexual assault.

= List at least two myths and two facts about rape and sexual assault.

Participant Worksheets
=  Worksheet 3.1, Incidence and Prevalence of Sexual Assault

=  Worksheet 3.2, Myths and Facts About Rape and Sexual Assault

Equipment and Materials

= Large (3- by 5-inch) index cards or sticky notes (two per participant).
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Preparation

= On a tear sheet, write “Myths and Facts About Rape and Sexual Assault” across the top in
large letters. Underneath, draw a line down the center, forming two columns. At the top of
the left column, write “Myths.” At the top of the right column, write “Facts.” Tape this sheet
to the wall, with the writing facing the wall. When you begin the Myth or Fact? activity, turn
the paper around so the writing is visible.

/@té@ and Facts About /@;ﬁe and Sexaal Assanlt

Myths Facts

= Ifyou are using index cards instead of large sticky notes, tear off short pieces of masking
tape (two per participant) and attach them lightly to the wall by the paper; the participants
will use the tape to attach their cards to the appropriate column, as described in the activity.
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& Show Visual 3-1.

Introduce the module.

F”  Show Visual 3-2.

Review the purpose and learning objectives for this module.
By the end of this module, participants will be able to

= Correctly answer at least two questions about the incidence and prevalence of sexual assault
in the United States.

= Identify at least one factor contributing to underreporting of sexual assault.

= List at least two myths and two facts about rape and sexual assault.

1. Incidence and Prevalence of Sexual Assault (20 minutes)

& Show Visual 3-3.

Introduce the module by asking participants how familiar they are with the incidence and
prevalence of sexual assault in the United States. The following statistics are from the 2077
National Crime Victims’ Rights Week Resource Guide.

F”  Show Visual 3-4.

Introduce the activity.

yag Activity: Friendly Competition (15 minutes)

1. The participants will work in groups in a friendly competition as you proceed through a
series of questions and answers. Divide participants into groups of four or five. Ask a
volunteer to act as scorekeeper.

2. Refer participants to Worksheet 3.1, Incidence and Prevalence of Sexual Assault, in the
Participant Manual. They may use the worksheet to record the correct responses, but ask
them not to look for the correct answers in their manuals.

3. Each of the questions below appears on a visual, with the correct answer to the question
on the next visual. Show each visual and pose the question to the group.

Module 3: Realities of Sexual Assault 3-3



INSTRUCTOR MANUAL
Sexual Assault Advocate/Counselor Training

4. As you show each visual, ask participants to call out the correct answer. Allow sufficient
time for several participants to respond in case they disagree on the correct answer.

5. After several responses, show the correct answer on the following slide. (The answers are
also duplicated below.)

6. The participant who was the first to call out the correct answer will receive one point for
their table group. The scorekeeper will keep track of group points.

7. Keep posing questions to the groups until all questions are answered.

8. The table group that answers the most questions correctly is declared the winner.

& Show Visual 3-5.

Instructor Note:

The questions that appear on the following PowerPoint visuals also are in the Participant
Manual. Allow participants to try to respond before showing the answer on the following
PowerPoint visual.

Tell participants that the following statistics are from the 2017 National Crime Victims’ Rights
Week Resource Guide, the FBI Uniform Crime Report, the Bureau of Justice Statistics’ 2015
Criminal Victimization report, and the Fiscal Year 2016 Department of Defense Annual Report
on Sexual Assault in the Military.

Q: Over their lifetime, what percentage of women will have been raped?
A. 5 percent

B. 10 percent

C. 19 percent

D. 20 percent

F”  Show Visual 3-6.

A: Over their lifetime, an estimated 19 percent of women will have been raped.

& Show Visual 3-7.
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Q: How many people who experienced rape or sexual assault in 2015 were female?
A. 1.2 per 1,000 people
B. 1.8 per 1,000 people
C. 2.2 per 1,000 people

D. 2.5 per 1,000 people

F" Show Visual 3-8.

A: The number of female victims who experienced rape or sexual assault in 2015 was 2.2 per
1,000 people.

F" Show Visual 3-9.

Q: Of the sexual violence victims in 2015, what percentage of female victims reported
receiving victim services?

A. 21 percent
B. 47 percent

C. 76 percent
D. 80 percent

%~ Show Visual 3-10.

A:In 2015, 21 percent of female victims reported receiving victim services.

F~  Show Visual 3-11.

Q: According to the 2010 National Intimate Partner and Sexual Violence Survey (NISVS),
what percentage of female rape victims were assaulted by a stranger? Was it
approximately:

A. 12 percent
B. 14 percent
C. 36 percent

D. 55 percent
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& Show Visual 3-12.

A: According to the 2010 NISVS, 14 percent of rapes were committed by a stranger.

F”  Show Visual 3-13.

Q: In 2015, what percentage of all rapes and sexual assaults were reported to law enforcement?
Was it approximately:

A. 15 percent
B. 32 percent
C. 54 percent

D. 70 percent

%~ Show Visual 3-14.

A: In 2015, approximately 32 percent of all rapes and sexual assaults were reported to law
enforcement.

%~ Show Visual 3-15.

Q: In FY 2016, an estimated military members indicated experiencing a sexual
assault.

A. 5.350
B. 6,172
C. 9,832
D. 11,300
%~ Show Visual 3-16.

A:In FY 2016, 5,350 military service members reported experiencing a sexual assault.

& Show Visual 3-17.
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Q: What is the estimated lifetime cost of rape victimization per victim?
A. $56, 349

B. $70,000

C. $100,209

D. §122,461

%~ Show Visual 3-18.

A: The estimated lifetime cost of rape victimization per victim is $122,461. These fees can
include medical and counseling fees, lost wages, moving fees, and other costs.

2. Myths and Facts About Rape and Sexual Assault (35 minutes)

Tell participants the group is now going to discuss myths and facts about rape and sexual
assault.

F~  Show Visual 3-19.

Introduce the activity.

Instructor Note:
Ask participants to close the Participant Manual so they will not have easy access to facts about
rape and sexual assault.

Z5 Activity: Myth or Fact? (35 minutes)

1. Tape the prepared tear sheet labeled “Myths and Facts About Rape and Sexual Assault”
to the wall.

2. Ask participants to close their manuals.

3. Distribute two index cards to each participant. Ask participants to take 2—-3 minutes to
write either a myth or a fact about rape or sexual assault on each index card. When they
finish, they should tape their index cards on either the “Myth” side of the chart or the
“Fact” side. The cards are anonymous, so participants should not worry if they are
unsure of the statements they write on their cards.

4. When the participants have placed all of their cards on the chart, review the myths and
facts by reading each one aloud. It is possible that some of the cards under the “Fact”
side might actually be myths, and vice versa. Move the cards to the correct side.
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5. After you read each card, ask participants to determine if the card is in the right place. If
not, provide accurate information about the statement and move the card to the other
column. If the following statements are not mentioned, review them with the
participants.

6. Read the myths aloud and ask participants to state the facts. Provide hints and
information as needed.

7. When you have reviewed the myths and facts, refer participants to Worksheet 3.2,
Myths and Facts About Rape and Sexual Assault, in the Participant Manual, which
includes a list of the myths and facts discussed below, as well as space for notes about
additional myths and facts that may have been raised by the participants.

Present myths and facts about rape and sexual assault.

F~  Show Visual 3-20.

Myth: Victims provoke sexual assaults when they dress provocatively or act in a promiscuous
manner.

%~ Show Visual 3-21.

Fact: Rape and sexual assault are crimes of violence and control that stem from a person’s
determination to exercise power over another. Neither provocative dress nor promiscuous
behavior are invitations for unwanted sexual activity. Forcing someone to engage in
nonconsensual sexual activity is sexual assault, regardless of the way that person dresses or acts
(U.S. Department of Justice Office on Violence Against Women).

F~  Show Visual 3-22.

Myth: If a person goes to someone’s room, house, or goes to a bar, he/she assumes the risk of
sexual assault. If something happens later, he/she can't claim that he/she was raped or sexually
assaulted because he/she should have known not to go to those places (U.S. Department of
Justice Office on Violence Against Women).

& Show Visual 3-23.

Fact: This “assumption of risk” wrongfully places the responsibility of the offender’s actions
with the victim. Even if a person went voluntarily to someone’s residence or room and consented
to engage in some sexual activity, it does not serve as a blanket consent for all sexual activity. If
a person is unsure about whether the other person is comfortable with an elevated level of sexual
activity, the person should stop and ask. When someone says “No” or “Stop,” that means STOP.
Sexual activity forced upon another without consent is sexual assault (U.S. Department of Justice
Office on Violence Against Women).
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& Show Visual 3-24.

Myth: It’s not sexual assault if it happens after drinking or taking drugs.

%~ Show Visual 3-25.

Fact: Being under the influence of alcohol or drugs is not an invitation for nonconsensual sexual
activity. A person under the influence of drugs or alcohol does not cause others to assault
him/her; others choose to take advantage of the situation and sexually assault him/her because
he/she is in a vulnerable position. Many state laws hold that a person who is cognitively impaired
due to the influence of drugs or alcohol is not able to consent to sexual activity. The act of an
offender who deliberately uses alcohol as a means to subdue someone in order to engage in
nonconsensual sexual activity is also criminal (U.S. Department of Justice Office on Violence
Against Women).

%~ Show Visual 3-26.

Myth: Most sexual assaults are committed by strangers.

& Show Visual 3-27.

Fact: Most sexual assaults and rapes are committed by someone the victim knows. Among
victims aged 18 to 29, two-thirds had a prior relationship with the offender. During 2000, about 6
in 10 rape or sexual assault victims stated the offender was an intimate partner, other relative, a
friend or an acquaintance. A study of sexual victimization of college women showed that most
victims knew the person who sexually victimized them. For both completed and attempted rapes,
about 9 in 10 offenders were known to the victim. Most often, a boyfriend, ex-boyfriend,
classmate, friend, acquaintance, or coworker sexually victimized the women. Sexual assault can
be committed within any type of relationship, including in marriage, in dating relationships, or
by friends, acquaintances or coworkers. Sexual assault can occur in heterosexual or same-gender
relationships. It does not matter whether there is a current or past relationship between the victim
and offender; unwanted sexual activity is still sexual assault and is a serious crime (U.S.
Department of Justice Office on Violence Against Women).

%~ Show Visual 3-28.

Myth: Rape can be avoided if people avoid dark alleys or other “dangerous” places where
strangers might be hiding or lurking.

%~ Show Visual 3-29.
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Fact: Rape and sexual assault can occur at any time, in many places, to anyone. As pointed out

above, many rapes are committed by people known to the victim. While prudent, avoiding dark

alleys or “dangerous” places will not necessarily protect someone from being sexually assaulted
(U.S. Department of Justice Office on Violence Against Women).

F~  Show Visual 3-30.

Myth: A person who has really been sexually assaulted will be hysterical.

%~ Show Visual 3-31.

Fact: Victims of sexual violence exhibit a spectrum of responses to the assault, which can
include calm, hysteria, withdrawal, anger, apathy, denial, and shock. Being sexually assaulted is
a very traumatic experience. Reactions to the assault and the length of time needed to process
through the experience vary with each person. There is no “right way” to react to being sexually
assaulted. Assumptions about a way a victim “should act” may be detrimental to the victim
because each victim copes with the trauma of the assault in different ways which can also vary
over time (U.S. Department of Justice Office on Violence Against Women). In the next module,
we are going to address the neurobiology of trauma and sexual assault.

%~ Show Visual 3-32.

Myth: All sexual assault victims will report the crime immediately to the police. If they do not
report it or delay in reporting it, then they must have changed their minds after it happened,
wanted revenge, or didn't want to look like they were sexually active.

& Show Visual 3-33.

Fact: There are many reasons why a sexual assault victim may not report the assault to the
police. It is not easy to talk about being sexually assaulted. The experience of retelling what
happened may cause the person to relive the trauma. Other reasons for not immediately reporting
the assault or not reporting it at all include fear of retaliation by the offender, fear of not being
believed, fear of being blamed for the assault, fear of being “revictimized” if the case goes
through the criminal justice system, belief that the offender will not be held accountable, wanting
to forget the assault ever happened, not recognizing that what happened was sexual assault,
shame, and/or shock. In fact, reporting a sexual assault incident to the police is the exception and
not the norm. From 1993 to 1999, about 70 percent of rape and sexual assault crimes were not
reported to the police. Because a person did not immediately report an assault or chooses not to
report it at all does not mean that the assault did not happen.

Victims can report a sexual assault to criminal justice authorities at any time, whether it be
immediately after the assault or within weeks, months, or even years after the assault. Criminal
justice authorities can move forward with a criminal case so long as the incident is reported
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within the jurisdiction’s statute of limitations. Each state has different statutes of limitations that
apply to the crimes of rape and sexual assault. Statutes of limitation provide for the time period
in which criminal justice authorities can charge an individual with a crime for a particular
incident. If you have any questions about your state’s statutes of limitation, you can call your
local police department, prosecutor’s office, local sexual assault victim services program, or state
sexual assault coalition (U.S. Department of Justice Office on Violence Against Women).

F”  Show Visual 3-34.

Myth: Only young, pretty women are assaulted.

%~ Show Visual 3-35.

Fact: The belief that only young, pretty women are sexually assaulted stems from the myth that
sexual assault is based on sex and physical attraction. Sexual assault is a crime of power and
control, and offenders often choose people whom they perceive as most vulnerable to attack or
over whom they believe they can assert power. Sexual assault victims come from all walks of
life. They can range in age from the very old to the very young. Many victims of sexual violence
are under 12 years old. Sixty-seven percent of all victims of sexual assault reported to law
enforcement agencies were juveniles (under the age of 18); 34 percent of all victims were under
age 12. One of every seven victims of sexual assault reported to law enforcement agencies were
under age 6. Men and boys are sexually assaulted, too. Persons with disabilities are also sexually
assaulted. Assumptions about the “typical” sexual assault victim may further isolate those
victimized because they may feel they will not be believed if they do not share the characteristics
of the stereotypical sexual assault victim (Rennison 2001).

& Show Visual 3-36.

Myth: It’s only rape if the victim puts up a fight and resists.

%~ Show Visual 3-37.

Fact: Many states do not require a victim to resist in order to charge the offender with rape or
sexual assault. In addition, there are many reasons why a victim of sexual assault would not fight
or resist his/her attacker. She/he may feel that fighting or resisting will make her/his attacker
angry, resulting in more severe injury. She/he may not fight or resist as a coping mechanism for
dealing with the trauma of being sexually assaulted. Many law enforcement experts say that
victims should trust their instincts and intuition and do what they think is most likely to keep
them alive. Not fighting or resisting an attack does not equal consent. It may mean it was the best
way she/he knew how to protect herself/himself from further injury (Greenfeld and Smith 1999).

F~  Show Visual 3-38.

Module 3: Realities of Sexual Assault 3-11



INSTRUCTOR MANUAL
Sexual Assault Advocate/Counselor Training

Myth: Someone can only be sexually assaulted if a weapon was involved.

& Show Visual 3-39.

Fact: In many cases of sexual assault, a weapon is not involved. The offender often uses
physical strength, physical violence, intimidation, threats, or a combination of these tactics to
overpower the victim. Most sexual assaults are perpetrated by someone known to the victim. An
offender often uses the victim’s trust developed through their relationship to create an
opportunity to commit the sexual assault. In addition, the offender may have intimate knowledge
about the victim’s life, such as where he/she lives, where she works, where she goes to school, or
information about her family and friends. This enhances the credibility of any threats made by
the offender since he/she has the knowledge about his/her life to carry them out. Although the
presence of a weapon while committing the assault may result in a higher penalty or criminal
charge, the absence of a weapon does not mean that the offender cannot be held criminally
responsible for a sexual assault (U.S. Department of Justice Office on Violence Against
Women).

& Show Visual 3-40.

Myth: Rape is mostly an interracial crime.

%~ Show Visual 3-41.

Fact: The vast majority of violent crimes, which include sexual assaults and rapes, are
intraracial, meaning the victim and the offender are of the same race. This is not true, however,
for rapes and sexual assaults committed against Native women. American Indian victims
reported that approximately 8 in 10 rapes or sexual assaults were perpetrated by Whites. Native
women also experience a higher rate of sexual assault victimization than any other race (U.S.
Department of Justice Office on Violence Against Women).

& Show Visual 3-42.

Myth: If there was no penetration by a penis, then there was no rape.

& Show Visual 3-43.

Fact: Legal definitions of sexual assault vary from state to state. For the purposes of this
training, rape is the penetration, no matter how slight, of the vagina or anus with any body part or
object, or oral penetration by a sex organ of another person, without the consent of the victim
(U.S. Department of Justice Office on Violence Against Women).
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& Show Visual 3-44.

Myth: Most people lie about being sexually assaulted. It’s not really a big problem.

& Show Visual 3-45.
Fact: National statistics say that 1 in 4 women and 1 in 6 men will be sexually assaulted by the
age of 18. National studies say that 2—8 percent of all sexual assault reports are false. That means

that as many as 98 percent of the people who say they are sexually assaulted were actually
assaulted. For more information, visit the Bureau of Justice Statistics at bjs.ojp.usdoj.gov.

& Show Visual 3-46.

Myth: GHB (gamma hydroxybutyric acid) is the most commonly used drug to facilitate a sexual
assault.

E Show Visual 3-47.
Fact: Alcohol is easy to get, socially acceptable to use (even if underage), and lowers inhibitions
while diminishing physical capabilities. Many sexual assaults occur when someone uses alcohol
as a weapon to render someone vulnerable or when someone takes advantage of a person in an

incapacitated state. For more information, visit the Bureau of Justice Statistics at
bjs.ojp.usdoj.gov.

& Show Visual 3-48.

Myth: Most sexual assaults occur in isolated places.

%~ Show Visual 3-49.

Fact: Sexual assaults happen anywhere and anytime. Sixty percent of assaults occur in the home
of either the victim or the assailant. Sexual assaults also occur in public institutions, the
workplace, and vehicles, as well as places traditionally identified as dangerous— parks, alleys,
dark streets, and underground garages (stepupprogram.org).

& Show Visual 3-50.

Myth: A rape survivor will be battered, bruised, and hysterical.

F~  Show Visual 3-51.
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Fact: Many rape survivors are not visibly injured. The threat of violence alone is often sufficient
to cause a woman to submit to the rapist, to protect herself from physical harm. People react to
crisis in different ways. The reaction may range from composure to anxiety, depression,
flashbacks, and suicidal feelings (stepupprogram.org).

F~  Show Visual 3-52.

Myth: Men can’t be sexually assaulted.

“F”  Show Visual 3-53.
Fact: Men are sexually assaulted. Between 1 in 6 and 1 in 10 males are sexually assaulted. A
majority of male survivors were assaulted when they were children or teenagers, yet adult men

can be assaulted as well. Any man can be sexually assaulted regardless of size, strength, sexual
orientation, or appearance (stepupprogram.org).

& Show Visual 3-54.

Myth: Only gay men are sexually assaulted.

& Show Visual 3-55.
Fact: Heterosexual, gay, and bisexual men are equally likely to be sexually assaulted. Being

sexually assaulted has nothing to do with your current or future sexual orientation
(stepupprogram.org).

& Show Visual 3-56.

Myth: Only gay men sexually assault other men.

F”  Show Visual 3-57.
Fact: Most men who sexually assault other men identify themselves as heterosexual. This fact

helps to highlight another reality—that sexual assault is about violence, anger, and control over
another person, not lust or sexual attraction (stepupprogram.org).

& Show Visual 3-58.

Myth: Erection or ejaculation during a sexual assault means you “really wanted it” or consented
to it.
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& Show Visual 3-59.

Fact: Erection and ejaculation are physiological responses that may result from mere physical
contact or even extreme stress. These responses do not imply that you wanted or enjoyed the
assault and do not indicate anything about your sexual orientation. Some rapists are aware how
erection and ejaculation can confuse a victim of sexual assault—this motivates them to
manipulate their victims to the point of erection or ejaculation to increase their feelings of
control and to discourage reporting of the crime (stepupprogram.org).

Debrief the activity by reminding participants Worksheet 3.2, Myths and Facts About Rape

and Sexual Assault, found in the Participant Manual, includes the questions and answers we just
covered.

& Show Visual 3-60.
Review the learning objectives and ensure that these were met.
By the end of this module, participants will be able to

= Correctly answer at least two questions about the incidence and prevalence of sexual assault
in the United States.

= Jdentify at least one factor contributing to underreporting of sexual assault.

= List at least two myths and two facts about rape and sexual assault.

& Show Visual 3-61.

Ask if there are any final questions or comments.
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Learning Objectives

= Correctly answer at least two questions about the
incidence and prevalence of sexual assault in the United
States.

= |dentify at least one factor contributing to the
underreporting of sexual assault.

= List at least two myths and two facts about rape and
sexual assault.
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Sexual Assault
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How much do you know about the incidence and
prevalence of sexual assault in the United States?
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Activity

@ Friendly Competition
Worksheet 3.1
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Activity

Q. Over their lifetime, what percentage of women
have been raped?

5%

10%
19%
20%
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35 ® "< ovC

Activity

Q. Over their lifetime, what percentage of women
have been raped?

5%

10%
19%
20%
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Activity

Q. How many people who experienced rape or
sexual assault in 2015 were female?

A. 1.2 per 1,000 people
B. 1.8 per 1,000 people
C. 2.2 per 1,000 people
D. 2.5 per 1,000 people
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Activity

Q. How many people who experienced rape or
sexual assault in 2015 were female?

1.2 per 1,000 people
1.8 per 1,000 people
. 2.2 per 1,000 people
. 2.5 per 1,000 people
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Activity

Q. Of the sexual violence victims in 2015, what
percentage of female victims reported receiving
victim services?

A 21%
B. 47%
C. 76%
D. 80%
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Activity

Q. Of the sexual violence victims in 2015, what
percentage of female victims reported receiving
victim services?

A. 21%
B. 47%
C. 76%
D. 80%
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Activity

Q. According to the 2010 National Intimate Partner
and Sexual Violence Survey (NISVS), what
percentage of female rape victims were assaulted by
a stranger? Was it approximately:

12%
14%
36%
55%
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Activity

Q. According to the 2010 National Intimate Partner
and Sexual Violence Survey (NISVS), what
percentage of female rape victims were assaulted by
a stranger? Was it approximately:

12%
14%
36%
55%
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Activity

Q. In 2015, what percentage of all rapes and sexual
assaults were reported to law enforcement? Was it
approximately:

15%
32%
54%
70%
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Activity

Q. In 2015, what percentage of all rapes and sexual
assaults were reported to law enforcement? Was it
approximately:

15%
32%
54%
70%
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Activity

Q. In FY 2016, an estimated military
members indicated experiencing a sexual assault.

5,350
6,172
9,832
. 11,300

cows
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Activity

Q. In FY 2016, an estimated military
members indicated experiencing a sexual assault.

. 5,350
6,172
. 9,832
. 11,300
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Activity

Q. What is the estimated lifetime cost of rape
victimization per victim?

A. $56,349
B. $70,000
C. $100,209
D. $122,461
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Activity

Q. What is the estimated lifetime cost of rape
victimization per victim?

A. $56,349
B. $70,000
C. $100,209
D. $122,461
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Activity

Myth or Fact?
Worksheet 3.2

© eLeamningArt

= Without looking at the worksheet, write a myth or fact
about rape or sexual assault on each card.

= Tape cards to the “Myth” or “Facts” column of the tear
sheet.

= Refer to the worksheet for the debrief.
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Activity

Myth:

Victims provoke sexual assaults when they dress
provocatively or act in a promiscuous manner.
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Activity
Myth:

Victims provoke sexual assaults when they dress
provocatively or act in a promiscuous manner.

Fact:

Neither provocative dress nor promiscuous behavior
are invitations for unwanted sexual activity. Forcing
someone to engage in nonconsensual sexual activity
is sexual assault, regardless of the way that person
dresses or acts.
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Activity

Myth:

If a person goes to someone’s room, house, or a bar,
he/she assumes the risk of sexual assault.
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Activity

Myth:

If a person goes to someone’s room, house, or a bar,
he/she assumes the risk of sexual assault.

Fact:

Even if a person went voluntarily to someone's residence
or room and consented to engage in some sexual activity,
it does not serve as a blanket consent for all sexual
activity.
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Activity

Myth:

It's not sexual assault if it happens after drinking or taking
drugs.
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Activity

Myth:

It's not sexual assault if it happens after drinking or taking
drugs.

Fact:

Being under the influence of alcohol or drugs is not an
invitation for nonconsensual sexual activity.
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Activity

Myth:

Most sexual assaults are committed by strangers.
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Activity

Myth:
Most sexual assaults are committed by strangers.
Fact:
Most sexual assaults and rapes are committed by

someone the victim knows. Among victims aged 18-29,
two-thirds had a prior relationship with the offender.
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Activity

Myth:

Rape can be avoided if people avoid dark alleys or other
“dangerous” places where strangers might be lurking or
hiding.
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Activity

Myth:

Rape can be avoided if people avoid dark alleys or other
“dangerous” places where strangers might be lurking or
hiding.

Fact:

Rape and sexual assault can occur at any time, in many
places, to anyone.
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Activity
Myth:

A person who has really been sexually assaulted will be
hysterical.
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Activity
Myth:

A person who has really been sexually assaulted will be
hysterical.

Fact:
Victims of sexual violence exhibit a spectrum of responses

to the assault, which can include calm, hysteria,
withdrawal, anger, apathy, denial, and shock.
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Activity
Myth:

All sexual assault victims will report the crime immediately
to the police.
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Activity
Myth:

All sexual assault victims will report the crime immediately
to the police.

Fact:

There are many reasons why a sexual assault victim may
not report the assault to the police. In fact, reporting a
sexual assault incident to the police is the exception, not
the norm. From 1993 to 1999, about 70 percent of rapes
and sexual assaults were not reported to the police.
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Activity
Myth:

Only young, pretty women are assaulted.
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Activity

Myth:

Only young, pretty women are assaulted.

Fact:

Sexual assault victims come from all walks of life. They
can range in age from the very old to the very young.
Sexual assault is a crime of power and control; offenders

often choose people whom they perceive as vulnerable or
over whom they believe they can assert power.
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Activity
Myth:

It's only rape if the victim puts up a fight and resists.
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Activity

Myth:

It's only rape if the victim puts up a fight and resists.

Fact:

Many states do not require a victim to resist in order to
charge the offender with rape or sexual assault. There are

many reasons why a victim of sexual assault would not
fight or resist his/her attacker.
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Activity
Myth:

Someone can only be sexually assaulted if a weapon was
involved.
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Activity
Myth:

Someone can only be sexually assaulted if a weapon was
involved.

Fact:

In many cases of sexual assault, a weapon is not involved.
The offender often uses physical strength, violence,
intimidation, threats, or a combination of these tactics to
overpower the victim.
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Activity
Myth:

Rape is mostly an interracial crime.
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Activity

Myth:

Rape is mostly an interracial crime.
Fact:

The vast majority of violent crimes, including sexual
assaults and rapes, are intraracial.
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Activity
Myth:

If there was no penetration by a penis, then there was no
rape.
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Activity
Myth:

If there was no penetration by a penis, then there was no
rape.

Fact:

Legal definitions of assault vary from state to state. For the
purposes of this training, rape is the penetration, no matter
how slight, of the vagina or anus with any body part or
object, or oral penetration by a sex organ of another
person, without the consent of the victim.
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Activity
Myth:

Most people lie about being sexually assaulted. It's not
really a big problem.
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Activity
Myth:

Most people lie about being sexually assaulted. It's not
really a big problem.

Fact:

National statistics say that 1 in 4 women and 1 in 6 men
will be sexually assaulted by the age of 18. National
studies say that 2—8 percent of all sexual assault reports
are false. That means that as many as 98 percent of the
people who say they were sexually assaulted, were.
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Activity
Myth:

GHB (gamma hydroxybutyric acid) is the most commonly
used drug to facilitate a sexual assault.
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Activity
Myth:

GHB (gamma hydroxybutyric acid) is the most commonly
used drug to facilitate a sexual assault.

Fact:

Many sexual assaults occur when someone uses alcohol
as a weapon to render someone vulnerable or when
someone takes advantage of a person in an incapacitated
state.
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Activity
Myth:

Most sexual assaults occur in isolated places.
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Activity

Myth:

Most sexual assaults occur in isolated places.
Fact:

Sexual assaults happen anywhere and anytime.
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Activity
Myth:

A rape survivor will be battered, bruised, and hysterical.

350 ® == ovc

Activity

Myth:

A rape survivor will be battered, bruised, and hysterical.
Fact:

Many rape survivors are not visibly injured. People react to
crisis in different ways.
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Activity
Myth:

Men can’t be sexually assaulted.
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Activity

Myth:

Men can’t be sexually assaulted.

Fact:

Between 1 in 6 and 1 in 10 males are sexually assaulted.

Any man can be sexually assaulted regardless of size,
strength, sexual orientation, or appearance.
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Activity
Myth:

Only gay men are sexually assaulted.
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Activity

Myth:

Only gay men are sexually assaulted.

Fact:

Heterosexual, gay, and bisexual men are equally likely to

be sexually assaulted. Being sexually assaulted has
nothing to do with your current or future sexual orientation.
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Activity
Myth:

Only gay men sexually assault other men.
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Activity

Myth:

Only gay men sexually assault other men.

Fact:

Most men who sexually assault other men identify
themselves as heterosexual. Sexual assault is about

violence, anger, and control over another person, not lust
or sexual attraction.
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Activity
Myth:

Erection or ejaculation during a sexual assault means you
“really wanted it” or consented to it.
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Activity
Myth:

Erection or ejaculation during a sexual assault means you
“really wanted it” or consented to it.

Fact:

Erection and ejaculation are physiological responses that
may result from mere physical contact or even extreme
stress. These responses do not imply that you wanted or
enjoyed the assault.
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Review of Learning Objectives

= Correctly answer at least two questions about the
incidence and prevalence of sexual assault in the
United States.

= |dentify at least one factor contributing to
underreporting of sexual assault.

= List at least two myths and two facts about rape and
sexual assault.
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INSTRUCTOR MANUAL
Sexual Assault Advocate/Counselor Training

Module 4: The Neurobiology of Trauma and
Sexual Assault

Time Required

2 hours, 5 minutes

Purpose

This module introduces the basic elements of neurobiology and the parts of the brain affected by
traumatic situations such as sexual assault. Participants also learn about types of drastic survival
reflexes and the relationship between assault and memory.

Lessons

1. Brain Circuitry (45 minutes)

2. Reactions in Traumatic Situations (20 minutes)

3. Drastic Survival Reflexes During Sexual Assault (30 minutes)

4. Roles of Brain Circuitries in Trauma, Memory, and Healing (30 minutes)

Learning Objectives

By the end of this module, participants will be able to:

= Describe the components of the brain related to trauma.

= Explain common ways the brain is affected during and after sexual assault.

= Recognize common ways a traumatic experience may affect a victim’s behavior.

= Assist victims in understanding the neurobiology of trauma, when appropriate.

Instructor Worksheet

=  Worksheet 4.1, Response Scenarios Case Studies—With Answers
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Participant Worksheets
=  Worksheet 4.1, Response Scenarios Case Studies

=  Worksheet 4.2, How Would You Respond?

Equipment and Materials

No special equipment or materials are required.

Preparation

No special preparation is required.
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F”  Show Visual 4-1.

Introduce the module.

& Show Visual 4-2.

Review the learning objectives for this module.

By the end of this module, participants will be able to:

= Describe the components of the brain related to trauma.

= Explain common ways the brain is affected during and after sexual assault.

= Recognize common ways a traumatic experience may affect a victim’s behavior.

= Assist victims in understanding the neurobiology of trauma, when appropriate.

1. Brain Circuitry (45 minutes)

& Show Visual 4-3.

Effects of Trauma on the Brain

Sexual violence such as rape and sexual assault is almost always traumatic for victims. The
effects of trauma on the brain can be devastating. Most of us do not really understand what
happens in the brain when an individual has been the victim of trauma, such as sexual assault.

EMPHASIZE THIS PARAGRAPH: In this module, we will present an overview of what
happens in the brain in a trauma situation. The brain is a truly complex organ, far too complex to
cover in detail in this training. You will not need to memorize brain structures or processes. You
will, however, be introduced to some basic information about brain circuitries and structures and
how they come into play when a traumatic experience occurs.

F”  Show Visual 4-4.

Module 4: The Neurobiology of Trauma and Sexual Assault 4-3



INSTRUCTOR MANUAL
Sexual Assault Advocate/Counselor Training

Disclaimer
Paraphrase:

Some mental health professionals, agencies, or entities may or may not agree with models of the
neurobiology of trauma as scientific knowledge, models, and theories are rarely unanimously
accepted.

& Show Visual 4-5.

Module Overview
Paraphrase:

In this module, we will cover several areas of the brain and its circuitry to give you an overview
of neurobiology and trauma. As a victim service provider, you should understand some of the
basics of how trauma can affect the emotions and behavior of victims of crime.

In particular, we will discuss:
= The brain and its basic functions, as related to the neurobiology of trauma.

= The prefrontal cortex of the brain—one very important brain region that we will keep
revisiting.

= Key circuitries in the brain affected by trauma.
= Emotional and brain responses when confronted with a traumatic situation.
* Traumatic events and memory.

= How victim service providers can use their knowledge of neurobiology to improve their
assistance to crime victims.

& Show Visual 4-6.

The Brain’s Basic Functions

Paraphrase:

These are the basic functions of the brain, as they are related to the neurobiology of trauma:
= The brain stem, which controls basic life functions and secretes adrenalin/epinephrine.
= The medulla oblongata, which controls breathing, heart rate, and blood pressure.

= The pons, which controls motor control and sensory analysis.
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* The midbrain, which controls vision, hearing, and eye and body movement.

& Show Visual 4-7.

The Limbic System
Paraphrase:

The limbic system is a complex set of structures that lies on both sides of the thalamus, just under
the cerebrum. It includes the hypothalamus, the hippocampus, the amygdala, and several other
nearby areas. It appears to be primarily responsible for our emotional life and has a lot to do with
the formation of memories, controlling:

=  Memory, emotion, and fear (amygdala—pronounced uh-MIG-dah-luh).
= All sensory information (thalamus).

= Homeostasis, emotion, thirst, hunger, circadian rhythms, and autonomic nervous system
(hypothalamus).

= Conversion of short-term memory to more permanent memory, and the recall of special
relationships in the world about us (hippocampus).

& Show Visual 4-8.

The Cerebellum and Cerebrum
Paraphrase:

The cerebellum is associated with regulation and coordination of movement, posture, and
balance, while the cerebrum is associated with:

= Reasoning, planning, parts of speech, movement, emotions, and problem solving (frontal
lobe).

= Movement, orientation, recognition, perception of stimuli (parietal lobe).

= Visual processing (occipital lobe).

F”  Show Visual 4-9.
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The Prefrontal Cortex
Paraphrase:

The prefrontal cortex is one of the most richly connected regions of the cerebrum. The area in

the slide covered by the yellow oval is called the prefrontal cortex. This part of our brain allows
us to control, or at least guide, what happens in evolutionarily older brain regions, especially the
parts of the brain responsible for emotions, fear, and stress.

F”  Show Visual 4-10.

Paraphrase:
The prefrontal cortex is the part of the brain that makes us human.

The prefrontal cortex helps us hold thoughts and memories in mind. It also helps us manage our
emotions and reflect on our behavior.

The prefrontal cortex carries out many important functions in situations that are not traumatic or
extremely stressful.

It permits higher functioning and allows us to control—or at least to manage—what happens in
other brain regions, such as the limbic system, associated with the formation of memories.

The prefrontal cortex can directly and indirectly influence the amygdala, hypothalamus, and
other brain regions involved in emotions, stress reactions, and reflexive and impulsive behaviors.

Under normal conditions, the prefrontal cortex allows us to focus our attention where we choose,
and do what we choose—consistent with our goals and values—and to do so deliberately.

It allows us to do things that we can be mostly conscious of, like reflecting on our emotional
reactions or deliberately directing our attention inward, as well as outward.

However, the prefrontal cortex can become impaired or even shut down in traumatic
situations like sexual assault.

We can say that the prefrontal cortex is the center of executive functions in the brain. Executive
function describes the activity of a system that manages other cognitive systems, in much the
way an executive of a company would. In this sense, the prefrontal cortex is involved in
managing complex processes like reason, logic, problem solving, planning, and memory. It is
thought that, through the integration of these multiple processes, the prefrontal cortex plays a
significant part in directing attention, developing and pursuing goals, and inhibiting
counterproductive impulses.

The prefrontal cortex contributes more than any other part of the brain to making us who we are
as individuals. If you took away our prefrontal cortex, we would be ruled by our desires and
impulses, lacking an ability to plan for the future or think about the consequences of our actions.
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F”  Show Visual 4-11.

Fear Circuitry
Paraphrase:

The brain is made up of many circuitries—connected brain areas that work together to perform
specific tasks. Some areas may be far away from each other in the brain, but they are connected
by fibers that send information in one or both directions.

Scientists know much about brain regions and how they interact with each other, both to produce
fear and to regulate it. The amygdala is an important part of the brain and the fear circuitry. We
will talk more about the amygdala later.

= The fear circuitry plays a huge role in trauma and posttraumatic stress, as in the case of most
victims of sexual assault.

= Fear is located in multiple brain areas, not just one brain area.

= The circuitry of fear operates automatically and mostly outside of awareness. Our brains can
detect a reminder of a trauma and generate an emotional response and fear behaviors before
we know what has happened—and sometimes without us even knowing that our response
was triggered by a trauma reminder. For example, the perpetrator of a sexual assault may
have worn a yellow sweater during the attack, creating fear in the victim whenever she sees
anyone wearing a yellow sweater. She may not even know what caused the fear.

& Show Visual 4-12.
Seeking Circuitry
Paraphrase:

Although most trainings on the neurobiology of trauma focus on fear, the brain circuitry of
seeking is extremely important too.

Whenever there is something we fear and want to avoid, we also seek some kind of escape.
Often, it is a quick fix that does not really solve our problems.

This is why you may have encountered victims of sexual assault who have substance abuse
problems. Addictions are very common in traumatized people.

When we sense fear, anxiety, sadness, or any unwanted experiences, we want to avoid whatever
is threatening. Our brains seek escape.

Seeking, in this sense, does not necessarily refer to craving or attachment, just escape.
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As with the fear circuitry, elements of seeking circuitry are not located in just one brain area.
Again, scientists know much about the brain regions involved and how they interact with each
other, both to produce seeking and to regulate it.

The circuitry of seeking operates automatically and mostly outside of awareness. Our brains can
respond to an unwanted feeling or experience and generate seeking behaviors, including
addictive ones, sometimes without us realizing we have developed an addictive habit.

At the same time, assault victims, no matter how badly they have been harmed, still seek to
uphold their values and goals, even if their suffering and symptoms make it difficult.

This upholding of values and goals is something very important about the brain’s seeking
circuitry that is often overlooked.

Not only does it seek addictive escapes, but it also seeks the very best in life and human nature.
Everything that we seek—whether it’s alcohol, drugs, sex, money, praise, promotions, or
upholding our highest values and goals—involves the brain’s seeking circuitry.

If people strive to be the best version of themselves and to achieve their goals, but they cannot
(including due to the impacts of trauma), they become demoralized.

For example, for those in the military, the values of the military and the ideal of being a “good
soldier” are extremely important.

Consider a mother or father for whom being a good parent is a cherished value. Imagine that
posttraumatic stress disorder symptoms are getting in the way of their ability to do their job well
or to parent effectively.

Whatever our values, we can’t help but continually ask ourselves—and even judge ourselves—
based on how close or far we are from our ideals and goals, and whether we feel like we’re
moving toward or away from them.

When the answers are “far away” or “moving away” from our deepest values, then we can
become discouraged, demoralized, and depressed. This is something with which many
traumatized people struggle.

%~ Show Visual 4-13.

Satisfaction Circuitry
Paraphrase:

Another circuitry relates to satisfaction. It overlaps and interacts with the seeking circuitry. The
satisfaction circuitry:

=  Produces the feeling of satisfaction when we get what we seek.
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= [s central to feeling:
*+ Soothed and safe in one’s body.
¢+ Connected to other people.
¢ Accepting of difficult experiences (not resigned).

* Not surprisingly, given what most people know about opiate drugs as powerful pain
relievers, as well as the “blissed out” high people get from heroin—a powerful synthetic
opiate—this circuitry involves opioid chemicals.

In this slide of the satisfaction circuitry, the purple dots correspond to places where opioid
receptors associated with satisfaction are found in the brain.

It is difficult to study opioids in the brain, so the satisfaction circuitry is not as well understood
as the seeking circuitry—however, its existence is well established and new research continues to
be done.

Again, this circuitry gives us the feeling of satisfaction that comes with getting what we seek—at
least when it is actually satisfying.

It also is critical to feelings of connection between parents and children, and feelings of
satisfaction and connection between people in general.

It is central to experiences of feeling soothed and safe in our bodies, which are so important for
healing from trauma.

%~ Show Visual 4-14.

Embodiment Circuitry
Paraphrase:

The final circuitry we will discuss is called the embodiment circuitry. The more common term in
neuroscience is “interoceptive,” which, broadly defined, refers to the process of receiving,
accessing, and appraising signals originating in our bodies, and what it feels like to be in our
bodies (Hopper 2016).

It includes an area called the insular cortex, or insula, which is beneath other cortical areas. This
is an extremely important brain region.

The insular cortex gets sensory data from a/l body systems. If we direct our attention to the
feeling of what is happening in our body, the insular cortex is the region that can pass that
information on to our prefrontal cortex, where we can notice, reflect upon, and come to
understand and accept what is happening in our body.
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Consequently, this circuitry is a key to healing from trauma, depression, addiction, and many
other problems.

The insula receives information about what is happening in the body, including when people are
experiencing emotions.

= [t allows us to know what it feels like to be in our body, moment to moment.

= ]t also can help survivors heal from trauma, depression, addiction, and many other problems
(covered later in the training).

= The insula lets us be an embodied self—that is, to experience ourselves as a self in a body,
and for our subjective experience to be grounded in our bodily sensations.

¢ This is different than being “lost in our head,” overly focused on thoughts but cut off
from our body experiences; and different from experiencing our body as an object that
looks good or bad, that does what we want or doesn’t, or that we try to change—by
working out, for example.

= The embodiment circuitry can come into play when the victim of a sexual assault has a
drastic survival reflex during the attack.

= Most traumatized people, even though their brain and body are having intense fear and
anxiety reactions, are not paying attention to their bodies or doing things to calm and sooth
them. Instead, they have confusing thoughts about what the trauma means for them and their
life, and what the effects, including those reactions, mean in terms of the kind of person they
are.

In short—for understandable reasons we’ll discuss later—most traumatized people are not
making good use of the insula to help themselves heal.

Ask: Why do you think it is necessary for victim service providers to understand these brain
circuitries? Allow for several responses.

Possible response: When someone is a victim of sexual assault, the fear circuitry is dominant.
Knowing about this circuitry can help victim service providers understand how a victim might
have felt during an assault; however, other brain circuitries are instrumental in healing from the
trauma, like the seeking and satisfaction circuitries.

Although you do not need to be an expert in neurobiology, you’ll be better able to understand
what a victim needs after a sexual assault if you understand the circuitries of the brain that are
related to seeking, satisfaction, and embodiment.
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2. Reactions in Traumatic Situations (20 minutes)

%~ Show Visual 4-15.

Traumatic Situations: Amygdala Control
Paraphrase:

The limbic system, which includes the amygdala, is one of the most important regions of the
brain during a traumatic event.

Notice how the arrows from the amygdala to other brain regions are the largest arrows. That
means the amygdala has the most central and powerful role in coordinating the brain’s responses
during traumatic experiences.

We will talk more in a minute about how the amygdala determines what you pay attention to
during a traumatic experience and how it triggers emotional reflexes and emotional habits in
victims.

For now, the key points are that scientists know a lot about how the amygdala controls the brain
in traumatic situations, that during traumatic experiences there is a loss of prefrontal cortex
regulation, and most of the brain’s reactions happen automatically and outside our awareness.

& Show Visual 4-16.

Paraphrase:
In traumatic (and high-stress) situations....
...the fear circuitry (especially the amygdala) causes several things to happen, including:

= Loss of prefrontal regulation: Chemicals from the brain stem impair (and may shut down) the
prefrontal cortex.

= Bottom-up attention: Attention is automatically captured by anything perceived as dangerous
or threatening, or as needed for survival.

= Emotional reflexes: Reflexes are automatic and include freeze, tonic immobility, flight, fight,
or dissociative responses, as well as bodily responses like your heart pounding quickly.

F”  Show Visual 4-17.
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The Amygdala and Attention
Paraphrase:
Where did your attention go when this picture popped up?

It was your amygdala, not your prefrontal cortex, that automatically put your attention on the
knife. That is what happens during a sexual assault. From the moment the fear kicks in, the fear
circuitry, not the prefrontal cortex, is mostly or entirely determining where attention goes.

Attention can latch onto things that, in the moment, the fear circuitry determined were critical to
survival. For example, during an attack, a victim might focus on a picture on the wall or a crack
in the ceiling to escape from the awful sensations.

Why was the victim focused on something inconsequential?

Later, looking back on the assault, the victim and others—including loved ones, investigators,
prosecutors, judges, and juries—might not understand why the victim was focused on something
so mundane.

The point is we have no right to second-guess what the fear circuitry focused attention on in the
midst of the assault, thus what is encoded into memory.

That is just how human brains are wired to respond to being attacked or assaulted, based on
hundreds of millions of years of evolution in mammals and the species from which they evolved.

Ask: What happens when we encounter a dangerous situation and the amygdala and fear
circuitry trigger survival reflexes in the body? Allow for several responses.

& Show Visual 4-18.

Provide the correct responses if not mentioned by participants.

= Pupils dilate, let in more light, and sharpen vision.

= Heart beats faster and pumps more blood.

= Blood pressure increases.

= Breathing rate increases to supply the body with more oxygen.

= Increased blood flow is sent to muscles, away from internal organs.

All of this lets us do things we could not do under ordinary circumstances—so we can survive
what we perceive as a life-threatening experience such as encountering a predator.

F~  Show Visual 4-19.
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Paraphrase:

These are the characteristics and neurobehavioral basis of the defense cascade, “a continuum of
innate, hard-wired, automatically activated defensive behaviors” (Koslowska 2015) in response
to threats:

= Arousal: muscles tense, breathing, and heart rate increase as the body prepares for action
(Koslowska 2015).

= Fight or flight: active defense response for dealing with a threat (Koslowska 2015).
= Freezing: a fight-or-flight response put on hold (Koslowska 2015).

= Dissociation: disconnections of awareness from emotions and even sensations in one’s body
(Koslowska 2015).

= Tonic immobility: inability to move or call out; shut down in the face of fear. A variation is
collapsed immobility, with the loss of muscle tone and changes in consciousness. Tonic and
collapsed immobility are “responses to inescapable threat or strategies of last resort”
(Kozlowska 2015).

* Quiescent (dormant) immobility: after the threat or danger has passed, a state of quiescence
that promotes rest and healing” (Koslowska 2015).

“Fight or flight” is misleading.

“Fight or flight” is misleading and gets in the way of understanding how human brains are wired
to respond to being assaulted.

99 ¢¢

That phrase seems to indicate that if someone is “brave,” “a real man,” or “a true soldier,” he or
she would react to assault by fighting back, and that only cowards try to escape—but that is
simply not how our brains evolved or how they are wired.

We evolved to freeze first, then flee. Even if humans do fight when attacked by a predator, it is
not because they want to win the fight; they just want to escape.

We evolved knowing that if we fight a big predator that has menacing jaws and sharp teeth or
claws, we are going to lose. The same applies when the predator is human and carries a gun or
knife or other threat.

Sometimes, an assault victim may fight back in a sustained way against a more powerful and/or
armed perpetrator, but that is extremely unusual.

It is very important that sexual assault victims and those who work with them understand this,
because victims often feel ashamed that they did not fight back. Even otherwise supportive
family members and friends may not understand and may have incorrect expectations for how
the victim should have responded—or how they would have responded had it happened to them.
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F”  Show Visual 4-20.

Freeze, Flight, or Fight—The Primary Purpose
Paraphrase:
The freeze reaction usually happens at the beginning of a trauma and is usually brief.

Freezing is a fight-or-flight response put on hold. Freezing occurs when the amygdala—a crucial
structure in the brain’s fear circuitry—detects an attack and signals the brainstem to inhibit
movement. It happens in a flash, automatically and beyond conscious control.

Signs of a freeze reaction in a victim include:
= Brief response, when the victim perceives danger.
= Being highly alert.

= Having a heightened attentional state that is receptive to a wide array of information in the
external environment.

= Not moving, because that could provoke or worsen attack, and because that would absorb
brain resources that initially need to be focused on assessing the situation.

= Readiness to burst suddenly into action.

Ask: All of us have been in situations where we froze. Many of these are not traumatic
situations; they are simply frightening—being approached by a vicious dog, for example. Can
anyone think of an example of a freeze response they would like to share?

Allow for several responses, then discuss or continue.

3. Drastic Survival Reflexes During Sexual Assault (30 minutes)

F”  Show Visual 4-21.

Paraphrase:

During the initial freeze response or at any time during an assault, the prefrontal cortex will be
affected, impairing rational thought processes.

It is the brain’s fear circuitry that may automatically determine that escape is impossible. The
victim is attempting to escape and survive when there is no apparent (physical) escape.
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Looking back later, the victim and others—that is, their prefrontal cortexes—may recognize that
escape was possible (e.g., through an open door), but what matters is what the fear circuitry
concluded at the time.

When escape is perceived as impossible, the fear circuitry can trigger some drastic “survival
reflexes.” Victim service providers should be aware of these survival reflexes in victims because
they can affect how the victim sees him or herself after the assault.

F~ Show Visual 4-22.

Disassociation
Paraphrase:
One of these automatic survival reflexes over which the victim has no control is dissociation.

Dissociation involves disconnections of awareness from emotions and even sensations in one’s
body. It includes experiences such as feeling like you are unreal or the situation is unreal, feeling
like you’re in a fog or a movie, or feeling like you’re disconnected from your body.

The quotation is a from a research participant, describing her dissociative experience when
reminded of an assault she experienced years before:

“It was silence, looking at her through a glass wall,
so it couldn’t affect me, couldn’t touch me.”

There is currently little data on the biology of dissociation during trauma, although there are a
few brain imaging studies on dissociative responses to trauma reminders, i.e., reminders of the
trauma that generate an emotional response and fear behaviors.

There is, however, definitive evidence that dissociation involves altered functioning of the
embodiment circuitry and/or disconnection between the embodiment circuitry and the prefrontal
cortex.

This fits with many victims’ experiences of lacking awareness of bodily sensations of physical
contact involved in the sexual assault and/or bodily sensations associated with emotions the
assault is triggering.

F”  Show Visual 4-23.

Paraphrase:
When a victim experiences dissociation during a traumatic event, he or she may feel:

= “Spaced out,” as if they were not part of what happened.

Module 4: The Neurobiology of Trauma and Sexual Assault 4-15



INSTRUCTOR MANUAL
Sexual Assault Advocate/Counselor Training

= Disconnected from their emotions and their body—as though in a dream or a fog, or
watching a movie.

=  “On autopilot,” such that the victim goes through the motions without feeling any sense of
control or choice, and only later realizes that they did things they never consciously intended
or decided to do. This can mean participating in sex acts, not because the victim choose to,
let alone consented or wanted to, but because she or he was in a terrified dissociative state.

Dissociation has been reported in some cases of repeated sexual abuse in children, especially
when the perpetrator is someone close to the child.

It can become a more habitual response that carries over to all kinds of stressful situations,
including sexual assault in adulthood.

Even someone who had no prior history of child abuse may dissociate during a physical or
sexual assault as an adult.

Dissociation, especially dissociative autopilot, can be a huge source of shame and confusion to
victims. They may be upset with themselves for not resisting and even actively participating in
unwanted and terrible sexual acts.

Loved ones, investigators, and others may misinterpret dissociative autopilot as consent and
willing participation.

Perpetrators and defense attorneys may also point to such behavior as evidence that there was
consent and no assault, when nothing could be further from the truth.

& Show Visual 4-24.

Paraphrase:

Remember, it is critical for you to help victims who dissociated during an assault to understand
that this is a brain-based, automatic, survival reflex.

Ask: Have you ever encountered a sexual assault victim who described feeling “spaced out,” “on
autopilot,” or similar words during the attack? If so, did you understand that he or she may have
been describing dissociation? Allow for several answers.

F”  Show Visual 4-25.

Tonic Immobility
Paraphrase:

Another survival reflex is tonic immobility, a brain-based response that is over 300 million years
old.

4-16 Module 4: The Neurobiology of Trauma and Sexual Assault



INSTRUCTOR MANUAL
Sexual Assault Advocate/Counselor Training

It is found in birds, sharks, and mammals, including humans. The chicken shown on the slide is
in a state of tonic immobility, after being restrained by a person. See how rigid its legs and neck
are? If someone were to hit its feet or head, they would barely move.

Tonic immobility is different from freezing, in which movement is possible but not engaged in
while assessing the situation and avoiding an even more dangerous attack.

With tonic immobility, the victim is actually paralyzed, unable to move and unable to speak or
cry out, even if he or she wants to.

Like dissociation, with which it may overlap, tonic immobility happens when escape is or
appears impossible.

Tonic immobility is understood as an extreme version of “shutting down” in the face of
overwhelming threat or trauma.

An estimated 10-50 percent of victims experience tonic immobility to some extent in both sexual
and nonsexual assaults (Campbell 2012).

& Show Visual 4-26.

Paraphrase:

The onset of tonic immobility is sudden, usually after a failed struggle; the immobility also
terminates suddenly.

This reflex response can last from seconds to hours. It does not impair alertness or memory
encoding.

F”  Show Visual 4-27.

Paraphrase:

Tonic immobility can also overlap with dissociation, and may include:
* Trembling or shaking.

= Stiff, rigid muscles.

= Feeling cold.

= Feeling numb to pain.

= Fixed or unfocused staring or intermittent eye closure.

F”  Show Visual 4-28.
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Collapsed Immobility
Paraphrase:
Collapsed immobility is another reflex, but it is different from tonic immobility and dissociation.

Collapsed immobility results from a massive input to the heart from the parasympathetic branch
of the autonomic nervous system, which causes extreme decreases in heart rate and blood
pressure. This in turn can cause faintness, sleepiness, or even loss of consciousness.

Consistent with the name, collapsed immobility causes muscle tone to be lost; as a result, the
body goes limp.

If you were to pick up the possum in the slide picture, the body would be limp and floppy, not
rigid like an animal in a state of tonic immobility (Kozlowska et al. 2015; Baldwin 2013).

F”  Show Visual 4-29.

Paraphrase:

Collapsed immobility is often accompanied by the experience of mental defeat—feeling totally
overwhelmed and helpless. It may be triggered by seeing blood, a skin puncture, a knife, or other
sharp objects.

Evidence suggests that collapsed immobility is more likely in those who faint while having blood
drawn. Like blood phobia, the evidence suggests it is more likely to occur in women than in men.

A significant percentage of animals also resort to tonic immobility or collapsed immobility when
attacked by a predator. Collapsed immobility is not as common as tonic immobility, but it is not
uncommon.

Like tonic immobility, collapsed immobility can be a source of confusion and shame in victims,
who look back at what happened and think they should have escaped or fought back.

It can be disturbing to family members and friends, as well as investigators, prosecutors, judges,
and juries. Their confusion can lead to doubt, blaming, and even shaming of victims.

So again, it is extremely important that sexual assault victims who have had these reactions
during assault, and those who work with them, understand that these are normal, brain-based
responses rooted in hundreds of millions of years of evolution; it is how human brains are wired
(Kozlowska et al. 2015; Baldwin 2013).

Ask: Tonic immobility and collapsed immobility can be extremely frightening for the victim.

Has anyone heard about either of these reactions from a victim, or seen these responses in an
animal? Allow for several responses.

%~ Show Visual 4-30.
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Brain-Based “Counter-Intuitive Behaviors”
Paraphrase:

You and the victims you work with are often told by other people that a victim’s reported
behaviors during the assault “don’t make sense.”

Here we have the four major responses that lead people—not only friends, family members, and
partners, but police investigators, prosecutors, judges and juries—to doubt that the victim was
actually sexually assaulted:

* Did not resist.

= Made no attempt to escape.

* Did not scream.

= Was an “active participant.”

Ask: What other responses have you heard? Allow for several responses.

Defense attorneys try to use these brain-based trauma responses to undermine the credibility of
the victim by describing such responses as “evidence of consent.” Sadly, victims themselves
often view these same responses as evidence that they were cowardly or weak in their response
to the assault—however, these responses make perfect sense if you understand the neurobiology
of trauma responses during an assault.

As an advocate who has learned that these are completely normal brain-based responses—
responses studied by researchers and given names such as dissociation, tonic immobility, and
collapsed immobility—you can help victims to understand and feel validated in their
experiences.

You can teach victims that these are normal, brain-based responses well understood by people
who research and work with sexual assault victims.

Understanding these brain-based responses may have huge positive effects on victims and their
experiences with friends, family members, law enforcement, and the legal system.

& Show Visual 4-31.

Brains During Most Sexual Assaults
Paraphrase:

Look at the differences in response and brain activity between most perpetrators and most sexual
assault victims, who experience intense distress and fear during the assault.
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In the typical perpetrator, the prefrontal cortex is in control—definitely more in control than the
emotional brain, even if the perpetrator is acting compulsively.

So the perpetrator is thinking clearly and able to carry out a planned sexual assault and to use
their prefrontal cortex to direct and modify assaultive behaviors that are practiced, even habitual.

For the victim, the fear circuitry has kicked in, and the victim is terrified and overwhelmed.
Thoughts are driven by the perpetrator’s actions.

Behaviors are controlled by emotional reflexes and sometimes partly by habitual responses to
aggression and domination first developed in childhood.

%~ Show Visual 4-32.

Introduce the activity.
Instructor Note:

Suggested responses are included in Instructor Worksheet 4.1, Response Scenario Case
Studies—With Answers, in the Instructor Manual.

&5 Activity: Response Scenarios (15 minutes)

1. Refer participants to the Worksheet 4.1, Response Scenarios Case Studies, in the
Participant Manual.

Tell them to work in their table groups to answer the questions.
Allow groups about 10 minutes to write their answers.

Have each group briefly report out to the larger group.

XN RN

Debrief the activity by paraphrasing:

In each of the three scenarios, victims experienced a different kind of response to the assault.
Bella froze—a common response to a frightening situation. Kevin and Gabrielle, however,
experienced more drastic reflexes.

®  Would knowing how the victims responded during the assaults affect your interaction with
them in any way? If so, how?
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4. Roles of Brain Circuitries in Trauma, Memory, and Healing
(30 minutes)

F~  Show Visual 4-33.

The Brain During Trauma
Paraphrase:

What happens to memory during a traumatic situation? Why are some sexual assault victims
unable to recall what happened, or why do they remember some things and not others?

During trauma, the brain releases high amounts of stress chemicals. The amygdala is also very
active, so there is strong encoding of emotional and sensory memories. The prefrontal cortex is
impaired, including the language production area (Joels et al. 2012).

%~ Show Visual 4-34.

Hippocampus Function Altered
Paraphrase:

The function of the hippocampus also is altered, resulting in the following effects (Joels et al.
2012):

= The context of the assault and the elements of the event are poorly woven into a whole.
= The sequence of events is poorly encoded.

= Emotional memories, however, are well encoded, especially for experiences surrounding the
onset of fear/terror (e.g., when the victim realized she or he was being or going to be sexually
assaulted).

& Show Visual 4-35.

Attention, Trauma, and Memory
Paraphrase:
What we pay attention to largely determines what gets encoded into memory.

During states of intense fear and distress, in which the prefrontal cortex is impaired and attention
is determined by the fear circuitry, “bottom-up” attention latches onto specific stimuli.
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When this happens, there is much less encoding of more complex contextual information, such
as how objects are arrayed in a room, or how events are sequenced over time (Joels et al. 2012).

Knowing this can help advocates and victims understand why assault memories are often
fragmented and missing information about how a room was configured or the exact sequence in
which things occurred.

Even though the victim and others (including investigators, attorneys, judges, and juries) may
believe the victim “would have to” remember how certain things were arrayed in space and time,
the victim simply was not noticing or encoding such information in the midst of a traumatic
assault.

& Show Visual 4-36.

What Gets Encoded Into Memory
Paraphrase:

For all the reasons we have covered, memories of sexual assault tend to be fragmentary images,
sounds, and body and other sensations, as well as strong emotions like disgust and horror.

Traumatic memories have few peripheral details (because those were things given little attention
or memory encoding resources), little or no time-sequence information, and little or no words or
narrative, especially soon after the trauma and early in recovery.

Exactly how are traumatic memories encoded? How does the brain affect the kinds of memories
assault victims have later, including when meeting with investigators and prosecutors and
testifying in court?

Remember, during a sexual assault the fear circuitry takes control of the brain’s response. The

fear circuitry impairs the prefrontal cortex and releases stress hormones that impact the body and
brain.

F”  Show Visual 4-37.

Paraphrase:

The combination of fear circuitry control and prefrontal cortex impairment leads to bottom-up
attention, i.e., attention that is automatically captured or focused on those aspects of the
experience that the fear circuitry perceives as dangerous, threatening, or essential to survival and
coping.

F”  Show Visual 4-38.
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Paraphrase:

Fear circuitry and the stress hormones change the way the hippocampus functions. Importantly,
the hippocampus is a key structure for encoding memories. It weaves together details and
contextual and time information.

During a traumatic experience, the hippocampus is altered in ways that decrease the encoding of
most of what is happening, especially contextual and time information (Schwabe et al. 2012;
Joels et al. 2012).

& Show Visual 4-39.

Paraphrase:

The focus on danger from bottom-up attention and the altered hippocampus cause the victim’s
memories to be fragmentary.

The memories that are retrieved can be unpredictable, incomplete, and disorganized.

However, some aspects are often recalled accurately, such as the onset of fear, central details,
survival reflexes, and other “islands of memory” (Schwabe et al. 2012; Joels et al. 2012).

& Show Visual 4-40.

“Islands of Memory”
Paraphrase:

In these “islands of memory,” the micro-islands contain fragmentary sensations, and the larger
islands contain key periods of memory during the assault. These key periods include when fear
kicks in, typically right before, during, and after the onset of the assault.

For that initial phase, contextual and time-sequence information may be very well encoded
(sometimes even especially so, if it seemed like everything was happening in slow motion).

These islands also contain memories that were part of the survival reflexes—freezing,
dissociation, tonic immobility, and collapsed immobility—or the shift from one reflexive state
into another one; for example, moving from dissociation into collapsed immobility just before
becoming dizzy or passing out.

F”  Show Visual 4-41.
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Alcohol, Drugs, and Memory
Paraphrase:
In addition to the assault itself, alcohol and drug use can affect an assault victim’s memory.

A low to moderate dose or level of intoxication impairs the ability of the victim to encode the
context of the situation, but it does not impair the victim’s coding of sensation.

A high dose or level of intoxication impairs both context and sensations, and in a severe
blackout, no information is encoded at all. The victim remembers nothing (Bisby et al. 2009,
Bisby et al. 2010).

F”  Show Visual 4-42.

Remembering the Experience
Paraphrase:

The state of the brain at the time of remembering affects which encoded aspects of the memory
will be retrieved.

For example, if a victim feels unsafe and judged by a police investigator who doesn’t understand
the impacts of sexual assault and doesn’t believe the victim, then he or she may not be able to
use their prefrontal cortex to understand questions and retrieve the memories the investigator
wants.

On the other hand, if the victim is feeling traumatized by remembering and/or by the
investigator, this may trigger the automatic retrieval, in a bottom-up way, of fragmentary
sensations and emotions that are nearly as intense as the assault itself.

Even under the best of conditions, someone who has been assaulted is likely to have a hard time
putting the fragments that they can remember into words, let alone into a coherent story.

& Show Visual 4-43.

Paraphrase:

To make things even more complex, someone may remember in a dissociated way—which can
be how they experienced the original trauma, or a response to remembering it this time—and that
involves its own impairments and problems.

For example, the more dissociated someone is, the less activated their embodiment circuitry
tends to be, and the less the memory feels real, true, or valid to them.

This also can be contagious: if someone is talking about a terrible trauma but it sounds like they
are reading a grocery list, it can cause the listener—including a victim advocate, police
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investigator, prosecutor, judge, or jury member—to doubt the reality of what happened and the
credibility of the victim.

In short, the state of the brain during remembering is going to powerfully shape the remembering
experience, and this can have very significant consequences—especially if people involved do
not understand that these are normal experiences and behaviors caused by how the brain
responds to trauma.

%~ Show Visual 4-44.

Life as a Minefield of Potential Trauma Triggers
Paraphrase:

Because the language areas of the brain are impaired or shut down during trauma, the memory
may have few words, or no narrative or “story” associated with it—at least at first, before the
victim begins healing from the trauma and is able to add words and tell it as a story, however
incomplete.

Traumatic memories are often associated with powerful emotions with little or no language.
Therefore, when victims of sexual assault try to remember the trauma, they often have trouble;
however, those memories can pop up later, when they do not expect them or want them.

Also, because of the associative nature of memory and the strength of associations made during a
trauma, all kinds of things can get linked to the trauma.

Thick eyebrows like the perpetrator’s, an angry or threatening tone of voice, maybe walls the
color of those in the room where the assault took place—all can trigger remembering, including
the emotional reflexes linked to it.

In short, life can become a minefield of potential trauma memory triggers.

& Show Visual 4-45.

A Better Understanding
Paraphrase:

When you have some knowledge about just how profoundly neurobiology contributes to a
victim’s trauma, you’ll have a much better understanding of why victims of sexual assault
respond the way they do—why their memories are fragmented or incomplete, why they may
have appeared to “cooperate” during the assault, or why other behaviors that might at first seem
to “make no sense” are actually normal (or at least not rare) brain-based responses.

You will understand why victims need to feel safe talking about such experiences and to be
understood as having responses and memories that totally make sense.
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Your empathy for the victims will empower them. Victims that feel safe are more cooperative,
more able to remember, and more willing to report.

Your deeper understanding of the experiences of victims will also make it easier for you to
determine the victims’ physical and psychological needs, and to assist them in court and in
meetings with the prosecutor if they do choose to report.

Remember: No matter how the victim responds, it is a normal reaction to an abnormal
event.

F”  Show Visual 4-46

Introduce the activity.

25 Activity: How Would You Respond? (15 minutes)

1. Ask participants to work in their table groups.

2. Refer to Worksheet 4.2, How Would You Respond?, in the Participant Manual. Ask
them to read the worksheet, and answer the questions.

Instructor Note:

If time does not allow all groups to answer all questions, assign one or two questions to each
group.

3. Allow groups about 15 minutes to write their answers.
4. Have each group report out to the larger group.
Debrief by paraphrasing:

Victims may not be interested in discussing the neurobiological aspects of trauma. They may
simply want you to provide them with care and/or practical services. If this is the case, do not
discuss this information.

Refer to Appendix C, The Neurobiology of Trauma Responses, in the Participant Manual.
This document lists acceptable possible responses for the questions in the activity.

Refer to Appendix D, Applying the Neurobiology of Trauma to Your Work: Steps for
Working With Victims, in the Participant Manual. This document gives some practical
guidance and additional things to say when working with victims of sexual assault.

Refer to Appendix E, Additional Resources, in the Participant Manual. This document
provides resources related to this training.
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F” Show Visual 4-47.

Review the learning objectives and ask whether these were met.

By the end of this module, participants will be able to:

= Describe the components of the brain related to trauma.

= Explain common ways the brain is affected during and after sexual assault.

= Recognize common ways a traumatic experience may affect a victim’s behavior.

=  Assist victims in understanding the neurobiology of trauma, when appropriate.

& Show Visual 4-48.

Ask if there are any final questions or comments before moving to the next module.
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Sexual Assault
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Learning Objectives

= Describe the basic components of the brain related to
trauma.

= Explain common ways the brain is affected during and
after sexual assault.

= Recognize common ways a traumatic experience may
affect a victim’s behavior.

= Assist victims in understanding the neurobiology of
trauma, when appropriate.
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Disclaimer

44

Please note that some mental health professionals,
agencies, or entities may or may not agree with
models of the neurobiology of trauma, as scientific
knowledge, models, and theories are rarely
unanimously accepted.

® T ove

Module Overview

4-5

The brain and its basic functions.
The prefrontal cortex of the brain.
Key circuitries in the brain affected by trauma.

Emotional and brain responses when confronted with
a traumatic situation.

Traumatic events and memory.

How knowledge of neurobiology can assist crime
victims.

® T ovC

The Brain’s Basic Functions
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Brain stem.
Medulla oblongata.
Pons.

Midbrain.




The Limbic System

A complex set of structures that lies on
both sides of the thalamus, just under
the cerebrum, which includes the:

= Amygdala.
= Thalamus.
= Hypothalamus.

= Hippocampus.
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The Cerebellum and Cerebrum

= The cerebellum:

+ Associated with
regulation and
coordination of

movement, posture, Frona abe ]i’;i;ﬂf\

7

/7

balance. ‘
= The cerebrum:

+ Associated with
reasoning, movement,
and visual processing.
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The Prefrontal Cortex
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The Prefrontal Cortex

= Holds thoughts and memories in
mind.

= Helps us manage emotions and
reflect on behavior.

= Helps manage other brain regions.

= Allows us to focus our attention
where we choose, and do what we
choose, consistent with our goals
and values.

= Becomes impaired in traumatic
situations.
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Fear Circuitry

= Plays a huge role in trauma
and posttraumatic stress.

= Located in multiple brain
areas.

= Operates automatically and
mostly outside awareness.
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Seeking Circuitry

= Seeks escape from fear,
anxiety, sadness, and any
unwanted experiences.

= May be “quick fixes” that
don’t solve the problem and
may lead to addiction.

= Also enables victims to seek
to uphold their values.
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Satisfaction Circuitry

= Produces feeling of
satisfaction when we get what
we seek.

= Central to feeling safe,
soothed, and connected to
others.

= Produces opioids involved in
feelings of satisfaction,
connection, etc.
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Embodiment Circuitry

= Includes the insular cortex
(insula).

= Receives sensory data from
all body systems.

= Key to healing from trauma.

= Allows us to know what it
feels like to be in our body.
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Traumatic Situations: Amygdala Control
Loss of
prefrontal
regulation
Emotional
habits \ g0
Béttom-up K
attention @Eypothalamu B/
Emotional
~associations
Emotional
reflexes
Source of diagram: Amsten 2009, Nature Reviews
Neuroscience, 410.
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In Traumatic (and High-Stress) Situations...

= Loss of prefrontal regulation: Chemicals from the
brain stem impair (and may shut down) the prefrontal
cortex.

= Bottom-up attention: Attention is automatically
captured by anything perceived as dangerous or
threatening, or as necessary for survival.

= Emotional reflexes: Reflexes are automatic and
include freeze, flight, or fight responses, as well as
bodily responses like your heart pounding quickly.
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The Amygdala and Attention
i
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Survival Reflexes in the Body

Pupils dilate. Heart beats faster. Blood pressure
increases.

Blood flow to Breathing rate
muscles increases. increases.
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“Fight or Flight” is Misleading

Our brains are not wired this way.
We evolved to freeze first, then flee.

Fighting is only in the service of fleeing, unless there
is no other option.

It's important that assault victims understand this,
because many will be ashamed that they did not fight
back.

Freeze, Flight, or Fight—Primary Purpose

4-20

Freeze:

+ Brief response, when
danger is perceived.

+ Highly alert.

+ Not moving.

+ Ready to suddenly
burst into action.

Drastic Survival Reflexes

4-21

Occur when escape is—or appears—impossible.

Attempting to escape and survive when there is no
(physical) escape.

Automatic survival reflexes.
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Disassociation—Drastic Survival Reflex

“It was silence, looking at her
through a glass wall,
so it couldn’t affect me, couldn’t touch me.”
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Disassociation—Drastic Survival Reflex

= Victim feels:
+ “Spaced out.”
+ “Disconnected.”
+ “On autopilot.”

= These are common responses to
sexual abuse in children, although it
can happen to anyone.
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Disassociation—Drastic Survival Reflex

Explain to victims that these are
brain-based, automatic survival
reflexes.
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Tonic Immobility—Drastic Survival Reflex

= Freezing = Alert and immobile, but
able to move.

= Tonic immobility = Paralysis, can’t
move or speak.
= Caused by extreme fear, physical

contact with perpetrator, restraint,
perception of inescapability.

= An estimated 10-50 percent of
victims experience tonic immobility.
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Tonic Immobility—Drastic Survival Reflex

= Sudden onset and termination.
= Lasts from seconds to hours.

= Does not impair alertness or
memory.
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Tonic Immobility—Drastic Survival Reflex

Can overlap with disassociation
and may include:

= Trembling or shaking.
= Rigid muscles.

= Feeling of cold.

= Numbness to pain.

= Unfocused staring or intermittent
eye closure.
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Collapsed Immobility—Drastic Survival Reflex

Heart gets massive

parasympathetic input, resulting

in:

4-28

e
Extreme decreases in heart rate h; '

b

and blood pressure.

Faintness, “sleepiness,” or loss
of consciousness.

Loss of muscle tone.

Collapsed Immobility—Drastic Survival Reflex (continued)

Often accompanies mental defeat.

Can be triggered by seeing blood, a skin puncture, or a
knife.

More likely in women.
Can be a source of shame in victims.
These are normal, brain-based responses.

(Kozlowska et al. 2015;
Baldwin 2013)
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Brain-Based “Counter-Intuitive Behaviors’
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Did not resist.

No attempt to escape.
Did not scream.
“Active participant.”
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Brains During Most Sexual Assaults

Perpetrator ~ Victim
Terrified, overwhelmed.

Fear circuitry in control.
= Prefrontal cortex in control. Attention and thoughts driven

= Thinking and behavior: by perpetrator actions.
= Behavior controlled by

= Not stressed.

o [FERmEEL emotional reflexes and habits
= Practiced. from childhood (including
* Habitual. abuse).
4-31 ® Tk ovC
Activity

Response Scenarios Case Studies
Worksheet 4.1

© eLearningArt

=  Work in groups.
= Review the case studies and answer the questions.
= Report out to the large group.

4-32 ® "< ovC

The Brain During Trauma

= Brain releases high amounts of stress chemicals.
= High amygdala activity.
= Strong encoding of emotional and sensory memories.

= Prefrontal cortex is impaired, including language
protection area.
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Hippocampus Function Altered

= Context of assault and elements of event are poorly
woven into a whole.

= Sequence of events is poorly encoded.

However...

= Emotional memories are well encoded, especially for
experiences surrounding the onset of fear/terror.
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Attention, Trauma, and Memory

= Mostly bottom-up attention.

= Fear circuitry focused on what
seems most important to
survival and coping.

= Central details are encoded.

= Stimulus information is
encoded much more than
contextual information.

/i
© Thinkstock

What Gets Encoded Into Memory

= Fragments of experience are
“burned in.”

= “Islands of memory.”
= Few peripheral details.

= Little or no time-sequence
information.

= Little or no words or narrative.
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What Gets Encoded Into Memory

Increased
stress
hormones.

Fear circuitry
In control

H-

Impaired
prefrontal
cortex.

(Schwabe et al. 2012; Joels et al. 2012)

4-37 ox OVC
What Gets Encoded Into Memory
Increased Altered
stress . hippocampus
hormones. functioning.
Fear circuitry Bottom-up
In control. attention.
Impaired
prefrontal
cortex.
(Schwabe et al. 2012; Joels et al. 2012)
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What Gets Encoded Into Memory

Increased Altered
stress hippocampus
hormones. functioning.

Fear circuitry . Bottom-up
In control. attention.

Impalred
prefrontal
cortex.

(Schwabe et al. 2012; Joels et al. 2012)
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“Islands of Memory”

= Micro-islands—Fragmentary sensations.
= Larger islands—Key periods within assault.
+ When fear kicked in, right before and after.

= Survival reflexes—Indicators of nonconsent:

+ Freezing. )
+ Disassociation. /“ ws/
L . -
+ Tonic immobility. “
+ Collapsed immobility. \ Yz
4-40 ® T ove

Alcohol, Drugs, and Memory

= Low to moderate dose/intoxication:
+ Impairs context encoding (hippocampus).
+ Does not impair encoding of sensations.

+ Resembles effect of fear/trauma.

= High dose/intoxication:

+ Impairs hippocampus-mediated encoding and
consolidation of both context and sensations.

+ In a severe “black out,” nothing gets encoded.

441 ® =& ovc

Remembering the Experience

= The state of the brain when trying to remember affects
what can be retrieved and put into words.

= If victims feel unsafe when questioned, they may not be
able to use their prefrontal cortex to understand the
questions and retrieve certain memories.

= |f victims feel traumatized by questioning, this may trigger
the bottom-up retrieval of fragmentary sensations and
emotions that are nearly as intense as the assault itself.
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Remembering the Experience

= Remember: The survivor may have
been dissociated at the time of the
assault, and when they remember it
later.

= Or the survivor can alternate
between dissociated and emotionally
upset remembrances: for example,
from one meeting or investigative
interview to the next. © Thinkstock
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Life as a Minefield of Potential Trauma Triggers

oo

Assault
Memory
444 ® =& ovc
A Better Understanding

“I'm going to help this victim feel safe,
in control, competent, and cared for.”

7 \

Victim advocate provides better Empathy for victim,

support for victim in court and during  empowerment of victim.
meetings with prosecutors.

N 4

Victim advocate more Victim feels safer,
easily determines victims’ €— is more cooperative,
physical and more able to remember,
psychological needs. more willing to report.
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Activity

@ How Would You Respond?
Worksheet 4.2

©
eLearningArt

Work in groups.

Review the case studies and answer the questions.
= Report out to the large group.

4-46 ® == ovC

Review of Learning Objectives

= Describe the basic components of the brain related to
trauma.

= Explain common ways the brain is affected during and
after sexual assault.

= Recognize common ways a traumatic experience may
affect a victim’s behavior.

= Assist victims in understanding the neurobiology of
trauma, when appropriate.
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End of Module 4

Questions? Comments?

© Thinkstock
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Module 5: Impact of Sexual Assault

Time Required

1 hour, 5 minutes

Purpose

This module explores the physical and emotional impact of sexual assault.

Lessons
1. Physical Impact of Sexual Assault (30 minutes)
2. Psychological Impact of Sexual Assault (30 minutes)

3. Impact on Partners, Family, and Close Friends (5 minutes)

Learning Objectives
By the end of this module, participants will be able to:
= Describe the physical and psychological impact of sexual assault.

= Describe the impact of sexual assault on partners, family, and close friends.

Participant Worksheets
=  Worksheet 5.1, STI Scenario

= Worksheet 5.2, Physical and Psychological Impact Scenario
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Equipment and Materials

No special equipment or materials are required.

Preparation

= Carefully review the group process scenarios and be prepared to present an “ideal” response.
As protocol, facilities, and resources vary from community to community, the response
should be based on existing procedures at participants’ agencies.

= Refer to the U.S. Department of Justice’s 4 National Protocol for Sexual Assault Medical
Forensic Examinations-Adult/Adolescents for best practices
(www.ncjrs.gov/pdffiles1/ovw/241903.pdf).
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& Show Visual 5-1.

Introduce the module.

F”  Show Visual 5-2.

Review the purpose and learning objectives for this module.
By the end of this module, participants will be able to:
= Describe the physical and psychological impact of sexual assault.

= Describe the impact of sexual assault on partners, family, and close friends.

1. Physical Impact of Sexual Assault (30 minutes)

Tell participants that, in order to best meet the needs of sexual assault victims, they must
first understand the far-reaching impact of sexual assault.

& Show Visual 5-3.

Introduce the activity.

&5 Activity: Brainstorm—Potential Physical Impact of Sexual Assault (5 minutes)

1. Ask participants to close their manuals for this activity. Explain that the group is going to
brainstorm a list of some of the potential physical impacts of sexual assault. Ask a
volunteer to be a note taker and work on a tear sheet.

2. Allow participants to come up with suggestions for impacts, and to note whether the
suggestion is a likely physical impact of sexual assault. Correct any misconceptions or
inaccurate responses. The note taker should write down all of the appropriate answers on
the tear sheet.

3. When participants have offered all of their suggestions, tell them that you are now going to
explore the physical impacts of sexual assault in greater detail.
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Nongenital Physical Injury

F”  Show Visual 5-4.

Paraphrase:

The typical assumption is that rape victims experience physical injury during a rape. A recent
review of research on injuries from rape indicates that it is difficult to show how often rape-
related injuries occur given wide variation in research methodology, clinical setting, and training
of medical staff identifying nongenital and genital injuries.

Across studies, the average prevalence of general bodily injury was about half of victims, and the
prevalence of genital injury was about one-third of victims, with nearly 40 percent of victims
having no injuries.

These prevalence rates varied widely across studies, with some studies finding considerably
fewer injuries, and some finding injuries among the vast majority of victims (Sommers 2007).

Numerous factors may relate to whether a victim of rape experiences injury. Some might assume
that victims will fight back and be injured as a result.

Based on data from the National Crime Victimization Survey, researchers indicate that most self-
protective actions undertaken by rape victims appear to reduce the risk of rape completion and
do not significantly affect the risk of additional injuries (Tark and Kleck 2014).

The relationship to the perpetrator may also impact rates of injury. Some research indicates that
rapes committed by spouses or boyfriends are characterized by more coercion and injury than
those committed by other known assailants or by strangers (Logan et al. 2007; Stermac et al.
2004), consistent with the idea that some sexual violence is part of a continuum of intimate
partner violence.

Although some studies have found differences in levels of nongenital injury for male victims
versus female victims or older victims versus younger victims, research findings have been
conflicting, and further research is needed to clarify nature and degree of difference (Del Bove et
al. 2005; Kimerling et al. 2002; Petrak and Claydon 1996; Stermac et al. 2004).

Genital Trauma

& Show Visual 5-5.
Paraphrase:

Some rape victims sustain significant genital trauma, others have only minor genital trauma or
none at all. Examination utilizing magnification (use of colposcope) has been helpful to visualize
genital abrasions, bruises, and tears that may be too minute to see with the naked eye (Frank
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1996; Slaughter and Brown 1992). These minor injuries usually heal completely within 48 to 72
hours.

While recent studies demonstrated a significant consent group difference in genital injury
prevalence and the highest macroscopically detected genital injury prevalence rate resulting from
nonconsensual vaginal penetration identified to date (Lincoln et al. 2013), forensic examiners
cannot differentiate between consensual and nonconsensual injuries (Anderson 2008).

In a review of visual rape evidence used in legal contexts, researchers have noted that tools such
as the colposcope may document a greater number of injuries.

The researchers held focus groups with Sexual Assault Nurse Examiners (SANE), however, and
noted high levels of concern that physical injuries may be absent, and that those observed
through microvisualization may be explained away as resulting from consensual activity. SANEs
also expressed concern that visual documentation may be dehumanizing for victims.

SANE:s also acknowledged that the legal context overemphasizes physical injury as evidence that
an assault occurred (White and Du Mont 2009).

Although the use of a colposcope has been controversial due to the argument that injury does not
differentiate between nonconsensual and consensual activity, theorists argue that visualization is
an invaluable tool that provides information for clinical judgment and is part of the patient’s
right to evidence-based medicine (Brennan 2006). Thus, preparation for cases should be
documented as thoroughly as possible using technologies available (Brennan 2006; White and
Du Mont 2009).

NOTE: The term colposcopy refers to a procedure done by physicians. SANEs use a colposcope,
which is a piece of equipment that magnifies and provides illumination.

Sexually Transmitted Infections (STI)

& Show Visual 5-6.

Paraphrase:

About two-thirds of sexual assault victims who seek medical attention have concerns about
sexually transmitted infections (STI) and HIV (Zinzow et al. 2012).

The National Protocol for Sexual Assault Medical Forensic Examinations (U.S. Department
of Justice 2013) recommends that all medical facilities offer rape victims medications to
prevent contracting STIs.

The risk of contracting HIV from a sexual assault is less than 1 percent, but trichomonas,
gonorrhea, chlamydia, and bacterial vaginosis are relatively prevalent. Although postassault
presence does not necessarily mean that the STI resulted from the assault, the exam provides an
opportunity to treat the infection (Centers for Disease Control and Prevention 2010).
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Nonoccupational postexposure prophylaxis (nPEP) should be considered for victims at high risk
of contracting HIV. The decision to offer nPEP should be based on the risk of the rape combined
with HIV prevalence in the specific geographic area.

Rape is considered high risk if it involves rectal contact or vaginal contact with tearing, or
existing vaginal STIs that have caused ulcerations or open sores disrupting the integrity of the
vaginal mucosa. It also is considered high risk if the victim knows or suspects that the assailant is
an [V-drug user, HIV positive, or bisexual (Ledray 2006).

Even if the survivor does not ask questions about HIV during the initial exam, the SANE or
medical professional should, in a matter-of-fact manner, provide information about risk, testing,
nPEP, and safe-sex options, which allows the victim to make decisions based on facts, not fear
(Ledray 1999). When used, it should be started within 72 hours of exposure.

Anti-HIV medications should be available where and when patients present after sexual assault.
To the extent possible, patients who want nPEP need to be able to obtain it as a component of
their sexual assault medical-forensic examination, rather than potentially have to visit additional
agencies at a later time in order to initiate the medication regimen.

Provision of nPEP should be supported by institutional policies that are current and well
understood by staff in order to facilitate the process and ensure consistent access within the
agency. Appropriate counseling regarding followup testing and medication side effects are
needed at the time of provision so that patients are able to make fully informed decisions about
choosing nPEP.

People who have been sexually assaulted should not be expected to carry the financial burden for
HIV nPEP. Communities should have a streamlined and accessible process for nPEP payment so
that medication costs are not a barrier.

Payment for anti-HIV medications is a complex issue. Some communities have a simple process
for paying for nPEP so that individuals are not burdened with the cost. Other locations may
require health care providers, patients, and advocates to navigate a complex web of rules and
procedures in attempting to obtain medications (Association of Nurses in AIDS Care 2013).

Instructor Note:

The following activity presents group process scenarios. These are good exercises to enhance
participants’ understanding of specific issues and to warm up for formal role plays. This group
process scenario will help you to determine whether the participants are learning the material. If
you do not get appropriate suggestions in response to the scenario from a range of participants,
you may need to review the information. After suggestions are offered, summarize the ideas and
model an appropriate response, or reinstruct on the issue as necessary.

& Show Visual 5-7.
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Introduce the activity.

&5 Activity: Group Process Scenario I (10 minutes)

1. Read the STI scenario below to the group, and ask the participants to offer ideas on how to
handle the situation.

2. Tell participants they may use Worksheet 5.1, STI Scenario, found in the Participant
Manual, for their notes.

STI Scenario: A caller who was sexually assaulted the night before is concerned about STTIs,
including HIV/AIDS.

3. Ask participants: What can you tell the caller?

Debrief the activity by emphasizing that specific responses to the caller depend on each
organization’s procedures. Regardless of procedures, victims should never be made to feel as if
they did something wrong, or that the assault was their fault.

Pregnancy

F”  Show Visual 5-8.

Paraphrase:

Rape victims of reproductive age often fear becoming pregnant as a result of a rape. The actual
risk is around 5 percent (Holmes et al. 1996; Gottschall and Gottschall 2003).

Most SANE programs and medical facilities offer emergency contraception to women at risk of
becoming pregnant, provided they are seen within 3 to 5 days of the rape and have a negative
pregnancy test (depending on the emergency contraceptive provided).

If the test is negative and the patient has had unprotected intercourse within the last 10 days and
would continue that pregnancy if conception has occurred, then she may be considered to be
pregnant and emergency contraception would not be administered (U.S. Department of Justice
2013).

Determination of the probability of conception also depends upon other variables, for example,
the use of contraceptives, regularity of the menstrual cycle, fertility of the victim and the
perpetrator, time in the cycle of exposure, and whether the perpetrator ejaculated intravaginally.

Pregnancy resulting from sexual assault often is a cause of great concern and significant
additional trauma to the victim, so victims’ fears should be taken seriously. Although many
transgender male individuals believe they are infertile as a result of using testosterone, cases
have been reported of unexpected pregnancies.
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Therefore, if a transgender male individual has not had a hysterectomy, is still within
childbearing years, and the nature of the assault suggests it, the possibility of pregnancy should
be discussed, even if he has not been menstruating (U.S. Department of Justice 2013).

Oral contraceptives such as Ovral are still used in some areas; however, Plan B
(levonorgestrel) is more commonly used today for emergency contraception. Plan B was
developed specifically to prevent pregnancy after unprotected intercourse.

It is believed to act as emergency contraception by preventing ovulation or fertilization by
altering tubal transport of sperm and/or ova. It also may inhibit implantation by altering the
lining of the uterus.

This treatment is not 100 percent effective in preventing pregnancy. A review of 10 studies
using Ovral found an overall effectiveness rate of at least 75 percent.

This statistic does not mean that 25 percent will become pregnant; rather, if 100 women have
intercourse in the middle 2 weeks of their cycle, approximately 8 would become pregnant
without postcoital interception. With interception, only 2 (a reduction of 75 percent) of the 100
would become pregnant (American College of Obstetricians and Gynecologists 2002).

The sooner you take Plan B after unprotected sex, the better effectiveness it has against
pregnancy. If taken within 72 hours after unprotected intercourse, Plan B has an 89 percent
chance of successfully preventing a pregnancy; however, if taken within 24 hours after
unprotected intercourse, the effectiveness rate goes up to 95 percent.

General Health Risk

F~  Show Visual 5-9.

Paraphrase:

Rape, like other types of sexual assault, not only affects victims’ health directly and
immediately; there is convincing evidence that it also can have a significant and chronic impact
on their general health for years to come (Frazier and Ledray 2011).

Stress appears to suppress the immune system and increase susceptibility to disease (Cohen and
Williamson 1991).

Stress such as a sexual assault also may result in injurious behaviors, such as substance abuse or
eating disorders (Felitti 1991; Golding 1994; Messman-Moore and Garrigus 2007).

Survivors of sexual assault also may experience chronic back and facial pain, chest pain,
shortness of breath, insomnia and fatigue, heart palpitations, cardiac arrhythmia, nausea,
vomiting, diarrhea, bloatedness, and abdominal pain (Golding 1994, 1996).
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Sexual Dysfunction

%~ Show Visual 5-10.

Paraphrase:

Not surprisingly, studies have found that sexual dysfunction is a common reaction and often a
chronic problem after rape.

Mentioned repeatedly in the literature are avoidance, loss of interest in sex, loss of pleasure from
sex, painful intercourse, and fear of sex (Abel and Rouleau 1995; Frazier and Borgida 1997;
Ledray 1998).

In a review of studies exploring sexual problems following sexual assault, researchers found that
frequency of sexual contact decreases after the assault, satisfaction and pleasure in sexual
activities diminishes for some victims for at least 1 year after the assault, and some victims
develop sexual problems that persist for years after the assault (Van Berlo 2000).

Survivors of rape also may experience painful menstruation, excessive menstrual bleeding,
menstrual irregularity, and genital burning (Golding 1996).

Recent research on young female rape victims points to pelvic floor dysfunction as a possible
mediator between rape and symptoms of sexual or reproductive dysfunction; this indicates that
treatment strategies for physical dysfunction might be included in treatments for trauma exposure
(Postma et al. 2013).

It also is well documented that sexual assault victims engage in risky sexual behaviors, such as
more sexual partners and more current sexual partners (Upchurch and Kusunoki 2004).

This has been found to be true in large national samples of adolescents who were victims of a
sexual assault (Upchurch and Kusunoki 2004), college women who were victimized (Brener,
McMahon, Warren, and Douglas 1999), Native American victims (Evans-Campbell, Lindhorst,
Huang, and Walters 2006), and military women who were sexually assaulted (Lang, Rodgers,
Loffaye, Satz, Dresselhaus, and Stein 2003).

Increased risky sexual behavior among victims may stem from factors such as the psychological
distress associated with sexual assault (Campbell and Lewandowski 1997) or reproductive
coercion (forcing a woman to become pregnant) by relationship partners (Miller et al. 2011).
Increased sexual activity with multiple partners may further increase exposure to disease (Ledray
1994).
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Substance Abuse

%~ Show Visual 5-11.

Paraphrase:
Individuals are clearly more vulnerable to assault when intoxicated.

A recent study of college women found that nearly a third of women experienced alcohol- or
drug-related sexual assault or rape, and 5 percent experienced forcible sexual assault or rape. The
vast majority of the drug- and alcohol-related assaults involved voluntary (self-induced)
incapacitation and alcohol use, with only 15 percent representing involuntary incapacitation
(Lawyer et al. 2010).

In a study conducted at the Sexual Assault Resource Service (SARS) in Minneapolis, 55 percent
of rape victims (N=130) self-reported using alcohol at the time of the rape. Sixty percent of these
reported the alcohol use was voluntary (Ledray, Frazier, and Peters 2007).

While drug-facilitated sexual assault (DFSA) has received considerable attention because of the
use of “designer” memory-erasing drugs, it is important to remember that the most frequently
used drug to facilitate a sexual assault continues to be alcohol (Horvath and Brown 2007).

It also is important to remember that sexual assault can be facilitated by the use of drugs or
alcohol, and it also can result in substance abuse in an attempt to dull the memory and avoid
thinking about the sexual assault (Ledray 2006).

In a national sample of 3,006 female survivors, both alcohol and drug use significantly increased
after a sexual assault, even for women with no prior drug or alcohol use or abuse history
(Kilpatrick, Acierno, Resnick, Saunders, and Best 1997).

This study also found that women who were already using drugs and alcohol to cope were more
likely to have a history of prior sexual abuse.

Similarly, a study that followed female survivors of child sexual abuse over time found that
problem drinking was predicted by childhood victimization (Ullman, Najdowski, and Filipas
2009).

Researchers concluded that sexual abuse plays a significant role in initiating and maintaining
substance abuse in women, with younger women being even more at risk.

In a more recent study, researchers reported that victims of rape are 13.4 times more likely to
develop two or more alcohol-related problems and 26 times more likely to have two or more
serious drug-related problems (Kilpatrick 2003).
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2. Psychological Impact of Sexual Assault (30 minutes)

%~ Show Visual 5-12.

Paraphrase:

Researchers agree that sexual assault victims experience more psychological distress than do
victims of other crimes.

Compared to nonvictim control groups, rape and sexual abuse victims consistently report
more symptoms of anxiety, fear, depression, and posttraumatic stress disorder (PTSD)
(Frazier and Borgida 1997; Trickett et al. 2011).

Positive social reactions to assault disclosure could affect both perceived control over recovery
and positive social coping, and perhaps in turn help reduce PTSD symptoms.

Health psychology research shows that social support increases feelings of self-efficacy, which
in turn improves health outcomes (Chlebowy & Garvin 2006). In the context of sexual assault,
support such as spending time with the survivor, giving her somewhere to stay, or providing
resources following an assault can increase victims’ perceived control over their recovery
process (i.e., their perceived self-efficacy for coping with the assault).

Positive reactions to assault disclosure may also lead victims to feel better and therefore engage
in more adaptive forms of coping and fewer maladaptive forms of coping (Ullman, Townsend et
al. 2007). It is also possible that positive social reactions to assault disclosure are more strongly
related to social forms of adaptive coping, rather than to individual forms of adaptive coping.

Thus, it is important to separate the effects of social reactions to assault disclosure on these
different types of coping, because social reactions to assault disclosure might affect one form and
not another.

Finally, positive social reactions to sexual assault disclosure may lead to more PTSD symptoms,
even though research shows that general measures of social support (not specific to assault) are
related to fewer PTSD symptoms in sexual assault survivors (Ullman 1999, 2010).

Perhaps this surprising positive relation exists because victims who disclose to more people
typically get a mix of both positive and negative reactions from others to assault disclosure
(Ullman 2010), and perhaps victims of more severe trauma are more likely to both disclose to
more people and to develop PTSD symptoms, not because of a causal link between positive
reactions to assault disclosure and PTSD symptoms.

%~ Show Visual 5-13.
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Introduce the activity.

&5 Activity: Brainstorm—Potential Psychological Impact of Sexual Assault
(5 minutes)

1. Ask participants to close their manuals for this activity. Explain that the group is going
to brainstorm a list of some of the potential psychological impacts of sexual assault. Ask
Jfor a volunteer to be a note taker and work on a tear sheet.

2. Allow participants to come up with suggestions for impacts, and to note whether the
suggestion is a likely psychological impact of sexual assault. Correct any misconceptions
or inaccurate responses. The note taker should write down all of the appropriate answers
on the tear sheet.

3. When participants have offered all of their suggestions, tell them that you are now going

to explore the psychological impacts of sexual assault in greater detail.

Anxiety

“F”  Show Visual 5-14.
Paraphrase:

Rape victims are consistently found to be more anxious than nonvictims during the first year
after a rape (Frazier, Harlow, Schauben, and Byrne 1993).

In one study, 82 percent of rape victims met the Diagnostic and Statistical Manual of Mental
Disorders (DSM) criteria for generalized anxiety disorder, compared with 32 percent of
nonvictims (Frank and Anderson 1987).

Fear

F”  Show Visual 5-15.
Paraphrase:

Death is the most common fear during the assault, with continued generalized fear after the
assault a very common response to sexual assault (Dupre, Hampton, Morrison, and Meeks 1993;
Ledray 1994).

While evidence of the type and duration of fear varies, up to 83 percent of victims report some
type of fear following a sexual assault (Frazier and Borgida 1997).

Girelli et al. (1986) found that the subjective distress of fear of injury or death during rape was
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more significant than the actual violence in predicting severe postrape fear and anxiety.

Thus, it is important to recognize that the threat of violence alone can be psychologically
devastating (Goodman, Koss, and Russo 1993).

Depression

& Show Visual 5-16.

Paraphrase:

Depression is one of the most commonly mentioned long-term responses to rape (Abel and
Rouleau 1995; Frazier and Borgida 1997; Ledray 1994).

Compared to nonvictims, depression is more than three times as prevalent among victims of
forcible rape and twice as prevalent among victims of drug-facilitated or incapacitated rape
(Zinzow et al. 2012).

As with anxiety, symptoms of depression also overlap with those of PTSD. Such overlapping
symptoms include:

=  Weight loss or gain.

= Sleep disturbance.

* Feelings of worthlessness.

* Diminished interest in pleasurable activities.
= [Inability to concentrate.

= Depressed mood.

= Suicidal thoughts.

Suicidal Ideation

%~ Show Visual 5-17.

Paraphrase:

While the number of suicides following a sexual assault is considered low, suicidal ideation (i.e.,
thoughts about suicide) is a significant issue.

One study found 39 percent of rape victims reported a subsequent suicide attempt (Ackard and

Module 5: Impact of Sexual Assault 5-13



INSTRUCTOR MANUAL
Sexual Assault Advocate/Counselor Training

Neumark-Sztainer 2002).

In other studies, between 33 and 50 percent of victims reported that they considered suicide
at some point after the rape (Ullman 2004; Ullman and Brecklin 2002).

In a study of female survivors of sexual assault, researchers found that women at the most
risk for suicidal ideation were younger, ethnic minority, or bisexual. Those with more
traumas and drug use enacted more suicide attempts (Ullman, Najdowski, and Filipas 2009).

Self-Blame and Shame

F”  Show Visual 5-18.

Paraphrase:

A number of studies have identified posttraumatic guilt, self-blame, and shame as common
responses following a sexual assault, and ones that are linked to PTSD, more depression, and
poor adjustment after the rape (Vidal and Petrak 2007; Frazier 1990; Ledray 1999).

One study compared college students’ retrospective reports of different emotions during and
after sexual assault. While emotions such as fear peaked during the trauma, other emotions such
as shame, guilt, anger, and sadness often increased after the trauma (Amstadter and Vernon
2008).

Posttraumatic Stress Disorder (PTSD)

& Show Visual 5-19.

Read the definition of posttraumatic stress disorder:

“A psychiatric disorder that can occur in people who have experienced (directly or
indirectly) or witnessed a traumatic event such as a natural disaster, a serious accident, a
terrorist act, war/combat, or rape or other violent personal assault” (American Psychiatric
Association 2013).

The National Women’s Study, an epidemiological survey of 4,008 women, found the lifetime
prevalence of PTSD resulting from rape and sexual assault to be 32 percent and 30.8 percent
respectively, compared with a prevalence of 9.4 percent caused by non-crime-related trauma
such as a car accident (Kilpatrick, Amstadter, Resnick, and Ruggiero 2007).

One study found 78 percent of rape victims met the criteria for PTSD at 2 weeks; 63 percent at 2
months; 58 percent at 6 months; and 48 percent at 1 year (Frazier, Conlon, and Glaser 2001).
Sexual assault also has been identified as the most common cause of PTSD in women (Frans,
Rimmo, Aberg, and Fredrickson 2005).
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& Show Visual 5-20.

Symptoms of PTSD fall into four categories (American Psychiatric Association 2013):

1. Intrusive symptoms such as repeated, involuntary memories; distressing dreams; or
flashbacks of the traumatic event. Flashbacks may be so vivid that people feel they are
reliving the traumatic experience or seeing it before their eyes.

2. Avoidance of reminders such as people, places, activities, objects, and situations that bring
on distressing memories. People may try to avoid remembering or thinking about the
traumatic event. They may resist talking about what happened or how they feel about it.

3. Negative thoughts and feelings may include ongoing and distorted beliefs about oneself or
others (e.g., “I am bad,” “No one can be trusted”); ongoing fear, horror, anger, guilt or
shame; much less interest in activities previously enjoyed; or feeling detached or estranged
from others.

4. Arousal and reactivity symptoms may include being irritable and having angry outbursts;
behaving recklessly or in a self-destructive way; being easily startled; or having problems
concentrating or sleeping.

In 2013, the American Psychiatric Association made several key changes to criteria for PTSD,
moving the disorder from classification as an anxiety disorder to a new chapter on Trauma- and
Stressor-Related Disorders in the Diagnostic and Statistical Manual of Mental Disorders, fifth
edition (DSM-5).

Other changes in the criteria include explicitly including sexual assault as a traumatic event and
deleting criteria regarding the individual’s response to the event (e.g., fear, horror), as this has
been shown to have no utility in predicting the onset of PTSD.

The disturbance must continue for more than a month to be classified as PTSD (American
Psychiatric Association 2013).

%~ Show Visual 5-21.

Paraphrase:

The severity of PTSD symptoms in sexual assault survivors is associated with the victim’s
trauma history, perceived life threat during the assault, feelings of self-blame for the assault,
avoidance coping, and negative social reactions from others (Ullman 2007).

Campbell, Patterson, Adams, Diegel, and Coats (2008) found more positive psychological
outcomes among victims seen by SANEs who “empowered” them by providing health care,
support, and resources; treating them with respect and dignity; believing them; helping them
regain control; and respecting their decisions.
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These factors are important for the advocate or counselor to consider when making initial
referrals for followup and when attempting to contact the survivor for followup.

& Show Visual 5-22.

Introduce the activity.

&5 Activity: Group Process Scenario 11 (10 minutes)

1. Read the Physical and Psychological Impact scenario below and ask participants to offer
ideas on how to handle the situation.

2. Tell participants they may use Worksheet 5.2, Physical and Psychological Impact
Scenario, in the Participant Manual, for their notes.

Physical and Psychological Impact Scenario: A caller who was sexually assaulted 6 months
ago is experiencing sleeplessness, weight gain, and trouble concentrating. She is experiencing
recurrent pelvic pain, but her doctor hasn’t been able to find a physical cause.

3. Ask participants: What are some of the physical and psychological effects of assault that
this caller might be experiencing?

Debrief the activity by emphasizing that victims may exhibit some or all of these effects, or
they may demonstrate no effects at all—however, just because a victim shows no effects of
having been assaulted doesn’t mean she is okay. Talking to the victim compassionately will help
you determine exactly how the victim has been affected.

3. Impact on Partners, Family, and Close Friends
(5 minutes)

& Show Visual 5-23.

Family members and those close to the victim have been recognized as secondary or indirect
victims (Koss and Harvey 1991; Ledray 1994). As a result, they, too, often suffer many of the
same initial and long-term symptoms of distress experienced by the sexual assault survivor,
including shock and disbelief, fear, anxiety, a sense of helplessness, depression, and anger.

Also, they may blame the victim for the assault. This type of blame is often a misdirected
attempt to deal with their own feelings of guilt and self-blame for somehow not protecting their
loved one and not preventing the assault (Ledray 1994).

A study of more than 100 secondary victims of rape, including family members, partners, and
friends, found that these persons suffered significant levels of trauma, with about one-quarter
experiencing PTSD. They also reported difficulty in supporting the victims due to insecurities in
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how to help, refusal by the victim in receiving help, reactions of the victim, and their own
feelings about the assault.

Many reported that their relationship with the victim was affected by the assault, with about one-
quarter feeling closer to the victim and another quarter reporting that the relationship had gotten
worse for some period of time after the assault.

Family and friends may become overly protective, further limiting the victim’s activities. In a
large study of reactions to sexual assault disclosure among college women, researchers found
social reactions that attempted to control the survivor’s decisions were associated with greater
symptomology for PTSD, depression, and anxiety. This may impede the survivor’s perception of
being in control of the recovery process.

It is common for the victim to become angry with family members who are themselves upset (“It
didn’t happen to them, so they have no right to be so upset”).

This is especially true when family members appear more upset than the victim. Victims may
also take out their anger about the sexual assault on family members (Ledray 1994; Mitchell
1991). If the family is not prepared and does not understand the motivation behind this behavior,
they may reject the victim, and victims may lose their social support when they need it most.

& Show Visual 5-24.

Review the learning objectives and ensure that these were met.
By the end of this module, participants will be able to:
= Describe the physical and psychological impact of sexual assault.

= Describe the impact of sexual assault on partners, family, and close friends.

& Show Visual 5-25.

Ask if there are any final questions or comments before moving to the next module.
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Module 5
Impact of Sexual Assault

Learning Objectives

= Describe the physical and psychological impact of
sexual assault.

= Describe the impact of sexual assault on partners,
family, and close friends.

52 ® "< ovC
Activity
Brainstorm—
Potential Physical Impact
of Sexual Assault

©
eLearningArt
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Nongenital Physical Injury

= |tis difficult to show how
often rape-related injuries
occur.

= Most self-protective actions
undertaken by rape victims
do not significantly affect the
risk of additional injuries.

= Less common in stranger ————
rape.

= Further research is needed.

5-4 ® T OVC

Identified Genital Trauma

= Rates of identified genital injury vary from
significant to no injury.

= Examination utilizing magnification (use of
colposcope) has been helpful in visualizing
genital abrasions, bruises, and tears too minute to
see with the naked eye.

= Visualization is an invaluable tool that is part of
the patient’s right to evidence-based medicine.
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Sexually Transmitted Infections (STI)

= Concern about STls is one key difference
between victims who seek medical care and
those who do not.

= Risk of contracting HIV is low.

= Risk of contracting other diseases is relatively
prevalent.

= Allow victims to make decisions based on facts,
not fear.
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Activity

@ Group Process Scenario |
Worksheet 5.1

©
eLearningArt

STI Scenario:

A caller who was sexually assaulted the night before
is concerned about STls, including HIV/AIDS.

57 ® T ove

Pregnancy

= The actual risk is around 5
percent.

= Medical facilities offer
emergency contraception.

= Pregnancy resulting from
sexual assault is often a
cause of great concern and
significant trauma to
victims— their fears should
be taken seriously.

g~

© Thinkstock
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General Health Risk

= Sexual assault affects a victim’s
health directly and immediately.

= |t can also have a significant and
chronic impact on their general
health for years.

= Stress appears to suppress the
immune system.

= |njurious behaviors and health © Thinkstock
problems sometimes occur after
sexual assault.
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Sexual Dysfunction

Sexual dysfunction is a common
reaction and often a chronic
problem. This may include:

= Avoidance of sex.

= Loss of interest, loss of
pleasure in sex.

= Painful intercourse and
periods. © Thinkstock

= Risky sexual behaviors.
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Substance Abuse

= |ndividuals are more vulnerable to
assault when intoxicated.

= Alcohol is the most frequently
used drug to facilitate a sexual
assault.

= Alcohol/drug use by female
survivors significantly increased
after sexual assault.

© Thinkstock

= Sexual abuse plays a role in
substance abuse.
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Psychological Impact of Sexual Assault

= Sexual assault victims experience more psychological
distress than victims of other crimes.

= Positive social reactions to assault disclosure could
affect both perceived control over recovery and
positive social coping.

+ This could help reduce PTSD symptoms.
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Activity

Brainstorm—
Potential Psychological Impact
° of Sexual Assault
eLearningArt
® Tk ovC
Anxiety

= Rape victims are more
anxious than nonvictims.

= 82 percent of victims met
the criteria for
generalized anxiety
disorder.

© Thinkstock
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Fear

= Death is the most common
fear during the assault.

= Continued generalized fear
occurs after the assault.

= The threat of violence alone
can be psychologically
devastating.

© Thinkstock
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Depression

5-16

Weight loss or gain.
Sleep disturbance.

Feelings of
worthlessness.

Less interest in
pleasurable activities.

Inability to concentrate. © Thinkstock
Depressed mood.
Suicidal thoughts.

Suicidal Ideation Studies

5-17

Studies indicate that suicide
ideation after sexual assault is a
significant issue.

Women at the most risk for
suicidal ideation were younger,
ethnic minority, or bisexual
victims.

Victims with more traumas and o Thinkstock
drug use enacted more suicide
attempts.

®

T ow OVC

Self-Blame and Shame

5-18

Posttraumatic guilt, self-blame,
and shame are common
responses following sexual
assault.

Emotions such as fear may
increase during the trauma, but
other emotions such as shame,
guilt, anger, and sadness often
increase after the trauma.

© Thinkstock




Posttraumatic Stress Disorder (PTSD)

“A psychiatric disorder that can
occur in people who have
experienced (directly or indirectly)
or witnessed a traumatic event
such as a natural disaster, a
serious accident, a terrorist act,
war/combat, or rape or other
violent personal assault.”

© Thinkstock

(American Psychiatric Association 2013)

PTSD Symptoms

= |ntrusive symptoms
such as distressing
dreams and flashbacks.

= Avoidance of reminders.

= Negative thoughts and
feelings.

= Arousal and reactivity © Thinkstock
symptoms.

(American Psychiatric Association 2013)
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Severity of PTSD Symptoms

= Associated with trauma history,
perceived life threat during the
assault, and feelings of self-
blame, among other issues.

= SANEs empower victims with
PTSD by:

+ Providing health care, support.

+ Treating them with respect and
dignity.

© Thinkstock

+ Respecting their decisions.
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Activity

@ Group Process Scenario Il
Worksheet 5.2

©
eLearningArt

Physical and Psychological Impact Scenario:

A caller who was sexually assaulted 6 months ago is
experiencing sleeplessness, weight gain, and trouble
concentrating. She is experiencing recurrent pelvic
pain, but her doctor hasn’t been able to find a
physical cause.

5-22 ® T ove

Impact on Partners, Family, Close Friends

= Secondary or indirect victims.

= Often suffer many of the
same initial and long-term
symptoms.

= May suffer from PTSD.

= May have difficulty
supporting the victim. © Thinkstock

= Relationship with the victim is
affected.

523 ® == ovc

Review of Learning Objectives

= Describe the physical and psychological impact of
sexual assault.

= Describe the impact of sexual assault on
partners, family, and close friends.
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End of Module 5

Questions? Comments?

[ -
© Thinkstock
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Module 6: Campus Sexual Assault

Time Required

1 hour

Purpose

The purpose of this module is to discuss statistics on the prevalence of sexual assault on
school and university campuses and to identify the resources available to these victims.

Lessons

1. Prevalence of Campus Sexual Assault (10 minutes)

2. Laws and Recommendations That Apply to Campus Sexual Assault (15 minutes)
3. Case Studies (30 minutes)

4. Resources (5 minutes)

Learning Objectives

By the end of this module, participants will be able to:

= (Cite key statistics on campus sexual assault.

= Describe the laws that apply to sexual assault on campus.

= Jdentify resources available to victims of campus sexual assault.

Participant Worksheets

=  Worksheet 6.1, Campus Sexual Assault Case Studies

Equipment and Materials

No special equipment or materials are required.

Preparation

No special preparation is required.

Module 6: Campus Sexual Assault
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& Show Visual 6-1.

Introduce the module.

F”  Show Visual 6-2.

Review the purpose and learning objectives for this module.
By the end of this module, participants will be able to

= Cite key statistics on campus sexual assault.

= Describe the laws that apply to sexual assault on campus.

= Identify resources available to victims of campus sexual assault.

1. Prevalence of Campus Sexual Assault (10 minutes)

Victims of sexual assault can be found in any community, and incidents on educational
campuses are extremely common.

Regardless of the situation in which the violence occurs—at a party, within a dormitory, after
consuming alcohol—rape and other types of sexual assault are criminal acts. In this module, we
will take a look at the victims and the prevalence of sexual assault on campus.

& Show Visual 6-3.

Paraphrase:

One group of individuals that is often believed to be at higher risk for sexual assault is college
students.

In 2015, the Association of American Universities published a Campus Climate Survey on
Sexual Assault and Sexual Misconduct, a survey designed to better understand the attitudes and
experiences of students with respect to sexual assault and sexual misconduct.

The study can be found at
www.aau.edu/sites/default/files/%40%?20Files/Climate%20Survey/AAU Campus_Climate Surv
ey 12 14 15.pdf.
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The researchers surveyed 89,115 women and 60,957 men, including undergraduate and
graduate/professional students. Among their findings:

= Of all student respondents, 11.7 percent reported experiencing nonconsensual sexual contact
by physical force, threats of physical force, or incapacitation since they enrolled at their
university.

= Among undergraduate students, 23.1 percent of female respondents (including 10.8 percent
who experienced penetration) and 5.4 percent of male respondents reported experiencing
nonconsensual penetration or sexual touching involving physical force or incapacitation since
enrolling at their university.

» In the graduate/professional student population, 8.8 percent of female graduate/professional
students and 2.2 percent of male graduate/professional students reported experiencing
nonconsensual penetration or sexual touching involving physical force or incapacitation since
enrolling at their university.

F”  Show Visual 6-4.

Paraphrase:

In 2007, the National Institute of Justice published the Campus Sexual Assault Survey
(www.ncjrs.gov/pdffiles1/nij/grants/221153.pdf), a study of the various types of sexual assault
experienced by university students.

Some aspects of campus sexual assault that the survey studied were the types of sexual assault
and the risks involved:

Physically Forced Sexual Assault

= Substance abuse did not appear to play a part in the likelihood of a woman being victimized
in a physically forced sexual assault; however, the number of sexual partners women had
since entering college did appear to increase the risk of forced sexual assault while in college
because of an increased likelihood that one of her partners would be a sexual assault
perpetrator.

* In addition, women who had been threatened/humiliated and/or physically hurt by a dating
partner since entering college had just over seven times the odds of experiencing forced
sexual assault since entering college.

= The study also revealed that the longer a woman remained in college, the more likely she was
to experience physically forced sexual assault since entering college. Freshmen and
sophomores, however, were more likely to be victims than juniors and seniors.

F~  Show Visual 6-5.
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Incapacitated Sexual Assault
Paraphrase:

A rather different set of risk factors was associated with incapacitated sexual assault. Substance
abuse was significantly associated with the likelihood of experiencing incapacitated sexual
assault.

= The frequency with which women reported being intoxicated during sex also increased the
odds of being a victim of incapacitated sexual assault.

= Having been given a drug without one’s knowledge or consent increased the odds of being a
victim of incapacitated assault.

*  Women who were humiliated or hurt by a dating partner had just over two times the odds of
being a victim of incapacitated sexual assault since entering college, compared to other
women.

= As seen in the analysis of physically forced sexual assaults, the more years a woman has
been in college, the greater the odds that she experienced incapacitated assault.

Victims of forced sexual assault before college were at higher risk of experiencing both types of
sexual assault since entering college. The same was true for victims of incapacitated sexual
assault.

In fact, women who experienced both types of prior victimizations had almost eight times the

odds of experienced both physically forced and incapacitated sexual assault during college,
compared to other women.

2. Laws and Recommendations That Apply to Campus Sexual Assault
(15 minutes)

F”  Show Visual 6-6.

Paraphrase a discussion of laws and recommendations that apply to campus sexual assault.
There are a number of laws that govern sexual assault. The three that we’ll discuss here are:
1. Title IX.

2. Clery Act.

3. Violence Against Women Act (VAWA) Amendments (commonly referred to as Campus
SaVE).
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& Show Visual 6-7.

1. Title IX

What is it and how does it apply?

Definition: No person in the United States shall, on the basis of sex, be excluded from
participation in, be denied the benefits of, or be subjected to discrimination under educational
program or activity receiving federal financial assistance.

+ Title IX is a civil rights statute.

¢ This law applies to all schools that participate in federal financial aid programs (but
excludes some parochial schools or schools that receive only private funding).

¢ Its general purpose is to provide for fairness in education. Sexual assault impedes a
victim’s access to education, and therefore a school must apply Title IX when there is a
complaint of sexual assault.

¢+ The law is enforced by the U.S. Department of Education, Office for Civil Rights.

¢ Retaliation against those who complain is strictly prohibited.

On April 4, 2011, the Office for Civil Rights (OCR) in the U.S. Department of Education issued
a Dear Colleague Letter on student-on-student sexual harassment and sexual violence (“DCL”).
The DCL explains a school’s responsibility to respond promptly and effectively to sexual
violence against students in accordance with the requirements of Title IX. Specifically, the DCL:

Provides guidance on the unique concerns that arise in sexual violence cases, such as a
school’s independent responsibility under Title IX to investigate (apart from any separate
criminal investigation by local police) and address sexual violence.

Provides guidance and examples about key Title IX requirements and how they relate to
sexual violence, such as the requirements to publish a policy against sex discrimination,
designate a Title IX coordinator, and adopt and publish grievance procedures.

Discusses proactive efforts schools can take to prevent sexual violence.

Discusses the interplay between Title IX, the Family Educational Rights and Privacy Act
(“FERPA”), and the Jeanne Clery Disclosure of Campus Security and Campus Crime
Statistics Act (“Clery Act”) as it relates to a complainant’s right to know the outcome of his
or her complaint, including relevant sanctions imposed on the perpetrator.

Provides examples of remedies and enforcement strategies that schools and OCR may use to
respond to sexual violence.
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& Show Visual 6-8.

What are the basic requirements of Title IX?
= Educational institutions must publish a notice of nondiscrimination.

= The institution must designate an employee to coordinate Title IX compliance with the
following responsibilities:

¢+ Disseminate notice of nondiscrimination.
¢+ Identify and address systemic patterns of discrimination.

¢+ Educate parties about the policy and answer procedural questions about the logistics of
the disciplinary process.

+ Oversee the investigation of a complaint.

» The educational institution must adopt and publish grievance procedures. Some would
include:

¢+ What is the standard of proof?

~ A preponderance of the evidence. (“It is more likely than not that the accused student
is ‘responsible’ for the alleged sexual assault.”)

¢ Can a school use both a formal and an informal grievance process?
~  Yes, but mediation should not be used to resolve a sexual assault complaint. Also, the

parties must be notified that they have the right to end the informal process at any
time and begin the formal process.

& Show Visual 6-9.
2. Clery Act
What is it and how does it apply?

= The Jeanne Clery Disclosure of Campus Security and Campus Crime Statistics Act requires
schools to maintain and d