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1. Introduction, policy context
and method
1.1 Introduction
This research review was commissioned as part of the ‘Stern Review’ of
responses by public bodies to rape. The terms of reference included a series
of 31 questions about the extent to which there was research evidence on
key policy issues, including evidence of the effectiveness of recent legislative
and practice changes in England and Wales. The time scale precluded a full
systematic literature review and so an adapted Rapid Evidence Assessment
(REA) methodology was utilised following the guidance provided in the
‘Government Social Research Unit’s’ REA toolkit. As is frequently the case,
the research and policy agendas do not readily map onto one another in
clear and consistent ways so it was not possible to fully address all the
questions posed.
This paper summarises a much longer report structured in terms of the
specific questions the review was asked to address and assessing the
strength of evidence currently available. Here the findings are presented
through a set of key themes:
•
•
•
•
•
•
•

what we know about the prevalence and distribution of rape;
reporting and disclosure;
support and advocacy;
the response of the criminal justice system;
the response of the health system;
attitudes to and stereotypes of rape; and
the impact of recent policy changes.

We conclude with some possible future directions which flow from this
evidence base. The findings are located within a summary of the current
policy context and the methodological approach used to access the
material used.
1.2 The policy context
The Stern Review was announced on 22 September 2009 by the
Government Equalities Office (GEO). Led by Baroness Vivien Stern,
the review’s brief was to examine how public authorities (including the
police, local authorities, healthcare providers, the Crown Prosecution
Service (CPS) and non-governmental organisations (NGOs)) respond
to, and interact with each other in respect of, rape complaints. As well as
commissioning this research review and an empirical study about opinions
on rape (Brown et al, 2010), Baroness Stern heard evidence from a range of

sources including an internet survey with organisations and members of the
public, focus groups with victim-survivors1 and eleven regional visits with
key stakeholders.
The Stern Review follows a decade of attention paid to the high attrition
rate in rape cases (i.e. the failure of cases to proceed at various stages
throughout the Criminal Justice System (CJS)) and several recent high
profile cases which raised concerns about the quality of early responses
to complaints by the Metropolitan Police Service (i.e. the Worboys and
Reid cases2). It also takes place within the context of the first integrated
approach to violence against women and girls from the Westminster
Government (HM Government, 2009), the report on the views of rape
victim-survivors led by Victims Champion Sara Payne (Payne, 2009), the
Department of Health Taskforce on the health aspects of violence against
women and girls led by Professor Sir George Alberti and the review
into the sexualisation of young people led by Dr Linda Papadopoulos
(Papadopoulos, 2010).
1.3 Recent changes and innovations
During the decade preceding the Stern review, a number of significant legal
and policy changes were instituted:
• Youth Justice and Criminal Evidence Act (YJCEA), 1999, restricting sexual
history evidence and introducing special measures to enable victim/
witnesses to give best evidence;
• Multi-Agency Public Protection Arrangements (MAPPA) supporting the
assessment and management of the most serious sexual and violent
offenders in 2001;
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1

This concept is used to acknowledge both the fact of victimisation and the agency that
individuals exercise in coping at the time and subsequently with sexual violence. Whilst
this concept is not gendered, and includes men who are raped, at various places we
do refer to women – either because the research referred to focused only on them
or to recognise that current evidence shows that they are the vast majority of victimsurvivors.

2

John Worboys and Kirk Reid were both convicted of separate series’ of sexual assaults
in 2009, with judges making comments on poor investigation. The cases were referred
to the Independent Police Complaints Commission (IPCC) who found that the
Metropolitan Police Service (MPS) missed investigative opportunities in the Worboys
case. In the Reid case, the MPS took the unprecedented step of apologising to victims
for the failure to detect him earlier.
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• The first HMCPSI/HMIC report on the processing of rape complaints
in 2002 with its 18 recommendations followed by a Rape Action Plan,
beginning a new policy focus;
• The 2003 Sexual Offences Act which modernised sexual offences law;
• CPS guidance on prosecuting rape in 2004 and revised in 2009;
• DH/NIMHE Victims of Violence and Abuse Prevention Programme
2004-2007;
• ACPO guidance on investigating rape 2005;
• CPS Directorate for Sexual Offences Team 2005;
• Expansion of Sexual Assault Referral Centres (SARCs);
• Use of Victims Fund and GEO ‘Special Fund’ monies to secure Rape
Crisis provision;
• Introduction of Independent Sexual Violence Advisers (ISVAs);
• Cross-government action plan on sexual violence and abuse, 2007;
• Compulsory training for all rape specialist prosecutors 2008;
• Joint ACPO/CPS protocol 2009.
1.4 Research and evaluation
These policy innovations were accompanied by an increase in research on
sexual violence, with particular attention paid to attrition and evaluation
of SARCs. Despite these efforts, directed at improving and making more
consistent responses to victim-survivors, this review will show that the
picture has not changed substantially over the decade and that too many
of the recommendations made in research and by previous enquiries and
audits have not been consistently implemented. HMCPSI/HMIC themselves
conclude:
… it is not necessarily about changing what is done, but ensuring
instead that what is done is effective and is carried out to a consistently
high standard and that the efforts of all of those involved are properly
supported and co-ordinated. In many respects policies are sound and in
place. It is not a question of changing the approach, but of ensuring that
what should be done is actually done in practice (2002, p.5).
This view was re-affirmed some seven years later by Assistant
Commissioner John Yates, at the time ACPO rape lead, who commented:
Put simply, there are too many and significant inconsistencies in the
investigative response at every level. This is not only in London, but
throughout England and Wales. National inspections by Her Majesty’s

Inspectorate of Constabulary have come and gone. Straightforward
recommendations have been picked up and run with by some but not
all forces. The policies are there, the training is in place but they are
not embedded. We are policy-rich and implementation-poor.
That is not to say that many individual cases are not dealt with expertly,
sympathetically and professionally and receive proper and just outcomes,
but no chief constable can be confident that every case is dealt with in
this way. (Guardian 26th March 2009, emphasis added).
1.5 Methodological approach
This was a question led adapted REA, conducted to synthesise the available
research evidence as comprehensively as possible. Given the constraints
of the timetable a full systematic review was not possible. The questions
were set by GEO and informed the search criteria. Nine online abstracting
databases were searched for academic publications, using 60 search terms.
Given the focus on current policy, searches were limited to the last 15
years (1995-2010) and restricted to countries with common law legal
systems. Exceptions to this were: key events; areas where there was thin
coverage; specifications made in the brief. The unpublished and/or non
peer-reviewed research (often referred to as ‘grey’ literature) was accessed
through several routes:
• research review team members sent requests to their extended
networks of researchers and practitioners requesting relevant material;
• current holdings by researchers were drawn on;
• GEO forwarded any information they received from their call for
evidence;
• web searches were conducted through Google using the same terms
as the database searches and the first 50 hits from each search term
investigated.
Once material had been located, references were coded as high relevance,
not directly relevant and not relevant to the present review. Classification
took into account the provenance of the source, peer reviewed being the
most highly regarded and reports by established researchers or formal
investigations being the next tier of acceptable quality as evidence. Attempts
were made to locate the highly relevant material, largely through our
University libraries and document requests to the British Library.
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While there was considerable coverage of rape and sexual assault generally
(although far less than for domestic violence, which was included in some
searches), the specific areas the review was asked to address were not all
strongly evidenced. Far more research was found about the impact of rape
and sexual assault than on intervention outcomes. In particular there was
very little evaluative work of new policies or procedures that have been
introduced. There was also little on the effectiveness of support, advocacy
and health interventions in England and Wales. Where strong evidence from
other common law jurisdictions was found, this has been drawn on.

2. The prevalence and
distribution of rape in society
2.1 Definitions and problems in reporting rates
We were asked to look at the evidence on prevalence and distribution of
rape, outlining trends and possible reasons for variations. Research assessing
the extent of rape in populations is done through random sample surveys.
The most accurate are considered to be those which address either
sexual violence specifically or violence against women surveys (Walby,
2005). Neither, however, has been conducted in the UK over the last 15
years, although a specialist sexual violence survey, ‘the SAVI Report’, was
undertaken in Ireland (McGee et al, 2002). The most up to date data for
England and Wales therefore comes from a special module included in the
British Crime Survey (BCS). However there are limitations to victimisation
surveys such as the BCS including the truncated age of respondents over
16 and less than 60 years of age and the omission of particularly vulnerable
groups such as the homeless and institutionalised.
Prevalence research methodology has been a topic of considerable
international attention, and debate, with no internationally agreed good
practice and competing approaches. How the survey is framed, in terms
of crime, victimisation or health, affects the extent to which individuals
think their experiences are relevant, alongside the number and wording
of questions also affecting response rates (Johnson, Ollus & Nevala, 2008;
Martinez et al, 2007). It is also recognised that there has been less attention
paid to sexual violence than domestic violence in survey design and content
(Hagemann-White, 2001; Johnson et al, 2008).
One specific problem which research must contend with is what Koss
(1985) defined as ‘unacknowledged rape’. This covers both those who
report a sexual assault that legally constitutes rape, but do not define
themselves as victims of rape (rates in surveys range between 43-73 per
cent (Myhill & Allen, 2002; Peterson & Mulenhard, 2004)) and experiences
of non-consensual sex which are not even reported in surveys as the
experiences are ‘normalised’.

8

9

Box one: Reasons why survey respondents may not
acknowledge coerced sex as rape
• they do not want to view themselves as rape victims because this
connotes powerlessness and/or stigma;
• they do not want to view the perpetrator, often an intimate partner,
as a rapist;
• they are influenced by rape myths;
• they do not have the emotional reactions they believe consistent
with rape;
• they view non-consensual sex as unwanted sex.
(Peterson & Muehlenhard, 2004)
The goal of increasing reporting, to surveys, informal networks, support
services and to the police, is revealed here to be linked to public awareness
raising as stereotypes of rape affect the extent to which individuals place
their own experiences within the concept. For those whose first language
is not English the situation is even more complex as the concepts of ‘rape’,
‘forced sex’ or ‘non-consensual sex’ may literally not exist (see Gill, 2009;
Pande, 2009 for Asian languages). Interventions that encourage and enable
women to name their experiences are indicated by this data, and supported
by the fact that many calls to rape crisis helplines begin with the statement
‘I don’t know if I am ringing the right place, but….’
2.2 Prevalence research findings
Prevalence is generally calculated either as a lifetime, since age 16, or
last twelve month proportion of the population. The BCS measures selfreported victimisation across a range of different crime types on an annual
basis. Rape is part of a self-completion module on interpersonal violence.

Box two: Prevalence estimate 2007/0
• One in four women (23.3%) and one in thirty three men (3%) men
had experienced some form of sexual assault (including attempts)
since the age of 16.
• For rape (including attempts) the prevalence was nearly one in
twenty women (4.6%) and one in two hundred men (0.5%) since the
age of 16.
(British Crime Survey – Povey et al, 2009)
However, there are a range of reasons why the BCS underestimates
rape prevalence, including the fact that the questions are framed within
the context of a ‘crime’ survey, that respondents are not asked about
victimisation before they were aged 16 and that some populations that may
have high levels of victimisation, including students and the homeless, are
excluded.
Specialist sexual violence surveys invariably find higher prevalence rates
than more generic studies. For example, in Ireland the SAVI research
(McGee et al, 2002) found that
• one in five women and one in six men experienced contact sexual abuse
in childhood;
• one in ten women and one in fourteen men reported non contact abuse;
• in adulthood, one in five women and one in ten men experienced contact
sexual assault;
• for lifetime prevalence, this equated to more than four in ten women
(42%) and over a quarter of men (28%) for any form of sexual abuse or
assault, and 10% women and 3% of men for penetrative abuse.
There are no obvious reasons why rates of sexual violence should be
higher in Ireland than in England and Wales. Further evidence of a higher
rape prevalence rate than that found by the BCS can be seen in the study
by Painter (1991), one of the few specific to sexual violence in the UK
focused primarily on rape in marriage, which found that one in four women
in the UK had experienced rape or an attempted rape as adults.
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The evidence base on the extent of sexual violence in England and
Wales cannot, in light of the above discussion, be considered strong
and consideration should be given to further refinement of the BCS
methodology and a replication of the SAVI survey.
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2.3 Profile of victim-survivors and risk factors
With the proviso that current data are not strong, BCS findings suggest
that rape is associated with gender, age and relationship to the perpetrator.
Note ‘reporting’ here refers to those completing the survey, not those
making a formal police report.
• Over 90 per cent of those reporting rape are female.
• The age groups most at risk are young women 16-24 and the 24-44 age
group, the latter most likely to report rape by a partner.
• The vast majority of perpetrators are known men, with BCS data finding
more than half (53%) were current and ex-partners. Other studies have
found a somewhat lower figure, which may be accounted for by the fact
that the BCS asks a series of questions about intimate partner violence,
thus acting as a ‘prompt’ to reporting partner rape.
• Single, separated and divorced women are more likely to report rape but
this may be simply reflecting the fact that young women are more likely
to be single, and those who have experienced rape by a partner are more
likely to have ended the relationship.
• Stranger rapes are a minority of cases, at just over 10 per cent.
Contexts are also relevant here, with re-analysis of two data sets (Lovett &
Horvath, 2009), one from SARCs and one from police reports, showing that
most rapes occur in the social arena and private space (most commonly
the homes of victim-survivors or offenders); locations in which women
and men engage in routine and everyday activities. This profile was not,
traditionally, reflected in the rapes that are reported to the police, which
included a higher proportion of stranger assaults; the profiles have moved
closer to one another in the last decade (Lovett & Kelly, 2009).

3. Reporting and disclosure
We were asked to examine the evidence on reporting of rape, including
consideration of the impact of differences between legal and commonsense
definitions of rape and how these affect handling of rape complaints. A
fairly strong evidence base was identified for the definitions of rape and the
phenomenon of unreported rape but only limited information is available
on the characteristics of those not reporting.
3.1 Non-reporting
Rape is a violation of people and relationships (Koss, 2006) and to be
any kind of victim, but accentuated with sexual violence, is a stigmatised
identity, with additional (and potentially dangerous) meanings within some
cultural/religious communities. This makes telling anyone a risk; what victimsurvivors are seeking when they do tell is validation of the harm they have
suffered (Koss, 2006), beyond this their specific goals will vary according
to who they tell and at what point. The potential costs of telling someone
include: loss of privacy; disapproval; economic pressures; not being believed;
stress and anxiety; and risks to personal safety.
Not naming or defining an experience as sexual violence has policy relevant
consequences. Clements and Ogle (2009) report on and replicate the
strong finding that the health impacts of sexual violence are greater for
unacknowledged victim-survivors. Previous research has also noted that
telling someone is often a route to reporting and/or accessing support (see,
for example, Lovett, Regan & Kelly, 2004). The most recent BCS data (Povey
et al, 2009) shows that a significant minority of victim-survivors had not
told anyone about their most recent experience of serious sexual assault,
and only a small minority had told the police:
• two-fifths (40%) told no-one about their experience;
• whilst men and women were equally likely to tell someone, who they
told varied somewhat;
• of those who did tell the most common confidantes were friends,
relatives or neighbours (44%) (see also Kelly, 2002, for previous similar
research findings).
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Whilst reporting is a key issue with respect to the CJS, access to support
is more an issue of disclosure; telling someone who is in a position to
help. Some studies address this through the concept of help-seeking.
Several studies have found that help-seeking is low among victim-survivors
(Amstader et al, 2008; Nasta et al, 2005). Golding et al (1989) undertaking
secondary analysis of population surveys (n=9,855), found that social
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support was lower among those who have suffered sexual violence. One
explanation, offered by Kaukinen & Demaris (2009), is that help-seeking is
paradoxical, with both positive and negative responses possible. There is
strong evidence that there are disincentives to telling, especially where the
offender is known, the assault was not stereotypical and where there was
involvement of alcohol (Ullman et al, 2008). Minority women are also less
likely to tell anyone (op cit; Gill, 2009).
A critical role, therefore, for professionals and agencies is to make sexual
violence ‘speakable’ (Hooper & Warwick, 2006), including the creation of
safe spaces in which disclosure is not only possible but affirmed (Campbell
et al, 2004). This is facilitated through: normalising experience; connection;
support; help; and respect (op cit). The focus groups conducted by Sara
Payne (2009) confirm that victim-survivors seek to be treated with dignity
and respect, and had strong preferences for specialised women’s support
services and female practitioners.
The evidence summarised above accounts for the fact that rape is one of
the most under-reported crimes in many jurisdictions (Jordan 2004, 2008;
Kelly, Lovett & Regan, 2005; US Department of Justice, 2002). HMIC/HMCPSI
(2002) estimate between 75 and 95% of victim-survivors never report
their rape to police in England and Wales. Rates of underreporting vary but
Daly and Bouhours (in press) estimated an average of four in five (86%)
across five common law jurisdictions, which included England and Wales,
choose not to make an official complaint. This comparative study shows that
those who do ranges between 6 and 32%, with England and Wales at the
international average of 14%. The most recent BCS data (Povey et al, 2009) is
fairly consistent with this, with 11% making a police report about their most
recent experience of serious sexual assault. This is the same level as in the
2005/06 BCS data, suggesting no increase in likelihood to report over the
most recent time scale. Reasons for not reporting rape are summarised by
Kelly and colleagues and shown in box three.

Box three: Reasons for not reporting rape
Personal
•
•
•
•
•
•

Relatedness (loyalty to someone known to the victim)
Feelings of shame/embarrassment
Fear of further attack/retaliation
Belief about own culpability
Demographic vulnerability (age, class, education, ethnicity)
Psychological vulnerability (mental health, learning difficulties)

Criminal Justice System
•
•
•
•

Beliefs about police ill-treatment of victims
Expectation of ill-treatment
Lack of confidence about being believed
Fear of court proceedings
(Kelly et al, 2005)

The IPCC (2010) inquiry revealed that the rapist, John Worboys claimed
he had won money and would often show the passenger a bag of money
offering them a glass of champagne, which had been previously mixed
with substances. Then Worboys would sexually assault his unconscious
passenger. His victim-survivors were often unsure as to what had occurred
to them during the journey, and many did not report the matter to the
police. Indeed of the 80 plus victims to contact the police after the arrest of
Worboys, over 60 never reported the incident to the police at the time.
3.2 Reporting rates and police recorded rapes
3.2.1 Reporting rates
Reporting rates are calculated as a proportion of the population, usually per
100,000. Daly and Bouhours (in press) found that for England and Wales
between 1981 and 2006 reporting for all penetrative offenses (rape &
unlawful sexual intercourse) and non-penetrative offences (indecent assault)
increased over time, more specifically:
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During the 1980s and to the mid 1990s, while there were steady
increases each year in reported sexual assault, from 1996 to the present,
the rate of increase has grown substantially (53% rate of increase from
1996 to the present). (p.12)
Similar calculations were made comparatively across Europe using reported
rape figures and national population data (Lovett & Kelly, 2009)3. Taking
2006 as the base year England and Wales had the third highest reporting
rate (see Figure 1). The European results may be interpreted in a number
of ways:
• victim-survivors in England and Wales, Iceland and Sweden are more
likely to report rape;
• the police in these countries record reported sexual violence more
consistently;
• there are differential incidence rates across Europe.
We currently lack evidence on which of these factors, singly or in
combination, are explanatory.
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The difference between this and Daly and Bouhours findings are probably because the
latter combined rape and sexual assault and used a different set of comparator countries.

3.2.2 Police recording rates
In 2008/09 there were 12,165 rapes of a female (an increase of five per cent
compared with 2007/08) and 968 rapes of a male (a decrease of four per
cent) recorded by the police in England and Wales (Roe, Coleman & Kaiza,
2009). The two previous years (2006-8) had seen a substantial decrease in
reported rapes for both females and males (8% for females and 13% for
males (Hoare & Povey, 2008)). It is not clear why this should be the case,
although the decline did coincide with the monitoring of responses to rape
by the Home Office. It is widely accepted that recorded crime rates may
also be distorted by changes in police recording practices (Hoare & Povey,
2008). Other possible explanations might be a decline in confidence among
victim-survivors and changes in the incidence of rape, however these seem
less likely explanations given the increase in the most recent data.
Critically important factors to improving rates of reporting and collection
of evidence to allow cases to proceed were suggested by Jan Jordan in the
New Zealand context, but which are also relevant for the UK.
Box four: Recommendations to improve reporting of rape
to police
• Complainant to be believed and seen as a person with an individual
crime experience.
• Proper support and the establishment of a good relation with the
victim-survivor.
• Location of interviews and medical examinations.
• Continuity of contact.
• Reassurance, safety and privacy.
(Jordan, 2008b)
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4. Support and advocacy
4.1 Definitions
We were asked to look at evidence on good practice and good outcomes
in terms of support and advocacy, including consideration of the impact of
specific issues, third party reporting and the introduction of Independent
Sexual Violence Advisors (ISVAs). We address this before the responses of
the CJS and health systems, despite overlaps, in recognition of the fact that
the majority of victim-survivors do not make official reports, but do tell
someone and seek support.
Searches demonstrated limited research on advocacy and support with
respect to sexual violence outside the US. The research which has been
undertaken is often associated with institutional interventions, especially
those of SARCs and Rape Crisis Centres (RCCs), albeit that there are
some studies which draw on wider community samples. There is a dearth
of longitudinal studies which follow victim-survivors after interventions4, or
through the process of coping which can have a number of phases.
The terms ‘support’ and ‘advocacy’ are broad ones and are defined in box five.
Box five: Definitions of support and advocacy
‘Support’ can be formal – from organisations - and informal – from
others in ones network (friends, kin, communities) and includes all
resources which enable making sense and coping positively with
challenging issues.
It can take a number of forms: instrumental – being helped with a
specific problem/issue; practical – tangible forms of assistance, which can
be financial, child care; informational – giving knowledge and advice; and
emotional – providing recognition and reassurance.
‘Advocacy’ has traditionally been defined as pro-active interventions
that ensure rights are realised and can be individual and/or system based.
In this review ‘support’ is used to refer to both formal and informal. The
forms listed in the box above are not mutually exclusive and may be
provided by the same person or service. ‘Advocacy’ is not a type of service
provision, but an engagement through service users with service providers
to improve responses. In recent public policy in England and Wales
advocacy has become identified with IDVAs and ISVAs, and both roles draw
4

A ten year study in Canada under the leadership of Jane Ursel is currently in its fifth
wave of data collection.

on the above understanding of advocacy, but with an arguably narrower
focus on CJS processes and outcomes.
4.2 What represents good support and advocacy for victim
survivors?
There is quite strong evidence across a range of studies on the basic
elements of what could be defined as good outcomes from the perspective
of victim-survivors: being believed and recognised; access to information
and options; complete medical care; feeling in control of what happens to
their body and case; and access to specialist services, including practical
and emotional support; access to female practitioners (Ahrens, 2006;
Chowdhury Hawkins et al, 2008; Jordan, 2009; Schonbucher, Kelly &
Horvath, 2009; Schumm, Briggs-Philips & Hobfoll, 2006). Given that it is the
role of an advocate to promote the needs and rights of service users one
can extrapolate, therefore, that they should endeavour to maximise these
outcomes.
4.2.1 Coping
There is also strong evidence that what is termed ‘avoidant coping’, i.e.
not talking with anyone, not seeking help, attempting to forget what
happened, is associated with higher negative impacts, including self-blame.
This appears to create a vicious circle with those who blame themselves
more receiving less support when they do tell (Ullman & Filipas, 2001). The
alternative, ‘approach coping’, is facilitated by social support and in a rare
study, which followed victim-survivors (n=171) for 12 months, perception
of being in control was the most important mediating variable (Littleton
et al, 2006). Another study, involving 777 women screened in Obstetrics/
Gynaecology context, supports this, finding cumulative impacts associated
with multiple victimisation; however, those with greater social support had
less severe impacts (Schumm et al, 2006). The fact that telling someone is
not sufficient to undo harms is confirmed by a qualitative study (Ahrens,
2006) documenting three routes through which disclosure can result in
withdrawal into silence: a negative response from professionals producing
a sense that there is no point in seeking help; a negative response from
family and friends which increases self-blame; a negative response from
either which leads to a questioning of whether the event was a sexual
assault. Where those who are told are unresponsive to the needs of victimsurvivors this decreases their options and their access to support: one key
indicator of good outcomes is, therefore, responsiveness (Koss, 2006).
18
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4.2.2 Specialist support services
Campbell and Martin (2001) note that there are very few studies which
assess what benefits victim-survivors (see also, Campbell & Wasco, 2005;
Lonsway, Archambault & Lisak, 2009). This has begun to shift with a series
of studies by Rebecca Campbell, Sara Ullman and their colleagues on
responses in the US, and a series of evaluations of SARCs in the UK (Lovett
et al, 2004; Regan, Kelly & Lovett, 2008; Robinson, 2009; Schonbucher et al,
2009). Campbell (2008), in an overview, notes the consistent finding that
where there is no specialist provision many victim-survivors experience
‘secondary victimisation’ and poor practice: the majority of reported
cases are not prosecuted; many do not receive complete medical care;
and most do not have access to quality mental health or support services.
Specialisation is also associated with increased service use: Sampsel et al
(2009) report on the introduction of specialisation in a hospital emergency
room, which within a year doubled the number of cases seen.
Access to specialist services is, however, limited by under-resourcing of
sexual violence services in the UK (Women’s Resource Centre & Rape
Crisis, 2008; Coy, Kelly & Foord, 2009), and also noted in the US (Macy et al,
2010) and Australia (National Council to Reduce Violence Against Women
and Children, 2009). In each case insufficient funding is recognised as the
reason services do not have the capacity to meet needs.
A recent New Zealand study (Kingi & Jordan, 2009), involving 75 victimsurvivors, sought to trace what had been helpful and enabled ‘recovery’.
Three-quarters had told someone within a week, most commonly a friend
or family member, seeking recognition, support and advice. Most had had
contact with a formal support service but a third noted difficulty accessing
support when, and for as long as, they needed it. Emotional support was the
most valued, and specialist sexual violence agencies were overwhelmingly
appreciated. Two thirds received significant emotional and practical support
from informal network members, with only a small minority receiving
negative responses, albeit that friends and family often lacked skills and
knowledge. Many also drew on self-help, including books and exercise, to
complement support from others. Kingi and Jordan conclude that whilst
sexual violence had profound impacts on self and identity for this group
‘rebuilding their selves’ was frequently a combination of formal and informal
support complemented by self-help (p.xxii).

4.2.3 Advocacy
US research on advocacy has strengthened the evidence base through
comparing women who have and have not accessed services, whilst also
exploring the limits and potentials with respect to system change. Campbell
and Raja (1999) recruited 102 victim-survivors through community
contexts. Whilst only a fifth had had access to a specialist SV advocate,
when compared to women who had no access, they had decreased levels
of distress, especially where the perpetrator was known. A later project
(Campbell, 2006) compares 36 victim-survivors who were seen at a
hospital with advocates5 with 45 attending hospitals when there were
none. Statistical modelling showed that the presence and interventions of
advocates resulted in:
•
•
•
•
•

increased reports to police;
less negative responses to victim-survivors by police;
less distress at the legal process;
increased access to medical services;
less reports of negative interactions with medical staff.

4.2.4 Secondary victimisation
Campbell (2006) notes that in the US Rape Crisis Centres (RCCs) provide
the majority of advocates for hospital based SANE programmes6, and
argues that their role is not to improve services but to prevent secondary
victimisation. This argument is supported by data from previous studies
showing that the majority of victim-survivors felt “depressed, guilty, anxious,
distrustful and reluctant to seek further support” after dealings with the
legal system (Campbell et al, 2001) and most feel “violated, depressed and
anxious” after contact with medical staff (Ibid). Advocates make a difference
by ameliorating such responses in the first instance in individual cases, and
as they become embedded use system advocacy to change the practices
of CJS and medical staff more generally. Ullman and Townsend (2007) are
less sanguine about system advocacy. Their interviews with 25 experienced
advocates revealed substantial barriers to wider change the three most
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5

In the US there are a number of models of advocates attending where sexual assault
is reported to police/hospitals – in some the advocates are connected to SANE
programmes, in others they are rape crisis workers/volunteers who are on call.

6

Sexual Assault Nurse Examiners who provide the kind of services provided by SARCs
in the UK; they may be based in a specific hospital, or provide services to a group of
hospitals.
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important of which were: resources; environmental factors; and status
issues between professionals.
Maier (2007) interviewed 47 advocates, noting Ullman’s finding that
victim-survivors are more likely to encounter negative responses from
professionals than from informal network members. The key theme that
emerged here was that the loss of control which is inherent in sexual assault
itself may be replicated (this is known as ‘secondary victimisation’) through
agency responses, especially those of police and medical staff (p.767).
The presence of advocates was viewed as restoring some control victimsurvivors. Good practice in SARCs, especially in the conduct of forensic
examinations, through explaining each step and asking permission for each
element of the process, also points to the critical importance of restoring
control to victim-survivors (Lovett at al, 2004; Schonbucher et al, 2009).
4.2.5 Expanded justice alternatives
Probably the most contentious issue with respect to advocacy has been
raised by Mary Koss in the US (2006) and Kathleen Daly (Daly & Stubbs,
2006) in Australia. After three decades of research on rape both Koss and
Daly have become advocates for ‘expanded justice alternatives’, arguing that
tightly defined forms of restorative justice should complement criminal
prosecution, as it can deliver some of what some victim-survivors want,
especially control and voice. Advocates play key roles in restorative justice
processes, and fifteen organisations were interviewed (Curtis Fawley &
Daly, 2005) with a mixture of views on the potential positive and negative
outcomes for victim-survivors: the opportunity to have one’s story heard
and recognised and to see the offender take responsibility were considered
potential good outcomes counter-balanced by concerns that this might
become a form of ‘cheap justice’ and the potential for re-victimisation. This
is a contested arena within violence against women research and practice
communities (see Van Wormer, 2009 for an overview and Cossins 2008),
including contributors who warn against romanticising these processes in
indigenous communities, where they can, and have been documented as,
reinforcing male and community control of women or compromising the
treatment of serious offences because of the apparent leniency of offender
outcomes in restorative justice approaches. Whilst evidence in the youth
justice field is increasingly positive, there is, as yet, limited evidence on the
efficacy of such responses with respect to sexual violence, since there
has been relatively low take up of the demonstration projects. Daly and
Bouhours (in press) conclude in their review of practices in five common
law jurisdictions that:

Restorative justice conferences as a supplement to court sentencing
or as a pre sentence activity, post guilty plea or part of a guilty plea
could give victims a greater opportunity to describe the impact of an
offence and for others to check the denials of wrong doing. Again many
people do not like this idea. Indeed except for New Zealand and ad hoc
practices in South Australia, all governments have ruled sexual offences
ineligible for adult pre-sentence conferences.
Daly (2008) argues for a radical agenda with three elements: increasing
early admission; reducing the need for fact finding trials and minimising the
hyper stigmatisation of sex offending and offenders.
4.3 Support and third party reporting
There is little evidence with respect to third party reporting, albeit that
studies in the UK (Kelly et al, 2005) and New Zealand (Jordan, 2004) note
that it occurs in a small proportion of cases.
4.4 The impact of the introduction of Independent Sexual
Violence Advisors (ISVAs)
There is one evaluation of ISVAs to date, which focuses primarily on
process rather than impact or outcomes (Robinson, 2009). It notes they
were intended to provide flexible, practical and proactive tailored assistance
and advice in the aftermath of recent assault. Using six case studies
the research examines ISVAs located in SARCs and voluntary sector
organisations, with both models found to have strengths and weaknesses.
SARCs had higher case loads, but there was substantial missing data on
the extent of future contacts and outcomes, compared to the voluntary
sector organisations. For victim-survivors ISVAs dealt effectively with their
emotional concerns and provide valued practical assistance, including all the
information they needed on legal processes; the lack of which has been a
common complaint in previous research on criminal justice responses (see
Kelly, 2002 for an overview). At the system level there were concerns: that
ISVA training was not appropriate; the extent of independence where ISVAs
are located in a SARC; and that sexual violence is yet to be integrated
into multi-agency partnerships. The study concluded that ISVAs should be
located in specialised sexual violence services; that both models should be
supported and concurs with Lovett et al (2004), that advocates can only be
expected to have limited impact on attrition.
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4.5 Victim survivor ‘satisfaction’, expectations, and outcomes
There has been limited research on this topic but a strong theme across
the literature, and across locations, is that when asked to evaluate which
services were the most helpful and their levels of satisfaction, specialist SV
services and RCCs in particular score the highest (see Fry, 2007 for US;
Kingi & Jordan, 2009 for New Zealand; Lievore, 2005 for Australia). Fry
(2007) notes that in hospital based systems satisfaction increased where
they were clearly victim-survivor centred, which given that majority are
female must also be somewhat woman centred. Again, Rebecca Campbell
has undertaken the most sustained research, including transformations
in RCCs themselves over three decades. Drawing on a national random
sample of 168 (Campbell, 1998) most had adapted from grass roots
foundations, and continued to offer comprehensive services. Newer groups
tended to prioritise service provision, whereas older ones reported a
tension between service provision and social change work. Older and freestanding groups were more likely to continue social change work, including
community based prevention programmes.
Ullman and Townsend (2007) note that scarcity of resources limits
development in RCCs, especially ensuring access for under-served groups,
minority and disabled women being referred to explicitly. They also note
the limitations; advocates have far less power and status than the legal/
medical staff, which makes system advocacy difficult (p.436). In this paper
reference is made to an ongoing study based on 1000 women recruited
from the community who had experienced sexual assault, 16% had sought
support from RCCs, 79.3% found it helpful, a higher percentage than any of
the other ten formal and informal sources assessed.
RCCs have typically used volunteers, but there is dearth of research on
this. In both the US and Canada it is volunteers who do much of the
advocacy work before and following forensic examinations and who answer
helplines: Hellman and House (2006) found that the 62 volunteers in one
RCC accounted for two-thirds of the 24 hour coverage, in a centre which
responded to 413 rape exams and took 4,120 helpline calls. Regular training
and support were found to be critical in retention and intention to stay.
Several studies stress the importance of self-care and support for workers
(Ullman & Townsend, 2007), with Wasco and Campbell (2002) arguing that
RCC workers undertake pro-active strategies and use what they hear as a
resource in providing support to other service users.

Jan Jordan’s (2008a) study in which she interviewed fifteen women, all
victim-survivors of the same serial rapist in New Zealand found that the
interest of the police and prosecutors in the success of this case led them
to institute a series of special processes through which the victim-survivors
were supported and kept informed. Some of the investigative officers
commented on what they learnt, confirming a truism from research in
the 1980s; that the best treated complainant provides the best evidence.
This ‘Rolls Royce’ treatment has not, however, become routine practice
(Jordan, 2008a).
Victim-survivors seek to be seen and treated as whole persons (Kelly et al,
2005). In her study of responses to rape in 22 Florida communities, Martin
(2005) found that organisational goals, especially those in the legal and medical
systems, often conflict with victim-survivor needs and, moreover, have been
found to cause further harm (Campbell & Wasco, 2005). Only RCCs in this
study were able to be uncompromisingly victim-survivor centred.
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5. Criminal justice system
responses
5.1 CJS professionals
We were asked to examine the evidence on criminal justice responses to
rape including: the specific challenges for investigating rape, the techniques
that have been developed to try and overcome these and the impact of the
court process on rape cases. Overall there was limited evidence available.
The criminal justice response to rape involves at minimum three
institutions (police, prosecution and courts) and often more (forensic
and health services, NGOs and others). There is not, therefore, a single
response, but multiple responses, all of which are connected in complex
feedback loops. It is also critical to pay attention to the actions of
individuals and the orientations of agencies, which may or may not be
harmonised. One critical feature for England and Wales is that the CJS is
adversarial.
Despite efforts to sensitise a variety of personnel in the systems that
respond to sexual violence, there is inherently some element of shame
and degradation in the process; the justice system is adversarial by design
(p.3; Koss & Achilles, 2008).
5.2 Attrition studies
Whilst the unique evidential requirements in rape attracted considerable
attention in the 1970s and 1980s, more recent studies have focused on
police responses, court cases or the attrition process more broadly.
Assessing the latter is made complex by the fact that police record data by
offence type whereas the CPS record by offender, and there is no technical
route currently that allows tracking of cases across the police, CPS and
court processes. Attrition studies have had, therefore, to track cases across
the three systems collecting data from each and matching cases. There are
also issues about the metric which is used in calculations of conviction
rates, making it essential that the numerator and denominators used in
percentage calculations are specified i.e. what base rate is used in the
calculation. Whilst independent attrition studies begin from all reported
cases, police prefer to count from those that are crimed, and CPS from
those that are prosecuted. Williams and Stanko (2009) show that of 677
MPS rape allegations they investigated different conviction rates emerged
depending on the denominator of the calculation: as a function of all
allegations it was 5.3%, of cases ‘crimed’ it was 7.9%, of all arrested suspects
it was 13.7% and of all charged suspects it was 31.3%.

Harris and Grace (1999) undertook the first contemporary attrition study,
identified key attrition points and noted a significant fall in the conviction
rate between 1985 and 1997; from 24% to 9%, despite various legal reforms
and policy initiatives. They identify a reduction in no criming rates; with
acquaintance rapes the most likely to be no crimed, whilst those involving
intimate partners most likely to be no further actioned (NFA). This was
followed in 2002 by the first joint HMIC/HMCPSI thematic inspection
whose task was to analyse and assess the quality of investigations, decision
making and prosecution of rape cases by police and crown prosecutors
with a stated goal of discovering the reasons behind the declining
conviction rate. They reported: a falling rate of detections; wide variations in
police and prosecution practice by locality; and estimated between 75 and
95% of victim-survivors never reporting their rape to police. They made 18
recommendations, which were accepted by Government and formed the
spine of the first Rape Action Plan (Home Office, 2002). These findings were
echoed by later studies (Feist et al, 2007; HMCPSI, 2007; Kelly et al, 2005;
Kershaw et al, 2008) and all concur that around three-quarters of cases fail
to proceed beyond the police investigation stage. Whilst the actual number
of convictions has increased steadily this has failed to keep pace with the
increase in reporting, and the conviction rate reached an all time low of
5.3% in 2005. The relentless downward trend has been reversed, but the
increase since that time is just over 1%. Table 1 compares findings across
two case tracking studies, whilst the conviction rate is the same, fewer
cases were detected, charged and prosecuted in the more recent study.
Table 1: Case tracking comparison 1999 and 2007
Stages of process
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Harris & Grace (1999)
N=483

HMCPSI (2007)
N=573

Crimed

75%

72%

Detected

64%

38%

Charged

31%

22%

Prosecuted

23%

20%

Convicted

6%

6%
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The most recent data from the CPS (2009) shows a small increase (from
54.5% in 2006/7 to 57.7% in 2008/9) in convictions of cases coming to
court. Over a third (38.1%) of unsuccessful cases were the result of
acquittals, and a 3% decline in victim retractions is noted – coinciding with
the introduction of ISVAs. The improvements in CPS prosecution of sexual
violence cases are less evident for rape (CPS, 2009). These national figures
disguise the huge variations across police force areas, with conviction rates
ranging between 1.6-18.1% (Fawcett Society 2010). It is unclear at this point
whether these represent differential practices in recording or responding
to cases.
A report by Bryant and Loader conducted in 2008 examined the 42
forces in England and Wales. They found that the tasks undertaken during
rape investigations were very similar across forces. However there was
considerable variation between forces at the key attrition points. Forces
ranged between 6 and 23% in their no criming rates; 35 forces had
detection rates of between 20 and 29%, 5 had rates of between 30 and
39% and the two top performers had rates just over 40%. Prosecution
drops in CPS areas ranged from between 6.7% to 33.3% and, in 35 areas,
between 2029% of cases failed to reach trial. Conviction rates as a function
of the numbers of cases reaching court varied between 63-86%. The study
concluded, however, that it was not possible to robustly establish the
reasons for differential performance.
Explanations for high attrition early in the process have focused on two
key issues: the salience of stereotypes of rape, including a belief that many
reports are false leading police to hold a sceptical attitude to all reports
(Kelly et al, 2005) and routine pragmatic agency practices (Martin, 2005).
5.3 The court experience for victim survivors
Whilst there are fewer studies based on observing cases in court, those
that have been conducted concur that victim-survivors find giving evidence
gruelling at best, with several studies based on court observations
documenting the range of tactics used by defence counsel to cast doubt on
their testimony (Renner, 2002). Box six describes some of the adversarial
tactics used in rape cases.
Larcombe (2002) posits the notion of the “ideal” victim i.e. of blameless
character and conduct. In a contested consent case, it is the complainant’s
refusal which is at issue. Defence counsel seeks to represent the
complainant as failing to protect or regulate herself, her affairs and her
sexuality. It is through discrepancies between the complainant’s behaviour

and conduct with that of the “deserving” rape victim that complainants are
often discredited. In her review of Australian cases, Larcombe notes the
varied range of cases brought to court including complainants who had
been drinking prior to the assault and defendants who were family friends
or acquaintances. In other words the law recognised the broader more
complex range of social circumstances where rape occurs. So whilst the
cases did not replicate stereotypes, Larcombe exposes devices used by
defence counsel “to make the complainant appear indecisive, inconsistent
and incompetent.” Complainants are positioned so that all they can do is
reject or deny a series of propositions put to them by defence lawyers,
with their credibility as a witness dependent on an ability to resist the
defence’s construction of unreliability or contradiction. Larcombe argues
the witness’s resistance to the defence counsel’s imputations plays out to
the jury behaviour which makes her story of non-consensual and resistant
responses to the accused’s sexual propositions more persuasive. The jury
will have seen her resist, or not resist, counsel’s questioning.
Box six: Adversarial tactics
• Asking the same question repeatedly in an increasingly louder voice,
with little opportunity for the victim-survivor to respond (Kebbell,
Deperez & Wagstaff, 2003).
• Use of a hostile tone, suggesting the allegation was false and calling
the victim-survivor a ‘time-waster’ and ‘liar’ (Brown, Burman &
Jamieson, 1993; Temkin, 2002).
• Testing the victim-survivor’s credibility and consistency as a witness
(Burman et al, 2007; Ellison & Munro, 2009b; Lees, 1996; Temkin, 2000,
2002).
(Burman, 2009)
5.4 Victim ‘satisfaction’ with the CJS
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Data on victim ‘satisfaction’ with the CJS response is both relatively weak
and inconsistent. There are issues at all stages of the process depending on
how individuals were treated, the decisions that were made and how these
were communicated: these cover what are referred to as procedural and
outcome justice. Myhill and Allen (2002), using BCS data report 32% being
very satisfied with police response and 22% very dissatisfied. More recent
qualitative data from Sara Payne’s report (2009) and the focus groups
undertaken by WNC (2009) as part of the consultation on the Violence
Against Women Strategy reveal dissatisfactions with prosecutors (see
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also Harris & Grace 1999; Kelly et al, 2005) and a strong perception that
defendants have more rights within the CJS. In contrast one recent study
reports that most victim-survivors were satisfied with the court process
(Kebbell, O’Kelly & Gilchrist, 2007). Perhaps the most detailed account of
how victim-survivors experience the court process comes from Konradi
(2001; 2007) who, through interviews with 54 women, identified that
victim-survivors:
• recall the rape experience through the act of testifying;
• re-experience disempowerment upon encountering the defendant in
court;
• experience disempowerment through problematic interactions with
defence lawyers;
found other aspects including being unfamiliar with the criminal justice
system and processes and having friends, family members and the general
public see and hear them talk about intimate violation led to intense
negative emotions including shame, embarrassment, grief and anxiety which
also caused physical discomfort.
5.5 Conviction rates
Critics of attrition research contend that these patterns are no worse for
rape than other offences. Research, however, suggests otherwise: Daly and
Bouhours (in press) find lower conviction rates for rape across several
jurisdictions and Taylor (2007), with reference to Australia, reports that
the percentage of defendants who plead not guilty and who are acquitted
is highest for sexual assault compared to seven other offences. Ministry
of Justice (2009) statistics for England and Wales show that of cases being
heard in Crown Court, rape cases consistently have the lowest convictions
compared to other indictable offences. This is without factoring in that
there will be a much higher rate of named suspects for rape than many
other serious crimes, which tend to be committed by unknown persons.
5.6 Prosecution rates
The above data suggests that there may be particular challenges associated
with investigating rape and potential routes which might increase
procedural justice. Studies from the USA and England and Wales have found
that successful prosecution is associated with victim-survivors younger
than 18, the presence of injuries and the use of a weapon by the assailant
(Kelly, 2002; Kelly et al, 2005). The US also shows a trend toward conviction

where the victim-survivor was white (Gray-Eurom, Seaberg & Wears,
2002). Case studies from the USA suggest Sexual Assault Nurse Examiner
(SANE) programs increase prosecution rates (e.g. Cornell, 1998; Hutson,
2002) and when cases go to trial expert witness testimony from SANEs
is instrumental in obtaining convictions (O’Brien, 1996). But there are few
strong empirical tests of these claims. Exceptions include the study by
Crandall and Helitzer (2003) which had a stronger methodological design,
but overall more direct comparisons between cases involving and cases not
involving SANEs evidence is needed (Campbell, Patterson & Lichty, 2005).
A recent Canadian study found that documentation of forensic samples
was significantly associated with charges being filed but only severe injuries
were significantly associated with conviction (McGregor, Du Mont & Myhr,
2002). Data from the European attrition study found forensic evidence was
associated with prosecution and conviction (Lovett & Kelly, 2009). All of
these factors show a trend towards convictions being more likely where
cases are closer to stereotypes of rape.
5.7 Returning guilty verdicts
In adversarial systems juries remain a crucial element of the court process.
Jurors are members of the general public and as such hold pre-existing
attitudes and beliefs that they bring with them into the courtroom and
influence their perceptions of the victim-survivor and how they interpret
their testimony. There is a growing body of work on the impact of a range of
factors on (largely mock) jurors perceptions and judgements in rape trials,
including: gender of jurors (Taylor & Joudo, 2005); rape myth acceptance;
sexism; stereotypes (Taylor & Joudo, 2005); irrelevant information; victimsurvivor/witness credibility – including alcohol/drug consumption, sexual
history (Ellison & Munro, 2009abc; Schuller & Klippenstine, 2004); emotions
displayed (or not) by the victim-survivor/witness; socio-sexual scripts (Ellison
& Munro, 2009a); instructions from the judge; forensic evidence (Jenkins &
Schuller, 2007); pre-trial publicity; and ethnicity (Maxwell, Robinson & Post,
2003). A broad conclusion that can be drawn from this array of studies is
that multiple factors influence juror decision making and ways of controlling
these influences are not yet well understood. Box seven below presents an
overview of findings from these studies.
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Box seven: Findings from mock jury studies
• Persistence of beliefs that a “normal” reaction to a rape is to
fight back
• Social significance is attached to the offering of alcohol to a male
companion implying sex might be on offer
• Beliefs that the consumption of alcohol will sexually disinhibit a
woman and she is thus more likely to enjoy being seduced
• Belief that consenting to sex when drunk which was then regretted
would more likely be retracted when sober
• Women should take responsibility for any mixed signals given whilst
drunk
• Assaults by strangers deemed more serious and traumatic
• If sexual intercourse was not consensual there is an expectation of
physical injuries
• Where injuries were present mock jurors went to considerable
lengths to find alternative explanations for them
• The woman’s behaviour prior to the assault (previous intimacy,
consenting to kissing) was often relied upon to indicate reasonable
belief in consent
• Mock jurors tended to fill in the evidential gaps concerning the
woman’s previous sexual character and conjecture about her
credibility
Larcombe (2002) maintains that the successful rape complainant is not
someone necessarily having an unblemished sexual history. Rather:
…she has to have a strong sense of herself and taking overt offence
at (rather than being taken by surprise or accepting as all too familiar)
alternative and derogatory constructions of her character and credibility.
She will need to be reasonably familiar with, and experienced in, managing
power-loaded situations so that she can be polite but not compliant,
co-operative but not submissive. She is not prone to exaggeration or
embellishment but seems to talk straight. She answers questions quickly
and precisely and speaks frankly and without shame about sexual acts
and activities (p.144).

This would be a tall order for any witness, let alone one who has to speak,
in public, about the most intimate of violations. Konradi (1996; 2007), Payne
(2009) and WNC’s (2009) findings from victim-survivors offer directions
for change:
• the right to and necessity of keeping victim-survivors informed at all
stages in the legal process;
• the need for more detailed and thorough explanations when cases are
discontinued;
• enabling victim-survivors to be active parties in the prosecution process;
• the right to support from someone not involved in the case either
personally or professionally – this included ISVAs and specialist sexual
violence support services;
• victim-survivor’s should be able to have support in court from whoever
they want;
• separate legal representation;
• a review of the appeal process;
• mandatory training for every professional dealing with sexual violence;
• integration of civil and criminal justice, with recognition that safety is also
an issue for victim-survivors of rape.
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6. Response of the health
system
We were asked to look at the impact of sexual assault referral centres,
forensic medical examinations and other healthcare responses (including
examples of good practice). In addition, we were asked to look at what
a good outcome looks like from a health and mental health perspective,
however we found little evidence to review on these latter questions.
6.1 Sexual assault referral centres (SARCs)
There is strong evidence that SARCs are successful at providing appropriate
treatment to victim-survivors of recent sexual violence but currently only
limited, emerging evidence that they improve conviction rates.
A SARC is defined as a:
... one-stop location where victims of rape, sexual abuse and serious
sexual assault, regardless of gender or age, can receive medical care and
counselling, and have the opportunity to assist a police investigation,
including undergoing a forensic examination, if they so choose.
(Department of Health, Home Office, Association of Chief Police
Officers, 2009, p.4)
Their primary stated aim is to provide support and healthcare to victimsurvivors rather than to improve investigations and prosecutions. Other
intended benefits include: higher standard of victim-survivor care; greater
satisfaction; more support and options; specialist health services; increased
coordination; liaison with third sector; and the development of forensic
expertise which will improve evidence and increase the potential of
bringing offenders to justice, thus reducing attrition (Department of Health,
Home Office, Association of Chief Police Officers, 2009). However, SARCs
vary widely in their model of service provision and staff have varying levels
of skill and experience (HM Government, 2009; Pillai & Paul, 2006) with
national minimum standards only introduced in Autumn 2009.
Two Home Office reports (Kelly et al, 2005; Lovett et al, 2004) published
when the SARC network was just beginning to expand show that generally
most victim-survivors attending SARCs were happy with the way they were
treated (especially in integrated sites), describing them as ‘safe’, ‘reassuring’
and ‘private’ locations (Lovett et al, 2004). In particular, victim-survivors
valued: the provision of female examiners and staff; proactive follow up;
advocacy and case tracking; and practical support. Similar benefits have been
noted in more recent single site evaluations (Regan et al, 2008; Robinson,
2009; Schonbucher et al, 2009), Since the Home Office reports of the mid
2000s there have been no further multi-site evaluations.

6.1.1 Criminal justice outcomes
In terms of criminal justice outcomes, there is no firm answer to the
question of to what extent SARCs reduce attrition. There is also an
important gap in knowledge about the range and effectiveness of different
models in the expanding SARC network, especially given that SARC
expansion is a key government commitment (HM Government, 2007;
Home Office, 2008). A national, multi-site, quasi-experimental study is more
possible now than it has been in previous years and should be conducted.
Evidence is therefore classed as emerging and limited, from both UK and
US sources.
In the UK, Kelly, Lovett and Regan (2005) found victim-survivors were more
likely to complete the initial investigative process in SARC areas compared
with non SARC areas, and also that the conviction rates were slightly
higher in the SARC areas than the national average. However, because of
the different methodologies used to calculate the national average and
the SARC areas, and because of a range of extraneous variables that were
not controlled for, it is not possible to state with certainty that the SARC
existence per se increased conviction rates.
Evidence from elsewhere is a little more developed (predominantly
from USA and Canada), but not always relevant to the England and
Wales context. For example, some of the problems identified in the US
by Campbell et al (2009) with some victim-survivors feeling frustrated,
hurt or disempowered when their wishes to not have the examination
or not support a prosecution have not been found to date in England
and Wales. Other issues are more relevant. One of the key findings
from an article outlining a number of related studies by Campbell et al
(2009) was that ‘evidence begets more evidence’ (pg. v). By this, they
mean that although a SANE is focusing on patient care rather than the
investigation or prosecution of cases, SANE involvement was associated
with increased investigational effort in a case. For example, they suggest
the medical evidence collected by a SANE may enable a crucial lead for law
enforcement to follow up evidentially. Another key finding in the Campbell
et al (2009) study is that more cases moved through the system to guilty
pleas or guilty convictions in a before and after quasi experimental design.

34

35

6.2 Forensic medical examinations
There is strong evidence of the positive role that quality forensic medical
examinations can play, both in terms of victim-survivor care and criminal
justice outcomes.
6.2.1 Victim-survivor experiences
Du Mont et al (2009) interviewed 19 women who had undergone forensic
medical examinations following sexual assault in Canada. They asked about
their experience and expectations and found that some women described
being simultaneously empowered and distressed by the examination. Some
misunderstood the optional nature of the examination and equated it with
the guarantee of further help and support. However, the overall view was
one of satisfaction with the forensic nurse examiners. In a second study
(McGregor et al, 2009), they conducted a systematic search and identified
20 relevant articles to evaluate indicators of women centred care in
relation to sexual assault examinations. The indicators they found most
often were respect, safety, restoring control and connections to community.
The articles they reviewed were largely silent on the complexities of
consent in examinations, social justice issues and the need for gendersensitive training.
6.2.2 Criminal justice outcomes
McGregor et al (2002) retrospectively reviewed police reported cases
at a Canadian sexual assault service between 1993 and 1997 to examine
whether forensic medical evidence was associated with a successful
prosecution. They found an overall conviction rate of 11 per cent
(convicted as charged in 7.1% of cases and on a lesser charge in 3.9%), and
that the inclusion of forensic medical evidence was associated with a higher
likelihood of charges being filed. However, they found the only variable
associated with conviction was a ‘severe’ clinical injury extent score and not
the presence of forensic medical evidence in itself.
Campbell et al (2009) compared victim-survivor characteristics, the
characteristics of the assault, and the availability of forensic medical
evidence in an attempt to build a model to predict or explain case
outcomes. They found that availability of forensic evidence was the most
significant factor, above and beyond the victim-survivor and assault
characteristics.

6.2.3 Gender of examiner
There are often questions asked about the significance of the gender of
the person doing the forensic medical examination. UK research shows
that areas can find it particularly difficult to recruit female doctors and that
the shortage of female examiners is problematic (Kirkham & Westmarland,
2008; Pillai & Paul, 2006). Research in the US by Eckert, Sugar and Fine
(2004) used documentation from 662 consecutively reported sexual assault
cases in the US to examine whether the examiner’s level of experience
or gender was associated with the recorded prevalence of trauma. They
found no association between gender and documented injuries. Therefore,
the quality of examiners report does not seem to be linked to the gender
of the examiner. However, Eckert, Sugar and Fine (2004) did not look at
associations between gender and any secondary victimisation caused by the
examination itself or victim survivor preference.
When victim survivor preference and likelihood to continue examination
is taken into account, a clear preference for female examiners is evident.
Using a questionnaire with 177 victim survivors from three UK SARCs,
Chowdhury-Hawkins et al (2008) investigated what victim-survivors
preference was, and what they would do if their preferred gender of
examiner was not available. They found that most respondents said they
would prefer a female forensic medical examiner (78.4%) and a similar
proportion said they would prefer the crisis worker to be female (74.6%).
Since only 5.1% of the sample (n=9) were male, the overall figures are
largely reflective of the female victim witness preferences. When just the
males are looked at, a third said they would prefer a female examiner
and the remainder expressed no preference with one exception (whose
preference was for a male examiner). Over half the men said they
would prefer a female crisis worker and the remainder said they had no
preference. Overall, they found that nearly 100% of victim survivors said
they would continue with the examination if it were carried out by a
female examiner, but 43.5% said they would not continue if the examiner
were male. The authors conclude that SARCs should continue to try and
recruit female examiners, where possible within the limits of employment
law. There are a range of other UK studies that have confirmed this strong
preference for female examiners and/or practitioners (Lovett et al., 2004;
Payne, 2009; Regan et al., 2008; Robinson, 2009; Schonbucher et al., 2009).
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6.3 Other healthcare responses
There is only limited or emerging evidence available on counselling
outcomes. In its World Report on Violence and Health, the World Health
Organisation (2002) notes the importance of determining effective
responses:
Interventions must also be studied to produce a better understanding of
what is effective in different settings for preventing sexual violence and
for treating and supporting victims. (p.173)
Regarding counselling, there is academic evidence from the US which is not
easily transferable to the UK context since the research takes an overly
psychiatric approach than is traditional in the UK. However, there is a
multisite evaluation ongoing and there is a grey literature from voluntary
and community sector organisations.
6.4 Counselling
Vickerman and Margolin (2009) reviewed 32 articles to evaluate empirical
support for a range of treatments for women sexually assaulted during
adolescence or adulthood. They found that the treatment targets in the
majority of studies were to reduce Post Traumatic Stress Disorder (PTSD),
anxiety and/or depression. The most successful treatments according to
these outcomes were cognitive processing therapy (which aims to identify
traumatic experiences and integrate into pre-existing schemas) and
prolonged exposure (which aims to decrease anxiety associated with rape
memories). It is worth noting that most of these studies are USA based
and many have very small sample sizes (as few as n=5). Therefore, while
this review article is very useful in that it is one of the only of its kind (in
focusing on impact) it is relatively narrow in its focus and the findings do
not necessarily map onto the England and Wales context.
Taylor and Harvey (2009) conducted a meta-analysis on the effects of
psychotherapy on sexual assault victim survivors. They found that individual
therapies had better outcomes than group work approaches. Group
work recurs as something victim-survivors appreciate or want, but there
is relatively little on effectiveness. Regarding the UK, a research study is
ongoing in the North East and Cumbria investigating the impact of rape
crisis and other sexual violence services on health, mental health and well
being using the newly developed ‘taking back control’ tool (Westmarland
& Alderson, 2009). There is also a range of positive, often life changing,
feedback from women who have accessed rape crisis and other sexual

violence services available in voluntary and community sector annual
reports and in the focus group data collated by the Women’s National
Commission across three recent policy reviews7.
6.5 What a good outcome looks like
There have been no specific studies looking at what health professionals
class as a good outcome for rape victim-survivors. It may be implied that
disclosure in itself is a good outcome, since disclosure may lead to accessing
support and/or treatment. We know far more about this in relation to
domestic violence than we do specifically on sexual violence. However,
there is little known about the outcomes for those who are asked about
domestic violence (Taket et al., 2003).
From a public health perspective, prevention is seen as a key aim (McMahon,
2000). In terms of domestic violence, the Department of Health (2000)
class early intervention as important to prevent a violent and abusive
situation escalating. However, it is unclear how this might translate to sexual
violence outside of an intimate partner relationship, for example for adult
survivors of child rape and other sexual abuse.
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The consultation on the Violence Against Women and Girls Strategy, Sara Payne’s review
and the Alberti Review.
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7. Attitudes to and stereotypes
of rape
We were asked to look at how different groups of people vary in their
attitudes to rape, and to see if there had been any changes over time.
Attitudes to rape, holding rape supportive attitudes, and beliefs in rape
myths have been the subject of consistent attention since the issue of rape
emerged as a significant social problem in the 1970s. The reason for this is
two-fold. Firstly, and primarily, because of a range of studies (mostly but not
exclusively originating in the USA) that show a correlation between holding
rape supportive attitudes or beliefs in rape myths with both rape proclivity
and likelihood to rape. Secondly, and of more recent concern, because of
the impact that rape supportive attitudes can have on jury decision making
in rape trials thereby contributing to low conviction rates and miscarriages
of justice for victim-survivors.
7.1 Police attitudes
Academic research on police and other criminal justice staff attitudes toward
rape is mainly based on qualitative, small scale samples. The quantitative
surveys that have been undertaken are US based (with only one in the UK)
and rely upon local samples. There is no longitudinal data to show changes
over time, although it is suggested that attitudes may be improving based
on recent data (Page, 2008). One consistent finding is an over-estimation
of false allegations of rape amongst police officers. This is supported from a
range of sources, including from the quantitative and qualitative research and
from police officers themselves. In Page’s (2008) study of 891 USA police
officers, 10% responded that the majority (between 51-100%) of women lie
about being raped and a further 53% responded that between 11 and 50% of
reports are false. Qualitative research with police in England and Wales show
similar attitudes (Kelly et al, 2005).
In research that compares police attitudes with those of students (Brown
& King, 1998) and the general population (Field, 1978) the gender of
respondent was found to be more important than occupation. Research
that has compared rape crisis with criminal justice staff (Feldman-Summers
& Palmer, 1980; Field, 1978), found rape crisis staff held significantly different
views on a number of items. However, these studies are extremely dated
and are US based (with the exception of Brown & King, 1998).
There have been two major public outcries based on television
documentaries showing negative police attitudes to rape. In 1982 officers
were shown aggressively interviewing a rape victim-survivor about her
behaviour and the truthfulness of the allegation in Roger Graef’s
‘A Complaint of Rape’. Dispatches, over two decades later in 2006,

broadcast a documentary of undercover footage showing police officers
failing to collect available evidence and saying that they would not report to
the police if they were raped .
Although most RCCs now work closely with the police in the UK, a survey
showed that only 19% of Rape Crisis workers said that they personally
would make a police report if they were raped by someone they knew
(Westmarland, 2004). Police attitudes to rape involving alcohol consumption
were widely criticised in media coverage of the Worboys case (discussed
earlier), and it is possible that these attitudes also contributed to the initial
under-reporting and investigatory failings in this case.
7.2 Healthcare professionals attitudes
Very few academic studies or grey literature could be found about health
and mental health professionals’ attitudes to rape, especially with respect
to England and Wales. From the available research, it would appear that
healthcare professionals’ attitudes are less problematic than those held
by police and other criminal justice professionals. However, this could be
because of the limited research and/or the higher proportion of females in
some healthcare professions.
A study by Williams, Forster and Petrak (1999) of 252 British medical
students appears positive, concluding that students were well informed
on legal issues and the facts of rape. However, it is worth noting that the
students in this sample were those that had chosen to attend teaching
sessions on sexual assault and may therefore have already held different
views to those who did not attend. It is also worth highlighting just how
large a gender difference was apparent, with female students more positive
in their responses – with 13 of the 20 attitudinal items showing significant
differences in statements such as ‘a woman should be responsible for
preventing her own rape’. In Canada, a questionnaire with 77 psychiatric
nurses was also optimistic, showing the nurses had a high level of
knowledge and experience of dealing with rape and mostly did not hold
victim blaming attitudes (Boutcher & Gallop, 1996). In this study age was
the strongest predictor of attitudes, with younger nurses significantly less
likely than older nurses to hold hostile views towards sexual assault, rape
and incest victim-survivors.
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In the US, White and Robinson Kurpius (1999) compared undergraduate
students, counselling postgraduate students and mental health professionals’
attitudes to rape. They found that undergraduates held the most negative
attitudes toward rape victims, followed by counselling postgraduate
students. Mental health professionals held the least negative attitudes. In
general, males held more negative attitudes than females with the exception
of the counselling postgraduates who held similar attitudes. Male students
held the most negative attitudes while female mental health professionals
held the least. This gender difference was also found in a US study of 38
mental health care professionals, which found females were significantly
more likely than males to explain rape in terms of societal factors (e.g.
‘the prevalence of rape is directly related to our societal values’) (Resick &
Jackson, 1981).
7.3 General population attitudes
There is widespread agreement that public attitudes to rape need to
change (see, for example HM Government, 2007; Westmarland, 2008a).
As mentioned earlier, we found no longitudinal research on attitudinal
change (with the exception of studies evaluating the impact of specific
interventions). However, there have been three large-scale polls of
public attitudes to rape which have asked similar questions with similar
methodologies (Amnesty International, 2005; Home Office, 2009; Scottish
Executive, 2007). As explained below, we found no evidence of overall
change in public attitudes to rape throughout the last four years. However,
some evidence of an age effect was found, with younger people less likely to
hold victim blaming attitudes than older people.
In 2005 a poll of 1,095 adults found that between 22-37% held victim
blaming attitudes across a range of situations, e.g. if a woman was drunk
or had been acting flirtatiously (Amnesty International, 2005). Out of the
categories examined, this was highest if the woman failed to say ‘no’ clearly
(37%) and lowest if a woman had had many sexual partners or was walking
alone in a dangerous or deserted area (22% said at least partly responsible
to these). In 2007 a poll of 992 adults reported similar findings (Scottish
Executive, 2007). Out of the categories examined, this was highest if a
woman was flirting (32%) and lowest if she had had lots of sexual partners
(18%). The most recent poll, in 2009, of 915 adults found there remain
circumstances in which a large proportion of people believe a woman
should be held at least partly responsible for being sexually assaulted or
raped (Home Office, 2009). Out of the categories examined, this was
highest if the woman does not clearly say ‘no’ the man (49% said at least

partly responsible) and lowest if a woman was out walking alone at night
(14% said at least partly responsible).
Some of the findings were remarkably similar across all these surveys,
despite the time difference. For example, all found at least a quarter of
respondents believed that women should, in certain circumstances, be
held responsible for a sexual assault or rape. Despite a range of poster
and radio campaigns aimed at attitudes towards women, alcohol and
rape, more people held the woman responsible in 2009 than did in 2004
(36% compared with 30%). However, this was lower in Scotland (27%).
A similar pattern is evident regarding ‘flirting’ (34% held responsible in
2004 compared with 43% in 2009). Again this was lower in Scotland (32%).
Although differences between the studies may be expected because of
variations in question wording, there is no strong evidence of victimsurvivor blaming attitudes dissipating over the last five years. It is possible
that the slightly lower victim blaming attitudes in Scotland may be reflective
of the greater investment in public awareness campaigns in Scotland8, or it
may simply be a ‘recency effect’ since the survey took place shortly after a
domestic abuse awareness campaign.
One optimistic finding across the Amnesty International (2005) and Scottish
Executive (2007) studies is that younger people were less likely to hold
some rape supportive attitudes than older people. This may represent the
start of a generational shift. For example, in the Amnesty International
(2005) study older people (aged 65+) were more likely than the total
sample to hold a woman at least partially responsible for being raped if
she was drunk (54% compared with 30%). In the Scottish Executive (2007)
study 42% of participants aged 65+ held the woman at least partially
responsibly compared with 19% of participants aged 18-24 and 16% of
participants aged 25-34. The Scottish study also found a range of gender
differences, for example males were more likely than females to state that a
woman held some responsibility for rape if she was drunk (30% compared
with 25%) or if she was flirting (34% compared with 29%). However, this
was not as pronounced in the Amnesty International (2005) study. This
cautious optimism is echoed within a recent qualitative study into the way
rape myths are promoted but also how they are challenged and resisted
(Westmarland and Graham, 2010).
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For example, Rape Crisis Scotland’s ‘This is not an invitation to rape me’ campaign and
the Scottish Executive’s annual ‘Domestic abuse: there’s no excuse’ campaigns.
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8. Impact of legal and policy
changes
This review was also required to assess evidence in the impact of recent
legal and policy changes on responses to rape by public bodies.
8.1 Legislative changes
8.1.1 Sexual Offences Act 2003
The Sexual Offences Act (2003, SOA) was the first contemporary overhaul
of sex offences legislation, modernising its foundations and drawing on
the then knowledge base. The majority of the commentary on the SOA
has been published in legal books and journals (Bohlander, 2005; Elvin,
2008; Finch & Munro, 2004; Spencer, 2004; Temkin & Ashworth, 2004;
Westmarland, 2008b), with most welcoming its parameters. Debate has
centred on drunken consent and the provisions relating to consent (e.g.
Elvin, 2008) with the suggestion that the SOA needs to be amended to
include more specificity about which circumstances vitiate consent. Despite
significant rulings in leading cases (such as R v. Dougal, 2005; R v. Bree, 2007;
R v. H, 2007), confusion remains both amongst the general public and the
courts about capacity to consent when alcohol has been consumed by a
victim-survivor (Wallerstein, 2009). In 2006 the Home Office published
the only evaluation, termed a ‘stock take’ into the effectiveness of the SOA,
concluding there was little evidence to show that it had helped to secure a
greater number of convictions against sex offenders, particularly rapists, and
that awareness about the Act and its provisions remains patchy.
8.1.2 Rape shield legislation
Rape shield legislation is designed to curtail the use of questioning and
evidence about the past sexual history and/or sexual character of the
victim-survivor in court.Versions of it have been introduced since the
1970s in many common law jurisdictions (e.g. Australia, Canada, New
Zealand, Scotland, and USA). In England and Wales, sections of the Youth
Justice and Criminal Evidence Act 1999 were intended to make provisions
more effective and transparent and to restrict the use of such evidence to
situations where its relevance was more than undermining credibility of
the complainant. There are two conflicting assessments of its impact. Neil
Kibble’s (2000; 2005; 2008) research and commentary concludes that the
judiciary are exercising appropriate discretion and he has criticised the
work of Kelly, Temkin and Griffiths (2006) which took the opposite view.
However Kelly et al’s (2006) comprehensive evaluation found that: sexual
history evidence was still used in more than three quarters of rape trials;
the procedural safeguards were rarely used as set out in the law; almost

half of the judges interviewed had only vague knowledge of YJCEA and
were unaware of the rules around applying it. Further, the grey literature
supports these assertions with accounts from survivors also referring
to the common use of innuendo.Victim-survivors remain concerned
about whether sexual history evidence will be discussed in court and this
impacted on their decision making from report to court (Payne, 2009 - this
finding is also supported by recent data from a larger group of victimsurvivors, WNC, 2009).
In summary the available evidence suggests that all jurisdictions have
encountered similar problems in the effective implementation of ‘rape
shield’ legislation, and as a result this legal strategy is thought to have
had limited effectiveness (Birch, 2002; Burman, 2009; Kelly et al, 2006;
Temkin, 2002). It is also worth noting Louise Ellison’s (2007) observation
of a growing trend in England and Wales to video interview adult victimsurvivors of rape in the wake of the YJCEA even though relevant statutory
provisions for admitting such a video recording as the complainant’s
evidence in chief at trial have not yet been implemented.
8.1.3 Special measures
The YJCEA also introduced ‘special measures’; protections for vulnerable
and intimidated witnesses to enable them to give best evidence in court.
The only evaluation of special measures was conducted by Burton, Evans
and Sanders (2006) but they excluded victims of sexual offences, so whilst
their findings are considered here they are not directly relevant. They found
only a small number of vulnerable witnesses were identified by the police
and that the CPS rarely identified additional vulnerable witnesses. Many
vulnerable witnesses are identified when they get to court when it is often
too late to set up special measures. The evaluation found no examples
of police and CPS holding strategy meetings to discuss difficult cases in
their case tracking. The authors concluded that there is considerable
unmet need. Sara Payne (2009) also found that special measures emerged
as a highly problematic among the victim-survivors she met, which led
her to recommend more research be conducted on how they influence
juries and the judiciary. The key issues raised related to: late applications;
inconsistencies in when they are granted; and whether use of special
measure may count against victim-survivors.
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Maier (2007) summarises the findings from the international literature
on rape law reform, arguing that all have had limited success in either
achieving symbolic goals such as transforming victim-blaming attitudes
within and outside the criminal justice system or instrumental goals such as
better treatment by the legal system (see also, Clay-Warner & Burt, 2005;
Frohmann, 1998; Taslitz, 1999). In her recent research in the USA with rape
victim advocates, which is supported by previous studies (for example,
Doyle & Barbato, 1999; Edward & Macleod, 1999), Shana Maier (2007)
concludes that:
Goals that have focused on changing attitudes and public perception have
not been achieved as a result of rape reform laws. (p.56)
8.2 Impact of policy changes
There have been a range of policy initiatives and new strategies over
the last decade (see introduction), often based on evidence and
recommendations from research. A range of bodies review progress but
none have published publicly available reports that trace developments
and/or document impacts. These bodies include: the Rape Performance
Group, the CPS’s dedicated rape unit; and the sexual violence and abuse
stakeholders advisory group. The first inspection by HMCPSI/HMIC
(2002) made a series of concrete proposals, only some of which had been
implemented when the issue was revisited five years later. Unsurprisingly
they concluded that many previously identified problematic issues remained
and recommendations in ‘Without Consent’ (HMCPSI, 2007) were
reiterated and enhanced. The report does note some limited change:
The introduction of STO role, SARCs, WCUs and CPS rape coordinators specialist lawyers and specialist case workers is, without
doubt, leading to improvements in the CJS response to rape cases and
a more professional approach to the treatment and care of victimsurvivors. However ‘intention’ is not yet translating fully effective
practice on the ground, and several fundamental difficulties persist
that are constraining the potential for more significant and sustained
improvement (p.21).
The most recent evidence comes from Sara Payne’s (2009) investigation
of victim experience, which involved engagement with victim-survivors,
CPS and police and expert stakeholders. She concluded that the ongoing
problems were not about the broad contours of the letter of the law,
policies or procedures but that implementation remains inconsistent and
previous recommendations and commitments are yet to be actioned.

8.3 Other recent interventions
There have been a range of new interventions introduced in an attempt to
improve rape investigations and prosecutions. These include: early evidence
kits; improving judicial training and firming up the process by which judges
are ‘ticketed’ to preside over rape cases. However, there is no evidence
of the impact of these. For example, there is no research in England and
Wales regarding the impact of rape ticketing or even how many judges have
had their rape tickets removed. Pilot work in Australia found cases that
conform to the ‘real rape’ stereotype, particularly those involving strangers
and violence, are still viewed by judges as the most serious forms of rape
(Kennedy, Easteal & Taylor, 2009). Perhaps most relevant to the England and
Wales context, this study found:
While judges may articulate an increased awareness of the effects of
various types of sexual assault, and acknowledge aggravating factors such
as breach of trust, this awareness is either not translating into sentences
or is being balanced by the emphasis of other mitigating factors. (p.21)
8.3.1 The potential impact of proposed interventions
One proposal which is yet to be agreed upon is the use of expert evidence
in trials, to address the way stereotypes and myths about rape affect
outcomes. Ellison and Munro (2009c), conducted mock trials with 27
juries, in which expert evidence was given that did no more than provide
general empirically uncontested background information about possible
and varied reactions of victim-survivors to sexual violence. The evidence
was related to three specific issues: calm demeanour of victim-survivors;
delayed reporting and lack of physical resistance. Jurors who received
evidence on the first two issues were more willing than their non-educated
counterparts to accept a wide range of victim-survivor responses. The
researchers posit a number of plausible explanations for why the resistance
issue was different. In summary they conclude that general expert evidence
or extended judicial instruction would be beneficial in rape cases. This was
also a recommendation of the Women’s National Commission (2009).
We can conclude, therefore, that whilst there has been increased attention
to the response to rape by public bodies, and some improvements,
especially the expansion of SARCs and the introduction of ISVAs, which
have had impacts on the treatment of victim-survivors, many of the issues
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identified as problematic in the last decade remain so today. The challenges
are both to improve outcomes in terms of continuing to address attrition
and those of procedural justice; ensuring that the process of disclosing and
reporting rape is one in which victim-survivors are respected, treated with
dignity and afforded as much control and participation as is possible over
their bodies and lives. Stereotypes of rape, rapists and victim-survivors
continue to affect responses at all levels, pointing to the need for a range
of measures that extend understandings and perceptions across the piece.
If successful this would decrease unacknowledged rape, increase reporting
and change the process of investigation and prosecution for victimsurvivors and professionals.

9. Short Wins and Long Hauls
We were asked to identify potential ‘short wins’ and ‘long hauls’ from the
evidence that might be taken forward. We have defined ‘short wins’ as
those areas already identified as in need of improvement which could be
done immediately, and those things that could realistically be done within
an intermediate time period. Long hauls, by contrast, are those that require
more time to take effect.
9.1 Immediate wins
It is vital that the ‘implementation gap’, that we have found through much of
the literature, that currently exists between policy and practice is closed as
a matter of urgency. This was previously highlighted by HMCPSI (2007) and
by AC Yates. HMCPSI has already identified need for improvement in the
following areas:
•
•
•
•
•
•

Consistency in take up of advice by rape specialist prosecutors
Continuity in case management
Greater pro-activity in case building
More effective use of bad character evidence
Better and more de-briefing after trial
Nationally accredited training programme for STOs and better and more
consistency in use of STO
• Better planned suspect interviews
• More wide spread use of early evidence kits.
These should be attended to immediately.
Intermediate short wins
Additional ‘short wins’ identified through this evidence review which could
be addressed in the intermediate short term are:
1) Implement the measures that have been agreed e.g. SARCS, ISVAs,
special measures, specialist rape teams. This means providing
support with more resources/money. Further, the measures must be
implemented evenly and consistently across England and Wales.
2) The announcement of a national, multi-site, quasi-experimental study
evaluating SARCs.
3) National standards for forensic examinations.
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4) Ensuring rape and its investigation and prosecution remains a policy
priority. Possible methods for doing this include putting in place
service level agreements. Also specifically ensuring that rape is
mandated as a policy priority for police – this must come from HMIC.
5) Strict adherence to and enforcement of no-criming rules.
6) More information/evidence available for juries and judges in court.
7) Make sexual and domestic violence mandatory training in medical
curriculums. This should be done in a way that encourages an
approach to victim-survivors that does not treat them as patients.
8) Improve communication throughout the case between those involved
in criminal justice process and the victim-survivor. We recommend
one point of contact be used - voluntary sector based ISVAs seem
ideally placed to fulfil this role.
9) Resolve resourcing issues for sexual violence services through the
commissioning of specialist not generic services, that are able to meet
the complex and holistic needs of sexual violence survivors (it is
important that these include adult survivors of child sexual abuse).
9.3 Long hauls
The potential ‘long hauls’ identified through this evidence review are:
1) Cost-effectiveness of reforms/changes. When rape investigation and
prosecution is done badly it ends up costing more both in financial
terms and because more women end up being assaulted when
perpetrators are not caught e.g. Worboys and Reid cases.
2) Ultimately long term cultural change is required to both improve
victim-survivors experiences once an assault has happened but
ideally to also to prevent/reduce the number of assaults. This can be
achieved through targeted education/awareness raising focusing on
two key areas:
• Young people
• General public

3) A targeted research agenda including:
• What we don’t know – confirm prevalence and incidence using
a specialist, non crime survey (e.g. SAVI); identify the number of
cases using ‘reasonable belief in consent’ defence; what constitutes
good/bad practice?; compare high and low performing areas; and
identify types of cases that are no-crimed, where no further action
is recommended, or where prosecutions are not taken forward to
trial.
• A longitudinal study of victim-survivors who do and do not report
to the police, but who access support, to trace what good practice
and good outcomes are for them, and how they rebuild their selves
and lives in the aftermath of sexual violence.
• Evaluation of implementation of new policies, practices and/or
further changes in the law.
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