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OVERSIGHT: SEXUAL ASSAULT SCREENINGS IN HEALTH CLINICS


On Monday, October 18, 2004, the Committee on Health will hold a hearing to examine the provision of sexual assault screenings in New York City health clinics. This hearing is part of a series of hearings being held by City Council committees in an effort to fully explore the incidence of sexual assault and violence in New York City, to ascertain the adequacy of the City’s response and particularly to ‘find the hidden victim,’ to highlight best practices and the costs of failing to develop appropriate responses to sexual assault, and ultimately, to find ways to decrease the incidence of this violence in our City.  Invited to testify are the New York City Health and Hospitals Corporation (“HHC”), the New York City Department of Health and Mental Health (“DOHMH”), advocates and service providers working to address sexual violence in New York City.

Background: Health Consequences of Sexual Violence


Sexual violence remains a widespread problem.  According to some estimates, as many as one in every five women report sexual violence by an intimate partner and up to one-third of girls globally report that their experience of sexual intercourse was forced.
  12.1 million American women have been victims of forcible rape at some point in their lives.
 According to some estimates, 12,000 rapes occur each year in New York City.
  It has also been estimated that ten to twenty percent of all males will be victimized by sexual violence at some point in their lives.
  Yet, in fiscal year 2004, only 1,348 forcible rapes were reported to the New York City Police Department (NYPD).
  On a national level, reports find that 42 percent of rape victims reported that they had told no one about the assault and only 5 percent reported an assault to the police.
  Underreporting by survivors, fueled in part by the continued stigma perceived by many for being a survivor of sexual assault, is a likely explanation for the disparity between the number of rapes estimated to take place in New York City and the number of rapes actually reported to the police.  
In part due to the above-mentioned lack of reporting and detection, current knowledge about the specific, acute and long-term health consequences of sexual assault is limited.  According to the New York City Alliance Against Sexual Assault (“the Alliance”), there is no recent, representative study that analyzes the links between sexual violence and health problems on a national level.  Consequently, advocates and health care professionals are forced to rely on data from the minority of individuals who do report their assault to law enforcement or health care professionals.

The physical consequences of sexual violence are significant.  The Alliance notes that in the immediate aftermath of an incident of sexual violence, a survivor often experiences physical symptoms such as bruising, general muscle tension and soreness, headaches, gastrointestinal irritability, nausea, sleep and eating disruptions. A large national sample of male and female rape victims showed that 73 percent of non-genital injuries included scratches, bruises and welts.  Lacerations and broken bones were noted, though not as frequently.
 

Gynecological or genital complications may also result from sexual violence depending on the nature of the assault.   Such complications include swelling around the genital area, bruising around the vagina in female victims, bleeding, infection and urinary tract infection.  Acute problems can lead to more chronic sequelae such as chronic pelvic pain and pelvic inflammatory disease.
  More than half of the rape victims seen in emergency rooms display vaginal and perineal trauma, and 15 percent have significant vaginal tearing.
  

Sexual violence may lead to sexually transmitted infections (“STIs”) or other reproductive health outcomes.  According to the Alliance, the risk of transmission of STIs is thought to increase directly with the degree of physical traumatization incurred to the genital tract, mouth or anus during an assault.
  Among adult victims, almost 5 percent of pregnancies are the result of rape.
  Generally speaking, trauma may be more extensive in younger victims and the elderly, putting them at higher risk of contracting an STI as well.
  The incidence of rape-related pregnancies among adolescent survivors is thought to be higher to the extent that younger women may be unaware of or have limited access to postcoital contraceptives such as birth control pills.

Psychological reactions to sexual violence are also significant.  According to the Alliance, acute psychological reactions immediately after an incident of sexual assault include emotional shock, uncontrollable crying, nervous laughing, withdrawal, dissatisfaction, numbness and denial about the incident.  A 2000 study also notes that feelings of detachment, fear, anxiety and depression are common after an incident of sexual assault, and many victims report an inability to concentrate, increased incidence of nightmares, sleeplessness, guilt, self-blame, anger, isolation and difficulties having a sexual relationship.
  Researchers have also found that the emotional or psychological trauma manifested in acute stress situations often leads to physical symptoms such as dizziness, chest pain and shortness of breath.


Chronic health outcomes of sexual assault can sometimes be traced directly to a given assault, though the long-term consequences to health resulting from sexual assault are often influenced by a variety of factors.  For example, post traumatic stress disorder (“PTSD”) often contributes to a sexual assault victim’s overall neglect of health.
  Women traumatized by sexual violence are found to be more likely to smoke or to begin smoking earlier and to smoke more heavily than women who have never experienced such violence.
  Traumatized women often engage in similar behavior with regards to alcohol.
  PTSD can also prevent an individual from maintaining a job, relationships or a safe place to live.  Additionally, sexual trauma appears to be associated with riskier sexual behaviors, including earlier onset of consensual sexual activity, the use of alcohol or drugs in conjunction with sex and risk behaviors associated with HIV such as prostitution, sex without contraception and sex with a partner known to be at risk.
  Victims of sexual violence also perceive their physical health as poorer, report a higher incidence of chronic health problems and disproportionately access healthcare services, particularly medical rather than mental health services.
  Rape victims are also three times more likely than nonvictims to experience a major depressive episode in their lives.
  The rate of suicide among victims of sexual assault has been found to be 13 times higher than those who have not experienced such assault.

Cost of Sexual Violence

Sexual violence is costly, both in terms of its emotional toll on survivors, as well as the financial toll borne by society.  The Alliance estimates that the cost to society for rape is $87,000 per rape, which includes the cost of short-term medical care, mental health services and lost productivity.
  Government employers and business enterprises also lose millions of dollars annually in lost productivity, turnover and litigation costs as a result of sexual violence.
  Yet funding for rape crisis services, such as those available under the federal Victim of Crime Act (VOCA), have been capped or cut on both state and federal levels.  These funding cuts have affected the ability of service providers to meet the needs of rape victims.  In New York City, less than 1 in 4 hospitals have rape crisis programs.
  The cost of addressing sexual violence and the decline in funding for services raise questions about unmet needs, policy choices and the burden to society that arises from the failure to not adequately address this issue.  

New York City Health Clinics and Sexual Assault Screenings.


Victims of sexual violence in New York City may be able to access services at a variety of sites across the City.  HHC operates about 40 “child health clinics” around the City, many of which are located in public housing projects.  These serve children up to the age of 12 and provide a variety of medical services, including examinations for child sexual abuse.  Some of these clinics also have teen health centers.  HHC also operates outpatient clinics based in medical centers.  Most of these clinics include mental health, women’s health and primary care services, in addition to many other specialty clinics.  Three municipal hospitals—Kings County Hospital in Brooklyn, Elmhurst Hospital Center in Queens and Jacobi Hospital in the Bronx—operate child/adolescent mental health walk-in clinics where parents can bring children who are experiencing symptoms of mental illness.


DOHMH operates 12 sexually transmitted infection clinics across the 5 boroughs.  DOHMH also operates immunization clinics at 7 locations throughout the City.  Additionally, DOHMH has 180 contracts with voluntary agencies in fiscal year 2005, totaling over $141 million to provide services for thousands of New Yorkers.
  DOHMH also has 59 contracts totaling over $30 million to provide alcoholism, chemical dependency and substance abuse services.
 


A variety of private institutions also provide services that could be accessed by victims of sexual assault.  For example, the Institute for Urban Family Health operates two free clinics for the uninsured in partnership with students from 2 of New York’s medical schools.  The Medical Health Research Association of New York City (MHRA) is a nonprofit corporation founded to facilitate the creation and administration of health research projects.  MHRA’s activities also include the development and operation of health care services, demonstration and research programs including the New York State Family Planning Project which provides family planning education and clinic services to over 20,000 individuals through eight health centers located in low-income communities with high levels of unmet family planning and health care needs.  The Community Health Network also operates 9 clinics in Manhattan, the Bronx, Queens and Brookyn providing community-based primary care, mental health care and social services for low-income individuals in underserved communities.  Planned Parenthood NYC also provides services in 3 centers located in Manhattan, the Bronx and Brooklyn.  


There are also many school-based health centers run by hospitals and clinics in over 100 elementary and intermediate schools.  Services are available only to children enrolled in the school where the clinic is located.  Some are operated by HHC facilities, though many are run by private hospitals corporations.  Survivors of sexual assault in New York City may also access services through court-based health centers, mental health service clinics, substance abuse treatment clinics and women’s health services clinics.

Questions Raised By Sexual Assault Screenings.


Anecdotal information suggests that a large number of sexual assault survivors do not identify themselves as such to law enforcement or healthcare professionals.
  Accordingly, many individuals will access services for a given injury—for example, treatment for a bruise or therapy services—without letting service providers know the source of that harm.  Given the still-common stigma associated with sexual assault, advocates argue that a broad range of service providers should be trained to identify the signs of sexual assault, be able to ask appropriate questions and provide necessary services or referrals.  


At today’s hearing, witnesses will be invited to testify to a series of questions that would shed light on the availability and accessibility of sexual assault screenings, as well as best practices and the costs of failing to provide accessible screenings.  Questions include the benefits of screening women in clinic settings for past and present acts of sexual violence; the need to train staff thoroughly on the screening process; appropriate ways to treat clinicians; where and how to refer survivors; the role of providers in educating all women about sexual violence; the importance of asking a set of standardized questions when screening; the importance of setting up forms and protocols to document findings; the need to provide adequate administrative oversight for such screening to review case charts and to provide support to clinicians and the feasibility of instituting such training and screening in New York City.  Testimony will also be sought as to the implications of allowing sexual violence to go untreated and undetected, and information will be solicited from individuals with experience training rape crisis counselors and managing intimate partner violence.
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