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1 Introduction

The impact of sexual violence can be devastating. At an individual level,
victims suffer physical and mental ill effects i some of which can last a
lifetime. At a broader level, there is a need to both support victims and
address the risks posed by perpetrators. A range of services have evolved
over time to address these needs, driven in part by significant policy activity
in this area.

Sexual Assault Referral Centres (SARCs) are a central part of this service
response. They have been established in various local areas, with the policy
aim of having a SARC in every Police Force Area by this year (Home Office,
2008). Substantive local variation exists: from areas with no SARC, to areas
i such as Manchester, where the first SARC was established around 25
years ago 1 where there has been significant investment in SARC services
and the surrounding care pathway.

In the West Midlands Police Force Ar ea (hereé)t drheod\EBMRICA
service was reviewed by the Department of
Support Teamd in September 2009. This r e\
of the service, but dwelt largely upon the various areas for improvement.

One such area was the lack of a proper needs assessment.

Subsequently, in June 2011, GHK and Dr Angela Morgan were
commissioned by NHS Birmingham East and North Primary Care Trust i on
behalf of partners across the WMPFA 1 to undertake such an assessment.
The study was funded using resources from the Home Office.

Thi s documeTetchnicalsReporhbe fothe meeds assessment.
Because this report is long and detailed, GHK has produced a separate
&Gummary Reporté f or wider circul ati on.

1.1 The needs assessment was framed by six specified outcomes; two further
considerations were highlighted at the inception stage

The terms of reference specified the outcomes for the needs assessment;
they were to:

l.Aildentify a baseline WHKRFA tosreltde the om wi
following; identify incidence of sexual violence (rape, sexual abuse and
sexual assault), at risk groups, basic SARC data and evidence of
outcomes form both health & criminal justice.

2. ldentify current resources available for victims of rape and sexual assault
in the WMPFA making reference to national standards and good practice.

3. Identify current pathways for victims of rape & sexual assault within the
WMPFA.

4. Ensure that the views and experiences of victims and service users are
included in this needs assessment and that there is appropriate
mechanism for involvement in shaping the development of the SARCs in
the WMPFA.
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5. Identify gaps and unmet needs in provision and pathways for victims of
rape and sexual violence against core national standards and good
practice in other SARC services.

6. Identify the priorities for commissioners to develop the SARC service
within the WMPFA taking account of national standards and current
policy. o

During the inception stage, the project steering group further emphasised two
further points:

The study should not focus solely on SARC provisioni a 6 wh ol e s wch sheudde appr o
taken

The steering group agreed that the study should consider the whole victim
pathway for sexual violence as defined by three types of offence:

A Rape;
A Serious sexual assault; and
A Sexual abuse,

for both adults and children across the WMPFA. While the SARC service is
a core element of the victim pathway, the study was also asked to consider
services around thiscoreit aki ng a &6éwhole systemb6 appr

Note on definitions

The t er ms 6sexual vi ol encebod and
interchangeably as certain aspects of abuse are violent in nature. Different
organisations use different definitions for each. In this needs assessment
the World Health Organisation (WHO) definition was used:

Sexual violence is any sexual act, attempt to obtain a sexual act,
unwanted sexual comments or advances, or acts to traffic, or otherwise
directed against a personoés Sexui
regardless of their relationship to the victim, in any setting, (WHO, 2002).

I n defining @&setxhuiassi nveieodse n&@®s es s me
elements of the WHO definition:

-

rape within marriage or dating relationships;

rape by strangers;

systematic rape during armed conflict;

unwanted sexual advances or sexual harassment;

including demanding sex in return for favours;

sexual abuse of learning or physically disabled people;

sexual abuse of children;

forced prostitution and trafficking of people for the purpose of sexual
exploitation.

— = = —C = —(

—_

Other elements of sexual violence which are used in the WHO definition
were outside the scope of this needs assessment, (e.g. forced marriage
and genital mutilation).
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The WHO define Osexual abused as i
mental disability in sexual activity that he or she does not fully comprehend,
IS unable to give informed consent to, or for which they are not
developmentally prepared and cannot give consent, or that violate the laws
or social taboos of society (WHO, 1999).

When referring to sexual violence and abuse the needs assessment will
assume t his distinction; using O6sex
term and Osexual abused in refere
vulnerable adults.

This report will discuss sexual violence broadly, but in assessing need there
will be a focus specifically on the most serious forms of sexual violence
which includes rape and serious sexual assault. In these instances the
Police definition will be used:

i A person commits rape if he intentionally penetrates the vagina, anus or
mouth of another person with his penis, without their consent;

i A person commits serious sexual assault by penetration if they
intentionally penetrate the vagina or anus of another person with a part
of the body or anything else, without their consent, (West Midlands
Police, 2011).

2) The study ought to go beyond a 6traditional & neec
responses

A standard needs assessment would bring together and analyse various
data, with discussion of the broad implications for services (based on trends /
likely future need). The steering group expressed a view that this study
should be fuller in the sense that there should be a clear sense of ways in
which services might respond.

The steering group provided a series of principles to guide this element of the
study. These were based firstly upon what is most likely to achieve good
outcomes for the victim (from health / wellbeing and criminal justice
perspectives), and secondly what is most cost-effective for the public purse.
The agreed implication therefore was to use these principles to recommend a
series of possible service options T from a minimal to a more maximal
response.

Various methods were used to gather evidence; this information was
organised against three main questions

In response to these requirements i and accounting for the limited timescale
available i an approach was designed in order to gather a wide range of
evidence (qualitative and quantitative) from a broad set of perspectives (i.e.
victim, stakeholder and policy). Moreover, and given the desire to ensure
that the study could closely inform service development, a forward-looking
element was also included.

The method was informed by recently issued guidance on conducting needs
assessments in this area; notably the Association of Chief Police Officers
(ACPO) and Department of Health (DH) March 2011 guide 6 Response to
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Sexual Violence Needs Assessments ToolltkvaststruCtiReglv i s e d)
around:

A an assessment of current need,;

A a description of the ways in which current need is not being met i and
what a better pathway might look like; and

A recommendations as to how services might therefore improve.

This structure is shown in the figure below, and a detailed description of the
methods used is given in Annex 3.

Figure 1.1  The method for the study was structured around three main questions

AThe study brought together a range of
1) Where are we different evidence to provide a detailed
now? description of current needs and the extent t
which current services addressed this need.

AUsing established national standards, other
2) Where do we SARC models and, crucially, the views of
want to be? victims and stakeholders, the study set out td
describe a more ideal model of service.

3) How do we get AThe final element of the studyas tosupport

the move from the current situation towards

there? the agreed ideal.

A These three questions have been used to provide the structure to this
report.
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PART A:
Where are we now?

This Part of the report provides a description of:

-

The policy context to sexual violence services;

I Data showing the nature and scale of the problem of sexual violence in the WMPFA,;
Current pathways through services;

I Data illustrating the extent to which current services are addressing that problem;
St akehol de rsesvicesvande ws o f

i Userso views of services
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Policy is largely in place. Implementation i led by the
NHS, but developed in partnership i is now the priority

This Section provides a summary description of the policy and guidance
frameworks within which the services for victims of sexual violence operate.
Its purpose is to set out the framework within which any service development
(described in subsequent Sections) would take place.

There is a clear policyrationale for improving services for survivors of sexual
violence

A consensus has emerged in national policy that action is necessary to
improve the services available to adults, children and young people alike who
are victims and survivors of rape and sexual assault. Policy in this area has
been driven by a series of considerations:

A The scale of the problem is significant. According to the British Crime
Survey, at least 47,000 adult women are raped each year in the UK
(Fawcett Society, 2007) i almost exactly the same number of women that
are diagnosed with new cases of breast cancer each year. Around
10,000 women are sexually assaulted each week;

A The problem is costly. The Home Office estimates that the cost of
violence against women and girls to society is around £36.7 billion. This
does not take into account the long term emotional and mental health
problems experienced by victims, or that many of these crimes go
unreported 1 the true cost will be far higher (Department of Health,
2011a);

A There is arelationship between the quality and outcomes of services
and the problem of under-reporting. As little as 11% of those who have
been raped tell the Police and more needs to be done to ensure that
survivors are confident in the public service response. The UK also has
one of the lowest conviction rates for rape among European countries
(Fawcett Society, 2007);

A Services must address both acut e and 0hi.sThe
prevalence of rape and sexual assault is such that even where the victims
decide not to make a report to the Police (for whatever reason) there is a
clear imperative to provide high quality health services and practical
support that meets their needs;

A Staff that deal with sexual offences need an understanding of both
the clinical and legal aspects of the role. This includes the relevant
clinical guidance (see below) and the Sexual Offences Act 2003 and the
Police and Criminal Evidence Act (PACE) 1984;

A Services must meet the needs of young people; they must also seek
to prevent these offences. More than one third (36% of all rapes
recorded by the Police) are committed against children under 16 years of
age (Department of Health, 2011a); a small number of cases are
perpetrated by children under the age of 13;



2.2

G|H|K

A Public opinion remains ambi guous i n
perspective. Nearly a third of people (30%) say that a woman would be
partially or totally responsible for being raped if she was drunk, and the
public consistently overestimate the number of false allegations (Fawcett
Society, 2007);

A Sexual violence is an equalities issue. A vulnerability or diversity issue
is identified in 42.4% of rape cases, and the conviction rate for survivors
with mental health and learning difficulties is lower than the overall
conviction for rape cases as a whole (HMIC, 2007); and

A As well as being a public health problem in its own right, sexual
violence is related to other public health concerns. Sexual violence
causes mental and physical harms; it also presents a threat to sexual
health. Furthermore, almost half of rape cases reported to the Police
involved alcohol or drugs, and research suggests that this influences
public vVviews about 6consent 6(Fawoett n t ho
Society, 2007).

Policy on sexual violence has evolved and improved over recent decades

The policy and response has been articulated through a series of key
documents and reviews, including:

A Without consent: A report on the joint review of the investigation and
prosecution of rape offences (HMIC, 2007).

A Guidelines on Paediatric Forensic Examinations in Relation to Possible
Child Sexual Abuse (Faculty of Forensic and Legal Medicine, 2007).

A Interim quality standards in Forensic Medicine General Forensic (GFM)
and Sexual Offence Medicine (SOM) (Faculty of Forensic and Legal
Medicine, 2009).

A Revised National Service Guide: A Resource for Developing Sexual
Assault Referral Centres (Department of Health, 2009).

A Quality standards in forensic medicine for healthcare professionals (other
than doctors) General Forensic Medicine (GFM) and Sexual Offences
Medicine (SOM) (Faculty of Forensic and Legal Medicine, 2010).

A The Operating Framework for the NHS in England 2011/12 (Department
of Health, 2010).

A Interim Government Response to the Report of the Taskforce on the
Health Aspects of Violence Against Women and Children (VAWC)
(Department of Health, 2010a).

A Responding to violence against women and children i the role of the NHS
(Taskforce on the Health Aspects of Violence Against Women and
Children, 2010).

A Achieving Best Evidence in Criminal Guidance on interviewing victims
and witnesses , and guidance on using special measures (Ministry of
Justice, 2011).

A The Stern Review: An independent review into how rape complaints are
handled by public authorities in England and Wales (Stern, 2011).
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A The Government Response to the Stern Review: An independent review
into how rape complaints are handled by public authorities in England and
Wales (HM Government, 2011a).

A Call to End Violence Against Women and Girls: Action Plan (HM
Government, 2011b).

A Response to Sexual Violence Needs Assessments (RSVNA) Toolkit
(Department of Health, 2011a).

A Commissioning services for women and children who experience violence
or abuse i a guide for health commissioners (Department of Health,
2010b).

A Improving services for women and child victims of violence : the
Department of Health Action Plan (Department of Health, 2010b).

A BASSH UK National Guidelines on The Management of Adult and
Adolescent Complainants of Sexual Assault 2011 (Cybulska et al., 2011).

A Feasibility of Transferring Budget and Commissioning Responsibility for
Forensic Sexual Offences Examination Work from the Police to the NHS :
Evidence Base to Support the Impact Assessment (Crilly, Combes, &
Davidson, 2011)

A Management of Adult Patients who attend Emergency Departments after
Sexual Assault and / or Rape (The College of Emergency Medicine,
2011).

A Healthy Lives , Healthy People : Our strategy for public health in England
(Department of Health, 2011b).

There has also been a rapid growth of websites providing awareness, advice,
and guidance for the prevention of sexual abuse against children.

Implementation is not yet meeting the ambitions of policy

However, while policies have continued to develop to a point where rape and
sexual assault are treated much more seriously than in the recent past, the
implementation of those policies has lagged behind (Stern, 2011). Many
high-profile reports published by the previous and current Government, and
ot her agencies such as the Womenos
gaps in services and inconsistencies around the country; for example:

A It has been shown that where SARCs provide integrated, specialist
clinical interventions and follow-up to victims, promoting recovery and
health following a rape or sexual assault, can raise the reporting rates for
these crimes. However, these services are far from consistent around the
UK (Department of Health, 2009);

A Although the scale of reporting of rape has greatly increased, conviction
rates have only recently begun to improve slightly i largely due to attrition
before a case comes to court, because of a lack of evidence or survivors
losing confidence in the legal process (Stern, 2011);

A Forensic medical physicians falling outside of a clinical governance and
quality control framework that SARCs can provide can be of varying
quality, delays are often experienced and the difficulty in obtaining the

8
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services of female physicians (who are preferred by both male and female
victims) is often cited (Stern, 2011);

A Specialist counselling for rape victims is in short supply and waiting lists
can be lengthy (Stern, 2011). NICE clinical guidance also points to the
importance of specialist services to meet the needs of women and men
who have suffered rape or sexual assault and who suffer from post-
traumatic stress disorder as a result (NICE, 2011);

A High quality specialist training for ISVA staff, clearly defined care
pathways and occupational security are important issues to be addressed
if ISVA services are to meet expectations (The Survivors Trust, 2008);
and

A Evidence shows that school-based programmes educating children about
the risk of sexual abuse are effective in increasing knowledge, and there
is promising evidence regarding school-based programmes for the
prevention of sexual assault and dating violence (Matrix, 2009). However,
comprehensive prevention programmes remain rare.

The NHS has a central role to play in developing servi@s to support victims;
in doing so it should draw upon the expertise of partners

It is now recognised that the NHS should play a leading role in developing
services to respond holistically to the needs of survivors of rape and sexual
assault, as they are best placed to put a comprehensive care pathway in
place for adults and children (Crilly et al., 2011; Department of Health,
2010b). This role is highlighted in the guidance from the Department of
Health on commissioning services to respond to sexual violence (Department
of Health, 2011c):

Commissioners of services 1 particularly primary care, mental health,
sexual health and maternity services i can have a real impact on the lives
of women and children who are, or have been, victims of violence or abuse.

I All areas have a substantial number of women and children in their
population who are, or have been, victims of violence or abuse.

I All mainstream services deal with women and children who are victims
of violence or abuse without recognising that they are doing so.

I PCTs already have the partnerships in place to make a real difference.
GPs and other health commissioners will be in a strong position to build
upon these.

I Itis more cost-effective to prevent or stop violence than it is to deal with

the long-term consequences.

Public bodies are bound by national and international law to have due

regard to the need to eliminate unlawful discrimination and harassment,

and promote equality (the Gender Equality Duty, soon to be the

i ntegrated public sector Equal it

rights through the UN Convention on the Rights of the Child.

I Public bodies are bound by law to safeguard children and vulnerable
adults.

I Organisations commissioning NHS services, and their local authority

partners, have a statutory duty to undertake Joint Strategic Needs
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Assessments of the health and wellbeing needs of their communities.
(Department of Health, 2011c, p15)

The Department of Health recognises that SARC services can contribute to
achieving a range of local and national priorities and policies to improve
health and wellbeing, tackle violence and abuse, reduce inequalities and
tackle discrimination (Department of Health, 2009, 2010b). The role of the
NHS is also emphasised as part of the NHS Operating Plan and the Cross
Government Action Plan to tackle violence against women and girls (HM
Government, 2011hb).

More specifically, Government policy recognises that the NHS is the best-
placed commissioner for forensic medical examination services and that the
NHS, Police and partners should move in this direction. A feasibility study for
this has already been completed and the Government is now considering its
response, in the context of wider changes in the public health system. As the
Stern Review pointed out:

A We Suppor ttedlwlthe Ireedmmendation that the funding and
commissioning of forensic medical services should be transferred from the
Police to the NHS. We also endorse the view of the taskforce led by Sir
George Alberti that forensic physicians should be employed by the NHS,
have better access to high-quality training, be an integrated part of the new
NHS clinical governance framework and commissioned in sufficient numbers
to meet the needs of victims of rape. We would further recommend that there
should be more appropriate accreditation for forensic physicians to ensure
every victim of rape should have the choice of a male or female forensic
physician to undertake the examinat

(Stern, 2011, p19)

Furthermore, the NHS will have a central role in the work that is taking place
to develop standards for ISVAs and improve forensic medical training for
doctors via the Diploma in the Forensic and Clinical Aspects of Sexual
Assault (DFCASA) qualification (HM Government, 2011b). The Department
of Health and Home Office have committed to providing future funding for
improving the health response and supporting ISVA services (Department of
Health, 2011b; Home Office, 2011).

Yet it is also recognised that the NHS must work in partnership. Other
organisations i notably the Police and local authorities - hold expertise in
commissioning services to meet the needs of victims of rape and sexual
violence, and specific Third Sector organisations hold expertise in service
delivery and advocacy for victims. The development of SARCs ought then to
take place as a partnership between the NHS and other local agencies
(Department of Health, 2009).

Current policy on the NHS suggests that the commissioning of healthcare will
be the responsibility of Clinical Commissioning Groups, while Local
Authorities will be given responsibility for public health. Within this context,
one of the key local structures will be the Health and Wellbeing Boards,
where agencies with these various responsibilities will come together to
make decisions around prioritising need and commissioning services.

10

on.
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There is a clear set of minimum standards for SARC services; additional
guidance is also available

The national minimum standards for SARC services (Department of Health,
Home Office and the Association of Chief Police Officers, 2009) provide clear
guidance so that local commissioners, working in partnership, can ensure
that all survivors of rape and sexual assault have access to holistic forensic
medical examination, GUM services, and follow-up care that meets their
needs and expectations (Department of Health, 2009). These minimum
standards apply to services for adults, children, and young people.

There are a number of ways in which these standards can be implemented
(Section 10 of this report presents a number of broad options for further
exploration / development). However, it should also be emphasised that
these are minimum standards and, over the long term, victims and
stakeholders both expect that the WMPFA 1 as the second largest Police
force area in the country i can aspire towards becoming a national centre of
excellence.

The minimum standards are:

A Twenty-four hour access to crisis support, first aid, safeguarding,
specialist clinical and forensic care in a secure unit. As part of this, it is
expected that forensic physicians should be available within one hour,
and victims should be assessed no later than four hours after the
request.

A Appropriately trained crisis workers to provide immediate support to the
victim and significant others where relevant.

Choice of gender of physician, wherever possible.

\ >\

A Access to forensic physicians and other practitioners who are
appropriately qualified, trained and supported and who are experienced
in sexual offences examinations for adults and children.

A Dedicated forensically approved premises and a facility with
decontamination protocols following each examination to ensure high
quality forensic integrity and a robust chain of evidence.

A The medical consultation includes risk assessment of harm/self-harm,
together with an assessment of vulnerability and sexual health; there is
immediate access to emergency contraception, post-exposure
prophylaxis (PEP) or other acute, mental health or sexual health
services and follow-up as needed.

A Access to support, advocacy and follow-up through an independent
sexual violence adviser (ISVA) service, including support throughout the
criminal justice process, should the victim choose that route.

A Well co-ordinated interagency arrangements are in place, involving local
third sector service organisations supporting victims and survivors,
Local Safeguarding Children Boards (LSCBs) where children are seen,
and are reviewed regularly to support the SARC in delivering to agreed
care pathways and standards.

A The SARC has a core team to provide 24/7 cover for a service which

11
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meets NHS standards of clinical governance and the European Working
Time Directive.

A Minimum dataset and appropriate data collection procedures in each

SARC.

(Department of Health, 2009)

Further to these standards, there are a number of other policy documents
that set out a framework that SARCs and the wider health response to rape
and sexual assault must have regard to:

A

The Faculty of Forensic and Legal Medicine (FFLM) has set clinical
guidelines for paediatric forensic examinations including guidance on who
should conduct forensic examinations, the skills required and standards
for the forensic examination itself;

The Royal Coll ege of Paediatrics

paediatric services has set a guideline for specialist paediatric
i nvol vement I rSpedahist paddiatecaaade ferensiciopinion
should be available to all units within four hours for all acute sexual
assaults and all unexpected child deaths. Paediatricians should act as the

Asingle point of contacto for chi

departments to articulate the concerns of the medical professionals
involved with the family. They should attend initial and review conferences
whenever there is likely to be a discussion of the interpretation of medical
views or findings.0(Royal College of Paediatrics and Child Health, 2011);

The College of Emergency Medicine has set clinical standards for
emergency medical practitioners so they can work closely with SARCs in
cases of rape and sexual assault with acute injuries 1 although
responsibility for forensic examination is with the SARC, there is a
requirement for emergency medi cin
(The College of Emergency Medicine, 2011);

The Faculty of Forensic and Legal Medicine (FFLM) has set standards for
doctors and other healthcare professionals (e.g. nurses) involved in
forensic examinations covering minimum standards for training,
continuous professional development, clinical supervision and peer
review (Faculty of Forensic and Legal Medicine, 2009, 2010); and

The British Association for Sexual Health and HIV (BASSH) has set
clinical guidelines for the clinical and forensic management of adult
victims of sexual assault, which can form the basis for local clinical
protocols on the care and aftercare of survivors of rape and sexual
assault (Cybulska et al., 2011).

12
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Sexual violence is a complex problem. Nevertheless, it is
possible to estimate prevalence across different areas,
groups and times

This section quantifies the scale of sexual violence in the WMPFA. Its
purpose is to provide a detailed examina
provided here sets the scene for Section 5, which then considers how far this

need is being addressed by current services. This distinction has been made

So as to differentiate between:

A the scale of the problem; and
A the extent to which current services are responding to it.

This distinction then provides the basis for an assessment of the gap
between potential need for services and access to them.

As will be shown, much sexual violence goes unreported; fully accurate
recorded measures are unavailable. It is necessary to bring together a variety
of sources in order to construct Obest e
heavily from national surveys and literature 7 especially in the search for
prevalence rates. Data derived from these sources are then applied to the
WMPFA - making adjustments for demographic variation at local authority
level. The results of this approach are used to quantify reported and
unreported sexual violence, focusing on the most serious offences. This is
then used alongside data provided by the Home Office and West Midlands
Police, (WMP) to highlight gaps between reported and unreported crime over
time. Following this there is a discussion of trends in the location and timing
of offences.

The initial focus of the analysis is on prevalence in the general adult
population. This is followed by a consideration of prevalence amongst
children and young people. There is some overlap here with the
consideration of adults since young people aged between 13 and 18 are
categorised differently in different data sources.

Finally, the prevalence of sexual violence amongst vulnerable groups where
the incident rate is believed to be exceptionally high will be discussed. The
quality of data available on these groups is very mixed and they are typically
excluded from the main data sources. At times these victims are grouped
with the general population and at other times they lie outside the scope of
standard data sets. For these reasons, the expected incident rate is
discussed relative to the general population and, where relevant, compared
to data provided by adult safeguarding boards to provide an indication of the
proportion of these victims known to local authorities.

Various sources are availableto scale the problem of sexual violence for
adults. The British Crime Survey is the best source for estimating prevalence

The British Crime Survey (BCS) is an independently conducted survey
commissioned annually by the Home Office. Since 2001 the survey has

included a section specifically dedicated to measuring the prevalence of

Oi nApteerrs on al vi ol enc e 6,-sexwah domahstic ivinlentey d e s n
sexual assault and stalking. It defines sexual assault as including:
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A dess seri oudefinadsasiaciddnts sf lashing, sexual threats or
touching that causes fear alarm or distress; and

A 6Serious sexual assaulté, which i
consent.

Rape is included within their definition of serious sexual assault; it is also
analysed separately. As serious sexual assault and rape are most relevant to
this study they are also considered separately. Whilst domestic violence is
not directly relevant to this report, there is a significant degree of overlap with
sexual assault; it is therefore included at various points.

Historically, sexual violence has been associated with underreporting, both in
terms of reporting crimes to Police as well as disclosing this information to
interviewers using standard survey methods. The primary advantage of using
the BCS is that the methods used are designed to minimise this risk.
Respondents are asked to fill out this section on a laptop, encouraging them
to share information they may otherwise have been uncomfortable disclosing
to an interviewer. Other advantages to using the BCS include:

A It is large and nationally representative. As it surveys over 2,500
respondents representing domestic households in England and Wales,
the results can be interpreted with a high degree of confidence;

A As this survey is conducted annually trends can be identified over time;

A Sub-groups can be analysed to identify high-risk groups. This can be
used to modify the findings to reflect local demographics;

A It allows the scaling of underreporting by asking victims who, if anyone,
they told; and

A It differentiates between offences committed by strangers and those
known by the victims.

However, while the BCS provides a comprehensive overview of the
prevalence of sexual violence in the general adult population in England and
Wales, a number of victims fall outside of the scope of this survey. It is
therefore likely to underestimate the prevalence of sexual violence as a
whole. Notable exceptions here include:

A Children, young people and those aged over 60. The results from the
2010 survey are only applicable to adults aged between 16-60; and

A Vulnerable groups including: the learning and physically disabled, care
leavers, refugees and asylum seekers, the homeless and prisoners. The
BCS only surveys people living in domestic households; people living in
institutions or without a permanent address are excluded from the
analysis. Thus, whilst the BCS may suggest that ethnicity is not an
important risk factor, as ethnic minorities are over represented in some
excluded group - most notably refugees and asylum seekers not living in
domestic households - it is possible that ethnicity may still be a risk factor
which needs further consideration in future work.

For this reason, and as noted above, these groups will be considered
separately later in the section. The main findings from the national BCS are
now examined, before their application to the regional adult population.

14
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The problem of sexual violence is unequally distributed within the
population: some groups are more likely to be victims than others

Not all groups within the national population are at equal risk of being victims
of sexual violence; here there is an examination of different demographic
groups and their relative risks of victimisation.

By far the majority of victims are women

Figure 3.1 below illustrates the prevalence rate of sexual assault in England
and Wales. Close to 20% of women surveyed claimed to have been victims
of sexual assault during their adult lives, compared to only 2% of men. As
this rate refers to all sexual violence - including less serious offences and
attempts - this figure drops significantly when considering sexual assaults
committed in the last year; it drops further when considering only serious
sexual assaults and rapes committed in the last year.

Whilst the prevalence rate varies according to the definitions used, the
gender gap remains. The difference by sex is even higher in respect to
serious sexual assault and rape, where 94% and 95% of all victims in 2010
were women, respectively.

Figure 3.1 Females account for the great majority of victims of sexual violence

100%
90%
80%
70%
60%
50%
40%
30%

20% E Male
10%
0% M Female
Any sexual Serious
2 Any sexual :
assaultsince | "7 Iti sexual Rapein
the age of as;:):o n assaultin 2010
16 2010
Male 2.30% 0.45% 0.02% 0.01%
Female 19.71% 2.25% 0.25% 0.20%

Source: BSC, 2010

Data from the WMP on recorded incidents provide similar findings to the
BCS: most victims of serious sexual offences were female and most offences
were committed by males.

Figure 3.2 below illustrates the incident rate of each category of serious
sexual assaults as reported to the WMP over three years. Sexual assault on
females over 13 was consistently the most common serious sexual offence
reported, accounting for between 39% and 42% of all sexual offences over
this three year period. Addi ng oOrape of females
figure to account for between 70% and 72% of all reported serious sexual
assaults over this three year period. In 2010, 24% of the recorded offences
the victims were under 13. These will be considered in greater detail later in
this section.
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Figure 3.2 Between 2008/09 and 2010/11, sexual assault on females aged over 13 was the
most common serious sexual offence reportedin the WMPFA
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Source: West Midlands Police

These data should not however be interpreted to show that sexual violence is
not a significant problem amongst males, but rather that the incident rate is
considerably higher amongst females. A WHO report (2002) acknowledges
that this is an area of research that has traditionally been ignored. They
comment that most experts believe the statistics vastly under-estimate the
incidence rate of male rape as reporting rates are even lower amongst males
than they are in females. Reasons for this include shame, guilt and fear of
not being believed or of being judged as well as myths and prejudices
surrounding male sexuality (WHO, 2002).

Other at risk groups include: the young, those attending bars / nightclubs,
those living in urban areas, low socioc-economic groups, people with
disabilities, and the single / separated

The BCS measures the prevalence of sexual assault among a number of
demographic groups. Results were analysed and tested for statistical
significance (the results are presented in fuller detail in Annex 14). The main
risk factors identified are described below.

As illustrated in Figure 3.3, there appears to be an inverse relationship
between age and being at risk of sexual violence. This is especially true for
females. Women between 16 and 19 were twice as likely to be victims of
sexual violence as women in the next highest age (20-24) category - and 11
times more than women in the oldest age category (55-59).
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Figure 3.3 The young are at greater risk of sexual violence; this is especially true for females
in the WMPFA
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There appears to be a direct relationship between those that attended bars
and nightclub regularly and those at a higher risk of sexual assault. This
trend was consistent across both sexes, but more prominent among women.
As Iillustrated in Figure 3.4 and Figure 3.5, women who attend bars or
nightclubs more than once a week are 2.3 and 4.5 times, respectively, more
likely to be victims of sexual assault than women who do not attend.

On this point, the literature suggests that a high proportion of reported crimes
involve high levels of alcohol consumption - either by the victim, perpetrator
or both. A literature review conducted by Fawcett (2007) cited conservative
estimates by Munroe and Finch, (2006) suggesting that alcohol was involved
in 30% of cases of reported rape and that drugs was involved in 12%.
Similarly, a study conducted by Her Maj estyds | nsp
(HMIC) in 2007 found that around half of reported rape cases involved
alcohol. This same study found that there was a lower conviction rate in
cases where the victim was intoxicated.

As these statistics refer to reported rape they should not be assumed to be
applicable to unreported rape. The issue of under-reporting is an important
theme within this report as most sexual violence goes unreported. Thus the
statistics applicable to unreported and reported crimes are very different.
There is a common misconception that women are most at risk of sexual
violence by strangers in a bar because of higher reporting rates associated
with this type of crime. In reality, most victims of sexual violence know their
perpetrators.
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Figure 3.4 The prevalence of sexual assault in 2010, by attendance of bars
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Figure 3.5 The prevalence of sexual assault in 2010, by nightclub attendance
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Poorer groups are also at greater risk, as shown in Figure 3.6. For example,
unemployed males and females were 2.8 and 2.6 times more likely to be

victims of sexual violence than employed males or females. Among women,
6soci al rentersodo were twice as |ikely
female home owners.

As illustrated in Figure 3.7, women with a household income of £10,000 or
less were almost three times more likely to be victims than women living in a
household income of between £40,000 and £50,000; this figure also
suggests that the effect of this social gradient is stronger for females than
males.
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Figure 3.6 Low socio-economic status is a risk factor for sexual assault
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Figure 3.7 The relationship between income and sexual assault is stronger for females
than for males
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Single and separated people appear to be at a higher risk sexual assault;
conversely, married people were at least risk (Figure 3.8). The higher
prevalence rate among single people may be partly explained by a higher
proportion of young people in this group.
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Figure 3.8 The single and separated are in higher risk groups for sexual assault
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Long standing disability also appears to be a risk factor across both sexes,
although this was only found to be statistically significant among males
(Figure 3.9). However, adults living in institutions were excluded from this
analysis. The issue of disability will be revisited later in this section, where
vulnerable groups will be considered.

Figure 3.9 People with a long-standing disability are at a higher risk of sexual assault
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Source: BCS 2010
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Ethnicity did not appear to be a risk factor (Figure 3.10); however it should be
noted that some high risk ethnic minorities such as refugees were also
excluded from this analysis.

Figure 3.10 6 NeWwh i t e6 groups are no more | ikely than ©6&Wr
assault
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It is likely that there are correlating factors between the variables identified
therefore these results should be interpreted cautiously. The risk factors
identified do not necessarily mean that all people in these categories are at
greater risk. Instead, increased risk may be due to relationships with other
factors. For example young people and those that attend bars and nightclubs
regularly may be at higher risk simply because they are in a place with more
people in them more regularly. Similarly, being a student or living in an urban
area may not be risk factors once other characteristics, are controlled for.
Further statistical analysis, beyond the scope of this study, would be required
to determine the ways in which these risk factors interact.

Most victims of serious sexual assault know the perpetrator - yet a higher
proportion of stranger crime is reported to the Police

The results of the BCS suggest that the majority of victims know the
perpetrator. Over half of all rapes of those who reported to be victims since
the age of 16 were committed by a partner (45%) or former partner (9%) of
the victim. Only 17% were committed by strangers and 4% were classified as
6dat e r ap e 6studySonductédaby AlYK (20@7) found that women
are most likely to be sexually attacked by men they know in some way, this
was most often by a partner (32%) or acquaintance (22%).

This contrasts with WMP data, as shown in the pie chart in Figure 3.11. This
illustrates the relationship between 577 suspected perpetrator and the
complainants investigated in 2010. I n t
stranger the victim had neva strangee the 6Str
victim may have met prior to the event but had very little knowledge of;
6Acquaintance 106 refers someone the v
wor ker or neighbour ; OAcquaintance 206 r
0 Ac quai nrefarsto an infindate, meaning a partner or former partner.
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As this data includes children it is not directly comparable to the BCS
statistics, however it is indicative of a trend supported by the literature.

Figure 3.11 Relationship between suspect and complainant
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33%

Source: West Midlands Police, 2010

While rape committed by an intimate accounted for over half of all rapes
according to the BCS, this only accounted for 6% of reported rapes. This
suggests that domestic sexual violence is vastly underreported. The BCS
(2004) found reasons for not reporting domestic violence which included:

A That the event was too trivial (41%);
A That is was a private family matter (38%);
A That the victim did not want the humiliation (7%); and

A That they feared further violence (13%).

Conversely, serious sexual assaults committed by strangers appear to be
over represented in reported crimes.

Prevalence varies by local authority area. Coventry and specific parts of
Birmingham smpeotlkédy wihdhtin t he WMPFA

Using statistics from the West Midlands Observatory (2007), the
demographics of the WMPFA population was analysed by local authority in
terms of age and indicators of deprivation. Key findings were that:

A A higher proportion of the population in Birmingham and Coventry are
aged between 15 and 24 relative to other areas in the WMPFA. In
Birmingham and Coventry this age group accounted for 16% and 17% of
the populations respectively. In all other local authorities, this group
accounted for between 12% and 13% of the population.

A Birmingham and Coventry - along with Sandwell - have the highest levels
of deprivation. Conversely, Solihull and Dudley were the most affluent and
also had the lowest proportion of young people aged between 2 and 24.
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On this basis, the prevalence rate of sexual violence can be expected to be

above average in Birmingham, Coventry and Sandwell and below average in

Solihull and Dudley. It is therefore inaccurate to apply average national rates

derived from the BCS to the WMPFA population. Asnéupl i ft factor
to reflect local demography.

The uplift factor used was calculated on the assumption that the rate of
reported sexual violence per 1,000 population was the same as the
prevalence rate of unreported sexual violence per 1,000 population.
According to Home Office statistics, in 2010/11 a total of 2,707 sexual
offences were recorded by the WMP: this is equivalent to 1.03 sexual
offences per 1,000 residents. This prevalence rate included both serious and
other sexual offences.

This rate was slightly higher than the national average of 1 across England
and higher than most other similar Police Force Areas. The only exception to
this was Greater Manchester where the prevalence rate was 1.1. Historically,
the incident rate of reported sexual offence in the WMPFA broadly follows
that of Greater Manchester, as illustrated in Figure 3.12.

Figure 3.12 Reported sexual offences in theWMPFA are broadly similar as for Greater

Manchester
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Data on the number of serious sexual offences was provided by WMP. This
indicated that in 2010 a total of 2,146 serious sexual offences were reported
across 10 Local Policing Units (LPUs). Cumulatively this accounted for 79%
of all reported sexual offences. The rate of all sexual offences was estimated
by multiplying the number of serious sexual offences in each region by the
proportion of serious sexual offences reported to the WMP. This was then
divided by the population in thousands to provide the uplift factor in each.
The uplift factors calculated are listed in Table 3.1 below.
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Table 3.1 Coventry and particular parts of Birmingham have the highest rates of reported
sexual offences in the WMPFA

Reported
sexual
Reported offences per
Serious All reported 1,000
sexual sexual Population population
offences  offences per 1,000 (uplift factor)
England 51,818 52,000 1
WMPFA 2,146 2,707 2,640 1.03
Bdam: 959 1,210 1,037 1.17
BE 298 376 334 1.13
BN 130 164 182 0.90
BS 241 304 293 1.04
BW 290 366 220 1.66
Coventry 295 372 316 1.18
Dudley 177 223 307 0.73
Sandwell 241 304 293 1.04
Solihull 112 141 206 0.69
Walsall 165 208 257 0.81
Wolvdon 197 248 239 1.04

Source: Home Office 2010, West Midland Police Force data sets, ONS statistics, GHK calculations

Note: The following Local Police Force Units in Birmingham are abbreviated: Birmingham East and Central (BE)

Birmingham North (BN) Birmingham South (BS) and Birmingham West and Central (BW)

According to the BCS, around 3.5 million adults aged 16-60 in England and
Wales have been the victims of some form of sexual abuse in their adult lives
- over 3 million of which were women.
regional demographics, the number of victims in the WMPFA and each local
authority are estimated in Table 3.2. It shows that approximately 193,000
adults living in the West Midlands have been victims of some form of sexual
violence at some stage of their adult lives - just under half of these are
believed to live in Birmingham and over roughly 20% in Coventry.

Applying the uplift factor to reflect

24



GlH|K

Table 3.2 An estimated 193,000 adults in the WMPFA have been a victim of sexual

violence
Total Male Female
Prevalence 0.11% 2.30% 19.71%
England & Wales 3,555,000 374,000 3,180,000
WMPFA 193,000 20,000 173,000
B ibam 98,000 9,000 78,000
Coventry 44,000 3,000 24,000
Dudley 34,000 1,600 14,000
Sandwell 40,000 2,200 19,000
Solihull 29,000 1,000 9,000
Walsall 33,000 1,500 13,000
Wolvdon 35,000 1800 15,500

Source: BSC 2009/10, ONS 2010 mid-point estimates

A weakness to this approach is that all Police-recorded sexual offences
include offences committed on children, and some risk factors associated
with a high prevalence of sexual violence are not straightforwardly applicable
to this group. This figure is also based on the proportional differences in
reported crime in 2010, which may vary at different time points. Whilst this
may not therefore be an exact rendering of the true prevalence rate, it is
likely to provide a closer approximation than assuming the prevalence rate is
consistent across the West Midlands.

Comparing the estimates above with recorded crime and other sources
reveals a similar picture. Figure 3.13 below illustrates the rate of recorded
crimes in each LPU over a three year period. While the number of incidents
reported each year in each area varies, the relative proportions remain
broadly consistent. In 2010, around 44% of all serious sexual offences
reported were committed in Birmingham.
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Figure 3.13 Birmingham West and East, and Coventry have the highest ratesof recorded
sexual offences in the WMPFA
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This rate is depicted visually in Figure 3.14. Birmingham has the highest
number of reported interpersonal crimes for 2009, which is partly a reflection
of the approximately 40% of the WMPFA population that lives in the city.

Figure 3.14 In 2009, the incident rate of sexual violence was highest in Birmingham,
followed by Coventry
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Figure 3.15Bi r mi nghamés reported sexual offences
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In the last year, an estimated 24,000 adults in the WMPFA were victims of
sexual violencei around 3,200 of which were serious sexual assaults and
2,700 were rapes

The number of sexual assaults, serious sexual assaults and rapes which
occurred in the last year are estimated using the methods described above.
These results are presented in Table 3.3 and Table 3.4 below. They suggest
that last year approximately 23,000 adults in the WMPFA were victims to
sexual violence broadly construed, including attempts. Approximately 3,200
or 14% of these offences were serious sexual assaults (excluding attempts)
and 2,700 or 12% were rapes. The vast majority of the victims were women.

Table 3.3 Around 24,000 people were victims of sexual violence in the WMPFA in the last

year
Total Male Female
Prevalence 1.34% 0.45% 2.25%
Estimated number
England & Wales 435,000 74,000 364,000
WMPFA 23,600 3,900 19,800
Bdam 10,700 1,760 8,900
Coventry 3,300 570 2,700
Dudley 1,900 320 1,600
Sandwell 2,600 430 2,200
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Solihull 1,200 200 1,000
Walsall 1,700 290 1,500
Wolvdon 2,100 360 1,800

Source: BCS 2009/10, ONS 2010 mid-point estimates, GHK calculations

Table 3.4 Around 3,200 people were victims of serious sexual assault in the WMPFAIn the

last year
Serious sexual assault Rape

Total Male Female Total Male Female
Prevalence rate 0.18% 0.02% 0.35% 0.15% 0.01% 0.30%
England & 59,368 3,877 55,777 49,919 2,297 47,874
Wales
West Midlands 3,200 200 3,000 2,700 120 2,600
Birmingham 1,500 90 1,400 1,200 60 1,200
Coventry 450 30 420 400 20 360
Dudley 260 20 240 200 10 200
Sandwell 360 20 330 300 15 300
Solihull 170 10 150 140 6 130
Walsall 240 15 220 200 9 190
Wolverhampton 290 20 270 250 11 230

Source: BCS 2009/10, ONS 2010 mid-point estimates, GHK calculations

WMP data do not suggest significant trends by month, day or time (other
than later reporting at weekends)

WMP data were analysed to identify any seasonal variation. The graph
below shows the incident rates per month for the four most commonly
reported serious sexual offences. Apart from a slight dip in December and a
rise between February and March there does not appear to be any significant
seasonal fluctuation.
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Figure 3.16 Police data suggests little seasonal variation in recorded sexual violence
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Figure 3.17 was extracted from a report compiled by the WMP that analysed

data taken from the Police force system
between April 2007 and March 2009. This found that on average two rapes

were reported per day. The authors noted that Monday was the day when

rapes were most commonly reported, and that there appeared to be a higher

rate of crimes reported at night over the weekend compared to weekdays.
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Figure 3.17 There is little pattern by day of the week for reported rapes in the West Midlands
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Figure 3.18, taken from the same report, shows the volumes of crimes by day
of the week and ti me. It considers the
the week over 104 weeks. The authors drew the following conclusions:

A During the week, most of the incidents were reported between 0800 and
midnight; and

A A higher proportion of crimes were reported between midnight and 0800
on Saturday and Sunday mornings than on weekdays.

! Draft report provided by Paul Sanderson, NHS West Midlands.
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Figure 3.18 A higher proportion of crimes were reported at night on Saturday and Sunday mornings than on weekdays
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Patterns found in the WMPFA data do not hold in all areas

This data was compared to a report investigating the incident rate of reported
sexual offences in the London borough of Hackney (Wainer & Summers,
2011). These statistics are not directly comparable as the Hackney report
considers all reported sexual offences, whereas the WMPFA data only
measure reported rape. Figure 3.19 illustrates the number of crimes reported
by day and time of the week and clearly illustrates a higher incident rate on
Sunday morning between 0000 and 0600. This graph suggests the incident
rate is higher at the weekends.

This contrast between this and the WMP data may be partly due to reporting
methods. The Safer Birmingham report notes a number of problems with the
recording pattern of Police data, particularly where the crime is historic and
the exact time or date is unknown, which when recoded often defaults to
12.00 or the first month of the year.

Figure3.19Sunday ni ght s a-s @ oa @pofed sexual eftbncéslindhe
London Borough of Hackney

MON]| TUE [WED| THU | FRI [ SAT [SUN
00:00-00:59 B Mo offences
01:00-01:59 12 .

02000259 | | _ 20 One offence
03:00-03:59 13

04:00-04:59 | j 12 Two offences
05:00-05:56 | | 10

06:00-06:59 6 Three offences
07:00-07:59 10

08:00-08:59 B I Four ofiences
09:00-09.59 8

10:00-10:59 8 P Five offences
11:00-11:58 | | _ I

12:00-12:59 | | [ 11 Bl Sixoffences
13:00-13:59 | _ | 8

14:00-14:59 9 - Seven offences
15:00-15:50 [ 12

16:00-16:59 14

17:00-17:58 13

18:00-1850 | | 8

15:00-19:58 | 5

20:00-20.59 12
mq 18

22:00-22.59 12

23:00-23:59 14

36 | 33 | 27 [ 38 | 44 [ 41 | 47 | 268

Source: Wainer & Summers, 2011

The prevalence rate of sexual violence is expected to decline

The prevalence rate of serious sexual assaults and rape over time was
calculated by applying the uplift factor to the incident rate of sexual assault
reported by the BCS between 2004 and 2010 and multiplying this by the
ONS population statistics for the WMPFA in the corresponding years. This
was done to identify any difference in trends among males and females. A
linear trend line was applied and projected forward to estimate future incident
rates. The results are presented in Figure 3.20. The trend line suggests that
the incident rate is in decline across both sexes but is declining at a higher
rate among females. This conclusion is based on the six years of data
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provided by the BCS and is consistent with the findings of other UK sexual

violence needs assessments (Howarth, 2010., Burton et al. 2010).

Figure 3.20 The estimated / projected prevalence rate of sexual assault, including attempts,

in the WMPFA is in decline
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Uncertainty and prediction: a short note on linear regression

Prediction is inherently uncertain - Predictions with data of the type
available in this area are especially so. It is important that all projections
presented here are treated with this uncertainty in mind and with clarity on
the limitations of the methods used.

Linear regression, applied by fitting a trend line and projecting this forward,
is a broad method of predicting future rates. However, it is useful to
illustrate an indicative trend. A limitation to this method is that it can predict
a trend below zero - as is the case in Figure 3.21 where the prevalence rate
of male adult rape appears to eventually cross zero, which cannot occur.
To avoid this, this trend line was held constant when the rate reached zero.
In reality it is not expected to reach this point and if did it is unlikely to stay.
In reality, if this predicted trend is correct, it is most likely that the
prevalence rate will continue to decline at a very marginal rate and then
continue to fluctuate at a very low rate of incidence.
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Figure 3.21 The estimated / projected prevalence rate of rape, excluding attempts, is
expected to decline slightly
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Reporting rates are increasingi especially for more serious offences. This is
likely to increase demand for services

A substantial proportion of sexual violence goes unreported. The BCS (2010)
asked those who reported being victim of serious sexual violence since the
age of 16 if they had told anyone about the incident, and, if yes, who. Figure
3.22 illustrates the responses to these questions. 28% of victims told no-one.
Of those that told someone, over half told either a friend or a counsellor. Only
8% of victims reported this offence to the Police; 2% reported to a SARC.

Figure 3.22 The majority of victims either tell no -one, or tell a friend / relative / neighbour

m Victim told no one

® Friends/relatives/neighbour

H Counsellor/therapist

m Police

M Health professional

m Someone else

m Someone at work

M Legal professional

= A Sexual Assault Referral
Centre

B Victim Support

m National domestic violence
helpline

m Other specialist support

service
Rape crisis line
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In order to examine changes in reporting trends, the total estimated
prevalence rate in the WMPFA was compared to the incident rate of reported
sexual offences over a similar time period, taken from Home Office statistics.
These statistics are not directly comparable, as Police recorded crimes
includes children and adults over 60, whilst the BCS results were only
applied to the populations aged between 16 and 60. Police-recorded crimes
also include some historic crimes. Nevertheless, as both sources use
relatively consistent methods over time, the trend lines and the relative
changes can provide useful indications. Both trends would be expected to
move in the same direction at a similar rate if reporting trends remained
constant. Instead, the incident rate of all crimes appears to be declining at a
much quicker rate than reported offences.

This exercise suggests that reporting rates are increasing, which has
implications for service access generally - and SARCs in particular. This
data suggests that currently reporting rates of all sexual offences, including
attempts, are between 10% and 12%. This is consistent with estimates cited
in the 2010 BCS, which found that 11% of sexual offences against adults are
reported to the Police.

Another factor contributing to the trend may be an increase in the number of
victims coming forward with cases in which crimes were committed
historically and initially left unreported. A review of Police-recorded crime in
London and Hackney found that 9% of victims reported over a one year
period. However, the report conducted by the Safer Birmingham suggested
this rate may be much lower - particularly among men. Examining 64
offences reported in Birmingham Police in 2010 by adult male victims, they
found that 41% of these crimes were historic. As reporting rates have
historically been very low, if more of these victims were to come forward the
number of recorded sexual violence may hold constant - or even increase.

Figure 3.23 Reporting of sexual offences is expected to increase
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Reporting rates for serious sexual assault and rape appear to be higher than for related
offences

The same methods described above were used to produce Figure 3.24 and
Figure 3.25 but in place of data supplied by the Home Office (which was only
available for all sexual offences), data provided by the WMP were applied.
These data covered a three year period from 2008/09 to 2010/11. These
statistics are not directly comparable, particularly in respect to sexual assault
where Police data includes all crime over 13, while the estimates based on
BCS results only include adults between 16 and 60. As rape is recorded by
the police for victims over 16, the graph in Figure 3.25 provides a more
accurate profile of reporting trends among serious sexual offences.

The reporting trends estimated reflect findings in the literature. The
proportion of serious sexual offences and rapes reported to the Police is
higher than reporting rates among all sexual offences (including less serious
offences and attempts). The graphs suggest that reporting rates of serious
sexual assault are between 15% and 20% and may continue to rise. This is
consistent with the estimates derived by HMCPS & HMIC, (2007) which
suggests that 75-95% of rapes are never reported to the police.

Figure 3.24 The reporting rate for serious sexual assaults is projected to increase
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Figure 3.25 The reporting rate for rape is projected to increase
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3.10 Quantifying the extent to which children and young people are victims of
sexual violence is more challenging than for adults

The evidence on the prevalence of child sexual abuse is less robust than that
for adults. The reasons for this include inconsistencies of definition and the
practical challenge of measuring prevalence in the young population.

Many inconsistencies arise in respect to the age at which young people are
capable of giving o6informed conésyenht 0. T
research suggests that around a third of males and a quarter of females aged

16119 had heterosexual intercourse before they were 16 (Wellings et al,

2001). While the majority of young people report that the sexual activity is
consensual, for some, it is the result of pressure and can be a source of

regret or distress. There are also differences of interpretation in the literature

as to what proportion of this activity should be classified as rape or sexual

abuse. Various studies have drawn the line at different ages and / or used

different approaches i such as using age gapsi t o define O6victi
60of f e nrAd a resuli the estimated prevalence of sexual abuse among

females ranges from 3% to 36% and among males from 3% and 29%

(Cawson et al. 2000).

The issue of measurement is further complicated by both ethical and
practical issues raised in trying to collect this data. Most surveys involving
children, particularly where the subject matter is complex or sensitive, are
completed either by parents/guardians or under their supervision. As a large
proportion of known perpetrators of sexual abuse are parents, guardian or
carers, these methods are not appropriate. Instead, most surveys in this area
use retrospective methods: asking young adults about their childhood
experiences. This method also has limitations. For example, adults often
have difficulty recalling events that occurred in childhood accurately i
particularly if these are traumatic experiences. Furthermore, as trends are
likely to change over time, these results are not directly applicable to current
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population; nor do they provide an annual incident rate which can be
compared to reported incidents.

The nature of the problem tends towards under-reporting: the majority of sexual assaults on
children and young people were committed by other children and young people and most
victims knew the offender

Cawson et al. (2000) found that 18% of young people surveyed had been
sexually abused as a child. The vast majority of these knew the perpetrator of
this abuse. As the proportion of those reporting abuse by perpetrator type
exceeds 18% this suggests some suffered abuse at the hands of more than
one perpetrator. The breakdown of those reporting abuse amongst those
surveyed, by perpetrator were as follows:

A 1% had been abused by a parent or guardian, almost all of this involved
contact;

A 3% had been abused by a relative, 2% of this involved contact;

A 11% had been abused by other known people, 8% of this involved
contact; and

A 4% had been abused by a stranger, 2% of this was contact.

These figures are consistent with other findings in the literature. For example,
Finkelhor et al (2005) found that the majority of sexual assaults were
committed by individuals known to the child, suggesting that stranger crime
accounted for approximately 3% of reported incidents. They found that
around 3% of sexual assaults were committed by family members, 12% were
committed by strangers and 85% were committed by acquaintances - the
vast majority of whom were under the age of 18 (NSPCC, 2010).

A more recent study by NSPCC (2011) found that other children were
responsible for 66% of child sexual assault. 1.7% had been forced into sex
by a peer. 1.5% by a boyfriend/girlfriend or date and 0.1% by a sibling.

The prevalence rate of child sexual violence is estimated here by applying the results of the
most recent NSPCC survey to the child population of the West Midlands

A series of studies are currently being commissioned by the NSPCC to
estimate the prevalence of child sexual abuse in the UK; they are expected to
publish final results in 2012. These studies are part of a follow up study by
Cawson et al, 2000. As only early findings from this study have been
published, both sets of results are used here to estimate the number of child
victims of sexual abuse in the West Midlands.

The original study conducted by Cawson et al in 2000 surveyed over 2,800
people aged between 18 and 24 living in the UK. The latest study by the
NSPCC was of comparable size but interviewed young adults aged 18-24
years and children aged 11-17 years. As with the BCS, respondents were
asked to answer questions on a computer in order to provide for greater
anonymity. Cawson et al .é6s (2000)
abuse:

A All non-consensual sexual activity was considered abuse;
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A Consensual activity where the respondent was at the time under the age
of 12 and the other party(s) were more than five years older was
considered abuse; and

A They also differentétantactoé oalb ase 6 and

The methods used in the new NSPCC study have not been published but
use similar definitions. Early findings published suggest that prevalence of
child sexual abuse declined during this 30 year period from 1979 to 20009.
Cawson et al. found that 6.8% of those surveyed had been raped at some
point during their child or adolescent lives, but this had declined to under 5%
in the latest study. Data was not provided on the breakdown of this
prevalence by sex, therefore the earlier results from Cawson et al (2000) will
be applied here to estimate the number of child victims in the West Midlands.

This study found that 21% of females and 11% of males had been victims of
non-contact sexual abuse and 16% of females and 7% of males had been
victims of contact sexual abuse (Cawson et al. 2000)2. This is broadly
consistent with the more recently published findings which suggest that 11%
of children will at some stage be victims of sexual assault (NSPCC, 2011). It
is also consistent with research published by the National Institute of Mental
Health in England which estimated the prevalence of child sexual abuse to
be 20-30% among girls and young women and 5-10% among boys and
young men (Department of Health, 2006).

3.11 An estimated 63,000 children and young people have been victims of sexual
abuse in the West Midlands; nearly half were victims of rape

The figures taken from Cawson et al. (2000) were directly applied to the
populations under 16 in each local authority. Similar to prevalence rates in
adult populations, children from lower socio-economic backgrounds were at
greater risk of all forms of abuse, including sexual abuse. Key risk factors as
identified by the NSPCC (2011) included:

A Coming from violent families;

A Having separated parents;
A Having parents with substances abuse issues;
A Having parents with a mental illness ; and

A Having special educational needs, with long standing illness or disability

It is not possible to control for these factors in the way that data from the BCS
allowed for derivingan oO6upl i ft factord when | ookin
rates taken from Cawson et al (2000) have been applied directly to the
populations of each area; the results of this are shown in Table 3.5. By
assuming the prevalence rate is constant throughout the region, this is likely
to underestimate the scale of the problem in areas such as Coventry,
Birmingham and Sandwell and will possibly overestimate it in Solihull and
Dudley. As the figure of 63,000 is a cumulative figure (over childhood, which
in this case is assumed to be from 0-16), dividing this figure by 16 suggests

2 http://www.nspcc.org.uk/Inform/research/briefings/prevalencetablel_wdf49715.pdf
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that approximately 4,000 children and young people are abused and 1,750
raped every year in the West Midlands.

Table 3.5 An estimated 63,000 of those aged 0-16 in the WMPFA have been sexually
abused. 28,000 of these were raped

Total
Female Male Male victims Total
Female victims  pop.  victims of victims
pop.0 -16 Abuse 0-16 Abuse abuse of rape
6000 6000 6000 6000 6000 6000

WMPFA 269 43 281 20 63 28
Bdam 113 18 117 8 26 11
Coventry 30 5 31 2 7 3
Dudley 28 4 30 2 7 3
Sandwell 31 5 32 2 7 3
Solihull 19 3 20 1 4 2
Walsall 26 4 27 2 6 3
Wol oandt 23 4 24 2 5 2

Source: Cawson et al. 2000, NSPCC 2011, GHK calculations

3.12  Most victims of child sexual abuse are females; those aged between 16015 are
most at risk

Figure 3.26 presents WMP data showing the breakdown of reported offences
on children and young people in 2010 by offence type. The most common
offence was sexual assault against a female under 13 (196 cases, 31% of
the total), followed by rape of a female between 13-15 (26%) and rape of a
female under 13 (23%). Cumulatively, these categories account for 79% of
sexual offences.
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Figure 3.26 The majority of victims of recorded offences against those aged under 16 were
female
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Source: West Midland®olice 2010

WMP also provided data on the age demographics of complainants; these
are illustrated in Figure 3.27 and Figure 3.28 These statistics suggest that
the vast majority of child victims are aged 13-15.

Figure 3.27 Age range of all complainants - those aged 1315 accounted for the majority of
reported sexual abuse
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Figure 3.28 Age range of child complainants - amongst children those aged between 13 and
15 are most at risk
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The data shown above is consistent with the demographics of children with
Child Protection Plans (CPPs) for sexual abuse; however in the CPP data a
slightly higher proportion of children identified were males - particularly in the
younger age categories. Nevertheless, both sets of data suggest that
females aged between 10 and 15 are a particularly vulnerable group.

Table 3.6 The demographics of children with CPPs in England due to sexual abuse also
suggests that females aged 1415 are a vulnerable group

Total % Boys % Girls %
Allages 1,900 810 1,100
Under1 140 7% 60 7% 80 7%
1-4 410 22% 190 23% 230 21%
5-9 530 28% 240 30% 290 26%
10-15 780 41% 280 35% 490 45%
16 and
over 80 4% 40 5% 40 4%

Source: Department of Education, 2009

3.13 Theincident rate of reported serious sexual offences on children varies across
local authority area

Table 3.7 below lists the number of reported sexual offences against victims
under 13 and rapes under 16 over three years, using data provided by WMP.
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Data are divided by the population to indicate the rate of reported crime per
1000 children aged between 0-16. The average rate for the WMPFA (1.29
cases of reported abuse per 1,000 aged 0-16 in 2010/11) is similar to that of
Birmingham (1.23) i largely because Birmingham comprises 40% of the
WMPFA population. The Coventry rate is consistently higher than the West
Midlands, while the rates for Solihull, Walsall and Wolverhampton are
consistently lower.

Table 3.7 Rates of reported sexual offences on children vary bylocal authority area

Pop. Incident rate Rate per 1,000

6000 201011 2009/10  2008/09 ~ 2010/11 2009/10  2008/09
West Mids 2,655 710 738 656 1.29 1.35 1.20
B6ham 1,037 283 315 285 1.23 1.38 1.26
Coventry 316 102 116 103 1.66 1.90 1.69
Dudley 307 81 67 65 1.41 1.16 1.12
Sandwell 293 84 78 61 1.35 1.27 1.00
Solihull 206 49 39 43 1.25 0.99 1.09
Walsall 257 53 66 56 0.99 1.23 1.05
Wol vo6t239 58 57 43 1.24 1.23 0.93

The number of children with child protection plans is rising, yet the
proportion due to sexual abuse is declining

The scale of sexual abuse based on children with CPPs also appears to be
relatively flat. The number of children with CPPs in England and Wales over
a five year period is illustrated in Figure 3.29.

The number of child protection plans for sexual abuse has remained
relatively constant over the five year period - varying between 2,000 and
2,300. This contrasts with an increasing number due to neglect and physical
abuse. In 2010, over 39,000 children and young people had child protection
plans and of these 2,200 (5%) were primarily because of previous or
suspected sexual abuse.
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Figure 3.29 The number of CCPs due to sexual abuse has remained constant since 2006
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Table 3.8 shows the number of children with CPPs in April 2009 in the West
Mi dl ands©d | ocal authorities, usi ng
Education. This includes the proportion with CPPs due to sexual abuse. Data
were not available for Solihull, and some cases of sexual abuse may be
captured in cases where multiple types of abuse were suspected: the total
figure is therefore a conservative estimate. Data from this source were also
not available for Sandwell, but the table was populated using data provided
directly by S a n ihgv EHildred sBoar8. aAs etle ufigured for
Sandwell is very high relative to other areas and comes from a difference
source there may be inconsistencies of definition / reporting; the data should
therefore be interpreted with caution.

Table 3.8 below, shows that the proportion of CCPs due to sexual abuse is
around 5-6%, and that Birmingham had the highest number of such CPPs.
Moreover, whilst Coventry had the highest rate of reported child sexual
offences (see above), this area has the lowest proportion of children with
CPPs - and CPPs specifically for sexual abuse.
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Table 3.8 The number of children with CPPs varies significantly by local authority area

All CPPs CPP due to s exual abuse
No, per 10,000 No. % per 10,000

England 34,100 29.08 2000 6 1.71
West

Midlands 2,500 19.62 120 6 0.94
Bdham 1,375 20.92 75 5 1.14
Coventry 300 10.98 20 6 0.73
Dudley 170 22.70 10 5 1.34
Sandwell 210 30.27 26* 12 3.75
Solihull 90 12.34

Walsall 195 40.95 5 4 1.05
Wolvaon 160 25.09 10 5 1.57

Source Departmeniof Education, 2009, ONS statistiSandwelSafeguarding Children Board

Contrasting the data provided by the Police and on child protection plans
suggests that i as for adult sexual i abuse i most child sexual abuse goes
unreported. Whilst the statistics reported above are not directly comparable,
since one measures the annual incident rate and the other cumulative
incident rate over time, they can be contrasted to provide a broad estimate of
reporting rates.

Applying the highest prevalence of reported serious child sexual offence over
a 16 year period of 1.3 per thousand or 0.0013 suggests the cumulative
incidence of reported crime is approximately 2%. This is well below the
estimated cumulative prevalence of 11% found in the research discussed
above (NSPCC, 2011). This suggests that only 18% (2% of this 11%) of
child sexual abuse is reported. This it is comparable with the findings of
Cawson et al. (2000), which found that 72% of child victims of sexual abuse
did not tell anyone about the abuse at the time, 27% told someone at a later
date and 31% had not told anyone.

The data for specific vulnerable groups are very patchy; in some cases it is
possible to construct broad estimates

There are a number of known high risk adult groups that may either be
underrepresented in the BCS or lie outside of its scope. This is because the
BCS only surveys adults up to the age of 59, and those living in domestic
households.

Excluded and underrepresented groups include:
A Older people;
A People with disabilities, who may live in institutions;

A Refugees and asylum seekers, who may live in institutions or not be
on the electoral register;

A Sex workers;
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A Prisoners; and
A Lesbian, Gay, Bi-sexual and Transgender (LGBT) communities.

Thus, whilst the BCS did not find ethnicity to be an important risk factor, as
ethnic minorities may be over represented in excluded groups -most notably
refugees and asylum seekers - this is likely to under-estimate the prevalence
of sexual violence in these groups. Where ethnic minorities are included in
the BSC there may be a tendency amongst some ethnic groups not to
disclose information either due to language barriers or the extent to which
violence within a marriage is considered a crime.

Furthermore, whilst the BCS captures a number of key demographic
vari abl es, It doesnot me as ur e gdcerfaih
sub-groups, such as the Lesbian Gay Bisexual Transgender (LGBT)
community.

As there is no equivalent of the BCS or the NSPCC studies to quantify sexual
violence among these groups, the scale of this issue in the WMPFA cannot
be quantified as above. Instead, this section briefly reviews the literature on
prevalence rates of sexual violence within these groups and contrasts it with:

A The prevalence rate assumed across the general adult population;

A Crimes specific to these groups reported to the police (where available);
and

A Vulnerable adults in these categories supported by the safeguarding
boards.

er ence

MIND (2007) found that 27% of vulnerable people have been sexually harassed and 10%

have been sexually abused, other sources suggest this rate may be mudfigher

People with mental health problems experience shockingly high rates of
crime and victimisation. A UK-based survey conducted by MIND, a national
charity which provides support for people mental illness, found that 27% of
the 304 respondents reported to have been sexually harassed and 10% had
been sexually assaulted (MIND, 2007). Findings from other studies suggest
this finding is conservative and that prevalence rates may be even higher:

A Valenti-Hein & Schwartz (1995) found that more than 90% of people with
a learning disability will experience sexual abuse at some point in their
lives. 49% will experience 10 or more abusive incidents.

A Stimpson and Best (1991) concluded that more than 70% of women with
a wide variety of disabilities have been victims of violent sexual
encounters at some time in their lives.

A Baladerian (1991) found that the rates of sexual victimization ranged from
four to 10 times higher among those with a cognitive disability than those
without.

Reporting rates are believed to be even lower among these groups than in
the general adult populations. Key barriers preventing these victims coming
forward identified in the survey conducted by MIND included:

A Tensions between the police and people with mental distress, which deter
victims from coming forward,;
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A Poor mental health awareness among practitioners which prevents
vulnerable victims from being identified and supported;

A People with mental distress being seen as unreliable witnesses, causing
cases to be dropped at the investigation stage or before they reach court;

A Crimes happening in hospitals being downplayed by members of staff;
and

A Rates of satisfaction with the criminal justice system. Mind (2007) reports
that people experiencing mental health problems are major users of the
criminal justice system however research has shown that their interaction
is fraught with misunderstandings, miscommunications, fear and distrust.
(McCabe and Ford, 2001).

A South East Thames Regional Health Authority (Cook and Season 1998)
investigated the relationship between abused vulnerable adults and the
perpetrator of these crimes. Similarly to other cases of adult and child sexual
abuse, the victims knew their perpetrator in 87% of cases. The relationships
with the perpetrators if the abuse was broken down as follows:

42% of abuse was carried out by other individuals with learning disability;
18% of abuse was by family members;

14% of abuse was by staff/volunteers,;

17% were other known adults; and

NS S N S

A 13% were strangers.

A 5-year regional study conducted in the UK found that 6% of victims were over 50 years old

Hester and Pearson (1999) suggested that sexual abuse of the elderly held a
number of similarities with child sexual abuse in that the perpetrator often
performed @r oomi ngé activities towards
them into sexual contact against their will. A five-year regional study
conducted in the UK found that, of a total of 379 rape cases, 6% of cases
involved a victim over 50 years old (Lea et al. 2003, cited in Jones & Powell,
2006).

250 vulnerable people in Birmingham were identified by the adult safeguarding board to
have suffered sexual abuse

Information provided by the Birmingham Adult Safeguarding Board (BASB)
offers insight into the level of reported sexual abuse of vulnerable people in

v ul

ne.l

the West Midlands. The BASB define a vulnerable adultto be 6any per son

aged 18 years or over who is, or may be, unable to take care of him or
herself or who is unable to protect him or herself against significant harm or
e x p | o i. fTlastmaybe lBecause he or she has a mental health problem, a
disability, a sensory impairment, is old and frail, or has some form of illness.
(Department of Health, Social Services and Public Safety, 2011, p.3)

Figure 3.30 to Figure 3.32 below illustrate the referral rates of vulnerable
adults identified to the BASB as victims of sexual abuse. As with adults in the
6gener al popul ati ond, t heaeneg Owrppreeyaars
period 250 vulnerable people in Birmingham were identified to the BASB as
sexually abused. 75% of these vulnerable adults were female. This is a
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higher ratio of males to females than in the general adult population, which
suggests that the relative prevalence rate of sexual abuse amongst males
may be higher in vulnerable groups, at least in Birmingham.

The three most vulnerable groups identified included people with learning
disabilities, the elderly and those with a mental illness. Cumulatively they
accounted for over 75% of the vulnerable adults identified.

Figure 3.30 The number of adults referred to BASB for sexual abuse between April 2010 and
July 2011
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Figure 3.31 Vulnerable adults identified by Birmingham LA as sexually abused, by sex
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Figure 3.32 The proportion of 250 people referred belonging to each vulnerable group
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3.15.4 Most perpetrators of sexual offences on vulnerable adults are known to their victims and
majority of offences are carried out in the victims place of residence

Similarly to the findingsdi scussed above, 6ot her servi
the highest proportion of perpetrators. This was closely followed by
friends/neighbours and then family member. The abuse was conducted by

strangers in only 5% of cases. The breakdown of sexual offences committed

on vulnerable adults, is illustrated by perpetrator in Figure 3.33 and by

location in Figure 3.34. Over half of this abuse took place in the victimsoplace

of residence.

Figure 3.33 Perpetrators of sexual offences committed on vulnerable adults
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Figure 3.34 The location of offences committed on vulnerable adults

2%

® Own Home ® Care Home -Permanent

B Notknown at This Time M Other

® Supported Accommodation ® CareHome -Temporary

® Mental Health In patient Setting B Care Home With Nursing - Permanent

= Acute Hospital M PublicPlace

m Alleged Perpetrator's Home m Education/Training/Workplace Establishment
Other Health setting (including Hospice) Day Centre/Service

Care home With Nursing Temporary

3.15.5 Reported sexual abuse amongst these groups appear to be very low

60Sexual activity with a pategerised bylawtash a me
a separate sexual offence. WMP provide data on the number of reported

crimes under this category; these are presented in Figure 3.35. Between May

2004 and June 2011 only 33 offences were reported under this category.

This low figure is likely to be due to the very low reporting rates and that fact

that only assaults on victims with relatively severe mental disability would be

counted in this category.
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Figure 3.35 Number of reported o6sexual activity
WMP
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Sexual violence is very common amongst refugees and those trafficked to
the UK. As most of this violence remains unreported, the incidence rate
amongst ethnic minorities is likely to be much higher than general statistics
portray Fawcetts (2007) report that a high proportion of refugees now living in
the UK experience sexual violence either before evacuating their home
countries or while seeking refuge. With limited opportunities to seek
protection within their own countries and restrictions on international travel,
many of these vulnerable women are forced into sexual activity in their quest
for protection. The Refugee Council (2009) reported that 76% of women
refugees and asylum seekers at a single service in London had been raped.

Similar findings were reported following a quantitative study conducted by the
London School of Hygiene and Tropical Medicine in 2006 (Zimmerman,
2006). This considered the experience of women who had been trafficked to
the UK to investigate the impact of this experience on physical and
psychological health. They found that 95% of trafficked women had been
physically or sexually assaulted, 90% had been physically forced or
intimidated into sex or sexual acts, and 76% had experienced physical
assault from pimps/ brothel or club owners/ madams.

There is too little information on the number of female refugees who have
arrived in the WMPFA illegally and on the number of current sex workers to
guantify the scale of this problem in the WMPFA. Similarly, as most of these
women are too afraid to report or feel they will achieve no recourse by
reporting these crimes to the police, there is very little evidence of this data
available from police records.

Between January 2005 and December 2010, 22 offences for trafficking for
sexual exploitation were recorded by the WMP. These are presented in the
figure below for the period 2005-2010. Only 22 of these offences were
reported in the WMPFA, as illustrated below.
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Figure 3.36 Number of offences countediftan i @tnrdafrfeipokitreg
the WMP between 2005 and 2010
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3.16  Serious sexual violence is common amongst sex workers however few ever
make themselves known to the police

Similarly, there are high rates of abuse among sex workers. 27% of women
identified as sex wor kers in the Safer Birmingham
Prostitution Problem Profiled had been
offence in the last nine years. This included 22% of the women reporting at

least one rape, only some of which took place while they were working as

prostitutes. Nine of the sexual offences took place when the victim was under

l6and in some cases members of the victi
(Safer Birmingham Partnership, 2008).

Similarly, Church et al (2010) surveyed sex workers in Leeds, Glasgow and
Edinburgh and found that 30% had been physically abused by clients, 11%
claimed to have been raped and 22% experienced attempted rape. Of these
only 34% reported this violence to the police.

A report commi ssi WamdnAidyepodedhdt\®xih dverys
hundred sex workers nationally have been victims of sexual violence (Merida
associates & CEIMH, 2009).

3.16.1 Less is known about the prevalence rate of domestic and sexual abuse in the LGBT
community; research suggests thatprevalence rates are higher and reporting rateslower

While domestic abuse in heterosexual relationships has been of increasing
public concern in the UK since the 1970s, domestic abuse in LGBT
communities has only more recently become apparent. A survey conducted
by Sigma with the LGBT community found that one in four individuals in
same sex relationships experience domestic abuse (Henderson 2003).

A UK-wide study in 2006, surveying 746 respondents, found that 40.5% of
people in same sex relationships had experienced sexual abuse at some
point, and 21% had experienced sexual abuse in the last 12 months.

Research conducted by Keeble and Viney (2001) surveying over 600 LGBT
individuals living in and outside of Birmingham found that over 40% had been
victims of hate (homophobic) crimes, which would constitute a criminal
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offence. 20.1% of this was physical abuse however the survey did not
investigate if any and what proportion of this was sexual abuse. Only 52.5%
of this was reported to the police.

Whilst not directly related this survey also found that domestic abuse was

common in the LGBT community in the West Midlands. Over 25% indicated

that they had been victims of domestic abuse but this rate was significantly

higher amongst lesbians (32.95%), bisexuals (34.6%), the transgender group

(34. 9 %) and oO0otherdé group 52. 4%. Conver
victims of domestic violence. 57% of perpetrators of these crimes were male,

41.4% female and 2.3% trans-gendered.

According to the 2010 BCS, 29.4% of women and 15.8% of men reported to
have been victims of any form of domestic abuse since the age of sixteen.
Of those reporting domestic abuse in the Keeble and Viney (2001) survey
only one quarter of victims reported this to the police. This suggests that
the prevalence of domestic violence may be comparable to that of the
general population but slightly higher amongst lesbians and bisexuals
and significantly higher amongst transgendered individuals. However,
reporting rates are lower across all LGBT groups.

There may be specific barriers to reporting these crimes, particularly in
relation to false perceptions held about LGBT groups. When questioned if
they were happy with the response from the police, one victim of physical
assault said:

A was trkhatdetakekRepart in some Kki-nd of
35, leshian).

Furthermore, 85% of those surveyed thought there should be same-sex
domestic violence services.

As sexual offences recorded by the police did not capture data on sexual
orientation, and neither was it recorded in the BCS, the prevalence of sexual
abuse in this category could not be quantified for the WMPFA.

3.16.2 The prevalence rate of sexual abuse in prison is significantly higher than in the general
population and reporting and investigation rates are lower

The WHO (2002) reports that sexual violence in prisons is high. Such
violence may take place amongst inmates to establish hierarchies or respect
or discipline. It has also been reported amongst prison officials, where
prisoners are forced to have sex with others as a form of entertainment, or to
provide sex for the officers or officials in command.

In a study of over 6,964 male and 564 female prisoners, Wolff et al (2006)
found that the rates of inmate-on-inmate sexual victimization was as high as
21% among females and 4% among males. The same research suggests
that most of this goes unreported.

Furthermore, the Howard League suggests that of the crimes that are
reported, most are not properly investigated. The Howard League reported
that out of 1,481 allegations of serious assaults in prisons in 2008, only 124
were investigated by the prison service. Of 119 allegations of sexual assault
in prison in the same year, only 33 investigations were conducted. (Howard
League, 2010).
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The current pathway has evolved over time. It has several
key components

This Section isadescri pti ve summary of victi

services. It is informed by a documentary analysis, the call for information,
and consultations with stakeholders and survivors. Section 5 will then present
an analysis of data showing access to services for which there is data
available.

A list of sexual violence services in the WMPFA is contained in Annex 13.
These services have also been mapped in a web-based resource, available
at the following link:

http://demo.ghkint.com/sexualviolence/

Given the time available to the needs assessment and the complexity of
services in this area, the services identified here should not be considered an
exhausti ve OAArspraadsheat dds dherdéfaresbeen provided which
can be kept updated to inform future work.

In summary, current pathways are characterised by many routes into
services with no <clear definition
through services. Where some components of pathways may be stronger
than others, and some areas of the WMPFA may have more established
local pathways, the overall finding is that there is an absence of a widely
accepted cohesive pathway consistent across the WMPFA for both
adults and children.

The main service points for adults include: the Police, SARC, GUM clinics,
and voluntary organisations for the ISVA service. For children, the services
are provided by the Police and local authority response, paediatric services in
acute trusts and voluntary organisations. Below key services are described in
the pathways identified. The police response pathways for adults and
children are described. Finally, pathways are summarised separately for
adults and children towards the end of the Section in Figure 4.4 and Figure
4.5,

The main pathway into the SARC is via a report being made to the police

The SARC is run by the WMP and situated in NHS premises. The SARC is

contained on t wo sites, both call
Birmingham and Walsall. The Rowan Centre in Birmingham is in the North-

East of the city, above a medical centre in Castle Vale, which is a residential

area. The Walsall Rowan Centre is on the grounds of Walsall Manor Hospital

in a terraced house. The figure and tables below gives an indication of

distance and journey times to the SARCs from various points across the

West Midlands.
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Figure 4.1 The Rowan Centres are both locaed along major transport links
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Note: Each Local Policing Unit (LPU) area is represented on the map below with a blue marker. The
SARCs are denoted by a red cross.

Distance and travel time were estimated by taking the Google Maps
suggestion of the quickest route by car for each case. For the four
Birmingham Local Policing Units (LPUs), a location near the centre of each is
used. For the others, the centre of the named location is taken as the point of
departure.

Table 4.1 The furthest LPU from the Walsall SARC is around 30 miles away

LPU area Distance (miles) Time (minutes)
Walsall 1.3 5
Sandwell 4 11
Wolverhampton 7.3 17

Birmingham West & Central 8.9 18
(Lozells)

Dudley 7.7 21
Birmingham East (Yardley) 14 25
Birmingham South (Bournville) 15.9 29
Solihull 23.7 29

Birmingham North (Sutton 15.8 30
Coldfield)

Coventry 31 40

Source: Google Maps, GHK calculations
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Table 4.2  The furthest LPU from the Birmingham SARC is around 20 miles away

LPU area Distance (miles) Time (minutes)
B ldam East (Yardley) 4.7 15
Bdam North (Sutton Coldfield) 5.3 16
Bdam West & Central (Lozells) 6.2 16
Solihull 12.9 19
Sandwell 14.3 24
Walsall 14.7 24
Bdam South (Bournville) 11.1 27
Coventry 20.3 30
Dudley 18.4 30
Wolvéon 19.1 33

Source: Google Maps, GHK calculations

The centres currently provide services for adults and young people from the
ageof 13years. Themaj or ity of victims seen
and the service here currently centres on the Forensic Medical Examination
(FME). There is one forensic suite in Birmingham and two in Walsall. The
FMEs are conducted by Primecare who have a block offender healthcare
contract with the Police; FMEs for the SARC are included within this contract,
and run an on-call rota. The response time is one and a half hours. The main
referrals to the SARC come from Specially Trained Officers (STOs) in the
Police, who accompany a victim following a report of sexual violence. The
figure below describes in detail the Police response to acute cases of sexual
violence in adults.
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Figure 4.2 Police Response for Acute Adult Sexual Violence
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Pathways between the SARC and @nitourinary Medicine (GUM) services are
developing but there are no referral systems from sexual health services to
the SARC

Depending on the type of sexual offences victims may present at GUM or
other sexual health services with a range of needs. Evidence suggests that
sexual offences increase the risk of STIs and unwanted pregnancy. Sexual
health services provide screening and treatment for Sexually Transmitted
Infections (STIs) / HIV, which includes Hepatitis B, Post-Exposure
Prophylaxis following Sexual Exposure (PEPSE) treatment, and the provision
of emergency contraception. There is also some limited provision of
psychosexual counselling.

There is limited provision of sexual health services at the Rowan Centres.
Pathways between the SARC and GUM clinics are still in their infancy,
although a fast-track route into one Birmingham GUM clinic has been
established. Referral pathways into the SARC from sexual health services
are not established, and this is a key gap for those cases where victims
disclose to sexual health service providers (e.g. GUM clinics and general
practice).

Joint working between the Police and local authorities supports child victims
through the initial response to child sexual abuse

Children under 13 years are referred to paediatric services in acute trusts.
Children seen by paediatricians will also receive health interventions
analogous to the GUM clinic provision. Figure 4.3 describes the police (and
Chil drends and Families serviceso)

The main route into paediatric services is via the police, as in the adult
pathway into the SARC. Reports to the police come from numerous
agenci es, including the Childrenoés
services. When a report is received the Police Child Protection Units (CPUSs)
and Childrenés and Families serviec
report through in well established processes, including a joint visit to the
chil dés place of residence, and st
courses of action, see Figure 4.3.

This joint working in the early part of the pathway is not followed through

respol

and F
es W o

rateg

however. Childrenos and Famil i esiont eams

pathways where appropriate, and the Police CPUs will independently
implement arrangements for the Achieving Best Evidence (ABE) interview
and medical examinations where appropriate. As a result there is little
involvement and knowledge of the SARC or paediatric services for sexual

abuse in Childrendtds and Families teams.

Some local pathways for children are in place but these are not consistent
across the West Midlands

There is a strong commitment to child sexual abuse services in some areas
of the WMPFA. This commitment has included the development of the Child
Sexual Abuse Care Pathway (2009) by NHS West Midlands and Partners in
Paediatrics (PiP) Child Protection group. The PiP pathway is presented at
Annex 11, and is consistent with the pathway describing the Police response
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to child sexual abuse, (see Figure 4.3). This pathway is not however
established as a consistent pathway across the WMPFA for a number of
reasons:

e There is a lack of knowledge of the availability of services for children and
young people;

e There is a stronger initial response to child sexual abuse relative to later
referrals for onward care i where there are limited formal arrangements in
place;

e Across the WMPFA the availability of engaged paediatricians varies i
where there is a lack of engagement this pathway is not implemented;

e In some areas services such as ISVA support and counselling are limited 1
these form part of the NHS West Midlands & PiP pathway;

e Paediatricians are not routinely involved in strategy discussions across the
WMPFA; and

e Out of hours services across the WMPFA vary, with some areas having no
provision i this is an important component of the PiP pathway.
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Figure 4.3 Police Response Pathway for Child Sexual Abuse

If acute
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The Independent Sexual Violence Advisor (ISVA) service is delivered by the
voluntary sector

The role of an Independent Sexual Violence Advisors (ISVA) is to provide
independent practical advice and emotional support to victims of sexual
violence.

The ISVA service is currently housed within various specialist voluntary
sector organisations, which also typically offer a number of other services,
including counselling, helpline, outreach, and group services.

The ISVA service operates as an independent service for victims and is
sourced by a complex funding stream; it is partly funded by Home Office
grants (up to £20,000 per organisation) and grants from charities and/or local
authority grants. The ISVA role is one of advocacy and support and although
victims may gain emotional support from this relationship, it is distinct from
counselling. ISVAs support victims through various services and the criminal
justice system, acting as O0single
pathway.

There are 12 ISVAs currently in the West Midlands, with very limited
coverage for young children, and some coverage for children from the age
of 11 years. The pathway from the SARC into the ISVA service is relatively

A

poi

nt

well established, with an dbopt out & arrangement

there.

Table 4.3 below maps ISVA provision in the West Midlands, showing that the
greatest coverage is in Coventry (four ISVAs in total), followed by Sandwell
(three ISVAS). Coverage in Birmingham is relatively low considering the size
of the city and the scale of incidence here. The same could also be applied to
Wolverhampton; although the service at Crisis Point sees victims from
Wolverhampton there is no ISVA service specifically based in the city, and
travelling out of city of residence can be a significant barrier to victims
accessing this service. Wi t h only two dedicated
and Walsall) in the whole of the West Midlands, this is also a gap in this
element of the pathway.

Table 4.3 The level of ISVA service varies by local area

Delivering Number of Coverage
Agency ISVAs

Birmingham RSVP 2

Victims from Birmingham and Solihull,
from age 13 upwards

SWISH Coventry 1 Victims from Coventry who are sex
workers or at risk of becoming involved

in the sex industry, adults only

Crisis Point 2 Victims from Walsall, 1 is an adult ISVA
and 1 a dedicated CYP ISVA
CRASAC 3 Victims from Coventry, from age 11

upwards
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Sandwel | 4 2 adult and 1 CYP ISVAs covering
Aid victims from Sandwell, and 1 adult
ISVA covering Dudley

Counselling and mental health services are accessed through the voluntary
sector and General Practitioners

The ISVA service being delivered from voluntary sector organisations allows
for close working with counselling delivered in the same organisations. There
is a clear distinction between the counselling and ISVA service, and referrals
between the two appear to be good. Victims are often referred for counselling
by the ISVA service when they request more intensive one-one work outside
the scope of the advocacy role which defines the ISVA service. Referrals
from the ISVA service to counselling may also be made when victims require
more support following a decision not to proceed through the CPS.

Links between statutory mental health services (including Children and
Adolescent Mental Health Services) and the other access points in the
pathway are less clear. The route into these services is usually mediated
through GP services, but as shown in Figure 4.4 and Figure 4.5, counselling
and mental health services do not feature as a component in the police
response pathways.

The figures below summarise the current pathways as identified by this
needs assessment. Weaker arrows in the diagrams indicate where links
between service points and referral agencies are not often used or are
unclear.
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Figure 4.4 Current Adult Pathway

S3ADINGES
JT0IA TVNX3AS ONISSTOIV 10N

GP

|

MENTAL

----- ’| SARC

T

|

HEALTH

[ —_

POLIC

CPS

L4

COURT

l

RN

CONVICTIOI}

SEE ANNEX 9 FOR CPS PATHWAY

GH|K

63



GH|K

Sandwell
Hspt

Newcross
Hspt

Russell Halj
Hspt

Walsall
Manor Hspt

Heartlands
Hspt

Heart of
Eng NHSF’

Bham

Hspt

Gulson
Hspt

| KAt RNB Y]

=»! COURT [2»! CONVICTION

CPS

PAEDIATRIC SERVICES

[®]
Q¢

POLICE>

SEE ANNEX 9 FOR CPS PATHWAY

Pat hway
CAMHS

HEALTH

A&E

VISITOR$

Childrenos

GP

—>
—>

SERVICES

VICTIMS

Figure 45 Curr ent

NOT ACCESSING SEXUAL VIO

64



G|H|K

To what extent are sexual violence services in theWMPFA
accessed by victims?

This section provides a summary of data relating to current services. It
draws on two main sources:

e Data provided by the current SARC and the WMP, and;

e Data provided by services used by victims of sexual violence. This was
supplied to GHK as part of a o6call

Section 3 demonstrated the scale of sexual violence in the West Midlands,
and Section 4 described the victim journey through services. This section
now considers how victims use the current services available. This involves
analysing service use at the SARC, considering how victims arrive there, and
what characteristics they are likely to have. These statistics will be compared
with the findings in Section 3, to estimate the proportion of need being
addressed by this service and where the gaps may lie.

There will then be an examination of the number of people that use the
various services provided either directly by, or in collaboration with, the
SARC. These include the services provided by the forensic medical
examination team (including those not conducted at the SARC), and other
medical services provided at GUM clinics.

The section will then move on to consider other services available to victims
of sexual violence in the West Midlands, which are predominately provided
by the voluntary sector. This includes an analysis of how the ISVA service is
used. The number of victims using other voluntary sector services and their
demographic profile, will be compared with the total number of victims
estimated (as shown in Section 3), and the number of victims accessing the
SARC.

Section 4 has already presented an overview of the services available and
how victims move through these. This section will build on this by indicating
approximately what proportion of victims in the WMPFA are using the
services available, which services are used most, and which particular
groups are more likely to use these. This will provide context for section
seven which will describe service user views on current services.

Note on Data Quality

Most of the data discussed in this chapter were supplied to GHK in
response to a call for information request. This data arrived from multiple
sources and the quality of the data reported is variable. Historically, data
collection in some of these organisations - including the SARC - was poor.
For this reason there are a number of information gaps and inconsistencies
which will be highlighted throughout the section.

The selection of services included in this section is therefore reliant on the
data received (and the quality of this) in the call for information. As such the
services described in this section should not be considered to be a
description of pathways. This section should not be read as an assessment
of value or effectiveness of the services presented; data is presented where
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it was available and meaningful to derive conclusions about how service
users are accessing services for which data has been received. Most of the
findings and conclusions drawn should therefore be taken as indicative of
service use rather than as o0factod.

In 2010/11 there were 569 victims who received an FME; 421 of these
attended the SARC, and the majority of victims were women

Data on FME services come from two different sources; SARC data was
provided for the number of victims seen for an FME in either the Castle Vale
or the Walsall Rowan Centres. Data supplied by Primecare provides a more
accurate picture of the number of FMEs conducted in the West Midlands, and
includes those conducted at sites other than the SARC, (e.g. in hospitals).

The number of FMEs conducted in the SARC is reported as 421 for the year
2010/11. The total number of FMEs conducted during this time is 569. The
discrepancy between these data sources are due to:

e Limited record keeping at the Rowan Centres, prior to September 2010
which is reflected in Figure 5.1; and

e FMEs were not conducted in the Rowan Centres if the victim was
prepubescent or admitted to hospital.

Whilst the data from the SARC is less accurate in showing the number of
victims receiving an FME, it does provide details of the demographic profile
of the victims. Therefore both of these sources will be used to show service
use.

Figure 5.1 below illustrates the proportion of victims referred to the SARC for
an FME over a one year period. In the SARC data this period is from May
2010 to April 2011, while the period for Primecare data is April 2010 to Mach
2011. The figure shows that at the start of this period the numbers being
seen in the Castle Vale Rowan Centre were particularly low. This is due to
this centre not being able to work at full capacity due to a lack of full-time
staffing prior to August 2010. Record keeping from September onwards was
reported to be more robust in both Rowan Centres; looking at the period from
September 2010 i April 2011, data show that the Walsall Rowan Centre saw
almost twice as many victims as did the Castle Vale Rowan centre. This is
consistent with the fact that the Walsall site has two examining suites,
whereas the Castle Vale site has only one.

66



5.2

G lH[K

Figure 5.1 The number of victims receiving an FME in the SARC and alternative sites,
2010/11
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Figure 5.2 below shows the breakdown of those receiving an FME, from both
sources, by sex. Consistent with the literature which found that the majority of
victims were female, over 90% of service users in both datasets were female. A
slightly higher proportion of service users were male in the Primecare data. This
is likely to be because this data also includes children. In this group, a slightly
higher proportion of victims of sexual abuse are male.

Figure 5.2 The number of victims receiving an FME in the SARC and alternative sites in
2010/11, by sex
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The majority of referrals to the WMPFA SARC were from the Police

Figure 5.3 below illustrates the number of self-referrals and the number of
victims referred by the Police to the SARC between September 2010 and
April 2011. Over this period 288 victims were referred from WMP to the
SARC, representing 99% of all SARC referrals. 68% of these were referred
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to the Walsall site and 32% to the Castle Vale site. During this period the
SARC only received 3 self-referrals, representing 1%. This data did not
specify which of the sites these self-referrals attended.®

Figure 5.3 Referrals to the SARC

3,1%

M Police referrals

M Self-referrals

Source: West Midlands SARC, 2010

5.3 Between 20%40% of serious sexual offences reported to the police were
referred to the SARC, representing approximately 10% of victims per year

Analysis of reported and unreported sexual assaults in the previous section
showed that approximately 11% of all sexual offences were reported to the
police, compared with between 15% and 25% of serious sexual assaults and
rapes. This trend was found to be similar for children, with approximately
20% of contact sexual abuse reported to the police. This was estimated to be
lower among vulnerable groups but there was insufficient data to estimate
the scale of this problem.

On the basis that 99% of SARC referrals come from the WMP, the total
number of sexual offences reported to the Police can be compared to the
number of SARC service users over the same period. These results are
presented in Table 5.1 below.

These results should be interpreted with caution as the data sets are not
directly comparable:

A Police data may double-count victims if multiple offences are committed;

A Police records and Primecare data include offences committed against
children, while SARC data does not;

A Historically, record keeping in the SARC was limited;

A Police data by LPU is based on where the offence was committed whilst
SARC data records the PCT in which the victim resides.

The proportion of victims from Coventry and Birmingham may be
underestimated due to the history of limited record keeping at the Castle Vale
site; this is where these residents are likely to have been seen, since they are
nearest to this site. It is also likely that a higher proportion of crimes

® These figures were slightly lower (by about 1%) than other data on attendance over the same period provided
by the SARC. The most likely reason for this is that the other data provided by the SARC excluded self-referrals.
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committed in city centres, will include victims who live outside the LPU where
the offence was committed.

The last row in Table 5.1 contrasts the total number referred for an FME as
reported by Primecare. This figure is higher than the figures reported by the
SARC as it includes children and victims seen in hospitals. Contrasting this
will the total number reported serious sexual offence to the WMP in 2010/11.
Comparing this figure to the figure for all reported serious sexual offences in
the WMPFA suggests that 27% of all cases are referred for FME.

Table 5.1 Serious sexual offences reported compared to SARC referrals in 2010/11

Reported All
Serious Reported
offence on Serious SARC
SARC adults Sexual referrals
referrals (over 13) % offence (%)
WMPFA 410 (421%) 1612 25 2146 19
B6ham 173 748 23 959 18
Coventry 50 225 22 295 17
Dudley 25 111 22 177 14
Sandwell 51 186 27 241 21
Solihull 24 73 32 112 21
Walsall 35 120 29 165 21
Wolvéon 53 149 35 197 27
Other 11 N/a N/a N/a N/a
Primecare
data
relative to
SARC
data 569 2146 27

Source: West Midlands Police, 2010/11; SARC 2010

*421 victims were seen in the WMPFA SARC in 2010/11, 11 of these victims lived outside of the
WMPFA

Within the data limitations highlighted above the following conclusions can be
made:

A Between 20% and 40% of victims that report to the police use the SARC.
This variance depends on how the data is compared and may be higher
given the limitations discussed.

A On the assumption that police referrals represent approximately 20%
(betweenl15-25%) of all serious sexual assaults on adults and children,
this suggests that between 5-10% of all new victims of serious sexual
assault in the WMPFA used the SARC in the last year.

A A higher proportion of victims in Wolverhampton, Walsall and Solihull use
the SARC compared to the proportion of victims in Dudley, Birmingham or
Coventry.
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This last point may be partly explained by the location of the SARC. The
location of both sites is illustrated in Figure 5.4 below, which is the same map
used in the previous section to illustrate the distribution of reported sexual
offences in 2009. Given that 68% of SARC users use the Walsall site, it is
unsurprising that a higher proportion of victims residing in the local authorities
areas surrounding the Walsall site use this centre. This suggests that location
is a factor influencing demand.

Figure 5.4 Map of the number of interpersonal crimes reported in 2010

Interpersonal Violence by Local Authority
0 Movamiar 2006 to 31 Cotobear 2009
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The ethnic origin of service users broadly reflects that of the general
population; Asian victims are slightly under -represented and some ethnic
groups are slightly over-represented

In the previous section, ethnicity was not found to be a significant risk factor
in the general population. However, it was noted that a number of high risk
groups are excluded from general population studies such as the BCS and
that ethnic minorities are likely to be over represented amongst these
vulnerable groups. This is also reflected to some extent in the service use
data; Figure 55 shows t hat 60Asi an or Asi an
ethnic groups appear to be slightly under-r e pr esent ed, wi t
Bl ack Britisho, and 0 Mi x-edrésented. Rassible
explanations for this may be:

A A lower proportion of SARC service users coming from Birmingham and
Coventry, where there is a relatively lower White population, and relatively
larger Asian and other ethnic minorities populations in comparison to the
general population;

A Poor record keeping in the Castle Vale site up to October 2010; and

A A lower proportion of Asian/Asian British and Chinese/Other ethnic
groups reporting sexual offences to the police and subsequently being
referred to the SARC.

A This outcome is most likely a combination of all three of these factors.
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Figure 5.5 The proportion of victims seen in the SARC in 2010/11 and the WMPFA
population, by ethnicity

100%
90% :
20% ® Chinese or Other Ethnic
Group
70%
m Mixed
60%
50% m Black or Black British
40%
30% m Asian or Asian British
20%
10% ® White
0% T
SARC victims WM population

Source: SARC, 2010/11 and West Midlands Observatory

Domestic violence and alcoholrelated sexual violence appear to be under
represented compared to suggestions from the literature

The SARC data is broken down by the number of assaults on young victims
(between 13-15 years), and where the assault was known to be related to
alcohol, domestic violence or trafficking. These results are illustrated in
Figure 5.6.

Figure 5.6 SARC referrals in 2010/11 by incident type
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Reflecting the findings discussed in the previous section, these results
suggest that victims of domestic sexual assault are less likely to report this
abuse to the police and are hence less likely to use the SARC. Findings from
the BCS and other sources in the literature suggest that approximately half of
all sexual assaults are committed by a partner or former partner, yet
domestic violence is only linked to sexual abuse in 20% of SARC users.

Data provided by the WMP discussed in the previous section also show that
those aged between 13 and 15 years were a particularly high risk group. Yet
people aged between 13 and 15 years only represent 7% of SARC service
users. This difference may be partly explained by a proportion of this age
category being seen outside of the SARC, in acute trust paediatric services.

71



5.6

Gk

The SARC will not examine victims below the age of 13 years in the Rowan
Centres.

Abuse linked to alcohol/drugs also appears to be under-represented in the
SARC data which only show the assault to be alcohol or drug related in 15%
of the cases. Some of this difference may be due to the victim not wanting to
disclose this information about alcohol use as well as to the different
definitions of o6ddor.ug or alcohol rel

Sex workers accounted for 1.6% of SARC services users; there is insufficient
data to know if this figure is proportionally high or low, but stakeholder
interviews suggest that this group is particularly wary of attending the SARC.

Contrary to data on reported sexual offences, a higher proportion of SARC
referrals are at the weekend

Data were provided by the SARC on the number of referrals over two three-
month periods between March and June, in 2009 and 2010. These trends are
illustrated by date and day of the week in Figure 5.7 and Figure 5.8
respectively. The trends by day of the week appear to be comparable over
both years, suggesting that a higher proportion of sexual assaults are
reported to the SARC at the weekend. This trend is different to the trend that
is reported by the WMP, concluding that a higher proportion of rapes are
recorded on a Monday, and that difference by day of the week is minimal.
Possible reasons for this discrepancy are that the police data included
children and had a higher proportion of historic cases. Also a proportion of
SARC referrals may have come from outside of the West Midlands. Another
important point is that these data refer to when a crime is reported rather
than committed; the Police data did indicate that a higher proportion of
offences reported at night had occurred at the weekend.

Figure 5.7 Serious Sexual Assaults referred to the SARC by date

at

9

8

m 2011
7 @2010

1

0

01/03/2011 08/03/2011 15/03/2011 22/03/2011 29/03/2011 05/04:2011 12/04/2011 19/04/2011 26/04/2011 03/05:2011 10/05/2011 17/05/2011 24/05:2011 31/05/2011

Source: SARC, 2010/11

72



5.7

5.8

G lH[K

Figure 5.8 Serious Sexual Assaults referred to the SARC by day of the week
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As with the police data, there appears to be no seasonal fluctuation in the
number of victim referrals - with the exception of a dip in December

Figure 5.9 compares the number of Primecare referrals to the SARC, to the
total number of police-recorded serious sexual offences reported by month.
Given that almost all referrals to the SARC come from the police it is
unsurprising that both follow the same trend. As with the police-recorded
crimes, there appears to be no seasonal fluctuation in service use.

Figure 5.9 The number of victims that attended WMPFA SARC in 2010/11
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Data on FMEs conducted by paediatric services in acute trusts shows the
number of children and young people were seen in the last year

The data provided by the SARC and Primecare does not provide an age
breakdown, which includes children younger than 13 years. Data from
paediatric services in acute trusts can be analysed to gain a clearer
indication of the number of children seen for FMEs in the West Midlands.
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There are some issues related to the reliability of this data which should be
noted however:

The data may overlap with the SARC and Primecare data as some young
people (between the ages of 13 and 16 years) may also be seen in
paediatric services;

The definition of sexual violence varies, where in at least one case female
genital mutilation is recorded in the total figure; and

The data presented below are on the whole rounded estimates of the
number of victims seen per year, as supplied by some of the individual
paediatric services seeing children in the West Midlands.

Estimated number of Children and Young People seen by Paediatric Services foFMES

NHS Trust Hospital Estimated Numbers
seen 2010

University Gulson Hospital

Hospital Coventry

& Warwickshire 60

Heart of England  Solihull Hospital

NHS Trust 3-4

Heart of England  Heartlands Hospital 87 including FGM,

NHS Trust

Birmingham Birmingham

Chi | dr e n 6 Hospitali Oasis Suite

Trust

Walsall Health Walsall Manor Hospital; 25-35
Care NHS Trust  Star Fish Centre

Sandwell & West  Sandwell General 18
Birmingham Hospital

Hospital NHS

Trust

*This data was sent in as a cumulative figure for both these sites

Please note: no data was submitted by paediatric services in Dudley and Wolverhampton.

Forensic samples were obtained from suspets on just under half of cases
referred for an FME

The data presented in Figure 5.10 below were provided by Primecare. In
addition to collecting forensic samples for victims Primecare are also
responsible for collecting samples for suspects held in custody i these
samples are logged in similar ways.

The data on samples taken from victims may not directly correspond to the
data on the number of samples taken from suspects; data from suspects may
be collected at a different time, there may be multiple suspects, or the
suspect may not be in police custody. Nevertheless, it is likely that the
majority of these cases are linked. Assuming that the majority of these cases
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are linked suggests data is collected from suspects in approximately 40% of
cases where victims opted to proceed with an FME.

Figure 5.10 The number of FMEs conducted on victims relative to suspects
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Samples submitted to the Forensic Science Service show that in the majority
of cases, victims report within 3 days of the offence taking place, and an FME
Is conducted within 12 hours of the report T however in 30% of cases the
submissiontothe FSSisafer an Oexcessived del ay

Data from a Forensic Science Service (FSS) report* also tracked the time
periods between when offences are reported, when data is analysed and
when the results are available. The results for quarter three, between July
and September in 2009 are reported below.

Figure 5.11 illustrates the time interval between when the incident occurs to
when the victims report to the police. This shows that in the vast majority
(94%) of cases victims report these crimes within a three day period, which
means forensic evidence can still be collected. In 84% of cases the time
interval between the report and the medical examination was less than 12
hours in 87% of cases was less than 24 hours. This indicates good response
times once an incident has been reported. Delays of over 48 hours should be
avoided if at all possible due to the potential for significant loss of forensic
evidence.

* Internal report provided by the West Midlands Police, prepared by Charlotte Hargreaves, Sue Jones and
Michelle Diggins; 2009
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Figure 5.11 Time between incident and report to the police in FME cases
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Figure 5.12 The time between the offence is reported and the FME conducted
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The authors of the FSS report comment that prompt submission of casework
to the FSS is key to improving the overall service to victims of rape and
sexual assault and in maintaining confidence and engagement with the
Criminal Justice System. Figure 5.13 illustrates the time between the
completion of the FME and the case being referred to the FSS. The interval
between the date of the medical examination and the submission of the case
to the FSS has shown that only 34% of cases are being submitted to the
laboratory within 7 days of the complainant being examined, rising to 49%
within 14 days. In 14 cases (30%), the time duration was over one month,

which was deemed excessive by the FSS.
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Figure 5.13 Time between report of the offence to first submission to FSS
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referred to ISVA services and approximately half of SARC service users were

referred to GUM clinics

Figure 5.14 shows the proportion of SARC service users that were referred
onward to ISVA services or GUM clinics between September 2010 and April
2011. This data set suggests that there were no GUM referrals in the first
three month of this period; this is consistent with referral pathways between
the SARC and GUM services only being recently established. The total
figures suggest approximately half of victims are referred to GUM clinics, but
looking only at dat a f r om Dede@mbér 064d1Q t he
referral rate is closer to 85%.

Referral to ISVA services has been much more consistent. Over the eight
month period presented in Figure 5.14, on average 89% of SARC users were
referred to an ISVA service each month.
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Figure 5.14 SARC referrals per month by onwards referral to ISVA services or GUM referrals
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Submitted data from GUM clinics are too inconsistent to draw meaningful
conclusions

It is likely that a proportion of victims that do not feel comfortable reporting
sexual assault or rape to the police will still seek out services provided in
GUM clinics. GUM clinics were asked to analyse case records to identify
incidence of sexual violence in their clients, using the following three
indicators:

Hep B vaccinations in women;
PEPSE medication; and
A Psychosexual counselling.

A
A

Unfortunately, much of the GUM clinic records are not stored electronically
therefore the quality of these data is poor. Most of the statistics provided
were either rounded estimates from service providers or derived from a
manual count of a selection of paper-based case files. Also, as data come
from individual clinics the numbers are small, making it difficult to identify any
trends. Furthermore, as they provide data over different time points and
assume different definitions they cannot easily be grouped together.
Qualitative data on GUM services will be presented in discussions of
pathways (Section 5), stakeholder and service user views on current services
(Sections 6 and 7) and service user and stakeholder views on what services
should provide (Sections 8 and 9).
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There are 12 ISVAs in he WMPFA located in the voluntary sector, supporting
approximately 1,180 victims per year

The ISVA service and how this is represented in sexual violence pathways
was discussed in the previous section. Based on the information provided by
various bodies in a 6 c al | f or TobefS5A® rsmas theonmmbér of
victims supported by the ISVA service in the West Midlands.

Data on the number of new clients each ISVA saw per year were provided by
RSVP, CRASAC and Sandwel | Wo meno s
calculated to take on 99 new cases per year. Assuming that the other ISVAs
saw a similar case load, this suggests approximately 1180 new clients are
supported by ISVAs per year.

ISVA services available in the West Midlands

Location/sponsoring Number of New
agency ISVAs clients
per year
RSVP 2 177 adults,
74 young
people
Coventry SWISH 1 99*
Crisis Point 2 99*
CRASAC 3 261
Sandwel | 6ds Wo4 360 adult
service, 84
children
Total 12 1180*

*Estimate based on average across ISVA service where data was available

The most comprehensive data on the services ISVAs provide and the
number and type of victims they see were submitted by CRASAC. These
data will be presented here to provide an indication of the volume and nature
of victims seen by ISVAs. It is unlikely that all ISVA services across the
WMPFA are the same but this is intended to provide an indication of the
services they provide and how they are currently utilised by victims. This data
is based on 3 ISVAs working full time at full capacity between April 2010 and
March 2011.

CRASAC does not allow there to be a waiting list for this service nor do they
refuse any potential clients in need, however it was noted that at times these
services are stretched beyond capacity.

Table 5.4 below shows the type of support victims receive from the CRASAC
ISVA service. In the vast majority of cases, this is to support them through
the criminal justice system. The graph in Figure 5.15 shows the length of time
victims use the ISVA services for. Most victims use the ISVA service for
between 2 and 6 months, but 8% use the service for over a year.
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ISVA services provided by CRASAC
Adults Young people

Client starting the
service 177 84
No. Supported reporting
incidents to the police 7 2
No. Supported through
the criminal justice
system 197 83
Total clients seen 236 119

5.131

Source: CRASAC, 2010

Figure 5.15 Number of clients using ISVA service by length of time
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The majority of ISVA service users are female,however young adults appear to be over
represented and a high proportion of victims have a mental illness

Figure 5.16 - Figure 5.18i | l ustrate the breakdown
users by key demographics. As would be expected, the majority of service
users are female. Arguably one may expect a higher proportion of young
victims to be male but as this service is for victims age 11 or upwards the
majority of victims are female. Interestingly, a quarter of victims using the
ISVA service have a disability. 16% of this disability group are described as
having a mental illness.

People under the age of 25 account for over half of all ISVA service users.
Close to a quarter of these were aged between 19 and 25 years. This
corresponds with previous analysis which shows age to be an important risk
factor. As described in Figure 3.27 in 26% of crimes reported to the WMP,
victims were aged between 26-29 years; in 23% they were aged between 16-
19 years; and in 24% they were aged between 11-15 years.
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Figure 5.16 ISVA services users hy sex
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Figure 5.17 ISVA users by disability
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Figure 5.18 ISVA users by age
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5.13.2  About a third of ISVA clients supported through the criminal justice system commence court
proceedings; less than half of these see their perpetrators convicted

Of 79 that commenced court proceedings, only 32 or 40% saw convictions.
Of the 29 cases which were brought to court, 23% pleaded guilty either
before or at trial, and a further 35% were found guilty. Of those that do finish
court proceedings, 80% plead or are found guilty.

Figure 5.19 ISVA service users who started court proceedings (n=79).

Source: CRASAC, 2010

Figure 5.20 ISVA service users who finished court proceedings (n=29).

Source: CRASAC, 2010

5.14  The perpetrators of sexual violence in the WMPFAar e Obrought to |
approximately 15% of cases reported to the Police

The graph in Figure 5.21 was provided by the WMP, (WMP, 2010), and
shows the proportion of convicted defendants per recorded crime for each
force. The WMPFA is highlighted in red. This graph shows that there is
considerable variation between Police forces; the WMP sits somewhere in
the middle.

Low conviction rates can be explained by a proportion of the case being later
classified as &édno cri mesoddropohargesdnenotv i ct i m
to prosecute. 10% of these cri mesMPvere ¢
(Figure 5.22) and 25% were detected (Figure 5.23). It is assumed that the

remainder, 65% comprises victims who have decided not to proceed.

82































































































































































































































































































































































