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PRoF Award abstract – Call 2016
<Project acronym and name>
1. Research Outline
Acronym
Project name in English

B-SARC
Sexual Assault Referral Centres in Belgium
Sexual Assault Referral Centres in Belgium will provide
victims with patient-centered forensic, medical and
Pitch (1 sentence)
psychosocial support enabling them to recover faster and
to be better protected from future revictimisation and/or
perpetration.
Executive summary (max. 10 lines)
Sexual violence (SV) is a public health problem affecting many people of all genders
and ages in Belgium. International guidelines strongly recommend provision of
holistic (forensic, medical and psychosocial) care to victims through sexual assault
referral centres (SARCs). Belgium does not yet dispose of SARCs. Yet, given the
long record of ICRH & the Women’s Clinic of the Ghent University Hospital in
enhancing holistic care for victims of SV in Belgium, the Belgian government now
appointed us to study the feasibility of SARCs, to develop a model for pilot-testing in
Belgium and to outline how national implementation can eventually be done. SARCs
will help victims to recover faster and to be better protected from re-exposure.
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2. Cause and context of the research
Sexual Violence (SV) includes sexual harassment, sexual abuse, attempted or completed
rape, sexual exploitation, forced prostitution and SV as a weapon of war or torture. In
addition to important adverse effects on the victim’s well-being and participation in society;
SV may induce long lasting sexual, reproductive, physical and mental ill-health [1-4],
primarily affecting the victim yet also potentially harmful to the victim’s peers, offspring and
community [5-7].
Anybody can become a victim. WHO estimated that 25.4% of European women and girls
experience SV by their (ex)partner and 5.2% by non-partners [8]. The Flemish Sexpert study
found that 10.7% of boys and 22.3% of girls under the age of 18 and 2.4% of men and
13.8% of women were sexually victimised [9]. A study in young adults (18-27 year) in 10 EU
countries (a.o. Belgium) showed that 27.1% of the men and 32.2% of the women were
sexually victimised since the age of consenting to sex in their country [10]. For Belgium this
regarded 10.1% of male and 20.4% of female respondents. In migrants, higher levels of both
male (32%) and female (56%) victimization have been found [11,12]. Another vulnerable
group are lesbian, gay, bisexual and transgender people [13]. Finally, it has been robustly
demonstrated that people who were personally victimized (=direct exposure) or who
witnessed violence during childhood, (=indirect exposure), are not only prone to subsequent
(re)victimization but also to perpetration [5-7]. In addition, this has been found to be a
precursor for serious mental health problems and to maladaptive parental practices which
both feed the intergenerational transmission of violence [6,7].
It has been internationally evidenced that the healthcare sector has a central role in
provision of holistic and interdisciplinary care of victims of SV [14-18]. This means that
the required forensic examinations need to be maximally aligned with the medical and
psychosocial care for the victim. This holistic approach generates the best outcomes on
each of these aspects, leads to better quality of care, a faster recovery of the victim and a
better prevention to renewed exposure (as a victim or a perpetrator) [14,18-20].
Since several years, it has been put forward that this holistic care is best provided
through sexual assault centres (SAC) as it has been evidenced that offering services in
one chain or one centre on a 24/24 – 7/7 basis has clear advantages for both patient and
care provider [16,18,21].
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There are different variants on the SAC-model. The “integrated care provider”-model,
applied in US and Canada, foresees that one single “Sexual Assault Nurse Examiner”
(SANE) administers all holistic care [19].
The “integrated referral”-model (also in the US) foresees that within a fixed pathway of care
provision the victim is referred from one specialised care provider to another. This
multidisciplinary team is called “Sexual Assault Response Team (SART)” [20].
The “integrated service”-model provides all aspects of holistic care at one single place. This
is the “Sexual Assault Referral Centre (SARC)” or “one-stop”-model, and consists of a
multidisciplinary team assisting the victim. In the UK and Ireland, this model is in use since
30 years [21]; in Denmark since 1999 [22] and in the Netherlands since 2012 [23].
Belgium does not yet dispose of SACs, but since the parliament has ratified the Istanbul
Convention [24] in December 2015, our country agreed to develop SARCs as stipulated in
article 25 of this convention.

3. Innovation results achieved
Since 2004, the International Centre for Reproductive Health (ICRH) and the Women’s’
Clinic of the Ghent University Hospital have been pioneers in the development of a holistic
SV protocol through interdisciplinary collaboration. Right from the start disciplines of
emergency care, gynaecology, urology, pediatrics, forensic medicine, ARC, psychosocial
work and psychiatry were involved. In 2012 the pathways were specified for gender and age,
in 2016 an update following the most recent international guidelines is ongoing.
Due to this pioneering, we also generated an indelible impact on the Belgian healthcare
system. Since 2009 and within the frame of the National Action Plan (NAP) on Violence, the
Federal Agency of Public Health asked us to provide accredited basic and in-depth trainings
and mentoring to Belgian hospital staff on holistic management of victims [25] and to
develop a checklist [26] for optimal care for victims of SV to be used in all Belgian hospitals.
In addition, we advocated for a focus on SV in the NAP of 2015-2019. A suggestion that was
taken into account. Furthermore, we organized interdisciplinary SV round tables which
contributed to the law of July 20th 2015 on HIV-testing of the suspected perpetrator, which
provides us with the opportunity to stop the post exposure prophylaxis for the victim at an
early phase.
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ICRH also conducted a small feasibility study on SARCs in the Province of Eastern
Flanders. This study revealed that although hospitals were receiving many victims every
year, only three disposed of a SV protocol. Furthermore, care providers underestimated the
prevalence of SV and felt not well-trained to assist victims. The utmost majority was pro
SARCs. Although nearly all hospitals in this province could administer the medical care, only
less than half indicated to be able to provide the necessary forensic and psychosocial care
[27].
These results were taken forward to the political level both during a hearing at the
Belgian Senate (Jan. 2015) and at the Belgian Chamber of Representatives (Sept. 2015) as
well as in contacts with the Cabinets of the concerned Ministers and State Secretaries. This
served as input for discussions on the ratification of the Istanbul Convention and on the need
to develop SARCs in Belgium.
This now resulted in the funding of a feasibility study (9/2015-10/2016) that aims to
identify which model of SARCs is most appropriate and feasible in the Belgian
context. This project started in September 2015 with 2 field visits of a multidisciplinary group
of experts to a SARC in London (UK) and another in Utrecht (Nl). In addition an in-depth
review of international guidelines and different SAC models was conducted.
A second phase of the feasibility study regards the mapping of the current procedures in
hospitals, by police and justice. We also interview recent victims on their just-lived
experiences with those services. We subsequently will plot the current procedures against
the international guidelines and good practices and make a SWOT analysis of potential
Belgian models, including their cost effectiveness.
Finally, by November 2016 and in collaboration with a vast number of experts from
health and psychosocial care, forensics, police, justice, politics and victims, we will
have developed a Belgian SARC model that will be tested in a Flemish, Brussels and
Walloon hospital in the 2 subsequent years (2017-2018) before a general
implementation in Belgium will be done (from 2020 onwards). In the meantime, we
also investigate which higher education programme is needed to train future SARCcare providers.
Finally, this whole process continues to generate quite some societal impact as we are
frequently asked to assist the press and provide lectures for psychosocial victim support,
police and care providers. The organisations of victims of SV call it the ideal future of care
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and strongly advocate for a national implementation as soon as possible. The PRoF Award
would allow us to integrate a sub-study with less-recent victims on their
recommendations to make the model more victim-centered.

4. Link to the PRoF values
Value 1: Minimal comfort and Value 7: Respect: Currently, in most hospitals victims need
to repeat their story to police and each of the care providers they meet. In addition, they
have to undergo a series of forensic examinations that are often experienced as retraumatising and imposed on them. Subsequently, medical examinations and treatment is
started. During this phase their body is considered the “crime scene” on which they have
nothing to say until evidence is safeguarded. With the patient-centered SARC model, all of
this is well-explained, co-decided and taken care of at the same spot. The model further
ensures that police complaints can be filed there if the patient wants so, that victims do not
have to repeat their experiences several times and that medical and forensic examinations
are coordinated and administered on the pace of the victim.
Value 2: Privacy, Value 3: Security and Value 7: Respect : Currently, victims filing a
complaint within 72 hours after the victimization, are brought by the police to an emergency
ward. If going to the hospital first, victims are either sent to the police or the police is called
to come to the hospital. Flanked by 2 policemen in uniform they have to wait their turn in the
waiting room. Several victims reported that they felt as if they were criminals. A SARC would
provide the opportunity of not having to wait in a general emergency room where people
could recognize and stigmatize a victim, but to have a specific entrance to an
interdisciplinary service where people are immediately treated with the care they need while
safeguarding forensic evidence. If not wanting to file a complaint, victims can receive the
same adequate care and a “pseudo-sexual aggression set” can be conducted.
Value 4: Anti-loneliness: many victims emphasize how lonely they feel to live with the
sexual victimization linking this mostly to society seeing them as people who must have
induced the victimization by their behavior or who should cope and move on with their lives.
Yet, many of them drop out of school, stop working, stop seeing their friends, become
depressive and eventually commit suicide. Providing the holistic care within the acute phase
or later on when victims feel ready for it, has been proven to enhance their coping and
resilience as well as reducing the risk of revictimisation or perpetration later on.
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Value 5: Non-stigmatising solutions, Value 7: Respect and Value 8: Flexibility: So far,
most SARCs have mostly been addressing sexual victimization in women. As ICRH and the
Ghent University Hospital have a proven record on researching and providing care to other
vulnerable people as LGBTI, migrants, children and adolescents; we are developing an
innovative, respectful and flexible model that provides care for all genders and all ages in an
equally high-standing qualitative way.
Value 6: Intergenerational: As explained in the background section, people who were
directly or indirectly exposed to SV during childhood, are prone to subsequent
(re)victimization and/or perpetration. In addition, when not properly addressed, this can lead
to serious mental health problems and to maladaptive parental practices which both feed the
intergenerational transmission of violence. The holistic care provided at a SARC could thus
have a decisive impact on reducing the risk of renewed exposure for the current victims,
their offspring and community.

5. Applicable IPR rules
None

6. Information on the partners
As described in detail above, since 2004, ICRH-Ghent University and the Women’s Clinic of
the Ghent University Hospital are closely collaborating on developing and finetuning SV
protocols and taking the optimal holistic care for victims on the political agenda. This resulted
so far in checklists, trainings, research projects and PhDs and currently a feasibility study
that will give birth to a model of SARC for Belgium.

Addendum: Contact information
Ines Keygnaert, Postdoctoral Researcher SGBV & SRH, Team Leader Priority Team, ICRH
Dirk Van Braeckel, Administrative Director ICRH-Ghent University
Prof dr Kristien Roelens, Vrouwenkliniek UZ Gent
De Pintelaan 185 UZP114
9000 Gent
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