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Abstract
This paper describes a collaborative project between a team of researcherevaluators and a Sexual Assault Nurse Examiner (SANE) program to develop
an evaluation survey of SANE nursing practice and patient psychological wellbeing. Using a participatory evaluation model, we followed a six-step process to
plan and conduct an evaluation of adult sexual assault patients treated in one
Midwestern SANE program. Our collaborative team developed a logic model of
“empowering care,” which we defined as providing healthcare, support, and
resources; treating survivors with dignity and respect; believing their stories;
helping them re-instate control and choice; and respecting patients’ decisions.
We created a corresponding survey that can be administered to patients following exam procedures and tested it with N = 52 sexual assault victims. Results
indicated that nursing practice was consistent with this empowering care philosophy as the overwhelming majority of patients reported positive psychological well-being outcomes. Implications for evaluating forensic nursing practice
are discussed.

Introduction
The work of Sexual Assault Nurse Examiner (SANE) programs is complex and multifaceted as nurses must attend
simultaneously to sexual assault patients’ psychological,
medical, forensic, and legal needs (Department of Justice, 2004; Ledray, 1999; Littel, 2001; Ledray, Faugno, &
Speck, 2001). Although the forensic and legal aspects of
SANEs have been a primary research focus in the literature to date (see Campbell, Patterson, & Lichty, 2005,
for a review), a fundamental role of forensic nurses includes providing patients with physical and emotional
care (ANA, 1997; ENA, 2007). As Lynch (2006) noted,
“As a professional nurse, the SANE’s role encompasses all
aspects of the bio-psycho-social needs of all patients, including the survivor of sexual assault” (p. 288). Providing
comprehensive medical care and responding to patients’

psychological distress is essential for their long-term emotional well-being. Early intervention is particularly important with sexual assault patients because most do not
seek follow-up care (Campbell, Wasco, Ahrens, Sefl, &
Barnes, 2001; Resnick et al., 2000). As a result, if patients’ medical and psychological needs are not addressed
immediately post-assault, they are at risk for longer-term
health problems.
SANE programs are well positioned to address victims’
medical and psychological needs given their 24/7 availability and the extensive training and expertise of their
nursing staff. Yet, there have been few research studies or evaluation projects that have examined how the
care provided by these interventions affects patients’ emotional well-being. Two case studies have found that sexual
assault patients treated in SANE programs characterized
the care they received as helpful, supportive, and caring.

c 2008 The Authors. Journal Compilation 
c 2008 Blackwell Publishing Ltd
Journal of Forensic Nursing 4 (2008) 19–28 

19

Evaluating SANE programs

Malloy’s (1991) evaluation with 70 patients treated in
the Minneapolis SANE program found that 85% of the
victims identified the nurses’ listening to them as one
thing that helped them the most during their crisis period.
Ericksen et al. (2002) conducted semistructured qualitative interviews with eight victims who were treated in a
Canadian “specialized sexual assault service,” which included both specially trained physicians and SANEs. The
participants emphasized how they felt in control, reassured, safe, well cared for, informed, and respected as a
whole person.
These results suggest that SANEs can have a beneficial impact on patients’ psychological health, but far
more research is needed on this topic. An important next
step in this literature is to examine how patient care
processes contribute to positive well-being outcomes:
How do SANEs interact with their patients to engender these benefits? The field of forensic nursing needs
survey instruments that can assess both nursing process
as well as patient outcomes. In-depth qualitative studies, such as Ericksen et al. (2002), provide rich, complex data, but qualitative methodology and analysis may
be beyond many programs’ evaluation capacities (Patton,
2002; Robson, 2000). Therefore, quantitative evaluation
measures that capture nonlegal outcomes may be useful to practitioners for quality monitoring and program
improvement (see also Speck, 2005, 2006). As such, the
purpose of the current project was to develop a survey
that could assess nurses’ patient care interactions and patients’ short-term psychological well-being.
In this project, we used a participatory evaluation
model (Cousins & Earl, 1992, 1995; Cousins & Whitmore,
1998). This approach stands in stark contrast to traditional program evaluation paradigms whereby evaluators function as independent “outsiders,” planning and
conducting projects on their own with minimal input
and involvement from program staff (Rossi, Lipsey, &
Freeman, 2003; Scriven, 1993, 1997). Within the past
10 years, there has been growing use of more collaborative approaches in evaluation scholarship (see
Mark, 2001, for a review). For example, in participatory evaluation methods, the evaluation is organized as
a team project with researchers-evaluations and program
stakeholders (Cousins & Earl, 1992, 1995; Cousins &
Whitmore, 1998). Program staff are directly involved
in planning and conducting the evaluation (Torres &
Preskill, 2001). Two key advantages of participatory evaluation made this an appropriate evaluation paradigm for
this project. First, this approach values and capitalizes on
the experience and expertise of program staff (Cousins
& Earl, 1992), which is particularly important in SANE
evaluations given the complexities of their work. Second,
Patton (1997) noted that participatory evaluation tends
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to increase utilization. The more stakeholders participate,
the more likely they are to use the evaluation’s findings
to improve programs.
We formed a participatory team of researchersevaluators and multiple stakeholders within the SANE
program and its parent agency, a community-based, domestic violence-sexual assault service agency. This group
included the executive director and director of programs
from the parent agency, the SANE program director, all
program nurses, the advocate supervisor, and the volunteer advocates.1 To provide a structure for our work together, we used a six-step evaluation planning process,
which had been previously developed by the researcherevaluators from our experiences conducting state- and
national-level training on evaluating SANEs, rape crisis centers, and domestic violence agencies (Campbell,
2007; Campbell et al., 2004; Patterson, Campbell, Lichty,
Adams, & Greeson, 2005). Table 1 presents an overview
of these steps. In this paper, we will describe how our
team worked together through these six steps and share
the resulting evaluation survey and patient results.

Methods and results
Steps 1 and 2: Identiﬁcation of evaluation
outcomes, goals, and objectives
Consistent with the participatory evaluation framework,
we began by jointly identifying the primary outcomes,
goals, and objectives for the evaluation. As noted previously, existing research on SANEs has focused heavily on
forensic and legal outcomes (Campbell et al., 2005); instead our aim was to expand the literature by focusing
on the outcome of patient psychological well-being. The
research-evaluation team met with the SANE director
and directors from its parent agency to discuss the overall
goals of the program with respect to patient well-being.
As expected, this discussion addressed the importance of
comprehensive medical/health care, proper forensic evidence collection techniques, and crisis intervention, but
what was most striking to the evaluation-research team
was that this program had a distinctive guiding philosophy about how this work should be done with patients. Its
parent organization has a strong organizational commitment to an empowerment model, which carried through
to its SANE program. Their goal was to provide “empowering care” to sexual assault patients, which they described as providing health care, support, and resources;
treating survivors with dignity and respect; believing their
stories; helping them re-instate control and choice; and
respecting patients’ decisions.
To refine this goal further and develop objectives for the evaluation, the research-evaluation team

Evaluating SANE programs

R. Campbell et al.

Table 1 Six-step process for planning and conducting program evaluations
Evaluation step
Step 1: Deﬁne outcomes and
narrow scope

Step 2: Deﬁne evaluation goals
and objectives

Description of step
The scope of an evaluation must be narrowed because it is impossible to
evaluate all program activities within a single project. In SANEs, clarify
whether evaluation will address psychological, medical/health, forensic, or
legal outcomes. Although it is possible to evaluate multiple outcomes in
one project, we recommend focusing on only one outcome and then
expand over time to include multiple outcomes.

An evaluation goal states the desired effect program services will have on
clients/patients.
An evaluation objective states in speciﬁc terms the intended effect on
clients/patients.

Step 3: Design program
evaluation

Each outcome can have multiple goals, and each goal will have multiple
objectives.
The design of an evaluation comes from the intersection of four main
elements. These elements can be framed as four planning questions and
the answers to these questions determine design:
(1) Who to collect data from?
Patients directly? Records?
(2) How many times to collect data?
Once? More than once?
(3) Data as numbers or words?
Quantitative (rating scales)?
Qualitative (in own words)? Both?
(4) How to collect data?

Step 4: Conduct evaluation and
collect data

Step 5: Analyze data/present
ﬁndings

Step 6: Use ﬁndings for
improvement

Survey? Interview? Observational
record?
The evaluation design (step 3) provides a template for how and when to
collect data. Evaluation data collection should not interfere with program
services. Data can be collected by program staff, but it is preferable that
the person who provided the service should not be the one to collect the
evaluation data (possible response bias).
Quantitative data can be analyzed with SPSS or Excel. Data should be
checked prior to analysis for data entry errors or coding mistakes.
Qualitative data can be grouped into themes; software such as
Ethnograph, NVivo, or AtlasTi can be used or grouping can be done “by
hand” with two coders working independently.
Share ﬁndings with program stakeholders and develop action plan for using
results to improve program functioning. Share ﬁndings with scientiﬁc and
practice community.

recommended that we co-develop a logic model to articulate the process of how the nurses work with their patients. Logic models can be constructed at multiple levels
of analysis from entire programmatic functioning across
multiple outcomes (e.g., psychological, medical/health,

Example from this project
Scope = Nurses’ patient care
processes and victims’
short-term psychological
outcomes

Outcome = Short-term
psychological well-being
Goal = SANE program services will
promote patients’
psychological recoveries
Objective = Patients will report
feeling cared for, treated with
compassion and respect,
supported, and believed, and
informed by the SANE nurses

Collected from patients
Collected one time only
Primarily quantitative rating
scales; a few open-ended
questions
Survey (orally administered)
Advocates orally administered
survey to patients after all exam
procedures were completed
during a normal wait time (e.g.,
medication wait time)
Data were analyzed in SPSS and
descriptive statistics are
presented in Tables 4 and 5

User-friendly report developed for
program staff with in-person
meeting to discuss ﬁndings.
Findings conﬁrmed that
program philosophy is being
implemented as intended and is
associated with positive
outcomes for sexual assault
patients.

forensic, legal, etc.) to more narrow foci on specific outcomes (e.g., only psychological outcomes) (McLaughlin &
Jordan, 2004; United Way, 1996; W.K. Kellogg Foundation, 2004). In this project, we created a logic model
specific to this concept of empowering care. The
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Table 2 SANE empowering care evaluation logic model: behavioral examples of program activities
Activities
In order to address the problem of sexual assault in
our community, we will accomplish the following
activities:
Build rapport and establish trust with patients

Put patients at ease and show compassion

Provide patient-directed care by treating patients
one-on-one, working within the patients’
boundaries, adapting to each patient’s needs

Convey professionalism to patients

Provide resource referrals and follow-up information

Behavioral examples of activities
To accomplish these activities, we engage in the following behaviors:

Introducing ourselves, calling the patient by her name, maintaining eye contact,
listening, being truthful about the exam, being open and honest, and sticking to our
word
Talking with patient throughout the exam, having a soft tone when speaking, comforting
them (e.g., “I’m here for you”), reassuring them during the exam (e.g., “You’re so
brave”), treating the situation seriously, not treating the patient like an object, not
being judgmental, not rushing through the exam, listening to patients tell their story,
and keeping them covered and not exposed as much as possible.
Allowing patients to refuse anything in the exam, allowing patients to take a break or
stop the exam, explaining each step of the exam, explaining how long the exam will
take and what to expect, showing patients the instruments that will be used, allowing
patients to help with the exam, allowing patients to watch the exam on camera if they
choose, and answering all patients’ questions.
Introducing ourselves as a Registered Nurse, explaining that we are specially trained,
telling patients how many exams we have done if asked, not expressing shock to
anything they see or are told, using the same language as the patient, and not talking
down to patients.
Providing clear information/instructions regarding medications and referrals for
counseling services.

research-evaluation team members attended two staff
meetings to talk directly with all forensic nurses working in this program. Although team members were already quite familiar with the work of SANE programs in
general and this SANE program in particular from ongoing collaborations, we purposively started these discussions at a very basic step-by-step level so that we could
hear from the nurses in their own words how they approached their work with their patients. For example, the
nurses noted that a key activity was to establish rapport
and trust with their patients; in response, we asked them
to describe what they do specifically to try to make that
happen. Upon reflection, the nurses gave multiple behavioral examples, such as introducing themselves by first
name, calling their patients by their names, maintaining
eye contact, listening, being truthful about the exam, being open and honest, and “sticking to their word” (e.g.,
if they said they would not do something, they would
not do it). Table 2 presents a summary of key programmatic activities and behavioral examples of each as described by the nurses. The research-evaluation team used
our notes from these discussions to develop a logic model
of empowering care following the commonly used structure of inputs-activities-outputs-outcomes (McLaughlin
& Jordan, 2004; United Way, 1996; W.K. Kellogg Foundation, 2004) (see Table 3). Based on this logic model, we
focused the evaluation objectives around the short-term
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outcomes, namely, the extent to which patients felt cared
for, treated with compassion and respect, supported, and
believed, and informed by the SANE nurses.

Step 3: Development of evaluation design and
evaluation questionnaire
For this evaluation, we used a cross-sectional survey design whereby SANE patients would be asked to complete a brief evaluation assessment. Return rates are often very low for mail surveys (often <10%) (Dillman,
1978, 2000), so we explored whether evaluation data
could be collected with patients at the time of their
exam or very soon thereafter. It was critically important to the research-evaluation team as well as the SANE
staff that the evaluation should not interfere with patient care. Therefore, we decided to have the advocates
who volunteer in the SANE program explain the evaluation project to the patients after all exam procedures
were completed during naturally occurring “down time”
(e.g., during the wait period after medication administration) or by phone during routine follow-up contact
(see Campbell, Adams, & Patterson, 2007, for more details regarding design methodology). Our aim was to have
the evaluation flow seamlessly into the SANE program’s
routine interactions with their patients. By having the
advocates administer the evaluation questions—which

Activities

Outputs

Initial

Intermediate

Outcomes
Long-term

In order to accomplish our
program activities we will
need the following:

We expect that these activities We expect that these activities We expect that these activities
We expect that once accomplished
In order to address the
will lead to the following
will lead to the following
will lead to the following
these activities will produce the
problem of sexual assault in
long-term outcomes:
intermediate outcomes:
initial outcomes:
following evidence of service
our community, we will
delivery:
accomplish the following
activities:
r Forensic nurses
r Build rapport and establish r Sexual assault survivors of diverse r Survivors will feel they were r Emotional healing for
r Survivors will see long-term
r Program coordinator
trust with patients
ages, races/ethnicities, classes,
cared for by a professional
survivors
improvement in physical
r Consulting physician
r Put patients at ease and
r Survivors will feel a sense of r Survivors will gain a sense of health
languages, religions, sexualities,
r Medical/forensic equipment show compassion
r Survivors will see long-term
and abilities seeking medical
control
closure
r Private, safe space to
r Provide patient-directed
r
r
attention and/or forensic evidence
improvement in
Survivors will feel someone
Survivors will be able to go
collection will be referred to our
psychological well-being
conduct exams
care by treating patients
cared and believed them
on with their lives (i.e.,
r Sexual assault patients
r Survivors will feel respected maintain employment, have
SANE program where trained
one-on-one, working
r Positive relations with police within the patients’
forensic nurses will conduct medical r Survivors will feel they were
an intimate relationship,
forensic exams in accordance with
boundaries, adapting to
have relationships with
and local hospitals to
treated with care and
our empowering care model
each patient’s needs
family/friends)
identify and refer survivors
compassion
r Space for regular meeting to r Convey professionalism to
r Survivors will feel hopeful r Improved standard of care
continually assess quality of
patients
about the future and the
for sexual assault survivors
r Provide resource referrals
r Survivors will engage in
care provided
potential for healing
r Funding
r Survivors will understand the follow-up services (e.g.,
and follow-up information
counseling)
medications they received
r Survivors will know where to
go for help, information,
and/or additional services

Inputs

Table 3 SANE empowering care logic model: full model

R. Campbell et al.
Evaluating SANE programs

23

Evaluating SANE programs

focused exclusively on the care provided by the nurses—
we were also able to minimize potential response biases.
All adult sexual assault patients (18 years old or older)
treated in the SANE program would be eligible for participating in the evaluation unless they had a cognitive
disability that would preclude them from being able to
understand and answer the questions. Informed consent
was obtained orally as approved by the Institutional Review Board of Michigan State University.
The evaluation-research team took the lead in drafting the evaluation questionnaire with the charge that it
should be brief, easy to understand, and correspond to
the short-term outcomes in the logic model. We had several meetings with the nurses, advocates, SANE program
director, as well as the parent agency directors to review,
critique, and revise the items. The resulting questionnaire
consisted of two sections: the first focused on program activities and the consistency with which nurses engaged
in those behaviors (e.g., “How often did the nurse explain what was going to happen next in the exam?” and
“How often did the nurse ask if you had questions?”).
The questions were framed as “how often” the nurses engaged in each behavior rather than a yes/no assessment
(e.g., “did the nurse . . .”) because it was important to this
program that they consistently engaged in these empowering behaviors throughout the entire exam process. The
second section of the questionnaire corresponds to shortterm outcomes (e.g., “How informed did you feel by the
nurse?” and “How much control did you feel that you had
during the exam?”). The complete survey can be found in
Tables 4 and 5.

Step 4: Collecting the data
The research-evaluation team developed a comprehensive training program for all the SANE program advocates that included instruction on the following topics:
overview of program evaluation; an explanation of the
survey development process; an introduction to the survey; discussion of the data collection protocol; informed
consent procedures; and survey administration. This material was covered through large and small group discussion as well as role plays to practice administering the
evaluation. In addition, we developed a written reference guide, “10 Things to Know about Survey Administration,” to summarize key issues from training. Data
were collected in 15 consecutive weeks, during which
the SANE program treated 76 eligible patients, of which
52 consented to participate in the evaluation (48% overall response rate; see Campbell et al., 2007, for more
details).
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Step 5: Analyses/ﬁndings
In the first section of the questionnaire, patients were
asked how often the nurses engaged in eight behaviors on
a four-point scale (1 = none of time; 2 = some of the time; 3 =
most of the time; 4 = the whole time). As noted previously, it
was important to this SANE program that nurses consistently engaged in these empowering behaviors throughout the entire exam process. As can be seen in Table 4, the
nurses were very consistent in their interactions with patients. The overwhelming majority of patients stated that
the nurses engaged in all eight of these behaviors “the
whole time” throughout the exam process, and all mean
ratings were above 3.5 (on four-point scale). Nonparametric chi-square goodness-of-fit tests were performed
on each item to determine whether there were a significantly higher proportion of responses in the “the whole
time” category than would be expected by chance. All
tests were statistically significant, P < .01 (with a Bonferroni correction to control type I error across the multiple univariate tests). All patients stated that the nurses
took their needs and concerns seriously and listened to
them all of the time (100% consistency ratings). Ratings were also quite high for all other items, with slightly
lower percentages regarding whether nurses asked if the
patients had questions (73% total consistency). It is important to note that the nurses did ask the patients if they
had questions (the category “none of the time” was 0%),
but they were less consistent about continually checking
throughout the entire exam process. Similarly, most patients were given the opportunity to help with the exam if
they wanted to, but 8% noted that they were never given
this opportunity (72% total consistency). Four percent of
the patients noted that the nurse never explained why
each part of the exam was important, but 81% indicated
that the nurses did so throughout the exam.
The second section of the survey focused on shortterm psychological well-being outcomes whereby patients used a four-point scale (1 = not at all; 2 = a little; 3 = somewhat; 4 = a lot/completely) to indicate the degree to which they felt cared for, treated with compassion and respect, supported, and believed, and informed
by the SANE nurses. All patients used the highest rating (a lot/completely) for outcomes regarding care and
compassion, feeling informed, clear instructions for medication, and re-contacting the program if they had problems or concerns. Somewhat lower ratings were obtained
for the items regarding feeling control during the exam
process (71% highest rating), which may be expected
as the procedures for evidence collection are highly routinized. Most of the patients stated that they did not feel
pressure from the nurse to go through with prosecution, which was a positive finding for this SANE program
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Table 4 SANE patients’ responses to survey section 1
In your interaction with the nurse, how often did. . ..
1. The nurse explain what was going to happen next
in the exam
2. The nurse ask if you had questions
3. You have a chance to help with the exam if you
wanted to (e.g., pull or comb own hair)
4. The nurse tell you how parts of the exam might feel
before she did them
5. The nurse take your needs and concerns seriously
6. The nurse listen to you
7. You feel you could take a break during the exam or
say no to any part of the exam
8. The nurse explain why each part of the exam was
important

None of the time

Some of the time

Most of the time

The whole time

Mean (SD)

0%

0%

4%

96%

3.96 (0.20)

0%
8%

8%
16%

19%
4%

73%
72%

3.65 (0.63)
3.40 (1.04)

0%

4%

4%

92%

3.88 (0.43)

0%
0%
0%

0%
0%
0%

0%
0%
8%

100%
100%
92%

4.00 (0.00)
4.00 (0.00)
3.92 (0.28)

4%

0%

15%

81%

3.73 (0.67)

Table 5 SANE patients’ responses to survey section 2
During and after your interaction with the nurse. . .
1. How much care and compassion did you feel that
the nurse showed?
2. How much control did you feel that you had during
the exam?
3. How informed did you feel about what was
happening in the exam?
4. How clear were the nurse’s instructions about the
medications?
5. How informed did you feel about where to go for
follow-up medical care?
6. How much pressure did you feel from the nurse to
go through with prosecution?
7. How likely will you be to contact the nurse if you
have a problem?
8. How likely will you be to attend counseling at
(parent agency)?
9. How informed did you feel by the nurse?

Not at all

A little

Somewhat

A lot or completely

Mean (SD)

0%

0%

0%

100%

4.00 (0.00)

0%

4%

25%

71%

3.67 (0.56)

0%

0%

0%

100%

4.00 (0.00)

0%

0%

0%

100%

4.00 (0.00)

0%

8%

4%

88%

3.79 (0.59)

70%

4%

13%

13%

1.70 (1.15)

0%

0%

0%

100%

4.00 (0.00)

22%

13%

26%

39%

2.83 (1.19)

0%

0%

7%

93%

3.93 (0.26)

because, consistent with an empowerment philosophy,
they wanted patients to make that decision independently after obtaining complete information about their
options. This SANE program also hoped to provide information and linkages to their parent agency’s counseling
program, and it appears that it was also successful in that
regard as only 22% of the patients stated that they were
unlikely to attend counseling.

Step 6: Using ﬁndings
The research-evaluation team prepared a written report
to the SANE program and its parent agency that described
steps 1–5. The report was designed to be user friendly
with most information summarized in bullet points and
reference tables. In addition, the team met with pro-

gram directors to present the report and answer questions; additional meetings were held with the nurses and
advocates to share the findings. The program directors
noted that evaluation was useful because the data came
directly from patients, which provides the most direct
and accurate assessment of care. The nurses certainly
hoped that they were doing a good job with their patients and embodying principles of empowering care, but
without direct feedback it is difficult to know whether
these goals were indeed being achieved. The evaluation
data confirmed that nurses are meeting patients’ needs
and responding to their concerns. This evaluation project
was also helpful in establishing a long-term collaborative relationship between the researcher-evaluators and
the SANE program, who continue to partner on other
projects. The findings were also shared with program
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funders and community partners to strengthen support
for the program.

Discussion
In this project, we used a participatory evaluation approach to co-develop a survey measuring SANE nursing
care practice and patients’ short-term psychological outcomes. Our goal was to expand the literature on the effectiveness of SANE programs by examining nonlegal and
nonforensic outcomes. By selecting this focus we do not
suggest that legal issues are less important, but rather that
there are many other aspects of SANE practice that merit
further research. In addition, because there are a multitude of factors that influence legal case outcomes besides the contributions of SANEs, it may be fruitful to focus evaluation efforts on outcomes more proximal to the
work that nurses do with their patients.
In this collaboration, we defined effectiveness by the
extent to which the nurses provided “empowering care,”
which was conceptualized as providing health care, support, and resources; treating survivors with dignity and
respect; believing their stories; helping them re-instate
control and choice; and respecting patients’ decisions.
The results strongly suggest that the nurses were consistent with this practice philosophy as all eight items
that assessed nurse–patient interactions had means of
3.40 or higher (on a 4.00 scale). All patients reported
that the nurses took their needs and concerns seriously
and listened to them the entire time. The patients’ ratings for short-term psychological outcomes were similarly
very positive (most were 3.60 or higher on 4.00 scale),
and four of the nine items had the highest (4.0) rating
from 100% of the patients surveyed. Also consistent with
an empowering care perspective, the patients recognized
that the nurses respected their wishes because the majority stated that they did not feel any pressure from the
nurses to go forward with prosecution. Fewer patients indicated that they were likely to seek counseling services
at the SANE program’s parent agency, but nearly 40%
expressed strong interest in doing so. For program staff, it
was important that patients at least know such resources
were available to them should they want them in the
future.
The evaluation survey we developed in this project
may be useful to other forensic nurses for program evaluation. This instrument is not copyrighted, so it can be implemented by other programs without cost, but we offer
the following caveats and lessons learned from our experience developing and testing this measure. First, this survey was developed for internal evaluation and program
improvement, not research; therefore, we did not pursue
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full reliability and validity analyses. However, based on
the data we collected in this project, each section of the
questionnaire has acceptable levels of reliability (Cronbach’s alpha > 0.70), suggesting that it is reasonable to
use this instrument for internal evaluation and quality
assurance monitoring purposes. With respect to validity,
the collaborative process by which we created the measure likely contributed to high face validity and content
validity as the SANEs were actively involved in item development (see Singleton & Straits, 2004). Second, we
wanted to assess both nursing practice (section 1) and patient outcomes (section 2) as dictated by the logic model
we developed, but other programs may wish to use only
one section given their evaluation goals. Third, we used
a response scale of “how often” nurses engaged in various behaviors to assess consistency of practice (section
1). This rating scale is preferable to a yes/no format for
capturing variability in patients’ experiences, but programs need to consider whether their practice philosophy is consonant with the idea that nurses should be
engaging in such behaviors consistently throughout the
entire exam. These response choices may not be appropriate for all programs. Section 2 could be modified to
use an alternative response format such as 1 = strongly
disagree; 2 = disagree; 3 = neutral; 4 = agree; and 5 =
strongly agree (question stems would need minor adjustments as well). Finally, also in section 2, we included
an item regarding patients’ interest and intent to attend
counseling at the parent organization. This item was included for this project because of a programmatic goal
to help patients become aware of other services in the
parent organization (and respect their choice whether or
not they actually seek counseling). Other SANE programs
may not have such institutional linkages, and therefore
this item would not be appropriate to include in the
survey.
This work also informs forensic nursing practice by
outlining a comprehensive six-step process for participatory evaluation. Other programs may find this framework
helpful for creating their own evaluation survey instruments and/or modifying existing measures for adaptation
to their local evaluation needs. The measures we created
in this project were specific to the organizational philosophy of this SANE program and its parent organization.
Other programs may or may not share similar goals, but
the process we outlined provides a model for working with
evaluators in a participatory, collaborative way. However,
it is important to note that participatory program evaluation requires staff time and commitment, so SANEs need
to be willing to invest in their evaluators and help them
understand their work, and at the same time, evaluators need to be respectful of nurses’ time. In this project,
we found it was most efficient to draw upon the unique
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strengths of the researcher-evaluators and the forensic
nurses. For example, the evaluators had extensive experience in developing surveys, so rather than working as
a large, totally inclusive group for what can be a cumbersome and sometimes frustrating task, the researcherevaluators gathered content ideas from staff meeting discussions, and then developed drafts (which we could
do more quickly) for the nurses to review and critique.
SANE programs should work with their evaluators to determine a level of involvement and engagement that is
mutually informative. It may not be necessary for all six
steps to be carried out jointly, but overall this model can
help build the evaluation capacity of SANE programs by
guiding the process of planning and conducting an internal evaluation.
In conclusion, we identified two primary benefits from
this project that have broader implications for forensic
nursing practice. First, participatory evaluation projects
can strengthen the evaluation capacity of SANE programs. By working through this six-step model, the
nurses, advocates, and administrative staff in this SANE
program gained new information, knowledge, and expertise in program evaluation. Developing evaluation capacity enhances SANE programs’ sustainability as many
grant funders require evaluation. As SANE programs diversify their funding sources, it is to be expected that
they will face increased demand for evaluations of their
services. In this project we created evaluation questionnaires that this particular SANE program, and others,
if so interested, can use to respond to these evaluation
mandates. Second, program evaluation provides an opportunity to solicit feedback directly from patients. In
our planning meetings, many nurses discussed how they
certainly hoped they were making a positive impact on
their patients’ lives, but they “don’t really know for
sure,” as one stated, and that it was “hard not knowing.” In this evaluation, patients’ responses were quite
positive, which provided some much-needed affirmation
and support to the nurses. Professional burnout is common in human services professions, and those who work
with traumatized populations are at a particularly high
risk (Townsend & Campbell, 2007). The prevention of
burnout also enhances the sustainability of SANE programs because positive findings can help mitigate the
stress nurses experience when caring for traumatized patient populations. Mixed or negative findings can help
program staff focus on targeted areas for improvement,
which can also be motivating. Incorporating program
evaluation into the practice of SANE programs opens
new channels of communication between nurses and
their patients, which can be personally and professionally
rewarding.
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Endnotes
1 Program stakeholders can also include clients and funders
(Cousins & Earl, 1992, 1995). In this project, we did not
include clients/patients due to safety and confidentiality
concerns. We also did not include funders in our
stakeholder group. This evaluation was not mandated by
a funder and was undertaken voluntarily. This SANE
program has diverse funding sources, and we felt it would
have been practically difficult to partner with multiple
funders. In addition, because this evaluation was
conducted pro bono, we did not have an evaluation
funder with whom to partner. The researcher-evaluators
donated time and resources to this project because of their
shared interests in developing patient-centered evaluation
of SANE programs.

