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Abstract
A history of child sexual abuse (CSA) is a major risk factor for developing a range of
adverse physical, social and mental health problems, including suicidality. Survivors
presenting with suicidal phenomena are a high-risk group, making up a significant portion
of individuals accessing multiple service systems. Strengthening community support
services has been identified as key to enhancing early intervention opportunities for this
population. There are no known studies specifically investigating the quality of service
responses to young adult women with CSA histories when suicidal. The present research
addressed this clinically challenging area by exploring experienced community-based
health professionals’ perceptions of these young women’s service needs. Professionals’
perceptions of good practice and the systemic factors that constrain or facilitate effective
support were investigated. An exploratory, qualitative, interpretive approach involved indepth interviews with 31 experienced practitioners. Data source triangulation was
employed to source information from three groups of professionals. A thematic analysis
was undertaken, guided by a hermeneutic framework and informed by a gendered lens. It
was found that effective pathways of care for these young women were absent.
Increasing gender- and trauma-sensitive options of long-term therapeutic support and safe
housing in the community sector and expanding at-risk specific “subacute” support
options were identified as core initiatives to avert the use of costly public acute-care
services. Principles of good practice in managing suicidal behaviour indicated that while
risk must be monitored, the focus should remain on attending to the factors precipitating
distress. This study contributes to informing contemporary policy and practice aimed at
creating a more responsive service system for these young women. Identification of core
principles of support for effectively attending to suicidal risk and long-term recovery is
likely to inform good practice models that can be more rigorously evaluated in future
research.
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CHAPTER 1: THESIS OVERVIEW AND STRUCTURE
Aims
This study investigated community-based health professionals’ experiences of
supporting young adult women 16 to 25 years of age with a history of child sexual abuse
(CSA) during times when they had harmed or were at risk of harming themselves. The
study’s focus was on service provided in metropolitan Melbourne. Given the dearth of
evidence-based practice responding to the young women, the study was exploratory in
nature.
Perceptions of the young women’s support needs when they present with suicidal
or self-harm behaviours were explored, as was current service provision targeted at
meeting such needs at three levels of perceived intervention: chronic, high and acute risk.
Chronic risk refers to times when the women are presenting with self-harm or suicidal
ideation and behaviour that is observed to be pervasive and ongoing. This is distinct from
acute risk, which, in the context of this study, is understood as a heightened level of risk
requiring a focus on immediate safety and containment. At these times, it is considered
that the women are no longer able to be held safely in their usual place of residence in the
community. Whilst not initially defined in the design of the original research question,
the identification of high risk emerged as an intermediary level between chronic and acute
risk. High risk was described by interviewees as a stage of escalating distress that,
without fairly immediate intervention, was likely to result in the women escalating further
to the acute stage.
The research also explored interviewees’ experiences of collaboration with the
public acute-care sector during times when the women were considered to be at acute risk
and requiring more intensive support from hospital-based services, including emergency
departments (EDs) and specialist mental health services. Practitioner understandings of
self-harm and suicidal behaviour and the dilemmas faced in managing and assessing risk
in community contexts were an additional area of inquiry as was commonly accepted
best-practice wisdom in working with risk.
Practitioners’ perceptions of constraining and facilitative factors that impact on
the capacity to provide effective support were also sought. Whilst factors related to
individual and organisational practice were explored, the emphasis of the research was on
identifying structural and ideological issues of a systemic nature that support or constrain
effective service provision. Systemic issues were issues perceived as common to and
affecting practice to varying degrees across both the community and hospital-based
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sectors of the mental health service system. Current policy and funding initiatives
understood as facilitative or constraining of addressing these systemic issues are
described, as is interviewee opinion of new policy and funding directions aimed at
strengthening service provision to this population of women.
Finally, practitioner perception of an ideal model of support and of what a service
system would look like that would offer the women the most effective support is
described. Specifically, the aims were to
•

explore practitioners’ perceptions of the needs of young adult women (18 to 25
years old) presenting with self-harm and/or suicidal behaviours (at risk) who are
survivors of CSA.

•

identify interventions considered most effective in meeting the needs of this
population of women at times of risk.

•

determine practice issues and dilemmas in the management of and assessment of
risk.

•

explore current collaboration between community-based health professionals and
the public-hospital-based acute-care sector when the women are at acute risk.

•

identify perceived systemic factors that facilitate or constrain the capacity of
individual practitioners and services to meet the needs of the women when at risk
of self-harm and/or suicide.

•

explore practitioners’ views regarding the ideal model of support for young
women at risk with histories of CSA.
Factors supporting the desirability of research in this area are as follows:

Enhanced understanding of the support needs particular to this group of women is likely
to lead to more effective responses at all stages of their care. Research findings will
potentially contribute to informing future policy initiatives in the area of investigation. It
is also anticipated that the identification of core principles and aspects of support at the
level of the individual practitioner, organisation and system will contribute to informing
good practice models for this group of women which can consequently be evaluated in
future research.
Methodology
As pre-existing research specific to the area of inquiry had not been published, the
study was exploratory in nature. A qualitative-interpretive approach was taken involving
in-depth interviews with 31 key informants. The recruitment of experienced practitioners
was considered important given the complexity of this area of service provision and the
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relative lack of professionals with expertise in the field. More than two-thirds of
informants had 10 to 30 years’ experience in the field. Data source triangulation was
employed to source information from three groups of professionals, namely practitioners
providing psychological support, psychosocial support and medical/psychiatric support.
A thematic analysis was undertaken, guided by a hermeneutic framework and informed
by a gendered lens.
My motivation for undertaking this research stemmed from over ten years’
experience in working with youth at risk with histories of CSA, work in which the
dilemmas and constraints of supporting this population were regularly confronted. Such
experience has provided me with a level of practice-based insight that has been supportive
of designing research relevant to current issues in the field of trauma and youth suicide.
Research Questions
This doctoral study aimed to identify practice wisdom regarding the most effective
interventions to meet the support needs of young women at risk of suicide with histories
of CSA and the factors at the level of the service system that constrain or facilitate the
capacity of practitioners and service providers to provide such support. The following
questions guided the interviews and research.
1. Perception of women’s needs and interventions
In your view, what are the primary support needs of this population of women and
the most effective interventions to meeting such needs?
2. Risk management and assessment
How do you understand and work with suicidal and/or self-harming behaviours
and what issues/dilemmas if any do you face in terms of risk management and
assessment?
3. Accessing public acute-care services and experiences of collaboration
Describe your experience of collaborating with public acute-care services at times
when you have considered the women to be too high risk to support safely in the
community setting.
4. Systemic issues: supportive and constraining factors
What factors facilitate and what factors constrain your capacity to provide
effective support for the young women?
5. Ideal model
What do you consider to be the ideal model of support for these young women?

15
Thesis Structure
The thesis contains nine chapters. This introductory chapter has provided an
overview of the research aims and methodology, and the remaining chapters’ contents are
briefly described below.
Chapters 2 and 3 comprise the literature review. Chapter 2 provides a detailed
analysis of empirical research pertaining to the impacts of CSA, with particular reference
to the association of CSA with suicidal phenomena. In addition, studies determining the
prevalence of survivors of CSA accessing social and mental health service systems are
detailed. Diagnostic issues are also discussed, with the emphasis on investigating how
misdiagnosis contributes to survivors of CSA being a hidden population whose support is
compromised. The intention of this chapter is to provide a strong rationale for the need
for expanded and enhanced service provision to adult survivors of CSA.
The focus of the research is on identifying good practice wisdom in meeting the
needs of young adult women at risk of suicide with histories of CSA and the macro
factors that support or constrain effective care. Consequently, Chapter 3 offers an
account of how the young women are situated and attended to in both international and
Australian practice landscapes. Firstly, the emergence of trauma-informed care (TIC)
conceptual frameworks and the changing nature of risk cultures are detailed with respect
to how they are influencing service provision to this cohort of young women. Secondly,
noting that no evidence-based practice models were identified specific to the support of
this population of young women, research on other cohorts in which the women are
represented are detailed. This includes intervention studies related to individuals
diagnosed with borderline personality disorder (BPD) and complex trauma histories and
populations of individuals who present with chronic suicidality. Finally, a broad
overview of the strengths and limitations of the Australian service system in meeting the
needs of the young women is provided.
Chapter 4 details the research methodology. The overarching theoretical approach
informing the study’s method is detailed, as are the sampling techniques and recruitment
process. Data collection and analysis processes are also reported. In addition, a number
of methodological issues are explored, and issues related to research rigour are identified.
Chapters 5 to 7 report the findings from this study’s exploration of communitybased professionals’ perceptions of the support needs of at-risk young women with CSA
histories. All codes revealing the origin of interviewees’ quotes have been removed from
the findings chapters to ensure confidentiality. A master copy is preserved, which
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references all quotes to original data sets. These copies may be made available for future
research pending ethics approval. Chapter 5 reports interviewees’ experiences of
supporting the women in community settings when they presented with chronic at-risk
behaviours. Perceptions of the women’s primary support needs are detailed first,
followed by a comprehensive report of practices considered most effective in meeting the
needs of the young women when at chronic risk. The focus is on interventions taken over
a more extended period that aims to build the young women’s resilience and concurrently
reduce the frequency and intensity of their at-risk behaviours. The chapter also describes
practitioner understandings of self-harm and suicidal behaviour and the dilemmas faced in
managing and assessing risk in community contexts. Principles of practice accepted as
best-practice wisdom in working with risk are described in detail. The chapter
predominantly focuses on findings emanating from interview Questions 1 and 2.
Chapter 6 focuses on interventions at times of acuity of risk and describes
interviewees’ experiences of collaborating with public acute-care services on occasions
when hospitalisation was deemed the only option to maintain the young women’s safety.
The issues that community-based professionals faced in gaining access to acute-care
support for the young women they work with are detailed, as are their experiences of
liaison at points of inpatient care and discharge. Interviewees’ opinions of the barriers to
and facilitators of effective support in hospital-based settings are then presented.
Findings from research Question 3 are detailed in this chapter, as are some results
stemming from Question 2.
Chapter 7 details interviewees’ opinions of systemic issues that constrain or
facilitate their capacity to provide the effective support mentioned in Chapters 2 and 3.
The chapter describes structural and practice issues common across the service system at
large and practitioners’ views on resourcing issues and opportunities particular to
community-based and hospital-based care. Current policy and funding initiatives
observed to facilitate good practice are detailed, as are opinions on new directions that
would strengthen support of the young women. Finally, practitioners’ perceptions of an
ideal model of acute-care support are described. This chapter reports findings from
research Questions 4 and 5.
Chapter 8, the discussion, situates practitioner responses within the context of the
aims of the doctoral study and contemporary international and Australian research. The
first section of this discussion speaks to the results in Chapters 5 and 6. Findings
pertaining to interviewees’ perceptions of the women’s core support needs and the most
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effective practice in meeting these needs are detailed. The discussion focuses on how the
perceptions of interviewees aligned with or differed from existing research and other key
stakeholders. Good practice responses aimed at improving the women’s resilience and
capacity over the longer term are discussed, as is good practice directed at reducing
suicidal and self-harm symptoms in the short term. The second section discusses findings
reported in Chapter 7. Interviewees’ perceptions of the macro factors affecting the
capacity of practitioners to provide effective support of the women across the Victorian
service system are identified and contrasted with research and seminal reports.
Chapter 9, the concluding chapter, synthesises existing research with the findings
and provides concluding remarks. It also presents three scenarios from the theorybuilding stage of the analysis: the first pertaining to the existing service system, the
second detailing what a redeveloped service system might look like and the third,
describing an ideal model. Limitations and strengths of the study are also detailed, as are
implications of this doctoral study for future research.
Rationale
Research has established that a history of CSA is a substantive risk factor for
developing a multitude of physical, social and mental health problems, with evidence also
supporting high rates of suicidal and self-harming behaviours among this population.
Young women who have a history of CSA and present with suicidal and/or self-harm
behaviours are recognised as a high-risk group and make up a significant portion of
individuals accessing multiple community-based service systems, including the homeless,
alcohol and other drug (AOD) and sexual assault sectors. Research also confirmed a high
prevalence of women with histories of CSA accessing public-hospital-based acute-care
services, with indications that prevalence rates in these clinical populations are even
higher when the potential for misdiagnosis and low disclosure rates are taken into
account.
Youth suicide and CSA are issues of significant concern in the public domain and
across the health sector. Both issues have independently received prominence in recent
Victorian state policy. Young women with histories of CSA who present with suicidal
and/or self-harming behaviours have recently, for the first time, been identified in state
policy as a high-risk priority target group. Pathways of care, however, for at-risk young
adult survivors of CSA in Australia remain absent, or, at best, unclear. Existing service
provision is observed to be fragmented, lacking in specialised care and focused on shortterm crisis intervention. Researchers and providers have increasingly expressed concern
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that under-resourced and overstretched public acute-care services are failing to work
sensitively with survivors of CSA when suicidal and to offer adequate access and ageappropriate interventions to young adults. Retraumatisation, compromised help seeking
and missed opportunities to reduce adult pathology are among the potential outcomes of a
service system that falls short of adequately responding to adult survivors of CSA. This
systemic failure continues to pose a significant challenge to both the broader community
and mental health systems.
Strengthening support services in the community has been identified in recent
policy as fundamental to enhancing early intervention opportunities for youth at risk with
complex needs. There was broad acknowledgement in both the research and practice
literature that early intervention, such as that which can be provided in the community
sector, can significantly reduce the risk of adverse mental health impacts associated with
CSA, including suicidality, becoming chronic and long term. Consequently, the need for
costly, public, acute, hospital-based care can also be reduced.
A small number of Australian studies have explored practitioner opinion of the
quality of service responses to adult survivors of CSA. However, there are no known
evidence-based studies investigating practitioner perception of the quality of service
responses to young adult women with histories of CSA during times when they are
considered at risk of suicide. This doctoral research addresses this clinically challenging
and under-researched area by exploring the perceptions that community-based health
professionals have of the support needs of young women at risk with histories of CSA and
the service provision considered most effective in meeting those needs.
This research is timely given the rapid shifts that are occurring in both
contemporary practice and policy in the fields of trauma and youth suicide. Calls from
professionals and advocates to improve service provision to adult survivors of CSA have
paralleled a heightened community awareness of the prevalence and extent of the impacts
of CSA. These attitudinal shifts are reflected in the level of receptiveness and support for
the recent Royal Commission into Institutional Responses to Child Sexual Abuse, which
is unprecedented in Australia’s history. There have also been persistent calls from trauma
experts for a broader, public health approach to the issue of CSA. All of these factors are
strengthening the platform for change.
The study thus addresses a serious and compelling health service issue and is wellplaced to contribute to informing contemporary policy and practice aimed at creating a
more responsive service system to at-risk young women with histories of CSA.
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CHAPTER 2: CSA SURVIVORS: UNDER-IDENTIFIED AND AT RISK
Failure to acknowledge the reality of trauma and abuse in the lives of children,
and the long-term impact this can have in the lives of adults, is one of the most
significant clinical and moral deficits of current mental health approaches.
Trauma survivors still experience stigma and discrimination and un-empathic
systems of care. (Kezelman & Stavropoulos, 2012, p. v)
Search Strategy
This review draws on both Australian and international research from the past
decade that illuminates debates about trauma and suicide. It also includes earlier works
that are considered to be of core historical relevance and a small number of unpublished
doctoral theses and conference presentations. Relevant material was primarily sourced
from
•

scholarly databases, including PsycINFO, MEDLINE, CINAHL, EMBASE,
SafetyLit, and Cochrane Library.

•

national and state government databases for reports and policies included but not
limited to the Australian Bureau of Statistics (ABS), Australian Institute of Family
Studies (AIFS), Australian Institute of Health and Welfare (AIHW), National
Mental Health Commission (NMHC), Victorian Departments of Health and
Human Services, Australian Department of Human Services and Australian
Homelessness Clearinghouse.

•

recognised national and international clearinghouses and public websites
including The Australian Clearinghouse for Youth Studies, American Association
of Suicidology, United States Centers for Disease Control and Prevention (CDC),
Adults Surviving Child Abuse (ASCA), Australian Institute for Suicide Research
& Prevention (AISRAP), Australian Child and Adolescent Trauma, Loss and
Grief Network, Australian Centre for Child Protection, Child Trauma Academy,
Australia’s National Research Organisation for Women’s Safety, Centre for
Headspace, Lifeline Australia, Mental Health Council of Australia (MHCA),
Substance Abuse and Mental Health Services Administration (SAMHSA), Suicide
Prevention Australia (SPA) and Psychiatric Disability Services of Victoria.
Three primary concepts were used in the electronic database searches: CSA, at-

risk behaviours, and interventions. Terms and limits employed to reduce the results
included young adults, women, adult survivors of CSA, and 2003-2013. Search strings
used to find relevant articles included
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•

"child* sexual abuse" or CSA or complex trauma or "child* sexual molestation"
or "child* sexual assault" or "adult survivors of child* sexual abuse"

•

suicid* ideation or attempted suicid* or completed suicide* or suicid* behavio* or
self harm* or self-harm* or self-mutilat* or self mutilat* or parasuicid* or parasuicid*

•

interven* or prevent* or manage* or treat* or trial* or "principles of support" or
service provision or strateg* or "models of support" or promising practice* or
system initiative* or system response*

Studies that explored the above issues were considered of central relevance and retained
to compare their methodology and findings. Works of peripheral relevance were only
retained if they were systematic reviews, in order to determine common and conflicting
understandings of study outcomes. As this thesis focuses on young women with histories
of CSA, reference to research on male victims is minor. Minimal reference is also made
to research on CSA among specific population groups, including Indigenous Australians,
individuals with a disability, and culturally and linguistically diverse communities. Each
of these cohorts is understood to have unique needs, warranting a more exclusive focus
that is outside the scope of this study, which in no way diminishes the importance of
research on CSA in these groups.
CSA: The Context
Over the past few decades, a burgeoning body of research has confirmed strong
correlations between a history of CSA and a multitude of adverse physical, psychological,
mental health and social impacts (Briere, 2002; Cutajar et al., 2010; Fergusson, McLeod,
& Horwood, 2013; Havig, 2008; Herman, Perry, & van der Kolk, 1989; Holzer, 2008;
Lamont, 2010a; Mammen, 1999; Mullen, Martin, Anderson, Romans, & Herbison, 1996;
Richardson, 2005; Spataro, Mullen, Burgess, Wells, & Moss, 2004; van der Kolk, 2005).
Whilst the extensive nature of the consequences of CSA is acknowledged within the
trauma-practice literature, there remains little reference to these impacts in the mental
health and suicide-prevention literature. Given this disparity between the fields in
recognising the impacts of CSA, it was considered important to provide supplementary
material in the appendices that presents a detailed critique of empirical research related to
the impacts of CSA, its prevalence, magnitude and related definitional issues (see
Appendix A). It is also important to acknowledge potential gendered differences in the
impacts of CSA and the implications they may have for tailoring interventions according
to gender. Whilst these differences are not explored in this thesis given the focus on
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women, Cashmore and Shackel (2014) provided a comprehensive analysis and discussion
of the issues. There is also a body of more historical literature that discusses the
consequences of CSA according to gender (e.g., Banyard, Williams, & Siegel, 2004;
Dube et al., 2005; Foster, Boyd, & O’Leary, 2012).
In summary of Appendix A, evidence conclusively indicates that exposure to CSA
can have both short- and long-term deleterious effects. Studies over the past few decades
have demonstrated that a history of CSA is a risk factor for a multitude of adverse adult
pathology. Research exploring the prevalence of CSA in the general community and
specific clinical populations provides us with insight into the magnitude of the problem.
Whilst there is still significant debate regarding definitive prevalence rates and degrees of
association of adverse outcomes with CSA, including significant healthcare costs, even
conservative estimates are cause for concern. Given its prevalence, and given the broad
agreement of the multiple impacts and costs associated with CSA to the victim and the
community at large, CSA is now widely acknowledged to be a public health issue. Whilst
the consequences of CSA can be substantial, the past decade of research, in neuroscience
particularly, has offered some promise that these impacts can be either minimised in the
first place or overcome.
In addition to the range of impacts identified in Appendix A, suicidal phenomena
have been strongly associated with CSA and are considered to be one of its most serious
adverse mental health effects (Cashmore & Shackel, 2013). The determinants of
suicidality are complex and include both socio-environmental and biological factors
(Paris, 2007b; Steering Committee for the Review of Government Service Provision
[Steering Committee], 2008). This review evaluates the literature exploring associations
between CSA and suicidal phenomena, arguably the most serious of adverse outcomes. It
also reviews research demonstrating that survivors of CSA are substantially
overrepresented in mental health and social-service systems yet remain under-identified.
Determining the needs of young adult women with histories of CSA is a critical
step in raising awareness and garnering support for services to address such issues. The
intention in this first chapter of the literature review is to justify the need for research on
how service systems can more effectively meet the needs of survivors of CSA.
Definitional Issues
This study adopts the definition of CSA used by the Victorian Centres Against
Sexual Assault (CASA): “Child sexual abuse is when an adult or someone bigger than the
child uses his or her authority or power over the child, or takes advantage of the child's
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trust and respect, to involve the child in sexual activity” (Victorian CASA, 2013, p. 1).
The term child maltreatment is used interchangeably with childhood abuse. It refers to
behaviour by an adult or older adolescent that poses a significant risk of harm to a child.
It includes both acts of omission (neglect) and commission (abuse) and encompasses five
principal subcategories: physical abuse, psychological or emotional maltreatment,
neglect, witnessing family violence, and child sexual abuse (Price-Robertson, 2012).
Child maltreatment and child abuse are used as umbrella terms throughout this review to
refer to child abuse more generally. Furthermore, while the terms sexual abuse and
sexual assault are used interchangeably in the literature, sexual assault is more commonly
used to describe “non-consensual acts of sexual violence against an adult” (Tarczon &
Quadara, 2012, p. 1). Sexual abuse is more often used to describe sexual violence against
children (Tarczon & Quadara, 2012). These distinctions are applied throughout this
study.
Furthermore, whilst the young women who are the subject of this doctoral
research are chronologically aged 16 to 25, their developmental age in some areas is
potentially younger given evidence that CSA can significantly impact on an individual’s
capacity to reach certain developmental milestones (Briere & Lanktree, 2012).
Furthermore, age brackets corresponding to adolescence and young people differ in the
literature. The World Health Organization (WHO), for example, has referred to
individuals aged 10 to 19 as adolescents and young people more broadly as 10 to 24 years
of age (WHO, 2013). Given these factors, literature spanning both adolescence and
young adulthood is detailed.
Suicidality
Suicidal phenomena encompass a range of actions and thoughts, which are
variably described in the literature and include attempts, self-harm, suicidal plans, threats
and ideation (Stevens, Bond, Price, Roberts, & Platt, 2008). Significant and concerning
inconsistencies have existed in the terminology used to define phenomena in suicideprevention research for many years. These inconsistencies compound problems in the
reporting, analysis and comparison of statistics related to suicidal behaviour and make the
evaluation of interventions difficult (Crosby, Ortega, & Melanson, 2011; Leitner, Barr, &
Hobby, 2008; Nock & Kessler, 2006; Stewart, 2005).
First, overarching terms commonly differ in the phenomena they represent.
Deliberate self-harm, for instance, is sometimes limited to the description of injury
inflicted on the self, such as cutting with an absence of suicidal intent. At other times, it
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is used to refer collectively to self-injury, drug overdoses and suicide attempts (Hawton et
al., 2009; Kyle, 2006; Martin, Swannell, Hazell, Harrison & Taylor, 2010). Across the
studies in their systematic review of suicide-prevention research, Leitner et al. (2008)
were unable to distinguish between attempted suicide and self-harm without suicidal
intent. Other researchers have encountered similar problems (Nock & Kessler, 2006).
Second, the attribution of degrees of risk to different suicidal phenomena varies in
the literature (Nock & Kessler, 2006). A common understanding in suicide prevention is
that suicidality tends to follow a developmental pathway of increasing severity, from
distress, to suicidal ideation, to attempts, to suicide (May, Klonsky, & Klein, 2011).
However, caution is required when attributing degrees of risk to different phenomena.
According to the WHO’s survey as part of its Mental Health Initiative, when individuals
had suicidal ideation, 33.6% of them were likely to be planning an attempt, and 29% were
likely to carry out an attempt (Nock et al., 2008). These correlations indicate that even
thoughts of suicide can signify substantial risk. In the current study, it was considered
important that degrees of risk are not attributed to particular suicidal phenomena—a body
of research has indicated that it remains difficult to predict who is at greatest risk of
suicide (Schwartz-Lifshitz, Zalsman, Giner, & Oquendo, 2012). Also, this researcher
believes that, while self-harm, suicidal thoughts and attempts of young women with
histories of CSA predominantly reflect extreme distress rather than intent to die, the level
of seriousness of any one of these phenomena can never be assumed.
Widely accepted definitions provided by the CDC are utilised in this study
(Crosby et al., 2011). Suicide attempt is thus understood to be a nonfatal behaviour with
some level of intent to die, which “may or may not result in injury” (Crosby et al., 2011,
p. 21). Suicidal ideation indicates thoughts about or plans to suicide. Suicide itself is
“death caused by self-directed injurious behaviour” (Crosby et al., 2011, p. 21). These
definitions are used primarily because they emphasise outcome, the actual harm resulting
from the suicidal phenomena, rather than the purpose behind the behaviour. Leading
researchers in suicide prevention have acknowledged that any form of suicidal
phenomena can result in death, but that the degree of intent to die did not inevitably
correlate with the likelihood of fatality (Crosby et al., 2011; De Leo, Burgis, Bertolote,
Kerkhof, & Bille-Brahe, 2006). The term suicidality is used in this study to refer
collectively to both suicidal ideation and behaviour, rather than using separate terms for
the two phenomena on the basis that risk is different for each. This use of the term is
consistent with the literature by prominent clinicians and suicide-prevention organisations
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(Briere & Lanktree, 2012; Mendoza, 2009; Middleton, 2012; Paris, 2007a; SPA, 2011).
Consistent with Crosby et al. (2011), the terms completed and successful suicide are not
used in this study. This language runs counter to the goal of suicide prevention in
implying that a “desired outcome” has been achieved. Similarly, the prefixes deliberate
and intentional are not used in relation to self-harm. This acknowledges the objection to
the terms by some service users that self-harm cannot be accidental (National
Collaborating Centre for Mental Health, 2004).
Self-Harm
Whilst self-harm can lead to significant injury and even death in extreme
circumstances (Crosby et al., 2011; De Leo et al., 2006), the operational definition of selfharm adopted in this research refers to self-injury where there is, as best as can be
ascertained, no suicidal intent. Consequently, self-harm and suicidal behaviours are
treated distinctly. Though nonsuicidal self-injury is the contemporary term used to
describe these behaviours (Mendoza, 2009; Mendoza & Rosenberg, 2010; Paris, 2007a;
Suyemoto, 1998), the term self-harm is preferenced in this research because it is most
commonly used in the field by practitioners. Descriptions of self-harm can include
cutting, hitting or burning oneself; though, as Suyemoto (1998) suggested, researchers
frequently restrict cohorts to individuals who cut themselves, the most common form of
self-harm in clinical groups.
Herein, self-harm primarily refers to behaviours, such as cutting or burning, that
result in visible bodily injury. Other definitions of self-harm included risk-taking
behaviours such as bingeing or starvation; others included drug overdose where suicidal
intent is absent (McGuire & Fernandez, 2004; Suyemoto, 1998). Overdoses of either
prescribed medication or illicit drugs that require medical intervention are not included in
the definition adopted for this study. This author agrees with McGuire and Fernandez
(2004) that the excessive use of medication, drugs and alcohol are often attempts by
women with CSA histories to cope with overwhelming distress. However, in practice, it
is very difficult to distinguish between serious overdoses that are accidental and those on
the continuum of a suicide attempt. In the experience of this author, suicidal intent by
young women with histories of CSA is often ambiguous. In fact, one of the primary
inconsistencies in the literature is the degree to which drug overdoses are categorised as
having suicidal intent (McGuire & Fernandez, 2004; Suyemoto, 1998).
One of the primary distinctions between definitions of self-harm is whether
suicidal intent is judged to be implicit in the behaviour. Whilst some authors defined self-
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harm as “any form of self-injurious behaviour . . . regardless of intention to die or not”
(Fortune & Hawton, 2005, p. 401), the broader consensus was that the definition be
restricted to describing the deliberate destruction of body tissue without suicidal intent
(Crosby et al., 2011; Favazza, 1988; Gratz, 2003; Klonsky, 2007; McGuire & Fernandez,
2004; Mendoza & Rosenberg, 2010). Debate continues on the ambiguity of a clear-cut
distinction between suicidality and self-harm, as establishing intent is difficult (Mendoza
& Rosenberg, 2010). Whilst self-harm is generally accepted as nonsuicidal in intent,
suicidal behaviour is clearly associated with self-harm (Mcallister, 2003), and young
people who self-harm have been determined to be at significantly higher risk of suicide
than those who have no history of self-harm (Hawton, Harris, & Zahl, 2006; Hawton &
James, 2005; Martin et al., 2010).
CSA was determined to be independently predictive of self-harming behaviour in
adults (McGuire & Fernandez, 2004; Moller, Tait, & Byrne, 2012). In the trauma field,
self-harm was generally described as a nonsuicidal coping strategy, a tension-reduction
behaviour engaged as a means of downregulating in circumstances when an individual’s
capacity to self-regulate is compromised (Briere & Lanktree, 2012; Kezelman &
Stavropoulos, 2012; Paris, 2007a). An extension of this understanding is that, despite
being problematic in adulthood (Briere & Lanktree, 2012; Resnick, 2012), self-harm can
in fact be a means of surviving overwhelming emotion and avoiding suicide (Briere &
Lanktree, 2012; Calof, 1995; Klonsky, 2007; McGuire & Fernandez, 2004). In this way,
self-harm may play a protective role against suicide (Klonsky, 2007; Mendoza, 2009;
Nock, Hwang, Sampson, & Kessler, 2010; Suyemoto 1998; Yip 2005).
CSA and Suicidality
A strong correlation has been consistently demonstrated over the past few decades
between experiences of CSA, suicidal behaviours and suicide (Beautrais, 2006; Danielson
et al., 2006; Dube et al., 2001; Fergusson & Mullen, 1999; Mullen, Martin, Anderson,
Romans, & Herbison 1993; Nelson et al., 2002; Neumann, Houskamp, Pollock, & Briere,
1996; Read, Agar, & Barker-Collo, 2001; Sachs-Ericsson, Cromer, Hernandez, &
Kendall-Tackett, 2009; Yellowlees & Kaushik, 1994). Research also indicated a
relationship between severity of CSA and increased risk of suicide (Fergusson and
Mullen 1999; Joiner et al., 2007). The methodological design and sophistication of
studies that have been conducted over the past decade are considered more rigorous and
better account for confounding factors (Cashmore & Shackel, 2013). One large
prospective study in New Zealand determined that victims of attempted or actual
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penetrative sexual abuse had 2.4 times the rate of suicidality (Fergusson, Boden, &
Horwood, 2008), which is consistent with other population-based studies that confirm
prevalence rates of suicide attempts to be between two to four times higher in cohorts of
sexually abused women (Dube et al., 2005; Molnar, Berkman, & Buka, 2001). Findings
from a large historical cohort, which aimed to identify the risk of suicide and accidental
fatal drug overdose of 2,759 individuals with known histories of CSA, are also of
particular interest (Cutajar et al., 2010). Official Victorian forensic and psychiatric
records were retrospectively analysed to identify individuals with CSA histories, then
compared to coronial databases up to 44 years later. It was determined that individuals
with CSA histories were 18 times more at risk of suicide and 49 times more likely to die
of an accidental overdose than individuals in the general population. When these figures
were analysed by gender, women with CSA histories were shown to have an even greater
risk of death compared to the general population—40-fold the risk of suicide and 88-fold
the risk of accidental death. The authors cautioned, however, that these findings,
although statistically significant, did not demonstrate a causative link between CSA and
fatal suicide, because other factors such as family disadvantage may have mediated the
link (Cutajar et al., 2010).
A number of other outcomes recorded by Cutajar et al. (2010) are pertinent to this
doctoral research. Most deaths occurred in the women’s thirties, which was, on average,
20 years after the original identification of the abuse; and 80% of the individuals who
suicided had accessed the public mental health system at some stage. That by far the
majority of individuals had had contact with services brings into question the adequacy of
service provision to date. In addition, the fact that suicide is an outcome more likely to
occur many years after the initial identification of the abuse suggests that there is a
significant “window of opportunity” (p. 187), as Cutajar et al. proposed, to provide more
effective support to young women with histories of CSA. Furthermore, the authors noted
that matches between identified victims of CSA and records of death may have been
underestimated as a result of individuals in the cohort moving or changing surnames.
Also, it could be speculated that community attitudes and service responses to CSA were
more constrained between 1964 and 1995, the period from which their data was obtained.
A sociopolitical climate that was less supportive of disclosure may have resulted in fewer
cases of CSA coming to the attention of authorities in the first place, causing the findings
to underestimate the link between CSA and risk of suicide.
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There was also evidence of a dose relationship between suicide risk and the
number of different forms of adverse childhood experiences (Dube et al., 2001). Findings
from the seminal Adverse Childhood Experiences study determined that individuals who
had experienced four or more adverse childhood experiences were 12 times more likely to
attempt suicide than those with no histories of adversity (Dube et al., 2001; Felitti et al.,
1998).
Interestingly, research confirming correlations between a history of CSA and
suicidality is prominent in mental health and trauma literature, but recognition of CSA as
a risk factor for suicidal behaviour and ideation in the suicide-prevention literature is less
established.
Chronic Suicidality and Its Association With CSA
Leading practitioners in suicide prevention found that individuals who presented
with episodic suicidal behaviour were a distinctly different cohort to those with chronic,
repetitive suicidality (Paris, 2007a). Suicidal behaviour that was manifested over a
shorter period was frequently associated with depression and passed as the depression
was alleviated (Paris, 2007a). To the contrary, chronic suicidality was pervasive in nature
and strongly associated with a diagnosis of BPD and with depression (Grenyer, 2013;
Hawton, Zahl, & Weatherall, 2003; National Health and Medical Research Council
[NHMRC], 2012; Paris 2007a; Zanarini, 2000). A history of CSA was also a risk factor
for chronic, repetitive suicidal behaviour in adolescents and young adults (Vajda &
Steinbeck, 2000). Consequently, prominent experts such as Paris (2007a) concluded that,
whilst chronically suicidal individuals commonly present with depressed mood, the
coexistence of BPD and CSA more strongly accounts for the suicidal behaviour than does
a biochemical imbalance related to the depression.
Paris (2007a) proposed that, “the inner world of the chronically suicidal [BPD]
patient is one of pain, emptiness and hopelessness, [and suicidality is] an attempt to cope
with these states of mind” (p. xiv). Suicidality of a chronic nature was inextricably linked
to the individual’s sense of self (Paris, 2007a). The option of suicide for these individuals
could in fact be a survival strategy that is symbolically supportive of staying alive in the
face of profound distress, in the knowledge that there can be a final escape from the pain.
Generally, suicide attempts were not motivated by a desire to die; the motivation was
more ambivalent. In essence, chronically suicidal ideation and behaviour allowed the
individual to maintain a sense of control over their lives, a coping strategy that served a
similar function to self-harm. Ironically, “the only way for them to go on living is to
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maintain the option of dying. They threaten to die in order to stay alive” (Paris, 2007a, p.
xv). According to the expert opinion of Paris, three psychological issues distinguished
these individuals from others who, for example, experienced more temporary states of
depression. The first of these “unique emotions” was unrelenting and severe
“psychological pain” experienced as never ending; the second, a profound sense of
emptiness; and the third, overwhelming hopelessness (Paris, 2007a). In the complextrauma literature, the chronic-suicidal phenomenon was also frequently referred to as an
outcome of overwhelming distress and a response to unbearable pain associated with
childhood trauma (Briere & Lanktree, 2012; Kezelman, 2013; Kezelman & Stavropoulos,
2012). That understandings of suicidality in the complex-trauma literature and literature
related to BPD are similar is not surprising given that the nature of the suicidal
phenomenon in both groups tends to be repetitive and chronic.
The literature clearly suggested that there was a level of ambiguity of intent to die
in chronically suicidal behaviour which was associated particularly with CSA.
Nevertheless, individuals with chronic, repetitive suicidal behaviour remain a group at
high risk, with evidence indicating a history of previous suicidal ideation and behaviour
to be a significant risk factor for suicide (Beautrais, 2006; Gould, Greenberg, Velting, &
Shaffer, 2003; Hawton et al., 2003; May et al., 2011). Suicidal thoughts, particularly
prevalent in adolescents and young adults (May et al., 2011), were strongly correlated
with suicide attempts (Brezo et al., 2007; Soloff, Lynch, Kelly, Malone, & Mann, 2000).
Previous suicide attempts were also considered to be amongst the strongest predictors of
suicide (Beautrais, 2006; Gould et al., 2003; May et al., 2011) Whilst this correlation was
far higher for young men, placing them at 30 times the risk of suicide, young women
were three times more likely to suicide after previous attempts (Gould et al., 2003).
Furthermore, studies and clinical observation has indicated that survivors of CSA
are particularly likely to receive a diagnosis of BPD (Briere & Zaida, 1989; Krawitz &
Watson, 1999; Spataro et al., 2004; Suicide Prevention Taskforce [SPT], 1997). Research
has determined that coexisting BPD is one of the most significant risk factors
independently predicting an individual’s progression from suicidal thoughts to attempts
after other variables are controlled for (May et al., 2011; Soloff et al., 2000). One
hypothesis suggests that “negative affect” associated with depression, combined with the
problems with emotional regulation and high impulsivity associated with BPD, heightens
the risk of individuals in this cohort acting on their suicidal thoughts (May et al., 2011).
In another longitudinal, population-based study, factors that most strongly determined
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whether youth experiencing suicidal ideation were likely to act on their thoughts were
chronicity of suicidal thoughts, being female, Axis 1 psychopathology, and CSA (Brezo,
et al., 2007).
It is important to note that, whilst cohorts who have histories of previous
suicidality are at higher statistical risk of suicide than cohorts who do not, most
chronically suicidal individuals still do not suicide despite having a multitude of risk
factors, a situation in research known as false positives (Paris, 2007a, p. xvii).
CSA and Suicidality Specific to Adolescent and Young-Adult Cohorts
Age was a clear mediator of suicidal behaviour and suicide (Daniel & Goldston,
2009). Suicidality was found to increase markedly from mid to late adolescence and into
early adulthood (Brent, 2001; Commonwealth of Australia Department of Health and
Aged Care [CDOHAC], 1999; Crosby et al., 2011; Paris, 2007a; Swanton, Collin, Burns,
& Sorensen, 2007). This phase of life was determined to be the time when individuals are
at highest risk of first developing suicidal ideation and suicidal plans (Kessler, Berglund,
Demler, Jin, & Merikangas, 2005). Youth suicide continues to be an issue of significant
concern, the official Australian figures reporting that 22% of all deaths in youth aged 16
to 24 were attributable to suicide (ABS, 2012), and 25% of all suicide attempts across the
lifespan were by young adults (MHCA, 2009). Similar statistics in the United States
ranked suicide as the third-highest cause of death in individuals aged 15 to 24 (CDC,
2013). Risk factors for youth suicide are multiple and varied. Mental health issues,
bullying, substance use, prior suicidal behaviour in adolescence, sexual orientation,
gender identity issues, socioeconomic disadvantage, social isolation, personality traits,
biological predispositions, and child abuse across the spectrum are all identified as
precipitators of youth suicide (CDOHACe, 1999; Evans, Hawton, & Rodham, 2005).
Gender plays an important role in suicidality and has a significant influence on
rates within the different categories of suicidal phenomena. Research has shown that
young males’ risk of suicide was four to five times higher than young women’s, whilst
young women’s rates of suicide attempts were significantly higher (CDOHAC, 1999;
MHCA, 2009). This is largely attributed to differences in the means by which suicide
attempts were made, with men more likely to engage in acts of lethality (Gould et al.,
2003). Nevertheless, suicide was said to be the leading cause of death for women less
than 34 years of age (Mendoza & Rosenberg, 2010). The most recent statistics released
by the AIHW (Pointer, 2013) showed a concerning increase of 50% since the year 2000
of women aged 15 to 24 receiving hospital-based treatment for intentional self-harming
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behaviours, which included suicide attempts and nonsuicidal self-injury. Put another
way, one in five individuals hospitalised for self-harm in 2010/11 were women aged 15 to
24 (Pointer, 2013).
As with adult populations, a history of CSA was demonstrated to increase the risk
of suicidal phenomena in adolescence and young adulthood (Beautrais, 2001; Brezo et al.,
2007; Fergusson, Beautrais, & Horwood, 2003; Martin, Bergen, Richardson, Roeger, &
Allison, 2004). Two prospective, longitudinal studies compared cohorts of young people
with known CSA histories to control groups of non-abused youth and returned similar
findings. The youths with CSA histories were between 10.7 and 13.0 times more likely to
attempt suicide in one study (Plunkett et al., 2001) and 12 times more at risk in the other
(Fergusson, Horwood, & Lynskey, 1996). Two earlier longitudinal studies reported a
similar population-attributable risk for suicide attempts in young adults with CSA
histories of between 16.5% and 19.5% (Brown, Cohen, Johnson, & Smailes, 1999;
Fergusson et al., 1996). In a systematic review of 10 epidemiological studies, evidence
was found for “a strong and direct association between sexual abuse and suicidal
phenomena” in adolescents (Evans et al., 2005, p. 54). However, the strength of this
relationship could not be determined due to inadequate assessment of potential
confounding psychological variables such as depression and anxiety.
Finally, findings from a comprehensive analysis of systematic reviews and
individual studies on child maltreatment published between 2000 and 2008 consistently
showed that young adults up to their late twenties with CSA histories had at least twice
the risk of attempting suicide, even after potential individual or family mediating factors
were taken into account (Fergusson et al., 2008). Significantly higher rates of suicide
attempts were, however, reported in some of the studies. For instance, a New Zealand
population-based study showing 10.6% to 20.6% of youth with histories of sexual abuse
involving penetration had attempted suicide, compared to 1.5% to 2.5% of individuals
with no such histories (Fergusson et al., 2008).
CSA, Mental Health Diagnosis and Suicidality: A Complex Interplay
A mental health diagnosis has been identified as one of the most significant risk
factors of suicide (O’Leary & Gould, 2008; SPA, 2009a). Individuals with a mental
health diagnosis were estimated to be eight to 10 times more at risk of suicide than the
general community (ABS, 2007; Beautrais, 2006). Affective disorders, including major
depression, bipolar disorder, BPD, substance abuse, anxiety disorders, and schizophrenia,
were all shown to have a strong association with suicide (Commonwealth of Australia
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Department of Health and Ageing [CDOHA], 2000; Kanwar et al., 2013; Oakley Browne,
Wells, Scott, & McGee , 2006; Pritchard & King, 2004; Read, Agar et al., 2001).
A diagnosis of BPD in particular was correlated with a high risk of suicide
(Leichsenring, Leibing, Kruse, New, & Leweke, 2011). A 1999 review of research
determined the mortality rate of those diagnosed with BPD to be 10% to 45% (Krawitz &
Watson, 1999); however, later estimates suggested the rate is closer to 3% to 10% (Black,
Blum, Pfohl, & Hale, 2004; Skodol et al., 2005). Some mental health experts have
expressed concern that, despite individuals with BPD having an equivalent or higher
suicide rate than individuals with schizophrenia and bipolar disorder, the association has
historically been neglected (Middleton, 2012). Research exploring the links between
mental health disorders and suicide attempts found them to be also positively associated
(ABS, 2007; Gould et al., 2003). Furthermore, the risk of suicide attempts increased
markedly with comorbidity of mental illness, one early study finding that individuals with
two or more diagnoses were 89.7 times more likely to attempt suicide than individuals
with no mental health issues (Beautrais et al., 1996).
Strong links were demonstrated between psychiatric disorders and suicidal
phenomena in youth cohorts, particularly those with depressive and substance use
disorders (Beautrais, 2001; Fergusson et al., 2003; Hawton & James, 2005; Kessler et al.,
1999; Nock et al., 2010). One review determined that in excess of 90% of all youth who
suicided had had a major psychiatric disorder, up to 64% of them diagnosed with
depression (Gould et al., 2003). Substance use was found to significantly heighten the
risk of suicide attempts and suicide in adolescence, partially due to the fact that drugs and
alcohol lower inhibitions and increase impulsivity (Hufford, 2001; Vajda & Steinbeck,
2000).
Mental illness is clearly one of the most significant risk factors in suicidal
phenomena, yet there is no straightforward cause. Most individuals with a mental illness
were not suicidal, and many individuals who presented with suicidal behaviours or
ideation did not have a mental health diagnosis (SPA, 2010c). Research to date has been
clearly weighted towards examining the link between mental illness and suicidal
phenomena (Leitner et al., 2008). There is concern that the emphasis in this area has
detracted from exploration of other potential risk factors (Leitner et al., 2008; Mendoza &
Rosenberg, 2010). CSA is one such factor that, as demonstrated above, is underresearched in comparison to studies on mental illness (Goldney, 2005).
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Suicidal phenomena were shown to be more prevalent in individuals who had both
a mental illness and CSA history than individuals with a psychiatric diagnosis and no
abuse history (Briere & Zaida, 1989; Bryer, Nelson, Baker Miller, & Krol, 1987).
Ascertaining the degree to which a history of CSA may be contributing to suicide risk can
be complicated when participants also have a psychiatric illness (O’Leary & Gould,
2008). However, a small body of evidence has determined that a history of CSA is a
stronger predictor of suicidality than mental illness, depression in particular (Brown &
Anderson, 1991; Read, Perry, Moskowitz, & Connolly, 2001). Consequently, it has been
proposed that it is “more important” to determine whether an individual has a history of
CSA than to ascertain if they are currently suffering from depression when assessing for
suicide risk (Read, Agar et al., 2001, p. 371).
Strong evidence also exists demonstrating that CSA elevates suicidal risk in
individuals with BPD. Adults diagnosed with BPD who had CSA histories were found to
be 10 times more at risk of attempting suicide than those without such histories (Soloff,
Lynch, & Kelly, 2002). One prospective study found, however, that psychotic symptoms
and poor social adjustment mediated this association to some extent. Nevertheless, this
mediating role was only partial, with CSA remaining a significant independent predictor
of suicidal behaviour (Soloff, Feske, & Fabio, 2008).
Similarly, there is no straightforward causal relationship between drug use and
suicidality; however, CSA is a factor that has been reported to increase the risk of suicide
in individuals with substance use issues (Lloyd et al., 2007; Rossow & Lauritzen, 2001).
One explanation for the association between substance use and suicidality of particular
relevance to the current study is “a common factor hypothesis”. This hypothesis suggests
that risk factors such as child abuse “predispose an individual to both alcohol and other
drug abuse and suicidality concurrently” (SPA, 2011, p. 4).
As demonstrated, some studies indicated that CSA may be more predictive of
suicidality than a psychiatric diagnosis was. In some cases, mental health problems
played a secondary or mediating role. Whilst this research is inconclusive to date, a
promising aspect of these more recent findings is that exposure to CSA is potentially
more amenable to treatment and recovery than biogenetically based factors (SPA, 2010c).
Survivors of CSA: A Hidden Population?
A Cohort Overrepresented and Under-Identified in Multiple Service Systems
Individuals with histories of CSA frequently access multiple systems of care and
are overrepresented in various health and human-service systems including the
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homelessness, AOD-support and mental health sectors (AIHW, 2010; O’Brien &
Henderson, 2006; Tyler, Whitbeck, Hoyt, & Johnson, 2003). By far the majority of
individuals experiencing homelessness have histories of some form of childhood trauma
(Buhrich, Hodder, & Teesson, 2000; Scutella, Johnson, Moschion, Tseng, & Wooden,
2013). Of the homeless individuals in one study, 56.6% self-identified their history of
some kind of childhood abuse, a figure which was confirmed by the homelessness
services supporting them, who estimated the prevalence of child abuse to be 56.29%
(Rinehart & Borninkhof, 2012). However, determining accurate prevalence rates of CSA
is difficult as many studies neglected to differentiate between the different kinds of
childhood abuse (Buhrich et al., 2000). Nevertheless, the few studies that have focused
more specifically on CSA determined that prevalence rates were high. One local
Victorian study, known as the Journey to Social Inclusion Project, found that 53% of a
cohort who had been chronically homeless had histories of CSA (Grigg, 2011). An
international study of 85 homeless youth found that 85.7% of the young women had
experienced a traumatic event, 71% had experienced sexual trauma of some kind, and
59% had been victims of sexual assault prior to age 19 (Gwadz, Nish, Leonard, & Strauss,
2007).
Contact with child protection or out-of-home care was acknowledged to be a risk
factor for adult homelessness (Scutella, Johnson, Moschion, Tseng, & Wooden, 2012). In
one Australian study, 35% of a sample of 3,941 homeless individuals had followed a
trajectory to adult-homeless services as a result of their previous history of homelessness
when under the age of 18. Of this group, 42% had been involved with child protection
and were described as having histories of CSA and physical abuse, parents with AOD
issues or exposure to family violence (Chamberlain & Johnson, 2011).
Young women with histories of CSA were also strongly represented in the AOD
sector. A recent census of youth accessing treatment for substance abuse in Victoria is of
particular relevance to this study. The census was an inaugural survey of over 1,000
young people receiving treatment for AOD issues, the first study of its kind nationally and
internationally (Kutin, Bruun, Mitchell, Daley, & Best, 2014). A startling 80% of the
young women were victims of child abuse, and the prevalence of suicide attempts was
also considerable at 38% (Daley & Kutin, 2013). More specifically, at least 44% of the
women had histories of CSA, with 34% unknown due to a lack of disclosure either way
(Kutin et al., 2014).
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Research demonstrating that a high prevalence of individuals with a history of
CSA accessing adult mental health settings has steadily accumulated over the past few
decades. A significant percentage of clients with a history of CSA are knowingly or
unknowingly supported within clinical mental health services. These populations are
considered to be representative of individuals presenting with the most severe effects of
CSA (Jennings, 2004). Judith Herman, a long standing, respected advocate for survivors
of trauma, stated that “the mental health system is filled with survivors of prolonged,
repeated childhood trauma” (Herman, 1997, p. 122). Similarly, Middleton (2012)
commented,
The single most significant predictor that an individual will end up in the mental
health system is a history of childhood trauma, and the more severe and prolonged
the trauma, the more severe are the psychological and physical health
consequences (p. x).
Researchers have concluded that the method of data collection substantially
influences disclosure rates of abuse and subsequent estimations of prevalence rates in
clinical mental health settings (Fergusson & Mullen, 1999; Jacobson & Richardson,
1987). Significant variation in prevalence rates have been found for studies of official
case records, compared to those employing direct methods of inquiry (Hawthorne et al.,
1996; Wurr & Partridge, 1996). Studies that utilised information from reviews of patient
records generally reported lower prevalence rates, considered likely to be underestimates
of abuse histories (Hawthorne et al., 1996; Jacobson, Koehler, & Jones-Brown, 1987;
Read 1997). Factors thought to contribute to low prevalence estimates in official records
included reluctance by many victims to voluntarily disclose abuse and low levels of
inquiry by mental health professionals (Briere & Zaida 1989; Jacobson & Richardson
1987; Koss, Bailey, & Yuan, 2003; Wurr & Partridge, 1996). Briere and Zaida’s (1989)
study on women who accessed psychiatric emergency care, for example, found significant
disparities. In the group who were directly asked, 70% of women disclosed CSA. The
disclosure rate was only 6% in the control group, who were not directly asked for such
information but could voluntarily disclose it.
Earlier studies in which direct inquiry methods were employed concluded that
46% to 70% of women in psychiatric populations have histories of CSA (Briere & Zaida,
1989; Craine, Henson, Colliver, & MacLean, 1988; Hawthorne et al., 1996; Wurr &
Partridge, 1996). More recently, the U.K. Department of Health (UKDOH; 2008)
estimated that 50% to 70% of women accessing public mental health services had a
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history of sexual abuse. Many early studies determined that 40% to two-thirds of
individuals accessing the mental health system have histories of CSA, physical abuse or
both (Bryer et al., 1987; Craine et al., 1988; Emslie & Rosenfeld, 1983; Jacobson &
Richardson, 1987). In an early literature review by Read (1997) of 15 studies of inpatient
populations, 50% of women reported histories of CSA. A subsequent review by Read,
van Os, Morrison, and Ross (2005) of 39 inpatient populations and seven female
outpatient populations determined a similar prevalence rate of 47.7% from women
reporting histories of CSA. Evidence also suggested that, compared to individuals with
no history, survivors of CSA were more likely to be hospitalised, have longer inpatient
stays and incur higher overall costs of care (Molnar, Berkman et al., 2001; Mullen et al.,
1993; Newmann, Greenley, Sweeney, & Van Dien, 1998; Read, Agar et al., 2001).
Finally, whilst these studies offer convincing evidence of high prevalence rates of
CSA in mental health systems both nationally and internationally, it is speculated that
these rates may be even higher when factoring in the incidence of nondisclosure.
Willingness to disclose histories of CSA is arguably influenced by data collection
methods as well as attitudinal factors within society and institutional care settings.
Following the implementation of the Australian National Royal Commission into
Institutional Responses to Child Sexual Abuse, for example, calls to the ASCA helpline
increased by 300% (Akerman, 2013).
Contact With Services: A Time of Heightened Risk
Research indicates that individuals have a substantially heightened risk of suicide
during and after the period they access inpatient services (National Advisory Council for
Youth Suicide Prevention [National Advisory Council], 1998; Pirkis & Burgess, 1998).
Some studies reported that approximately 20% of individuals who suicided had had
contact with mental health services in the previous month, and 40%, within a year of their
death (Luoma, Martin, & Pearson, 2002; National Advisory Council, 1998). Individuals
with CSA were significantly more likely to have had prior inpatient admissions than
psychiatric clients with no such history (Pettigrew & Burcham, 1997; Read Agar et al.,
2001) and to have more frequent and longer stays in inpatient units than those with no
history of abuse (Read, Agar et al., 2001). Individuals who suicide frequently have also
had recent contact with primary care physicians, findings indicating that around 45% had
seen their general practitioner (GP) within the month preceding their death (Luoma et al.,
2002; Mann et al., 2005).
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The Risk of Misdiagnosis
The effects of child sexual abuse can be a significant contributory factor to all
diagnoses and presentations from depression, anxiety, eating disorders . . . through
to bi-polar, schizophrenia, dual diagnosis and personality disorder diagnoses.
(UKDOH, 2008, p. 2)
This statement from a paper outlining the United Kingdom’s planned rollout of its
national policy on violence and abuse reflects the growing recognition that “the
underlying etiology [of numerous diagnoses] is often the insidious after effects of
psychological trauma” (Padykula, 2010, p. 245). For example, one prospective
longitudinal study of 1,265 individuals estimated that, if CSA was removed from cohorts
of adults with mental health disorders, the prevalence of mental illness would be reduced
by 13% (Fergusson et al., 2008). Despite this growing recognition, trauma histories
frequently remain unnoticed in service settings (Mauritz, Goossens, Draijer, & van
Achterberg, 2013). Histories of CSA can be concealed in a multitude of diagnoses
(Chaikin & Prout, 2004; Mauritz et al., 2013).
It is now of widespread concern that individuals who have a history of CSA are
frequently misdiagnosed. As a leading trauma specialist in Australia commented,
“Throughout the history of psychiatry, it is both fascinating and alarming that individuals
with [complex and ongoing developmental traumas] have been prominently subjected to
invalidating or incorrect diagnoses” (Middleton, 2012, p. xi). This is of relevance to this
study for a number of reasons. First, it is likely that prevalence rates of individuals with
CSA histories accessing a range of service systems are actually significantly higher when
compromised identification is taken into account. Inadequate identification of survivors
compromises the capacity to justify the development of services that specifically target
their needs. Second, correlations of suicidal behaviour with CSA may be underestimated
if the behaviours are attributed to another diagnostic group, reducing the likelihood that
survivors will be recognised as a population at risk (Crosby et al., 2011). Finally, the
degree to which CSA is a causal factor contributing to the development of particular
mental illnesses has treatment implications. When diagnoses occur without
acknowledgement of underlying CSA, treatment is also likely to be inadequate (Against
Violence and Abuse, 2013).
The Limitations of Traditional Diagnostic Categories
Acknowledgement is widespread that current diagnostic categories fail to
represent the multiple cumulative effects of childhood trauma such as CSA (Price-
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Robertson, Rush, Wall, & Higgins, 2013). The diagnosis that survivors of CSA have
most frequently received—posttraumatic stress disorder (PTSD; Putnam, 2003)—
describes symptoms more common to single-incident childhood or adult trauma but has
not accounted for all posttraumatic psychopathology associated with CSA (van der Kolk,
2005). Unlike single-incident trauma, the often prolonged, repetitive nature of childhood
abuse such as CSA has been shown to lead to more severe posttraumatic reactions than
those associated with a diagnosis of PTSD (Courtois, 2004; Herman, 1997; PriceRobertson et al., 2013; Resnick, 2012; Schmid, Petermann, & Fegert, 2013; Sykes Wylie,
2010; van der Kolk, 2005). A diagnosis of PTSD has been acknowledged as inadequate
in its capacity to describe the range of these developmental effects (Cook et al., 2005).
As a result, survivors have often been given multiple comorbid diagnoses that
inadequately represented the issues with which they were struggling. These co-occurring
diagnoses can range from BPD and dissociative disorders to conduct and substance use
disorders (D’Andrea et al., 2012; Lamont, 2010a).
Complex Trauma
Complex trauma, a subset of psychological trauma, is a term that has more
effectively captured the consequences of chronic CSA and multiple types of child
maltreatment (Price-Robertson et al., 2013). In contrast to single-incident trauma,
complex trauma tends to be repetitive and cumulative in nature, resulting in pervasive
developmental impacts that have not been adequately captured by existing diagnoses
(Briere & Lanktree, 2012; Courtois & Ford, 2012; Lawson & Quinn, 2013; Mental Health
Professionals Network, 2013; Price-Robertson et al., 2013; van der Kolk, 2005).
Complex trauma has been described as the “product of overwhelming stress which is
interpersonally generated” during childhood or adolescence, a phase of life when
individuals are developmentally vulnerable (Kezelman & Stavropoulos, 2012, p. 46).
Thus, common antecedents of complex trauma include CSA, physical abuse, neglect,
witnessing and experiencing family violence and experiences of war and community
violence (Kezelman & Stavropoulos, 2012).
The term complex trauma is increasingly used in practice settings to refer to
survivors of childhood abuse (Briere & Lanktree, 2012; Mental Health Professionals
Network, 2013). Experts in the field describe individuals with complex trauma histories
as having problems with emotional self-regulation, impaired cognitive functioning,
disruption to a sense of identity and difficulties with intimacy and trust (Briere &
Lanktree, 2012; Cortois, 2004; Courtois & Ford, 2012; Lawson & Quinn, 2013; van der
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Kolk, 2005). Emotional dysregulation could manifest in impulsive behaviour, unstable
and fluctuating moods, difficulty in self-soothing, and anger-management issues.
Furthermore, when the ability to self-regulate was limited, individuals were likely to
resort to other means of downregulating, including turning to substance use and selfharming (Kezelman & Stavropoulos, 2012).
Indirect or secondary effects of complex trauma were said to manifest in the
longer term as psychosocial issues such as homelessness, drug and alcohol use, and
impaired capacity to parent (Tarczon, 2012). These impacts combined can severely
disrupt an individual’s daily functioning capacity. The cohort of young women who are
the focus of this study access mental health, homelessness and social services and fit the
profile of complex-trauma survivors. In relation to their self-identity, survivors have
commonly struggled with low self-esteem, self-hatred and significant shame and guilt
(Courtois & Ford, 2012).
Leading researchers and clinicians in the field of trauma have subsequently
continued to advocate a diagnosis that more accurately portrays the additional
developmental impacts associated with CSA (Cortois, 2004; Herman, 1997; Kezelman &
Stavropoulos, 2012; van der Kolk, 2005). Developmental trauma disorder (DTD; van der
Kolk, 2005; van der Kolk et al., 2009; van der Kolk, Roth, Pelcovitz, Sunday, &
Spinazzola 2005) or complex PTSD (Herman, 1997) were suggested as diagnoses that
would more aptly capture the extensive nature of the posttraumatic stress reactions of
severe and repetitive childhood abuse experiences (Cortois, 2004; Kezelman &
Stavropoulos, 2012; Spataro et al., 2004). In 1992, Judith Herman (1997) unsuccessfully
sought to have complex PTSD accepted into the fourth edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV). In 2009, both she and Van der Kolk et
al. (2009) proposed unsuccessfully that DTD be included in the DSM-V (Schmid et al.,
2013; Sykes Wylie, 2010). Robust debate is ongoing on the need for a separate diagnosis
for complex trauma. Proponents in favour of a new diagnosis argued that, just as the
introduction of PTSD into the DSM gave a “verbal shape, a definition to an amorphous
constellation of symptoms” (Kezelman & Stavropoulos, 2012, p. 48), a new diagnosis for
complex trauma would provide credibility to the severe consequences of childhood abuse
in public and professional contexts (Kezelman & Stavropoulos, 2012; Schmid et al.,
2013).
According to Schmid et al. (2013), most professionals arguing for the inclusion of
a diagnosis to represent complex trauma presentations are “experts” working in trauma-
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specific settings. Proponents against its inclusion tend to be professionals working in
clinical mental health settings, who express concern that, if DTD criteria were applied,
biogenetic factors and comorbidities would potentially be overlooked. In their opinion, a
diagnosis of DTD assumes mono-causality of psychosocial factors. Critics point to
research showing that some individuals presented with symptoms similar to complex
trauma but did not have childhood-trauma backgrounds. This, they suggest, is
particularly apparent in studies of populations with BPD diagnoses (Schmid et al., 2013).
Schmid et al. (2013) proposed that both sides of the argument were credible and further
evidence is needed to determine which side has greater weight.1
BPD: A Trauma-Related Diagnosis?
Contention surrounded the contributory or causal pathways of BPD. The extent to
which CSA is a factor in the development of BPD is at the core of one of the more
prominent contemporary debates in mental health (Gunderson, 2010; New, Triebwasser,
& Charney, 2008; Paris, 2007b; Paris, Silk, Gunderson, Links, & Zanarini, 2009). Recent
trauma literature suggested a historical omission exists in clinical mental health contexts
of CSA’s aetiological contribution to a diagnosis of BPD (Middleton, 2012). In
Middleton’s opinion, such “aetiological ignorance” of the contribution of underlying
childhood trauma has resulted in issues such as self-harm being perceived as “attention
seeking [or] acting out”, a pejorative view of symptoms equating to individual deficit
(Middleton, 2012, p. x). Within the trauma field, BPD is recognised to be one of many
potential impacts of childhood trauma (Kezelman & Henderson, 2011).
The literature that focused specifically on BPD tended to emphasise that both
biogenetic factors and early adverse childhood events interact and contribute to the
disorder (Leichsenring et al., 2011; Lewis & Grenyer, 2009; NHMRC, 2012). Prominent
experts in BPD research supported understandings that are moving away from “single
factor theories” towards the consideration of multiple trajectories to BPD diagnosis
(NHMRC, 2012; Paris, 2007b; Widom, Czaja, & Paris, 2009). According to some
specialists, the role of CSA as a causative factor of BPD may be more minimal than
previously thought, with emerging evidence suggesting that biological vulnerabilities may
play a greater role (Paris, 2007c). Chanen and Kaess (2012), for example, concluded that
individuals who have a particularly “sensitive genotype”, who also find themselves in
“predisposing environments” such as abusive contexts, have a higher likelihood of
developing BPD (p. 46).
1

Shmid et al. (2013) provide a comprehensive description of the proposed criteria for DTD and analysis of
the “pros and cons” of inclusion of DTD in the DSM.
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The principal distinction between the trauma and BPD literature appears to be an
emphasis placed on risk factors. The trauma literature stresses the association between
histories of childhood trauma and a later diagnosis of BPD and focused on the historical
neglect of trauma as an aetiological factor contributing to a diagnosis of BPD (Kezelman
& Henderson, 2011; Middleton, 2012). Literature emanating from the BPD field, to the
contrary, could be said to acknowledge childhood trauma as a risk factor; however, there
was a cautionary tone to such an acknowledgement (NHMRC, 2012; Paris, 2007c). Both
bodies of literature gave recognition to the existence of other contributory pathways to a
diagnosis of BPD.
The debates related to whether BPD should be redefined as a trauma-related
diagnosis are ongoing, particularly in areas of inquiry such as the field of traumatic stress
(Cozolino, 2005; Golier et al., 2003). Some researchers concluded that findings to date
are too weak to support a diagnosis of BPD being identified as a “trauma-spectrum
disorder or variant of PTSD” (Golier et al., 2003, p. 2018). However, other established
clinicians in the field of trauma hypothesised that, given the preponderance of features
shared by the two cohorts, BPD may be a variant of complex PTSD (Cozolino, 2005).
These shared features include emotional dysregulation, interpersonal difficulties, selfharm, suicidal behaviour and impulsivity (Grenyer, 2013; Kezelman, 2011; New et al.,
2008; Paris, 2007a). Survivors of CSA frequently present with coexisting PTSD
symptoms and severe psychopathology—issues that, it has been argued, should be
redefined as complex PTSD. This symptom profile bears a strong resemblance to a
diagnosis of BPD (Against Violence and Abuse, 2013; Bohus et al., 2013).
Summary
An extensive body of research now confirms that CSA can have severe, persistent
and long-term adverse consequences, affecting victims’ psychological, social and
physical wellbeing. In addition, studies have consistently shown a strong, independent
link between CSA and suicidality even after accounting for mitigating factors such as
coexisting abuse and mental illness. Indeed, there is evidence that CSA may be more
strongly correlated with suicidality than psychiatric diagnosis in some cases.
Young women with histories of CSA are more likely to present with chronic
suicidal behaviour than single episodes. Statistically, this heightens risk as a history of
previous suicidal ideation and behaviour is one of the strongest predictors of suicide.
While this author acknowledges the limitations of the empirical research to predict which
individuals are most at risk of suicide, the young women who are the focus of this study
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share multiple risk factors that arguably result in their categorisation as high risk.
Individual risk factors included a high prevalence of mental illness, a history of previous
suicide attempts and significant rates of substance misuse, both in terms of prescribed
medication and illicit drug use. These individual risk factors have been independently
linked to suicidality, but they may also be understood as symptoms of CSA that co-occur
with suicidal phenomena.
It is probable that the young women have histories of chronic, repetitive CSA and
other forms of coexisting abuse given they present with the most severe psychopathology
and suicidality, frequently requiring acute-care intervention. Research demonstrating that
individuals who have experienced severe abuse are overrepresented in clinical cohorts
compared to the general population strengthens the validity of this conclusion. These
findings support the need for future research to explore associations between CSA and
suicidality, corresponding with suggestions that the historical emphasis on investigating
causal links between mental illness and suicidal phenomenon may have inadvertently
neglected the development of understandings of other contributory factors.
Research has determined that individuals with histories of CSA are
overrepresented in multiple service systems, including the homelessness, AOD and
mental health sectors. Despite this awareness, trauma histories are frequently overlooked
in practice settings, resulting in widespread misdiagnosis. This has significant
implications for support, which is likely to be inadequate because it fails to address the
primary factor contributing to the presenting mental health symptoms. Furthermore, if
true prevalence rates are underestimated, the justification for services for adult survivors
of CSA is compromised.
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CHAPTER 3: THE PRACTICE LANDSCAPE
A key focus of this doctoral research is to identify changes required at the macro
level of systems and organisations that would result in their more effectively meeting the
needs of young women at risk of suicide with CSA histories. This chapter identifies
systemic factors that constrain and facilitate effective support, reviews evidence-based
practice related to cohorts in which the young women are a sub population, and
investigates the capacity of existing service provision to meet the needs of the young
women.
The first section identifies systemic factors at the macro level of service provision
that affect the quality of support to the young women. Potential reasons for the relative
absence of support services are detailed, as are the merits of early intervention. Two
discourses in the recent trauma and suicide-prevention literature considered particularly
relevant to the young women’s support are then detailed. The first was related to
prevailing biomedical frameworks of care and emerging trauma-informed frameworks
(Harris & Fallot, 2001; Henderson 2013; Kezelman & Stavropoulos, 2012). The second
was connected to issues in suicide risk assessment and the management of suicidal
phenomena in both community and clinical acute-care settings (Brett, Moran, & Green,
2011; Mendoza & Rosenberg, 2010; VGDOH, 2011a). These discourses are still evident
in fundamental policy changes occurring in Australian and international service-delivery
landscapes.
The second section identifies evidence-based practice related to cohorts in which
these young women are strongly represented. No service models or practice principles
specifically targeting at-risk young women with CSA histories were identified in the
literature. However, promising interventions and models of practice addressing the
support needs of individuals in broader cohorts have been identified. These studies may
provide insight into good practice support of young women at risk of suicide with
histories of CSA.
Finally, the strengths and limitations of current mental health and social-service
systems in Australia in meeting the young women’s needs are examined.
The Macro Context
Young Women at Risk of Suicide With CSA Histories: Multiple Unmet Needs
Individuals for whom the potential adverse impacts of CSA are towards the severe
end of the spectrum have multiple needs related to mental and physical health, AOD use,
social support and housing. Whilst research demonstrating the severe and broad ranging
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impacts of CSA was substantial, there were comparatively few interventions aimed at
supporting survivors of CSA. This incongruity between research and practice is
perplexing, and practitioners have been questioning the relative absence of service
provision for survivors for many years (Jennings, 2004; Mammen 1999; Mammen, 2006).
Explanations for the seemingly ongoing resistance to recognising and attending to
survivors of trauma in our public mental health systems were proffered, including “the
patriarchal structure of mental health...[and] our conceptual inability to integrate the
consequences of environmental events with genetic and biological vulnerabilities into a
true public health model” (Levin, Blanch, & Jennings, 1998, p. 6). Alternatively, Read
and Ross (2003) suggested that a lack of consensus on whether trauma is “causal,
contributory, comorbid or a coincidental factor” in serious mental illnesses such as
schizophrenia may also contribute (p. 247).
There has, however, been an increasing convergence of opinion amongst
specialists in the fields of suicide prevention, trauma and homelessness of the need to
recognise adult survivors of CSA as a group who require more targeted support
(Breckenridge, Salter, & Shaw, 2010; Cummins, Scott, & Scales, 2012; Kezelman &
Stavropoulos, 2012; Mendoza & Rosenberg, 2010; Robinson, 2010; Senate Community
Affairs References Committee, 2010; SPA, 2009a; van Loon & Kralik, 2005; Walsh &
Douglas, 2010). This is encouraging, although developments in actual service provision
remained inadequate. For example, a recent scoping study in the United Kingdom of the
need for and current availability of private, voluntary and statutory therapeutic services
for children and adolescents with CSA histories estimated that over 57,000 were
potentially unable to access trauma-specific support in 2011 (Allnock et al., 2012). This
provides insight into gaps in support for emerging young adults, gaps that are just as
significant for those in the upper-young-adult age bracket, as the following chapter will
highlight. Nevertheless, signs were promising, nationally and internationally, that
awareness was increasing of the need to enhance support to this population.
Although the research on the documented impacts of CSA was substantial, studies
investigating models and principles of support specific to adult survivors of CSA were
minimal. There were, however, expanding bodies of practice-based literature dedicated
to the support of complex-trauma survivors and individuals diagnosed with BPD. In
particular, efforts to support individuals identified as having complex trauma histories
have become more concerted (Briere & Lanktree, 2012; Courtois, 2004; Courtois & Ford,
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2012; Schmidt et al., 2013). At-risk young women with CSA histories are a
subpopulation of both complex trauma and BPD cohorts.
The Imperative for Early Intervention
A key reason for focusing on young adults in this study is the broad acceptance
that early intervention can greatly reduce the risk of adverse impacts associated with CSA
becoming chronic and long term (Briere & Elliott, 1994; Felitti et al., 1998; Hillberg,
Hamilton-Giachritsis, & Dixon, 2011; McGorry, Purcell, Hickie, & Jorm, 2007; StreeckFischer & van der Kolk, 2000; UKDOH, 2008; Victorian Government Department of
Human Services [VGDOHS], 2009a;). Baldry, Dowse, McCausland, and Clarence
(2012) stated,
The failure to adequately recognise and address the care, protection and early
intervention needs of children and young people, particularly those who have
multiple and compounding vulnerabilities, is shown...to have the effect of
funnelling these children and young people into systems of control rather than
care. (p. 79)
Experts in working with individuals who present with chronic risk behaviours contend
that intervening in late adolescence and early adulthood can avert the development of
more entrenched psychopathology and “toxic relationships with health services” that can
result from being regularly refused inpatient admission (Project Air Strategy for
Personality Disorders [Project Air], 2011, p. 27).
Attaining support was known to protect against suicide and the escalation of
suicidal behaviour (Rudd, Joiner, & Rajab, 1995). Early intervention efforts are,
however, complicated by the fact that help seeking is notoriously low in youth (ABS,
2007; Black & Gronda, 2011) and potentially even more compromised in suicidal youth
(Rudd et al., 1995; SPA, 2009a; Wilson, 2003). Research demonstrated that the majority
of individuals who suicide have a mental illness (Beautrais et al., 1996; Goldney, 2005).
An estimated 80% had not received treatment for these issues at the time of death (SPA,
2009a).
Individual factors determined to contribute to a reluctance to seek support in this
cohort included feelings of hopelessness, enduring social stigma surrounding mental
illness, an inclination to deal with problems themselves and a fear of judgement from
others (Sawyer et al., 2000). Barriers at the service level were also of concern. Prior
negative help-seeking experiences combined with restricted access to support services
were factors identified as compromising help seeking in youth (Black & Gronda, 2011).
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Concerningly, studies have found a link between negative experiences of support and an
increase in suicidality (Harrell & Castaneda, 2009). At-risk presentations are often the
first point of contact an individual has with mental health services. Experts have
suggested that an individual’s first experience of accessing support services when at risk
was particularly influential, and a positive first help-seeking experience at this time was
considered critical to ensuring future help seeking is not compromised (Mendoza &
Rosenberg, 2010; Sheehan, 2008).
Help seeking has also been found to be significantly compromised in victims of
sexual violence, with a large number of survivors only accessing treatment in adulthood
(Wilen, Littell, & Salanti, 2012). Delayed disclosure of CSA is widespread, and
disclosure in childhood is uncommon (London, Bruck, Ceci, & Shuman, 2005; Putnam,
2003), studies estimating that 60% to 80% of survivors of CSA do not report the abuse
until adulthood (Alaggia, 2005; Hebert, Tournigny, Cyr, McDuff, & Joly, 2009).
As research consistently attested, young people are reluctant to seek support for
mental health issues, particularly when they are experiencing suicidal thoughts and
feelings; therefore, the need to offer immediate support that is appropriate and adequate
was considered critical (ABS, 2007; Hickie, Fogarty, Davenport, Luscombe, & Burns,
2007; Kelly et al., 2007; Rickwood, Deane, & Wilson, 2007).
Prevailing and Emerging Models of Care
The medical model of treatment, with its emphasis on a biogenetic understanding
of mental illness, has dominated public mental health service provision for many years
(Read, 1998; Tomm, n.d.). An analysis of women’s mental health services in the United
States from a public health perspective was one of the earliest substantial bodies of work
to challenge the adequacy of this approach in relation to survivors of interpersonal trauma
(Levin et al., 1998). At the time, Levin and colleagues (1998) expressed dismay that
despite accumulating evidence of the link between interpersonal violence and adverse
impacts on women’s health, the mental health system in the United States consistently
failed to integrate such understandings into service delivery (Blanch & Levin, 1998).
Despite research conclusively ascertaining that many individuals receiving support in the
clinical mental health sector have histories of trauma (Newmann et al., 1998; Read, 1998;
Read, Perry et al., 2001), a biomedical interpretation of mental health issues continued to
be favoured in these settings ( Fruhe et al., 2005). Suicidal young women with CSA
histories were identified as a subpopulation of this group, who frequently accessed
support from public mental health services situated in the community and in hospital-
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based acute-care settings (Jacobson & Richardson, 1987; Read et al., 2005; UKDOH,
2008).
The Medical Model
As a conceptual framework informing practice, the medical model was frequently
identified in the trauma literature as a systemic barrier to the effective support of CSA
survivors (Jennings, 1994; Levin et al., 1998; Mammen, 1999; Morley, 2004).
Biomedical approaches alone were inadequate in supporting individuals with histories of
trauma, given their preferencing of pharmacological treatments. Whilst medication could
play a positive role in relieving the intensity of symptoms associated with interpersonal
trauma, it was generally recognised as an adjunct to other forms of intervention,
particularly therapeutic support (Briere & Lanktree, 2012; Kezelman & Stavropoulos,
2012).
Retraumatisation. Retraumatisation occurs when an event or interpersonal
dynamic experienced by survivors replicates previous trauma experiences and triggers
emotions and reactions connected to early abuse. It was generally seen as inadvertent
rather than deliberate, resulting from a practitioner’s or service’s ignorance of the impacts
of childhood trauma (Jennings, 1994).
Traditional biomedical treatment approaches have tended to pathologise
symptoms related to childhood trauma as “examples of personal and social deviance”
(Bloom, 2000, p. 70). Concern was widespread that various practices failed to
acknowledge the role of trauma in the development of mental health issues and
retraumatised individuals (Kezelman & Stavropoulos, 2012; Newmann et al., 1998).
Childhood abuse was explained as entailing experiences of powerlessness during which
the physical and emotional boundaries of the child are disregarded, often by a significant
trusted other in their lives (Briere & Lanktree, 2012; Harris & Fallot, 2001). Similarities
to these dynamics can be evoked by the biomedical approach, which operates on a
hierarchical model of care. In such an approach, the practitioner is more commonly
considered the expert, and the patient, the passive recipient of care (Jennings, 1994). The
individual’s involvement in decisions about their support is marginalised, which can
exacerbate feelings of powerlessness and foster dependency rather than autonomy
(Groom, Hickie, & Davenport, 2003; Levin et al., 1998). Of concern were observations
that experiences of retraumatisation can exacerbate the symptoms that led to the
individual accessing support in the first place, particularly suicidal behaviour (Jennings,
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1994; Mullen, Admiraal, & Trevena, 2008; Northern Area Mental Health Service, 2001;
Paris, 2007a).
Individuals diagnosed with BPD are one population highlighted in the literature as
at particular risk of retraumatisation in more traditional healthcare environments such as
public acute-care settings (Herman et al., 1989; Milton & Watt McMahon, 1999; Krawitz
& Watson, 1999). Expert clininicians have argued that a good many of the most
challenging behaviours associated with a diagnosis of BPD are iatrogenic in nature
(Milton & Watt McMahon, 1999; Project Air, 2011). That is, the behaviours are
responses to interventions or treatment environments that are not experienced as
supportive by the individual seeking care (Chanen, McCutcheon, Jovev, Jackson, &
McGorry, 2007; Dishion, McCord, & Poulin, 1999; Milton & Watt McMahon, 1999;
Simpson, 2006). Intense emotions and challenging behaviours often triggered by
restrictive practice in these settings can understandably also evoke strong negative staff
reactions. However, perceived or actual experiences of punitive practitioner responses
were commonly observed to cause escalation of behaviour (Mullen et al., 2008; Project
Air, 2011). The high prevalence of CSA in populations diagnosed with BPD (Chanen et
al., 2007; Herman et al., 1989; Krawitz & Watson, 1999; Spataro et al., 2004; Zanarini et
al., 1997) provides one explanation for why these individuals have experienced traditional
healthcare environments as unsupportive.
Some trauma specialists have drawn attention to how organisations and even
whole systems can themselves become traumatised and “trauma organised” if they lack
an awareness of how trauma scripts can play out (Barton, Gonzalez, & Tomlinson, 2012;
Bloom, 2005). A number of explanations were provided for why young people with
histories of abuse are prone to re-enacting aspects of their trauma experiences. Children
who are victims of abuse can operate on the assumption that it is just a matter of time
before the abuse resumes. Safe contexts are likely to be particularly anxiety provoking as
it is often easier to assume they will be betrayed again than to risk believing that
circumstances have changed. Hence, the least frightening option is to “take control and
[attempt] to provoke it” (Barton et al., 2012, p. 174), testing its trustworthiness by
outwardly challenging staff and structures. Children may also unconsciously seek to reenact abusive dynamics in order to attract a different positive outcome that will work to
bring healing and resolution to particular traumatic experiences (Barton et al., 2012). As
the young person struggles to cope with overwhelming distress, to manage her emotions
and cognitively make sense of her experiences, externalised challenging behaviours are
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common. At these times, professionals are at risk of projectively identifying with the
young person’s script of how they expect the world to respond to them. Without
appropriate organisational support and an understanding of trauma, professionals are
prone to reactive responses. As a result, organisational cultures can, over time, be
experienced as unsafe and unpredictable, paralleling the internal, traumatised world of
individuals with lived experiences of childhood abuse (Bloom, 2005).
A failure to identify CSA: The need for routine inquiry. Historically, the
system has failed to identify victims of abuse in adult mental health services (AMHS;
Herman, 1997; Jennings, 1994; Tomm, n.d.), partially due to the prevailing influence of
the biomedical model in these settings, wherein causation of presenting symptoms is
assumed to be most likely biological, and the potential role of psychosocial factors is
neglected (Tomm, n.d.). Identifying and acknowledging an individual’s history of CSA
has been argued as central to recovery for a range of reasons.
First, when childhood trauma is not considered in the aetiology of mental health
issues, CSA survivors are more likely to be misdiagnosed and receive inappropriate care
(Harris & Fallot, 2001; Jennings, 1994; Kezelman & Stavropoulos, 2012; Read, 1997).
Neglecting to ask about such histories can add to feelings of shame, which survivors
frequently struggle with, and compound childhood experiences of being silenced
(Jacobson & Herald, 1990).
Second, an understanding of the impacts of trauma needs to be integrated into
assessment and treatment planning in order to minimise its risks becoming chronic and
long term. Herman et al. (1989), for example, noted how acknowledgement of CSA early
in treatment for individuals diagnosed with BPD had the potential to reduce the intense
emotions, behaviours and subsequent negative clinician responses so common to the
treatment milieu of these individuals.
Third, it has been proposed that knowledge of CSA histories is important to the
accurate assessment of suicide risk. As detailed in the previous chapter, a number of
studies suggested that a history of CSA may well be more predictive of suicidal
phenomena than depression (Brown & Anderson, 1991; Read, Perry et al., 2001).
Furthermore, Read, Perry et al. (2001) hypothesised that, where suicidal clients are
concerned, awareness of their CSA history may provide an opportunity to enhance the
therapeutic relationship: “Developing a shared understanding of the cause of feeling
suicidal and discussing ways to address those causes may be, for some clients, a
prerequisite for a therapeutic relationship...creating hope that the causes are

49
understandable and treatable” (p. 371). Finally, improved identification of the true
prevalence of survivors of CSA and other forms of childhood abuse across mental health
services is essential to justify the need for policy and funding directed at meeting the
support needs of this population. A recent scoping study on the needs of CSA survivors
for therapeutic services in the United Kingdom found that the level of inquiry of CSA
histories across child mental health services remained inconsistent. The authors
concluded that “unless initial assessment considers sexual abuse, the extent of unmet need
will remain concealed” (Allnock 2012, p. 331).
For the past few decades, researchers and practitioners have advocated inquiry in
mental health settings to become a routine means of identifying individuals with
childhood abuse histories (Hawthorne et al., 1996; Herman, 1997; Jacobson &
Richardson, 1987; Newmann et al., 1998; Read & Fraser, 1998). However, a number of
difficulties were encountered in both its implementation and success in identifying
survivors. Anxiety related to triggering further distress in clients was one of the most
common practitioner resistances (Mammen, 2006; UKDOH, 2008). This is despite
studies determining that, by far, the majority of individuals who are asked about abuse did
not find inquiry intrusive or destabilising (Friedman, Samet, Roberts, Hudlin, & Hans,
1992; Hawthorne et al., 1996). Tailored training in childhood trauma has been identified
as a primary factor increasing staff’s confidence to enquire about abuse histories and
facilitate increased disclosure rates (Collin-Vezina, Daigneault, & Hébert, 2013; Maier,
Mohler-Kuo, Landolt, Schnyder, & Jud, 2013; UKDOH, 2008).
There was also concern that adequate follow-up support of individuals postdisclosure may not be occurring. Some earlier studies found that abuse histories had not
been sufficiently utilised to inform assessment and intervention strategies (Agar & Read,
2002; Read & Fraser, 1998). Others cautioned that organisations need to ensure staff are
competent in providing follow-up support (Read, 1997). It is essential that responses to
first disclosures are supportive. Sufficient resourcing of follow-up support ensures that
the disclosure is validated, taken seriously and the individual’s risk of retraumatisation is
minimised (Taskforce on the Health Aspects of Violence Against Women and Children,
2010; UKDOH, 2008). Furthermore, not all individuals using services will choose to
disclose their history of abuse even when asked (UKDOH, 2008). Disclosure can be
dependent on a number of variables including the individual’s fears of retribution by the
perpetrator, their fear of being disbelieved and the degree of trust they have in the
professional asking the question (Neame & Heenan, 2003).
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Trauma-Informed Models and Principles of Care
It has been argued for some time that responses to the mental and physical health
issues of CSA survivors need to be improved (Jennings, 1998; Mammen, 2006). Over a
decade ago, Harris and Fallot (2001) acknowledged that the treatment of child abuse had
not been a fundamental agenda of mental health services, nor had services been designed
to work with survivors of trauma. They argued that, although the primary focus of mental
health services is to work with mental health needs, it is imperative that treatment
environments are at least accommodating of the needs of survivors. This requires, at a
minimum, being “trauma informed”, which has, at its core, an understanding of the
impacts of interpersonal abuse and an explicit awareness of the need to limit practices that
are likely to revictimise individuals (Harris & Fallot, 2001). This is distinct from traumaspecific services, which are designed explicitly to support trauma work and whose
primary agenda is to treat the actual trauma symptoms (Harris & Fallot 2001).
Trauma-informed practice recognises that many mental health issues and
diagnoses are trauma based (Fallot & Harris, 2004; Kezelman & Stavropoulos, 2012).
One of the primary emphases in TIC is to shift from a pathologising stance of “what’s
wrong” with the individual to “what happened” (Harris & Fallot, 2001; Jennings, 2004).
Presenting symptoms are recognised as strategies that, in childhood, were adaptive means
of coping with overwhelming trauma yet, in adulthood, have become harmful and no
longer protective (Jennings, 2004; Kezelman & Stavropoulos, 2012). This understanding
shifts the focus of treatment from the “management of symptoms” to supporting the
individual in developing alternative ways of managing their distress (Cozolino, 2002;
Jennings, 2004). It is a strengths-based approach, which emphasises skill building and
client autonomy, aiming to support the individual in developing more adaptive coping
strategies and achieving mastery over their circumstances. It is also an approach that is
acknowledged to take time, in contrast to more episodic approaches to care that focus on
addressing symptoms as quickly as possible (Fallot & Harris, 2004; Kezelman &
Stavropoulos, 2012).
Recognised core principles of TIC include safety, trustworthiness, choice,
collaboration and empowerment (Kezelman & Stavropoulos, 2012). Translating these
principles to service delivery entails promoting emotional and physical safety,
maximising trustworthiness through consistency and clear interpersonal boundaries, and
maintaining a focus on client strengths and empowerment (Fallot & Harris, 2009;
Kezelman & Stavropoulos, 2012). Trauma-informed-care approaches involve a high
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degree of genuine collaboration between the individual and clinicians involved in their
support (Fallot & Harris, 2009; Kezelman & Stavropoulos, 2012). Key characteristics of
a trauma-informed service include routine screening for abuse histories, training for all
staff in order to understand the impacts of abuse and minimising practices such as
seclusion, which may retraumatise an individual and increase symptoms (Harris & Fallot
2001; Kezelman & Stavropoulos, 2012).
The endorsement of trauma-informed approaches is particularly widespread in
literature related to the support of individuals with complex trauma histories (Huntington
et al., 2005; Kezelman & Stavropoulos, 2012). Peak representative bodies and leading
experts in trauma proposed that systemic change is required to ensure that survivors of all
forms of childhood abuse receive appropriate support (Fallot & Harris, 2009; Federal
Partners Committee on Women and Trauma [Federal Partners], 2013; Kezelman &
Stavropoulos, 2012; Middleton, 2011; Moses, Reed, Mazelis & D’Ambrosio, 2003;
National Association of State Mental Health Program Directors, 2007; Quadara, Higgins,
Nagy, Lykhina, & Wall, 2013). For this to occur, TIC needs to be embedded across the
sectors providing acute care, emergency response, mental health, general health, AOD
services, child protection, and homelessness services (Kezelman & Stavropoulos, 2012).
A range of models have been developed to meet the needs of survivors of complex
trauma, including models for developing trauma-informed service systems, individual
trauma-informed services, and trauma-specific services for adults and children (Kezelman
& Stavropoulos, 2012). The literature specific to adult CSA survivors similarly endorsed
a need for existing generalist services to adopt trauma-informed principles whilst also
proposing that trauma-specific options of support be expanded (Federal Partners, 2013;
Quadara et al., 2013).
Over the past decade, a paradigm shift has been observed towards recognition of
large numbers of trauma survivors in international mental health settings, leading to the
gradual implementation of TIC frameworks in these settings (Jennings, 2004; Jennings,
2008; Kezelman & Stavropoulos, 2012; UKDOH, 2008). The shift has been driven by a
number of factors: survivor activism and testimonies of negative experiences of mental
health support; demonstrated links between CSA and adverse impacts; conclusive
evidence of high prevalence rates of individuals with a history of trauma using mental
health services; practitioners’ and peak bodies’ advocating change based on clinical
experience of survivor need; and the high costs of care for such individuals (Jennings,
1998; Kezelman & Stavropoulos, 2012). Implicit in this shift is an acknowledgement that
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children, adolescents and adults with trauma histories represent the majority of service
users, not a subgroup (Jennings, 2004; Kezelman & Henderson, 2011; Kezelman &
Stavropoulos, 2012; UKDOH, 2008).
Governments and service providers are increasingly held accountable for
providing evidence-based policy and practice (Braaf, Eastman, Meyering, & Wilcox,
2013). Over the past 15 years, concerted efforts have been made at the level of
government policy in the United States to promote the introduction of trauma-informed
frameworks into public mental health and substance abuse service settings (Federal
Partners, 2013; Jennings, 2008). The United States Department of Health and Human
Services’ SAMHSA has been an international leader in integrating TIC practice into
service systems since the early 1990s. Efforts initially concentrated on facilitating change
in mental health settings; recently, this promotion has extended to other service sectors.
SAMHSA has continued to strongly advocate the recognition of the high prevalence of
childhood-trauma survivors in virtually all health and human services including public
mental health, housing, criminal justice and substance abuse services. SAMHSA’s
National Center for Trauma-Informed Care was established in 2004 and is dedicated to
facilitating the uptake of TIC through the provision of support to public health
organisations across all systems of care willing to embed trauma-informed principles into
their organisational structures and cultures. In 2009, the Federal Partners Committee on
Women and Trauma was established, an inter-governmental body representing 30 federal
agencies across the United States committed to improving service provision for women
and girls who have experienced trauma (Federal Partners, 2013).
The United Kingdom began to seriously embrace trauma-informed practice in
public mental health policy in 2003, but, in ensuing years, the uptake of strategies such as
the routine inquiry of abuse histories was observed to be sporadic and inconsistent
(UKDOH, 2008). This led to a review in 2006 of how better to support services to
modify their practice, followed by two years of piloting the new policy across 15
AMHSs. The pilot process culminated in the move to national implementation, with
sexual abuse recognised as a “core mental health issue” within adult services (UKDOH,
2008, p. 3). Key aspects of the implementation process included the introduction of
training on sexual abuse for all relevant staff in AMHSs and routine inquiry of all
childhood abuse in assessments (UKDOH, 2008).
Shifting understandings and frameworks of care in statutory settings.
Alongside the increased implementation of trauma-informed frameworks in international
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mental health settings, uptake has been particularly rapid of trauma-informed and traumaspecific care models in out-of-home-care support settings for children and adolescents
with child-abuse histories (Chadwick Center for Children and Families [Chadwick
Center], 2013). Women at the younger end of the cohort of interest to this doctoral
research are likely to be strongly represented in populations transitioning from these
statutory child protection settings to adult services. Young people who have been
involved with child protection systems have a high prevalence in adult-homeless and
AMHS systems (Chamberlain & Johnson, 2011). They are also a group with particularly
high-risk behaviours (Baldry et al., 2012). Consequently, the increasing integration of
trauma-informed care in the child protection sector is relevant, as it could be said to
represent early intervention opportunities for the young women on which this research
focuses.
Until recently, behavioural models of interventions have been the dominant
approach to managing young people’s challenging behaviour, or ”acting out”, in child
protection and out-of-home-care service systems (Sykes Wylie, 2010). Behavioural
approaches seek to curb negative behaviour with limit-setting interventions on the
assumption that the young person is largely in control of their actions. However, when
these behavioural interventions are experienced as punishment, they can trigger feelings
common to past abuse dynamics, which can lead to further triggering and reinforcement,
not reduction, of the behaviour (Sykes Wylie, 2010). As Fisher (2010) suggested,
“Overreactions to our words are not attention seeking, they reflect [instead] the
experience of knowing that a slight change in an adult’s tone can mean the difference
between safety and danger” (p. 34).
To the contrary, when viewed through a trauma lens, challenging behaviours
appear symptomatic of abuse (Verso Consulting Pty. Ltd., 2011). They are involuntary
reactions to perceived threats, triggered by sudden and overwhelming emotions
(Commission for Children and Young People and Child Guardian, 2012; Fisher, 2010).
Recent neurological studies showed that, at times of intense stress, the part of the brain
responsible for cognition can shut down. Based on this premise, challenging externalised
behaviours are most often understood to be the result of compromised capacity to affect
regulation, not of bad behaviour (Delima & Vimpani, 2011; Perry, 2005). Behavioural
approaches to address externalised behaviours are now acknowledged as having bordered
on punitive and ineffective (Commission for Children and Young People and Child
Guardian, 2012).
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There have been a number of initiatives to increase trauma-informed practice in
child protection settings. For example, in 2000, the National Child Traumatic Stress
Network (n.d.) was established to develop trauma-informed interventions for children and
adolescents across service systems in the United States (Sykes Wylie, 2010). In Northern
Ireland, therapeutic approaches have been embraced across the majority of child
protection programs, emphasising trauma-informed principles of practice and
environments that reflect these principles (MacDonald et al., 2012).
A range of trauma-informed models are increasingly being adopted in statutory
care settings. The sanctuary model developed by Sandra Bloom is a systems approach
that provides a template for embedding trauma-informed principles into organisational
cultures (Bloom, 2007; Rivard, Bloom, McCorkle, & Abramovitz, 2005). The approach
has been found to be effective in a range of settings including homelessness services,
AOD services and psychiatric units. The following characteristics are integral to the
culture of an organisation that has adopted the sanctuary model: nonviolence; emotional
intelligence marked by the teaching of emotion-regulation skills; social responsibility in
the fostering of relationships and interpersonal skills; and open communication that
focuses on promoting healthy communication and boundary setting (Bloom, 2005;
Bloom, 2007). The aim is to establish a trauma-informed environment that supports
specific trauma-focused interventions (Bloom, 2007).
Bruce Perry’s neurosequential model of therapeutics (NMT), a
neurodevelopmental approach to trauma-specific care, is also being increasingly adopted
to inform services (McLean, Price-Robertson, & Robinson, 2011). Perry’s approach to
clinical work involved first identifying the primary neurological functions that had been
adversely affected by the childhood trauma. Interventions were directed at improving
these areas of brain function at the level at which development had been arrested (Perry,
2004). This may mean tailoring support to meet the needs of an individual whose skills
are developmentally younger than their chronological, adolescent age. The young
person’s capacity to regulate emotion may be significantly impaired in relation to that
considered usual for their age (Perry & Hambrick, 2008).
Systemic Issues in Suicide-Risk Assessment and Management
Of the issues highlighted in current suicide prevention literature, two are
particularly pertinent to this doctoral research. The first relates to risk-averse cultures and
the use of restrictive practices such as seclusion and restraint; the second to differences in
responding to individuals with episodic risk behaviour as compared to chronic ongoing
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suicidality. The following section discusses issues related to assessing and managing
suicidal risk associated with young women with CSA histories in increasingly risk-averse
environments.
Risk-Averse Cultures
Since the late twentieth century, preoccupation with risk has grown in Western
society, as has a focus on accountability for adverse outcomes associated with risk (Barry,
2007; Brett et al., 2011). This has been observed to lead to an increase in risk-averse
practice; that is, an emphasis on minimising exposure to potential adverse outcomes
related to risk (Brett et al., 2011; Bromfield & Holzer, 2008; Mullen et al., 2008). The
increasing intolerance of risk in countries such as Australia, the United States and New
Zealand has not been isolated to suicide and the mental health field. The focus extended
across fields and included risk related to children’s exposure to abuse and neglect and risk
to others (Barry, 2007; Bromfield & Holzer, 2008; Higgins, 2011).
Considerable discussion in the literature related to approaches to managing suicide
risk (Barry, 2007; Paris, 2007a; SPA, 2009b). At one end of the continuum is a humanrights perspective where individual autonomy and self-determination is given maximum
weight, whilst the other end of the spectrum finds a more protective custodial approach
(SPA, 2009b). A Scottish literature review of approaches to risk assessment in social
work defined these two positions in terms of “risk-taking models” compared to “riskminimisation models” (Barry, 2007). Broadly speaking, risk-minimisation approaches
are more focused on containing an individual’s actions in the name of ensuring their
short-term safety, whilst risk-taking models are more concerned with fostering recovery
and resilience in the long term. The latter is more likely to minimise adverse outcomes by
acknowledging the positive aspects of risk and conceptualising risk taking as
opportunities for clients to develop skills that promote resilience (Barry, 2007).
Brett et al. (2011) observed that risk cultures are a product of “the public and
political understanding of acceptable risk, together with political and media reactions to
adverse incidents, the degree of tolerance for ‘mistakes’ and the readiness to blame and
punish” (p. 112). These factors powerfully influenced the degree to which an
organisation or professional perceived a need to protect themselves from blame and
litigation in the event of losing a client to suicide (Barry, 2007; Brett et al., 2011; Mullen
et al., 2008; Paris, 2007a). Increasingly risk-averse cultures have, for example, led to a
greater reliance by organisations on risk-assessment tools to predict risk and a loss of
confidence in professional judgement (Barry, 2007).
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In a recent Australian study on how risk is perceived by professionals in the
community sector, interviewees referred to how the obligation to abide by “formalised
constructs of duty of care” hampered their capacity to conduct risk assessments based on
their own more intimate knowledge of a client’s idiosyncratic risk (Brett et al., 2011, p.
63). A New Zealand study similarly concluded that national guidelines for risk
assessment in mental health settings had constrained practitioner capacity to exercise their
own judgement of risk and had led to a favouring of more protective stances (Mullen et
al., 2008). The guidelines conceded that a level of risk needs to be tolerated but
emphasised that risk must be closely monitored against a lengthy list of potential factors.
Practitioners interviewed expressed concern that their interventions that diverged from
these risk-assessment protocols were in danger of being seen as “evidence of poor
practice” (Mullen et al., 2008, p. 3). Perhaps not surprisingly, psychiatrists and
psychiatric nurses surveyed confirmed that significant levels of defensive, risk-averse
practice existed in both inpatient and outpatient mental health settings. Findings from this
study are of interest because New Zealand has no-fault legislation, meaning that litigation
is highly uncommon. As a result, factors other than potential financial litigation are likely
to underlie risk-averse practice, such as the desire to avoid anxiety related to losing a
client to suicide (Mullen et al., 2008).
Restrictive, coercive interventions are commonly the endpoint of risk-averse
practice. Research acknowledged that the impacts of coercive practice are potentially
adverse and magnified for young women with CSA histories and have a high likelihood
of retraumatising these survivors (Henderson & Bateman, 2010; Jennings, 2004;
Kalinowski & Penney, 1998; Newmann et al., 1998). Coercive practice includes the use
of physical restraint such as involuntary hospitalisation, seclusion and chemical restraint
by psychotropic medication. Other examples of coercive practice include contracts, the
locking of doors in secure units, the removal of privileges and regular observational
practices (Henderson, & Bateman, 2010; Mullen et al., 2008).
Two forms of coercive practice, restraint and seclusion have factored strongly in
recent mental health literature (NMHC, 2014; O’Hagan, Divis, & Long, 2008; SAMHSA,
2014). Overt, challenging behaviour associated with times of heightened distress and
other childhood trauma can result in the CSA survivor’s subjection to seclusion and
restraining practices (Jennings, 1994; National Association of State Mental Health
Program Directors, 2007). Some studies determined that they are, in fact, more
frequently subject to these practices than other inpatients (Hammer, Springer, Beck,
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Menditto, & Coleman, 2010). Interventions of restraint restrict an individual’s usual
freedom through the use of physical or mechanical force (O’Hagan et al., 2008), some
definitions including chemical restraint (NMHC, 2014). Seclusion is a form of restraint
where the client is contained solitarily in a room from which they cannot exit (O’Hagan et
al., 2008). Both of these practices have been commonly justified as ways of preventing
violence in inpatient units (Livingstone, 2007). According to the 2007 position statement
on coercive practice of the National Association of State Mental Health Program
Directors (2007), an association in the United States representing all public mental health
services and their directors, “Seclusion and restraint . . . safety interventions last resort . . .
should never be used for [the] purposes [of] discipline, coercion or staff convenience” (p.
1). Calls from multiple key stakeholders in mental health to reduce, and ultimately
eliminate, restraint and seclusion have steadily increased (Chandler, 2008; NMHC, 2014;
O’Hagan et al., 2008; SAMHSA, 2014).
A number of problematic outcomes of increasingly risk-averse practice are
discussed in the literature. Erosion of the worker-client relationship, a connection
considered a key factor in and of itself in reducing risk, is one such outcome (Barry,
2007). Risk-averse practice can also significantly impede an individual’s capacity for
change by curtailing opportunities for learning and making mistakes. Too strong a focus
on ensuring safety can also distract from opportunities to engage therapeutically with the
client and address the actual causes of the distress (Brett et al., 2011). An overemphasis
on safety was also perceived to distract practices from factoring in protective aspects such
as personal strengths or social supports that could provide a more balanced assessment of
the actual risk of an individual (Brett et al., 2011).
Hospitalisation: The restrictive end of the continuum. Hospitalisation is an
outcome at the most restrictive end of the continuum of interventions to manage risk,
even though its effectiveness as a suicide-prevention strategy remains unclear (Mendoza
& Rosenberg, 2010; SPA, 2009a). Experts in the field of suicide prevention argued that
hospital-based mental health care is conducive to the support of individuals experiencing
florid symptoms related to serious mental illness where symptoms are clearly linked to a
biochemical imbalance and medication is an effective intervention (AISRAP, 2010).
However, it was perceived to have significant shortcomings in supporting individuals
presenting with suicidal behaviour, particularly for individuals where the suicidality is
symptomatic of interpersonally based issues such as CSA. Firstly, the focus of treatment
in these settings tends to be pharmacological, not therapeutic (AISRAP, 2010; Kezelman,
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& Stavropoulos, 2012; Mendoza & Rosenberg, 2010). Secondly, although offering
immediate protection, hospital removes individuals from all that is meaningful in their
lives (Paris, 2007a, p. xiii). Hospital is further contraindicated for women with CSA
histories given their increased risk of exposure to potential revictimisation, including
sexual assault (Davidson, 1997; Graham, 1994; Victorian Mental Illness Awareness
Council [VMIAC], 2008).
Furthermore, our current inability to accurately predict degrees of suicide risk
(Paris, 2007a; Schwartz-Lifshitz et al., 2012) or to identify which individuals are most
likely to suicide (Large, Sharma, Cannon, Ryan, & Nielssen, 2011; Ryan & Large, 2013)
has implications for the use of restrictive interventions such as hospitalisation. In cases
where an individual is known to be at acute risk, curtailing an individual’s freedom is
defensible. Yet, if the capacity to accurately ascertain degrees of risk is itself
questionable, the justification for restrictive practice is also dubious (Paris, 2007a),
particularly given the serious concerns about hospitalisation’s effectiveness as a suicideprevention strategy in the first place. In essence, the present incapacity to accurately
predict which individuals are at highest risk of suicide adds another layer of complexity to
the judgement of whether hospitalisation is warranted.
In addition to hospitalisation’s serious shortcomings as a suicide-prevention
strategy for all individuals at risk, its value is further questioned where chronically
suicidal individuals are concerned. Paris (2007a) proposed that the use of hospitalisation
for this population is generally contraindicated based on the premise that chronic
suicidality more often represents overwhelming distress than the intent to die (Paris,
2007a). Guidelines and expert opinion on working with individuals diagnosed with BPD
stressed that when hospitalisation is the response to chronic risk, suicidal behaviour can
actually escalate (Paris, 2007a; Project Air, 2011). One reason for an increase in suicidal
behaviour is the lack of attention to the actual cause of the distress. Another is the
inadvertent reinforcement of the behaviours (Paris, 2007a; Project Air, 2011). Hospital
may provide a degree of respite for individuals at risk, a context where they receive
support and attention that may otherwise be absent in their usual place of residence in the
community. This can become problematic as the individual quite understandably may
seek such care out on a regular basis. Knowing that professionals are bound by duty of
care to respond to suicidal risk with hospitalisation, clients may escalate their behaviour
(Paris, 2007a). When restrictive practice is employed unnecessarily in response to acute,
isolated episodes of suicidality, the potential adverse outcomes are limited; however,
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when the response to chronically suicidal individuals is always hospitalisation, the
potential of harm from restrictive practices is far greater (Paris, 2007a).
Finally, expert practitioner opinion contended that professionals need to tolerate a
level of risk in order to maximise the long-term recovery of individuals who are
chronically suicidal (Krawitz & Watson, 1999; Paris, 2007a; Project Air, 2011). Whilst
there are clearly occasions of acute risk that necessitate the external constraint of client
choice, maximising a client’s “capacity to exercise some autonomy and decision making
may be more important than the risks arising from denying this control” (Brett et al.,
2011, p. 63).
Best-Practice Principles of Responding to Chronically Suicidal Individuals
As detailed in the previous chapter, significant distinctions exist between
chronically suicidal individuals and individuals presenting with more transient, less
frequent suicidal behaviour. These distinctions have particular implications for practice
(Leitner et al., 2008; Paris, 2007a). Although no studies addressed chronic suicidality in
young women with CSA histories, a large body of the practice literature was dedicated to
individuals with complex trauma histories and individuals diagnosed with BPD, both
groups commonly presenting with repetitive suicidal behaviour. Because at-risk women
with CSA histories are strongly represented in both populations (Kezelman &
Stavropoulos, 2012; Paris, 2007a), it is proposed that this literature provides insights into
best-practice principles for managing chronic risk.
The literature on managing risk for individuals diagnosed with BPD is substantial.
Clients diagnosed with BPD tend to be chronically suicidal with intermittent periods of
acute risk. Expert practitioners with years of experience suggested that best practice for
working with this group equates to minimal intervention for suicidal behaviour and
ideation. The aim is to avoid invoking duty-of-care legislation mandating treatment,
except when the client is acutely at risk and requires short-term intervention. This
ensures clients largely maintain control (Krawitz & Watson, 1999).
According to BPD experts, effective intervention emphasises increasing daily
functioning capacity, maximising the individual’s decision making and providing a safe,
therapeutic relationship to explore healthier coping strategies to replace maladaptive
behaviours such as self-harm (Grenyer, 2013; NHMRC, 2012). Collaborative approaches
have also been identified as central to support for complex-needs populations, including
individuals diagnosed with BPD. In addition, consistency amongst practitioners was
considered core for these models’ effectiveness (Bateman & Tyrer, 2004; Huband &
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Duggan, 2007). According to clinical experts, exploration of past trauma in individuals
diagnosed with BPD is contraindicated in the initial stages of treatment as it can
exacerbate mental health problems and suicidality (Grenyer, 2013).
What Works? The Evidence
To the researcher’s knowledge, no methodologically rigorous empirical studies
have been conducted regarding the effectiveness of interventions or models of care for
young adult women with histories of CSA. Also lacking are studies of the effectiveness
of interventions addressing suicidal behaviour and ideation in this population of women.
However, primary research is emerging of an empirical nature pertaining to cohorts in
which these young women are strongly represented. This research may provide insight
into effective support. The following review focuses on groups in which these women
have a particularly high prevalence, namely as individuals with complex trauma histories
(Briere & Lanktree, 2012; Courtois & Ford, 2012; Herman, 1997; Lawson & Quinn,
2013) or those diagnosed with BPD (Chanen et al., 2007; Gunderson & Sabo, 1993;
Herman et al., 1989; Spataro et al., 2004). As these principles and practice models do not
pertain specifically to the population of interest, the investigation is not exhaustive.
Rather, it summarises approaches receiving the most attention in the literature and
possessing some degree of efficacy.
Although this review focuses on quantitative research, evidence derived from
qualitative research and practice wisdom is also detailed in recognition of its validity in
evaluating interventions aimed at addressing the impacts of interpersonal violence against
women (Breckenridge & Hamer, 2014; Kezelman & Stavropoulos, 2012). When
determining practice efficacy, randomised controlled trials (RCTs) remain the highest
standard in study design for their capacity to control for confounding factors (Leitner et
al., 2008). The use of RCTs in trauma and youth-suicide prevention and intervention,
however, is rarely feasible or ideal. For instance, RCTs implemented to determine
“proximal outcome measures”, such as suicidal behaviour, have struggled with robust
randomisation processes. It has also proven difficult to incorporate the significant followup time required to determine if an intervention with at-risk individuals has been
successful (CDOHAC, 1999). Recognised authors in the suicide-prevention field, such as
Goldney (2005), suggested that RCTs are “logistically impractical” (p. 129) and that the
legitimacy of other methodologies such as twin studies and longitudinal case-control
studies must be acknowledged more widely. As a result, it is important to acknowledge
that many comprehensive manuals exist for supporting adult survivors of CSA
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(Henderson & Bateman, 2010; Mammen, 2006). Despite their lack of empirical testing,
these trauma-support models are treated in this doctoral research as reputable, practicebased evidence.
Additional questions have arisen about the soundness of transferring interventions
developed for very specific populations in controlled research settings to community
settings (Chadwick Center, 2013). In efficacy studies, psychological treatment is
rigorously followed, yet this is less assured in the community (Chadwick Center, 2013).
In many studies, individuals with complex trauma histories and complex needs like
suicidality are excluded (Kezelman & Stavropoulos, 2012). For example, in an early
systematic review of the efficacy of psychosocial and pharmacological treatments in
preventing repeated suicidal behaviour, the majority of the 20 RCTs excluded individuals
who needed inpatient care due to serious suicide risk (Hawton et al., 1998). This
highlights a gap in intervention research for suicidal individuals who require
hospitalisation (Hawton et al., 1998), a group in which the young women targeted by this
doctoral study are strongly represented.
One methodological concern raised in the literature and of particular relevance to
this research is the neglect by many studies to distinguish between participants’ histories
of repetitive suicidal behaviour or single suicide attempts (Daniel & Goldston, 2009;
Leitner et al., 2008). This is problematic as the practice literature suggests individuals
with chronic suicidal behaviour, often termed “repeaters”, can require different
intervention approaches from “nonrepeaters” (Paris, 2007a). Just as distinctions related to
age, gender and diagnostic groups have already been made in the literature, differentiation
between these two cohorts of suicidal individuals is necessary to support tailored
interventions for each group (Leitner et al., 2008). Strategies to reduce risk have often
assumed suicidal youth to be a homogenous group, resulting in a one-size-fits-all
approach (Daniel & Goldston, 2009). Most suicide-prevention literature has focused on
populations with acute short-term suicidal behaviour, such as individuals with depression
over a period of months, rather than on cohorts with chronic suicidality (Paris, 2007a).
As a result of these methodological limitations, the following review includes
evidence-based studies employing methodologies other than RCTs. Briere and Lanktree
(2012) broadly divided complex-trauma impacts into those that place the individual in
immediate danger, such as suicidal behaviour, and those that affect the individual long
term. This distinction is equally applicable to individuals with CSA histories and guides
the following report on evidence-based practice related to the effective support of young
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women with such histories (Briere & Lanktree, 2012). Trauma-informed and traumaspecific interventions addressing the longer-term consequences of CSA, such as
developmental-skills deficits and abuse-related psychosocial impacts, are identified first.
Evidence-based interventions focused specifically on reducing the frequency and intensity
of suicidality in individuals with CSA histories are addressed later in this section.
Addressing the Longer-Term Impacts of Childhood Trauma
The majority of empirical research in the area of trauma is focused on determining
the effectiveness of single therapeutic approaches in clinical practice (Leenarts, Diehle,
Doreleijers, Jansma, & Lindauer, 2013). These studies will not be detailed, because this
doctoral research focuses on system- and organisational-level interventions as opposed to
individual-practitioner interventions. Core principles of individual therapeutic support
spanning different therapeutic techniques are, however, described.
Many leading experts in the trauma literature, such as Sandra Bloom, Christine
Courtois, Julian Ford, Bessel van der Kolk, Bruce Perry and John Briere, have made
significant contributions to treatment approaches related to working with individuals with
complex trauma histories (Bloom, 2005; Briere & Lanktree, 2012; Courtois & Ford,
2012; Perry, 2009; van der Kolk et al., 2005). Nevertheless, few evidence-based studies
of interventions aimed at meeting the needs of youth with complex trauma histories exist
(Briere & Lanktree, 2012). Briere and Lanktree (2012) concluded this is partially due to
the multiplicity of issues with which the young people present as this often demands a
multifaceted approach. Consequently, any single modality can be ineffective when used
in isolation from a comprehensive multimodal approach addressing the range of
psychological and social needs of this cohort. These needs can be related to interpersonal
and social difficulties, AOD use, housing, and vocational and educational support (Briere
& Lanktree, 2012; Tarczon, 2012).
Psychological Support at the Clinical Level
The individual therapeutic relationship, which focuses primarily on addressing
intrapsychic issues related to the trauma, was considered important in the literature.
Leaders in the trauma field emphasised the therapeutic relationship as a key agent in
survivors’ recovery processes (Briere & Lanktree, 2012; Courtois & Ford, 2012; Herman,
1997). A strong therapeutic alliance is positioned as a core component of numerous
trauma-informed-practice models (Barton et al., 2012; Briere & Lanktree, 2012; Giller et
al., 2006). Empirical evidence and clinical experience supported the premise that a safe
and trustworthy therapeutic alliance is essential for successful treatment. For example,
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findings from an early meta-analysis of 24 studies determined that the client’s perception
of the relationship quality was the best indicator of success, not the actual therapeutic
approach or techniques used (Horvath & Symonds, 1991). A more recent meta-analysis
of 79 studies confirmed these findings (Martin, Garske, & Davis, 2000).
Core components of psychotherapeutic support. Central in the trauma
literature was the concept of a phased approach to recovery from complex trauma for
which emotional and physical safety were perceived to be the prerequisites (Elliott,
Bjelajac, Fallot, Markoff, & Reed, 2005; Herman, 1997; Kepner, 2003; Kezelman &
Stavropoulos, 2012; Leenarts et al., 2013; Resnick, 2012). The recent Australian
guidelines for TIC recognised phased treatment as the “gold standard”, noting that
“trauma cannot begin to be processed, much less ‘confronted’, in the absence of ability to
tolerate and regulate affect” (Kezelman & Stavropoulos, 2012, p. 71). At its simplest,
trauma therapy aims at restoring a sense of safety and control based on the broad
understanding that it is not possible for an individual to process trauma until he or she
develops the capacity to tolerate affect and possesses adequate social and interpersonal
supports (Kezelman, & Stavropoulos, 2012; van der Kolk et al., 2005). Premature
attempts to process the trauma or to undertake deeper therapeutic work when an
individual is experiencing chronic or intermittent crises heighten the risk that the
individual will be retraumatised (Kezelman, 2011).
Because the therapeutic relationship is core to the healing process, the initial phase
of trauma therapy focuses on establishing boundaries and trust. Once safety is
established, phase two attends to memory processing and how memory continually affects
the individual’s life. Achievement in the final phase of integration is reflected by
emotional development. Throughout all phases of therapy with complex-trauma
survivors, practitioners must work within the window of tolerance, a safe space between
hyperarousal and hypoarousal (Herman, 1997; Kepner, 2003; Kezelman & Stavropoulos,
2012; Resnick, 2012). Stage one of phase-oriented trauma therapy is the most appropriate
intervention for the cohort of interest to this study given the women’s ongoing chronicity
of risk.
A developmental approach is considered important for clinical work with
traumatised youth, driven recently by advances in neurobiological research showing that
early adverse interpersonal experiences can have a profound effect on brain structure and
neural-pathway development (Perry & Hambrick, 2008). These neurobiological
understandings provide a conceptual framework to assist in formulating developmentally
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sensitive interventions for childhood-trauma survivors (Perry & Hambrick, 2008; van der
Kolk, 2006).
Perry’s NMT was one of the earliest neurobiological treatment models. Rather
than a “specific therapeutic technique or intervention”, NMT is described as a “neurobiologically informed approach to clinical work” (Perry & Hambrick, 2008, p. 42).
Perry’s model proposed that the brain develops sequentially, resulting in different
neurological stages of maturity. Early trauma experiences affect not only concurrent
developmental processes but also later ones by impeding an individual’s ability to
progress to the next level of functioning. Based on this premise, intervention must first
attend to the earliest developmental impact. For example, attention to improving selfregulatory processes may be necessary before effectively addressing interpersonal issues
(Perry & Hambrick, 2008). According to Perry and colleagues, unless these
understandings are central in the therapeutic process, intervention effectiveness will likely
be compromised (Perry, 2009; Perry & Hambrick, 2008). Preliminary outcomes have
been positive for therapeutic practices informed by neurodevelopmental models such as
NMT (Perry, 2009). Potentially, the neurobiological effects of trauma could be reversed
by applying these principles in repetitive “positive interpersonal interactions”.
Psychotherapy was also perceived to be well placed for providing these experiences
(Cozolino, 2002; Perry, 2009).
Finally, Briere and Lanktree’s (2012) clinical approach to treating complex trauma
in adolescents and young adults provided additional insight into the necessary
components of effective individual practitioner support for this population. Integrative
treatment of complex trauma (ITCT), a multimodal therapeutic approach, assumes that a
range of therapeutic techniques and treatment modalities are required to address the
multiple issues presented by complex-trauma survivors. Treatment components are
diverse and include training in skills such as distress tolerance, cognitive processing,
relationship building, safety training and systems intervention. The model also recognises
the need for support beyond psychological interventions. It is suggested, for example,
that the therapist may need to extend his or her role to advocating for the young person’s
housing, health, educational or vocational needs as these requirements should be met
before any significant progress can be made in intrapsychic processes. Further
description of these components is beyond the scope of this literature review;
comprehensive details are available in the treatment manual by Briere and Lanktree
(2012).
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To date, one study provided preliminary findings on the effectiveness of ITCT
when adapted for an adolescent population (Lanktree et al., 2012). Because of its
naturalistic methodology, the study arguably provided a more realistic assessment of
intervention effectiveness with severely traumatised youth. This contrasted with many
empirical studies in this area that were undertaken in highly controlled environments and
focused on cohorts of traumatised youth and that excluded, for example, youth with
suicidal behaviour and other serious issues (Bradley, Greene, Russ, Dutra, & Westen,
2005). The participants were 151 youth with complex trauma histories presenting with
significant psychological and other issues who received treatment with ITCT for between
three and nine months. Outcomes included significant decreases in anxiety, depression
and posttraumatic stress. Results were “dose dependent”: the longer the treatment, the
greater the improvement (Lanktree et al., 2012, p. 822). As Lanktree and colleagues
noted, this last finding suggests that interventions that can be extended long term are
potentially more effective for severely traumatised youth (Lanktree et al., 2012).
Emerging Trauma-Informed Service Models
Although no models were identified that specifically targeted suicidal young
women with CSA histories, trauma-informed and trauma-specific models aimed at
meeting the needs of individuals with histories of childhood trauma are expanding in
number. Although many are in early assessment stages, collective findings have
suggested that they reflect evidence of emerging best practice (Jennings, 2008). One
review of qualitative and empirical studies found the implementation of TIC frameworks
in various support settings—including homelessness, mental health and substance-use
services—was associated with more improvements when compared to the usual treatment
settings. These outcomes included significant reductions in psychiatric symptoms and
substance use, improvement in client self-esteem and sense of safety, decreased utilisation
of acute-care services and increased consumer satisfaction of service use (Hopper,
Bassuk, & Oliver, 2010).
In mental health settings specifically, the Women, Co-occurring Disorders and
Violence Study (WCDVS) supplied ground-breaking evidence-based studies of support
for women with complex trauma. The WCDVS, a five-year longitudinal project, used a
quasi-experimental design to evaluate new services informed by a trauma framework.
These models were developed and implemented in nine public-sector mental health
service sites in the United States (Cocozza et al., 2005). Women who accessed the nine
sites providing trauma-informed care showed a greater reduction in posttraumatic
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symptoms and substance-use issues than women accessing care in comparable settings
involving usual treatment. An even more substantial reduction occurred in settings where
the trauma model included integrated counselling (Cocozza et al., 2005).
Models have also been developed that provide frameworks to implement TIC in
homeless settings, yet rigorous empirical studies of their effectiveness were described as
lacking (Hopper et al., 2010). Searches undertaken for this literature review confirmed
this. Controlled studies of models for homeless young adults with complex trauma
backgrounds were largely absent, with the exception of one study of the sanctuary model
(Rivard et al., 2003). The study assessed the effectiveness of the sanctuary model’s
implementation in multiple youth residential-treatment facilities in the northeast United
States. Participants were youth with complex trauma histories aged 12 to 20 with a range
of childhood trauma experiences, including CSA. A nonrandomised controlled
methodology was used, with eight units implementing the model and eight units receiving
standard treatment. After six months, youth receiving the intervention improved notably
in the areas of autonomy, problem solving, safety and sense of personal control. After six
months, youth receiving the intervention notably improved notably in the areas of
autonomy, problem solving, safety and sense of personal control. A reduction in
“antagonistic coping mechanisms” was also observed (Rivard et al., 2005, p.94). No
known follow-up study has been conducted.
Additional encouraging research has arisen regarding the effectiveness of traumainformed treatment models in the statutory-protection sector (Chadwick Center, 2013).
Therapeutic residential care (TRC) has provided preliminary support for the effectiveness
of TIC models in residential settings (Verso Consulting Pty. Ltd., 2011). Central to this
model are the therapeutic specialists who provide clinical advice to staff and support to
young people in the residential service. Principle conceptual understandings informing
practice draw from attachment theory, trauma theory and the neurobiology of attachment
and trauma (Verso Consulting Pty. Ltd., 2011). A recently released two-year independent
evaluation demonstrated that youth in services informed by the TRC model had more
positive overall outcomes than those in standard residential care. Young people in the
TRC programs showed significant reductions in risk-taking behaviour, including selfinjury, and substantial improvements in mental health. The final evaluation report
recommended the model’s gradual introduction across the majority of residential out-ofhome-care services in Victoria, Australia (Verso Consulting Pty. Ltd., 2011).
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Research cumulatively supported the view of BPD as a “life span developmental
disorder” as symptoms associated with BPD in young people seem particularly malleable
(Chanen & Kaess, 2012; Chanen & McCutcheon, 2013; Lenzenweger & Castro, 2005).
This strengthens the belief that its trajectory can be altered if early intervention
opportunities are maximised (Chanen & Kaess, 2012). A quasi-experimental comparative
study of one intervention, The Helping Young People Early (HYPE) program,
demonstrated greater reductions in psychopathology for youth involved in the program
compared to those receiving usual treatment (Chanen et al., 2008). HYPE is a team-based
integrated intervention with core features like case management combined with individual
psychotherapy, family involvement, psychiatric support from a team member, available
outreach support, crisis intervention, inpatient care and supervision of all staff (Chanen &
McCutcheon, 2013). Although BPD-treatment literature frequently acknowledged the
high prevalence of CSA histories, the abuse was seldom emphasised as a key factor
informing treatment.
Addressing Suicidal Behaviour and Ideation
Historically, primary suicide-prevention research focused on populations
presenting with diagnosable mental health issues and concurrently emphasised the
evaluation of pharmacological interventions (Leitner et al., 2008). Although the value of
medical or “health-related” strategies was not questioned, experts proposed a more
holistic response that moves away from regarding suicidality as “simply a medical issue”
(Mendoza & Rosenberg, 2010, p. 96; SPA, 2009b). It is proposed that greater attention
should be paid to exploring the effectiveness of psychosocial interventions addressing
underlying social, situational or interpersonal factors hitherto neglected as contributory to
suicidal phenomena (Blanch & Jennings 1998; Leitner et al., 2008; Mendoza &
Rosenberg, 2010; Tomm, n.d.). One such under-researched factor is CSA. Ultimately,
suicide-prevention strategies must take a biopsychosocial approach, attending to both the
biogenetic factors and the psychosocial antecedents contributing to suicidal phenomena
(Mendoza & Rosenberg, 2010). This is further validated by a body of research
demonstrating that pharmacological interventions have been equivocally unsuccessful
(Leitner et al., 2008; Mendoza & Rosenberg, 2010; NHMRC, 2012).
Suicide-prevention service responses are commonly divided into two broad
groups: prevention and intervention strategies. The group of women in this study is
categorised as an indicated population—that is, a group of individuals actively presenting
with suicidal behaviour and ideation (SPA, 2010b). Hence, the following analysis
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focuses on intervention strategies (Christensen et al., 2013). Several prevention strategies
are also detailed as they seem relevant to preventing the escalation of suicidal behaviours
in these young women.
Suicide-Prevention Strategies
Prevention strategies focus on averting the onset of suicidality and include
universal and indicated interventions targeting high-risk groups with threshold symptoms
(Christensen et al., 2013). Individual studies and systematic reviews over the past decade
have confirmed the reliability of multiple universal suicide-prevention strategies
implemented through public policy and aimed at the larger community, as opposed to
individuals within support-service systems (Beautrais et al., 2007; Gunnell, Bennewith,
Hawton, Simkin, & Kapur, 2005). Reducing access to lethal means of suicide is one
strategy shown to be successful at reducing suicide rates. This strategy can involve
initiatives such as controlling firearm access, erecting jumping barriers where people have
attempted suicide and reducing the potential lethality of prescribed medication.
Responsible media coverage of suicide to avoid a contagion effect has also been effective
(Beautrais et al., 2007; Gunnell et al., 2005).
A range of indicated strategies also focused effectively on improving
identification of high-risk individuals (Mann et al., 2005; Wyman et al., 2008). Training
two professional groups—GPs and gatekeepers—has been efficacious in reducing overall
suicide rates (Mendoza & Rosenberg, 2010). The term gatekeepers describes
professionals who are most likely to encounter at-risk individuals and who are, therefore,
in a uniquely influential position. Key aspects of training include depression education,
identification of suicidal individuals and best-practice implementation to support
individuals presenting with suicidal behaviour or ideation (Schwartz-Lifshitz et al., 2012).
Interventions to Address Chronic Suicidality
Treatment interventions focus on reducing the impact, duration and severity of
suicidal risk in individuals already presenting with suicidal phenomena (SPA, 2010b).
No empirical or methodologically rigorous qualitative studies were identified in any
research pertaining to the effectiveness of interventions or models of care in addressing
suicidal phenomena specific to young women with histories of CSA. Although no studies
targeted survivors of CSA specifically (Leitner et al., 2008), insight into core principles
aimed at the reduction of suicidal behaviour or ideation was found in research focused on
complex trauma, BPD populations and suicidal youth more generally.
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The suicide-prevention literature rarely referred to CSA as an aetiological factor
or as a consideration in the design of interventions. Furthermore, systematic reviews of
suicide-prevention strategies have not found any studies targeting the reduction of
suicidal behaviour or ideation in survivors of CSA (Leitner et al., 2008). In recent
reviews, however, survivors of CSA are recognised as a high-risk group (Christensen et
al., 2013). Systematic reviews of controlled studies over the past three decades presented
little evidence of effective interventions for suicidal adolescents and young adults (De
Silva et al., 2013; Robinson, Hetrick, & Martin, 2011). In addition, empirical studies of
models specifically targeting suicidal youth with complex trauma experiences were
minimal in the complex-trauma literature, although suicidal phenomena were
acknowledged as a common consequence of traumatic childhood experiences (Briere &
Lanktree, 2012; Kezelman & Stavropoulos, 2012; Molnar, Berkman et al., 2001; van der
Kolk, 2005).
As a result, the following reviews the few evidence-based studies on youth with
complex trauma with reference to how they address suicidal behaviour. It also reviews
research pertaining to subpopulations of suicidal individuals in which young women with
histories of CSA are strongly represented. Arguably, the most relevant population group
comprises individuals with BPD diagnoses. Although group members do not uniformly
possess CSA histories, this body of literature contains the most prolific evidence-based
research of strategies that address chronic suicidal behaviour.
Complex trauma. Briere and Lanktree’s (2012) ITCT is one of only a handful of
evidence-based models targeting the impacts of complex trauma presenting in youth
(Lanktree et al., 2012). This enhanced therapeutic approach advises assessing potential
risk with every disclosure of suicidality. When risk appears low, the approach is to
address the underlying cause of the suicidality and help the young person identify
alternatives. Also proposed were client contracts, wherein the young person agrees to
contact the therapist or support if their distress reaches a point at which they may act on
suicidal thoughts. When risk is assessed as acute, hospitalisation or medication may be
warranted. As mentioned, ITCT has undergone preliminary evidence-based assessment,
demonstrating significant improvement in posttraumatic symptoms; however, whether
this included reduced suicidal behaviour is unclear (Lanktree et al., 2012). Finally, worth
noting is experts’ opinion that a therapeutic relationship and the connection it offers are
powerful tools to maximise safety and reduce risk in suicidal individuals with childhoodtrauma histories (Henderson & Bateman, 2010; Mendoza & Rosenberg, 2010).
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Borderline personality disorder. As with studies targeting suicidal behaviour in
individuals with complex trauma backgrounds, empirical evidence for psychosocial
interventions addressing chronic suicidality in individuals diagnosed with BPD is limited
(Leitner et al., 2008). Dialectical behaviour therapy (DBT) is the exception, with studies
showing promising results (Leitner et al., 2008). Comparisons of different
psychotherapeutic approaches’ effectiveness are not the focus of this review; however,
DBT is important to mention given its strong evidence base in relation to suicidality.
Substantial empirical evidence exists for DBT’s effectiveness in reducing suicidal
behaviour and self-harm in BPD cases (Australian Psychological Society, 2010; Fanaian,
Lewis, & Grenyer, 2013; Linehan et al., 2006). Linehan et al. (2006) conducted a twoyear RCT comparing outcomes of individuals receiving DBT with individuals receiving
therapy from “expert” suicide-prevention practitioners. Dialectical behaviour therapy had
greater efficacy in reducing suicidal ideation, with this group’s number of suicide
attempts only half that of the control group (Linehan et al., 2006).
Suicidal adolescents and young adults. Youth presenting with suicidal
phenomena is another population in which the young women are likely to be strongly
represented. However, despite suicide and suicide attempts among young adults being
substantial (CDC, 2013; Crosby et al., 2011), individual studies and systematic reviews of
controlled studies have found scant evidence of effective interventions for suicidal
adolescents and young adults (De Silva et al., 2013; Leitner et al., 2008; Marshall, 2012;
Robinson et al., 2011). In one systematic review, they accounted for only 8% of studies,
none of which targeted youth with CSA histories (Leitner et al., 2008). Nevertheless,
research offered insights into best practices for addressing suicidality in youth.
The consideration of developmental factors in the design of interventions
addressing suicidality in youth appeared central to effectiveness (Daniel & Goldston,
2009). Daniel and Goldston’s (2009) review of quasi-experimental studies and RCTs of
psychosocial interventions for suicidal youth concluded that evidence demonstrating
superiority of any particular intervention was inadequate. However, they found that
strategies developmentally sensitive to youths’ needs had the greatest potential to reduce
suicidal behaviour (Daniel & Goldston, 2009). The authors noted that interventions
intended for adults are commonly applied to younger groups, with minimal adaptation for
the developmental nuances common to youth, including greater impulsivity. They argued
it is paramount for such interventions to acknowledge that adolescence is a period of
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transition from reliance on adult caretakers to independence and that adolescents are still
developing a sense of identity and purpose (Daniel & Goldston, 2009).
Leading practitioners and researchers have identified integrated systems of care as
promising models to address suicidality in young people; although, examples of such
initiatives were few (Catania, Hetrick, Newman, & Purcell, 2011). Integrated systems of
care facilitate collaboration between mental-health, psychosocial, and primary-care
services, aiming for stronger continuity of care and effectiveness of support overall.
Catania et al. (2011) reviewed the few integrated models of care for adolescents and
young adults and identified Headspace as demonstrating encouraging results. Headspace
centres were developed in Australia to improve service access and early intervention for
young people aged 12 to 25 in youth-friendly environments. The centres offer mentalhealth, AOD, primary-care and vocational assistance via a consortium of services
operating collaboratively to deliver holistic support. This team approach was perceived
as critical to supporting young people with complex needs (Deady et al., 2013; Rickwood,
Telford, Parker, Tanti, & McGorry, 2014). A preliminary study of the profile of over
21,000 young people who accessed the centres in the first six months of 2013 determined
the Headspace initiative to be successful in reaching a demographic of individuals with
“high or very high levels of psychological distress” otherwise unlikely to receive support
(Rickwood et al., 2014, p. 2). By far the primary reason for seeking support was for
feelings of anxiety, depression or both (71.6%), consistent with the centres’ aim of
providing support to high-prevalence disorders in youth (McGorry, Bates, & Birchwood,
2013; Rickwood et al., 2014). Only 0.7% of clients reported being homeless; over twothirds were employed or pursuing education; and CSA was not listed among reasons for
presenting to the service (Rickwood et al., 2014). These profiles are not consistent with
the more socially marginalised profiles of the young women observed through this
doctoral research. Whether the services are currently an effective model to enhance
support to at-risk young women with CSA histories remains unclear.
While the evidence base for models of integrated systems of care remains
underdeveloped for youth, certain core components have been identified: a team-based
approach comprising case management, primary care and specialist mental health
services; jointly developed treatment plans; funding of collaborative efforts; the clients’
central involvement in decision making; and co-location of services (Catania et al.,
2011).
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Finally, therapeutic contact initiatives that provide support following an attempt
have been shown to significantly improve outcomes for suicidal individuals, including
youth (Newton et al., 2010). The original green-card study in the United Kingdom, for
example, provided individuals with intensive support following an attempt, including
contact with psychiatrists, GPs, and, potentially, crisis admission (Morgan, Jones, &
Owen, 1993). Findings showed significant reduction in suicidal behaviour of participants
admitted for medical care following their first incident of suicidal behaviour (Morgan et
al., 1993). Another recent RCT of a post-suicide-attempt initiative also demonstrated
significant reductions in repetitive suicidal behaviour. The Australian Postcards From the
Edge study compared outcomes for 378 adults who received eight postcards over 12
months post-discharge from hospital with outcomes for 394 control-group participants.
The cohort receiving the postcards had half the general hospital admissions for repeat
attempts and a third of the psychiatric admissions for any reason compared to the control
group. Statistics were calculated four years after the intervention, indicating the
strategy’s sustainability. Overall, this was estimated to save the hospital system 2,871
bed days (Carter, Clover, Whyte, Dawson, & D'Este, 2013).
Interventions to Address Acute Risk
Hospital-based care is considered effective to stabilise individuals presenting with
florid mental health symptoms (AISRAP, 2010). However, experts note there is no
evidence that hospitalisation is an effective suicide-prevention strategy (Paris, 2007a).
One group who frequently present in acute crisis are individuals diagnosed with BPD. A
recent Cochrane review indicated no RCTs provided evidence that crisis-intervention
strategies for managing acute suicidal crises in this cohort, including hospitalisation, are
effective for BPD (Borschmann, Henderson, Hogg, Phillips, Moran, 2012). Nor have
studies determined if involuntary treatment of individuals who attempt suicide has
negative impacts (SPA, 2009b). Involuntary hospitalisation has been under scrutiny from
key stakeholders given concerns that it may actually increase long-term risk (Paris,
2007a; SPA, 2009b). Despite common support among expert practitioners of the need to
minimise restrictive interventions for individuals diagnosed with BPD, vigorous debate
continued around the specific value of hospitalisation for such chronically suicidal
individuals (Paris, 2007a; Rosenfeld, Morris‐Yates, & McMahon, 2013). One area of
contention was related to the length of hospital stays. While short-term, pre-planned
hospital admissions are generally recommended for individuals with BPD, longer-term
inpatient stays are considered unhelpful, tending to create dependency and increase
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symptoms (Linehan, 1987; Project Air, 2011). Nevertheless, as an Australian privatehospital-sector report on services for individuals with BPD pointed out, these positions on
inpatient hospital treatment are not yet supported by robust empirical evidence (Rosenfeld
et al., 2013). As cited by Rosenfeld et al. (2013), potentially conflicting evidence is
found in studies such as Bartak et al. (2011), who compared effectiveness of
psychotherapeutic treatment for groups of individuals with BPD in three different
settings: inpatient, outpatient, and day hospital. Perhaps surprisingly, while all three
groups’ symptoms and functioning improved significantly, the inpatient group showed the
greatest recovery.
Alternative models of intervention for acute risk. Despite hospitalisation being
contraindicated, alternatives in traditional psychiatric wards for individuals considered at
imminent risk of suicide were limited (SPA, 2009b). However, women’s crisis units that
have been operating in the United Kingdom for some time may have applicability to
young women with CSA histories. The relatively new model of crisis houses offers
support to women otherwise voluntarily admitted to hospital. A 2010 pilot study
established that the houses were a viable alternative to traditional psychiatric wards, both
in terms of cost and treatment effectiveness (Howard et al., 2010). Although the services
are not targeted specifically at women with CSA histories or at youth, they offer a
promising, gender-sensitive alternative to hospital in terms of maximising the women’s
control and providing a less traumatising environment (Howard et al., 2010).
The Australian Context
The following details expert clinician and researcher opinion of the strengths and
limitations of the Australian service system’s response to at-risk young women with CSA
histories. References to this specific cohort being limited, also covered is literature
concerning the quality of service responses to groups in which the young women are
strongly represented, including youth with histories of childhood trauma (traumatised
youth), individuals diagnosed with BPD and youth with complex needs.
Qualitative studies of the service-use experiences of individuals with CSA
histories over the past few decades are detailed first, followed by policy and practice
initiatives at the meta-level of service provision affecting support of the young women.
The quality of service provision in community-based settings, including primary care,
youth mental health, homelessness, AOD-, sexual-assault- and trauma-specific sectors, is
then detailed. Finally, perceptions of how effectively the hospital-based sector addresses
the young women’s needs when they present at acute risk are reported.
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The Configuration of the Australian Support System
Service provision in the community sector in Australia consists of both public and
community-managed mental health services (Kezelman, & Stavropoulos, 2012). In
Victoria, public community-based services are directly funded by the state government’s
Department of Health and include primary mental health teams; crisis assessment and
treatment teams; and statewide specialist services focused on early psychosis, dual
diagnosis (AOD and mental health) and BPD through an organisation known as
Spectrum. Public mental health services are area based, managed by public hospitals, and
include AMHSs and child and adolescent mental health services (CAMHS). These are
known as specialist clinical mental health services operating in both community- and
hospital-based settings, including inpatient psychiatric units and prevention and recovery
care services (PARC; McGorry et al., 2013; Steering Committee, 2008). Emergency
departments in public hospitals are nonspecialist health settings where individuals with
mental health issues may also seek support (Steering Committee, 2008).
Community-managed mental health services known as Psychiatric Disability
Rehabilitation and Support Services (PDRSS) are auspiced by nongovernment
organisations (NGOs). These rely mostly on significant government funding; however,
funding levels can differ, with some organisations subsidising income through
philanthropic agencies or fundraising. The nongovernment sector provides a range of
specialist psychosocial support through accommodation-based and outreach services
(AIHW, 2011). The National Partnership Agreement on Homelessness oversees and
funds specialist homelessness services, including emergency and transitional
accommodation, drug and alcohol support and personal support for domestic violence
(AIHW, 2012).
Two fundamental levels of support are provided in the youth mental health sector:
primary care and specialist youth mental health. Specialist youth mental health services
focus on provision of more targeted, intensive support to youth with severe chronic and
complex mental health issues (McGorry et al., 2013). Additionally, since 2006, an
enhanced primary care level of support has been introduced in youth mental health with
the establishment of a national network of centres known as Headspace. Headspace
centres provide early intervention to young people aged 12 to 25 with moderate mental
health issues, including anxiety and depressive disorders (McGorry et al., 2013).
Therapeutic support in community settings is available from private psychiatrists,
psychologists, and allied health professionals (Kezelman & Stavropoulos, 2012).
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Specialist trauma-specific psychological support is provided by dedicated sexual-assault
services, known as Centres against Sexual Assault (CASAs). Specialist services like
CASA operate from conceptual frameworks that include understandings of CSA and
directly target the impacts of the abuse (AIHW, 2011). More generic services providing
psychotherapeutic support for a range of issues include community health centres or
private practitioners (AIHW, 2011).
The Young Women’s Voice: Experiences of Service Provision
Few studies in the literature dealt with adult CSA survivors’ experiences of
services (Chouliara et al., 2012). Some Australian qualitative studies have explored the
service needs and support experiences of women with CSA histories (Holden, 2002;
O’Brien and Henderson; 2006; Women’s Health Statewide, 2005), while others have
documented the needs of adult survivors of CSA as part of broader cohorts of women
accessing services (Clarke, 2008; Epstein & Wadsworth, 1994; Graham, 1994;
Hawthorne et al., 1996). All have reported dissatisfaction with service responses,
particularly tertiary hospital-based care (Clarke, 2008; Graham, 1994; Hawthorne et al.,
1996; Holden, 2002; O’Brien and Henderson 2006; Women’s Health Statewide, 2005).
Many women experienced punitive responses to self-harm behaviours, treatment
limited to pharmacological interventions, and inadequate support for their childhoodtrauma histories. They frequently spoke of hierarchical treatment environments and
experiences of disempowerment and powerlessness (Clark, 1998; Cox, 1995; Epstein &
Wadsworth, 1994; Graham 1994; Lievore, 2005; O’Brien & Henderson, 2006; Women’s
Health Statewide, 2005). Psychiatric inpatient wards were vulnerable settings for women
with CSA histories, with the potential for revictimisation resulting from aggressive
behaviour, intimidation or sexual assault from others (Davidson, 1997; Graham, 1994;
VMIAC, 2008).
Studies included interviews with providers who referred to the inadequacy of
services across sectors for adult survivors of CSA and to significant shortcomings of
current support (Holden, 2002; O’Brien & Henderson, 2006; Women’s Health Statewide,
2005). Research yielded recommendations for changes at the macro level of service to
meet the needs of adult survivors of CSA better. Two studies recommended a whole-ofgovernment response and a lead agency to develop a pathway of care for CSA survivors,
increased understandings of CSA’s impact, and training on responding effectively to adult
survivors (Holden, 2002; Women’s Health Statewide, 2005). Another study of NGOs’
capacity to meet the service needs of adult CSA survivors indicated a distinct lack of
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available long-term counselling, proposing that most women needed from one to five
years of support. Despite some good experiences, survivors agreed that inpatient
admissions for suicidal crises were often retraumatising. Professionals noted that
collaboration between emergency services, mental health services and NGOs at these
times was inadequate (O’Brien & Henderson, 2006).
Whole-of-Service Systems Responses
Australian public policy has been slow to integrate research related to the needs of
childhood trauma survivors. Australia has no whole-of-government strategy to address
the needs of at-risk adult CSA survivors or survivors of complex trauma generally. There
are no comprehensive policy-reform initiatives to implement trauma-informed principles
across the broader service system or particular service sectors (Breckenridge et al., 2010;
Kezelman & Stavropoulos, 2012; Robinson, 2010). Despite lack of government-led
reform, consumer organisations and leading experts in trauma have advocated a public
health response to the needs of CSA survivors in Australia. In late 2011, a national
trauma-informed advisory working group was established. TIC guidelines for survivors
of complex trauma were developed and released in October 2012, advocating policy
change that would support the introduction of trauma-informed practice across service
systems nationally (Kezelman & Stavropoulos, 2012). The core principles of TIC in the
Australian guidelines aligned with those developed by SAMHSA, which were also
released in 2012 (Kezelman, & Stavropoulos, 2012; SAMHSA, 2013).
Proponents of the TIC guidelines for complex trauma sought inclusion of the
principles in mental health service-provision policy and have had some success
(Kezelman & Stavropoulos, 2012). Newly released national guidelines for recoveryoriented practice in mental health services, first prioritised in the fourth national mental
health plan (Commonwealth of Australia Department of Health [CDOH], 2009) have
embraced the concept of TIC as central to recovery (Australian Health Ministers’
Advisory Council [AHMAC], 2013a), unequivocally acknowledging that many
individuals with trauma histories avail themselves of mental health services. Traumainformed, recovery-oriented service is thus deemed to require a commitment to informing
practice with the “core organising principles of safety, trustworthiness, choice,
collaboration and empowerment” wherever possible (AHMAC, 2013a, p. 41).
Furthermore, both the guidelines for recovery-oriented practice and guidelines for TIC
identify the participation of consumers in the development, delivery and evaluation of
services as core to best practice (AHMAC, 2013a; Kezelman & Stavropoulos, 2012).
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Consumer involvement in public policy and service design has long been valued as a
means of embedding expert knowledge of lived experience into practice settings. Nearly
30 years ago, Judith Herman (1997) identified what she called the “survivor mission”, a
term used to refer to individuals who engaged in social action as a means of creating
change and transcending the impact of their own trauma.
Although the uptake of practice informed by recovery principles remains
theoretical, and the medical model continues to dominate service delivery (Kezelman &
Stavropoulos, 2012), the new national recovery framework’s adoption of TIC principles is
encouraging. Trauma-informed care and recovery models are recognised as mutually
compatible and can be integrated as a single care framework rather than treated as distinct
(Kezelman & Stavropoulos, 2012). Both are perceived to facilitate support for adult
survivors of CSA and individuals with complex trauma histories (Farkas, Gagne,
Anthony, & Chamberlin, 2005; Harris & Fallot, 2001; Kezelman & Stavropoulos, 2012).
Collaboration: Integrated Responses to Multiple Needs in a Fragmented Service
System
The Australian service system is described as fragmented, its services frequently
configured to respond to single, discrete issues rather than to support individuals with
multiple needs (Black & Gronda, 2011; Bromfield, Sutherland, & Parker, 2012; Shergold,
2013c). This lack of integration creates barriers to providing the holistic care required for
multiple needs, including those of young women with CSA histories. It can also result in
service duplication where the same needs are addressed simultaneously in different
settings (Flatau et al., 2013).
Enhancing collaboration between services factored strongly in recent practice and
policy literature as a strategy to maximise holistic care in community-based support
contexts. (Black & Gronda, 2011; Bromfield et al., 2012; Shergold, 2013c). This
recognition has contributed to a recent reformation of services by the Victorian
government that enhances collaboration between the public sector, community services
organisations and private sector. The reform also aims at balancing immediate crisis
support and medium- to long-term service to facilitate long-term recovery, where
individuals can maximise control of their lives and learn more adaptive, less harmful
ways of coping (Shergold, 2013c).
Literature focused on cohorts in which the young women are represented concurred with
the above. For example, collaborative, integrated responses were recognised as a means
of providing greater continuity and consistency of support for individuals with complex
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trauma in a siloed and disconnected system (Kezelman & Stavropoulos, 2012; McDonald
& Rosier, 2011; O'Brien & Henderson, 2006).
Both national and state mental health policy identified strengthening communitybased support as key to early intervention for youth at risk of suicide (Statewide Steering
Committee to Reduce Family Violence [Statewide Steering Committee], 2005;
VGDOHS, 2008; VGDOHS, 2009a). The most recent Victorian mental health plan saw
improved collaboration between the community- and hospital-based system as one key
initiative aiming to avert instances of individuals escalating to a state of crisis, thereby
reducing pressure on emergency and public acute-care services (VGDOHS, 2009a).
Furthermore, the most recent Senate inquiry informing suicide-prevention and
intervention policy recommended funding collaboration between emergency services,
public-hospital-based crisis services, mental health services and the community sector
(Senate Community Affairs Committee Secretariat, 2010).
Community-Based Settings: Service Responses
Leading practitioners and researchers in Australia have long advocated increased
government investment in youth mental health services (McGorry, 2007; McGorry et al.,
2013; McGorry, Parker, & Purcell, 2006; MHCA, 2006; Rickwood et al., 2007; Robards,
2009). The most recent report on the state of mental health care and suicide prevention in
Australia emphasises that early intervention for people aged 12 to 25 is critical given the
prevalence of mental health issues at this time (Christensen et al., 2013). Government
reports have for years acknowledged the prevalence of suicidal behaviours in young
adults (AIHW, 2010; Victorian Health Promotion Foundation, 2005). Furthermore, in
notable reports documenting the views of NGOs and leading Australian practitioners and
researchers, addressing childhood abuse and neglect ranked third among 10 recommended
priority actions for national suicide prevention, with CSA specifically mentioned as a risk
factor (Mendoza & Rosenberg, 2010). Various government bodies and leading suicideprevention organisations in Australia have recognised associations between CSA and
suicidality (Mendoza, 2009; Victorian Quality Council, 2009).
In policy, the need to improve suicide-prevention services for youth at risk with
complex needs has been acknowledged for over a decade (CDOHA, 2000; National
Advisory Council, 1998). A 2008 Senate report on mental health policy that drew heavily
on consultations with stakeholders in the mental health field heard from a number of
organisations of the urgent need to rectify the absence of services for CSA survivors,
noting that “child abuse sits at the heart of the public mental health burden” (Senate
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Standing Committee on Community Affairs [Senate Standing Committee], 2008, p. 167).
The report recommended establishing a national taskforce on CSA and mental illness to
inform government on the development of services for adult survivors (Senate Standing
Committee, 2008). No such initiative has been undertaken.
Mainstream mental health state policy also acknowledges youth with histories of
CSA to be a high-risk group who frequently access services. In Because Mental Health
Matters: Victorian Mental Health Reform Strategy 2009-2019, a primary area of reform
will target highly vulnerable, at-risk youth with complex needs (VGDOHS, 2009a). For
the first time, youth with CSA histories were identified among this target group.
Individuals involved in child protection, out-of-home care and juvenile justice systems
are specifically mentioned (VGDOHS, 2009a).
Numerous professional groups and expert practitioners have noted the absence of
a targeted response to adult survivors of CSA in Australian social policy and health
service provision (Kezelman, & Stavropoulos, 2012; Walsh & Douglas, 2010; Women's
Health Statewide, 2005). Nevertheless, youth with histories of CSA are gaining
recognition in national mental health policy. The fourth national mental health plan
2009-2014 highlighted the development of “tailored responses for highly vulnerable
children and young people who’ve experienced physical, sexual or emotional abuse”
(CDOH, 2009, p. 37). The subsequent 10-year Roadmap for National Mental Health
Reform mentions the need to enhance strategies to prevent exposure to childhood trauma
without, however, reference to a coordinated approach to addressing needs of adult
survivors of CSA (Council of Australian Governments, 2012). Tackling risk-taking
behaviour and improving safety, particularly in relation to sexual violence, are among
eight priorities in the national strategy for young Australians, developed in consultation
with young people themselves and the youth sector (Australian Government, 2010).
Despite significant gaps, there are positive signs of reform in mental health services for
young adults in Australia (Deady et al., 2013), changes that are detailed below along with
existing shortcomings.
Early intervention, particularly for youth presenting with moderate-to-severe
mental health issues, has long been recognised as fundamental in minimising adult
psychopathology, including severe suicidal behaviour that requires costly acute-care
mental health support (Allnock et al., 2012; Barnett & Lapsley, 2006; Groom et al., 2003;
Mendoza & Rosenberg, 2010; Newmann et al., 1998; O’Brien & Henderson, 2006; SPA,
2010a).
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Over the past decade, a range of seminal reports have advocated the enhancement
of community-based support services to increase early intervention opportunities for such
individuals (Groom et al., 2003; Homelessness Australia, 2012; Mendoza & Rosenberg,
2010). Calls have been made for the existing mental health system to shift from its
current emphasis on short-term interventions of “medicalised care” in hospital-based
acute-care environments (Groom et al., 2003, p. 3) to long-term recovery options of
support in community settings that are able to address the holistic needs of individuals
(Groom et al., 2003; Mendoza & Rosenberg, 2010). At-risk young women with CSA
histories are strongly represented in cohorts of individuals with severe mental health
issues.
Primary and Specialised Youth Mental Health
According to experts in the field, a number of levels of service provision are
needed to support young people effectively. These include primary-care service
responses from GPs, enhanced primary-care services and specialist youth-specific mental
health services (McGorry, Purcell, Hickie, & Jorm, 2007). A number of core principles
have also been identified, which, if applied to service redevelopment in the sector, would
facilitate more effective support of young people. These principles include maximising
the involvement of young people in all aspects of support; holistic step-wise care
informed by risk/benefit considerations and collaborative decision making; support that is
sensitive and responsive to developmental aspects and continuity of care; and
collaboration of services across key developmental transitions (McGorry et al., 2013).
Several factors arguably informed the need for GPs to improve their capacity to
respond to young women with histories of CSA. Adult survivors of CSA frequently
present to primary-care settings with health problems associated with abuse histories
(Coles, Dartnall, & Astbury, 2013; Kezelman, 2011; Mammen, 1996; Walsh & Douglas,
2010). Of individuals who have suicided, over a third had had very recent contact with
their GPs (Pirkis & Burgess, 1998). Additionally, GPs role in early intervention and
mental health support has become increasingly prominent (Britt et al., 2012; CDOH,
2009).
One of the principal concerns in general practice is that the link between CSA
histories and presenting medical issues is often neglected. This can be due to low
disclosure rates or low practitioner identification of abuse histories (Coles et al., 2013;
Walsh & Douglas, 2010). Neglecting to identify CSA can lead to inadequate treatment.
For example, pharmacological treatments often address only the symptoms of depression

81
associated with CSA. When the underlying causes of childhood trauma are undiscovered,
treatment is likely to be less effective (Mammen, 1999; Walsh & Douglas, 2010). A
report compiled by professional women in the medical sector provided a number of
recommendations to amend these issues. This report proposed establishing a national
clearinghouse to resource primary-healthcare professionals in the area of sexual violence.
In addition, the report recommended that GPs be educated on sexual trauma in
undergraduate courses, professional training and clinical practice guidelines (Walsh &
Douglas, 2010). These recommendations are echoed by other advocates for trauma
survivors in the primary-health sector (Coles et al., 2013; Mammen, 1999; Mammen,
2006).
In 2006, the commonwealth funded an enhanced primary-care model for the
mental health support of young people, establishing centres known as Headspace across
the country. These facilities provide support that sits between primary care and
specialised youth mental health services. Most of the centres operate as “one-stop shops”,
offering integrated care through co-located services connected to organisations in the
community (Deady et al., 2013; McGorry et al., 2013). Headspace centres aim to
improve access and provide early intervention support for young people 12 to 25 years of
age with mental health issues, related substance use disorders, or both, in youth-friendly
alternatives to AMHSs (Rickwood et al., 2014). With 55 centres currently around
Australia, Headspace continues to expand nationwide (Rickwood et al., 2014).
Dedicated youth services such as Headspace are promising models for enhanced
primary mental health care and early intervention for young adults experiencing mild–tomoderate mental health issues (Rosenberg & Hickie, 2013). Nevertheless, demands have
persisted for the enhancement of community-sector capacity to support youth with severe,
mental health issues and moderate-to-high levels of suicidality (Groom et al., 2003;
Homelessness Australia, 2012; SPA, 2009a). An additional “back-up” level of youthspecific mental health services is proposed to meet the more intensive needs of these
individuals. These youth-specific services would complement existing specialist mental
health services that are structured around the traditional child, adolescent and adult split
(i.e., AMHS and CAMHS; McGorry, 2007; McGorry, Purcell, Hickie, & Jorm, 2007).
One such specialised youth public mental health service exists in Victoria
(McGorry et al., 2013). Orygen Youth Health is a community-based service that focuses
on early intervention for youth with psychosis, mood disorders and BPD. Orygen was
developed to attend to the gap in service provision between CAMHS and AMHS for
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young people aged 15 to 24 (Cosgrave et al., 2008). Key and unique aspects of the
service include a 24-hour crisis-outreach service, intensive-case management, a
psychosocial-recovery program and the capacity for long-term support of up to two years.
There is also capacity for acute-care support in a 16-bed inpatient unit (McGorry et al.,
2013). One of Orygen’s clinics, EPPIC (Early Psychosis Prevention and Intervention
Centre), provides specialised support for youth experiencing their first episode of
psychosis and is expanding nationally (McGorry et al., 2013).
BPD: A particularly vulnerable group. As identified in the previous chapter, it
has been estimated that a sizeable proportion of individuals diagnosed with BPD have a
history of CSA. Over the past decade, studies explored the capacity of services to meet
the needs of individuals diagnosed with BPD and consistently reported that treatment was
inadequate. These studies spanned both practitioner perception and the opinion of service
users themselves (Fallon, 2003; Hayward, Slade and Moran, 2006; Holmes et al., 2006;
Krawitz & Watson, 1999).
A recently published study documented the views of expert clinicians on the
support of individuals with personality disorders. It determined that issues with service
provision in this area persist in Australia (Fanaian et al., 2013). There was consensus
across practitioners that services overwhelmingly failed to meet the needs of those
suffering from BPD. A number of areas were identified as the most promising for
strengthening service provision to this cohort. Firstly, practitioners spoke of the need for
a more coordinated client-centred approach with a recovery focus, an approach that was
more likely to be achieved by reducing the preoccupation with risk that too frequently led
to hospitalisation. It was suggested that alternatives to inpatient admissions were required
along with a redistribution of resources from acute-care intervention to “evidence-based
community psychological approaches” (Fanaian et al., 2013, p. 468). In terms of
theoretical frameworks, both psychological and medical treatment models were perceived
to be important. However, a lack of sufficient options for longer-term therapeutic support
was also recognised (Fanaian et al., 2013).
Enhanced training and education for all organisations and professionals working
with this population was also emphasised (Fanaian et al., 2013). Collaboration between
agencies would encourage an “integrated case management” approach to care.
Participants expressed that frequent supervision and good management, factors
considered fundamental to this population’s success, were lacking. Finally, participants
considered attitudinal change was necessary to remove the stigma associated with a
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personality disorder diagnosis, some proposing that developmental or complex trauma be
emphasised where relevant (Fanaian et al., 2013).
Despite some reports painting a disparaging picture of the service provision to
individuals diagnosed with BPD in Australia, there were signs of efforts to improve
responses to this clinical population. These efforts were reflected in the 2012 release of
the NHMRC’s Clinical Practice Guideline for The Management of Borderline
Personality Disorder (NHMRC, 2012).
Youth Homelessness and Housing
There is a high prevalence of CSA survivors and more broadly, young people with
complex trauma in homeless populations presenting with a range of mental health issues,
including suicidality (Grigg, 2011; Gwadz et al., 2007; National Youth Commission,
2008). Yet reports such as the National Youth Commission Inquiry Into Youth
Homelessness (National Youth Commission, 2008) highlighted considerable
shortcomings across the sector in meeting the needs of youth with childhood-trauma
histories. It was determined that most adult-homeless services lack the capacity to
respond adequately to suicidal behaviour. However, stakeholders noted that, ironically,
these young people were concurrently unable to access psychiatric inpatient care as their
mental health issues were deemed not severe enough. At the time, the Inquiry
recommended services be established that understood complex trauma and its impacts and
were able to meet the mental health needs of this group of young people (National Youth
Commission, 2008).
A more recent report drew on the research literature and the views of stakeholders
in the Australian homelessness service system and provided further insight into how this
group of young people had been faring in terms of their access to appropriate support
(Homelessness Australia, 2012). In the report, homelessness services said their capacity
to support individuals in crisis was overextended; not only were insufficient numbers of
services available, but existing services were also inadequately resourced and staff
underskilled. Services had little option but to refer individuals to hospital. They reported
that hospital-based services were, however, extremely reluctant to accept individuals with
Axis 2 diagnoses. While working with this cohort in the homelessness sector, several
professionals formed the opinion that the lack of access to high-to-acute support
ultimately led to symptoms escalating from moderate to severe. Young people were
perceivably “driven into crisis”, at which time hospital became a necessity. This group
was identified as “the inbetweeners . . . too unwell for homeless services . . . not unwell
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enough for hospital”, a label often used interchangeably to refer to youth with complex
needs (Homelessness Australia, 2012, p. 12).
McGorry and colleagues similarly commented that the issues this group of young
people present with are generally beyond the capacity of primary care, yet they are not
considered severe enough to gain access to acute-care settings (McGorry, Purcell, Hickie,
& Jorm, 2007). In its 2010 submission to the Senate inquiry on suicide prevention,
AISRAP noted that individuals with lower levels of risk often access GPs and
psychotherapists for support, but the availability of these practitioners is limited, and their
capacity to attend to the individual’s needs is frequently poor (AISRAP, 2010, p. 16).
This leaves these individuals in a state of limbo (McGorry, Purcell, Hickie, & Jorm,
2007).
A recent qualitative study provided a poignant example of how under-resourced
services can retraumatise survivors at times of highest need. Interviews were conducted
with 12 homeless individuals with backgrounds of extensive and multiple experiences of
child abuse, the majority by far having CSA histories. Participants described how their
experiences of abuse had been silenced throughout their lives by a lack of
acknowledgement by peers, family, and the community at large, and as a result of the
impacts of the trauma itself, which compromised their ability to voice their experiences.
After years of trying to manage the impacts of the abuse through alcohol, drug use or
gambling, for example, participants referred to reaching a point at which they were so
overwhelmed that their need for support overcame their “understandable reticence” to
seek help (Robinson, 2010, p. 57). When they did finally reach out, often when their
distress had escalated to suicidality, they were commonly silenced yet again by
inadequate responses from specialist homelessness services. Inevitably, these
retraumatising experiences further compromised future help seeking. The study
concluded that low levels of help seeking are more often the result of poor service
responses rather than of individuals avoiding support (Robinson, 2010). A key
recommendation of the study called for TIC frameworks to be systemically introduced
across the homelessness sector and accompanied by staff training in understanding trauma
and its impacts (Robinson, 2010).
Whilst a small number of organisations in the Victorian homeless-youth sector are
beginning to adopt TIC frameworks, their introduction remains isolated to pockets of
service delivery (Barton & Gonzalez, 2011; O’Donnell, Varker, & Phelps, 2012; Scutella
et al., 2013). There was concern that young people with complex needs accessing
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homeless-youth services remained at risk of retraumatisation due to the inadequate
resources and a lack of trauma-related staff training (Barton & Gonzalez, 2011). The
Australian context was reflective of international contexts. Services adopting TIC
principles or directly targeting trauma-specific care remained minimal, despite a growing
awareness of the overrepresentation in the homelessness sectors of individuals with
histories of childhood trauma (Hopper et al., 2010).
Youth AOD sector. Youth-specific AOD services in Victoria were established in
the 1990s. The treatment system at that time predominantly responded to young men
mandated to undergo treatment following involvement in the criminal justice system.
This demographic has shifted, with similar percentages of young female and male
voluntary clients now accessing the services and an increasing number of women being
referred by the courts (Kutin et al., 2014).
A range of issues in the AOD sector have been identified that affect the support of
at-risk young women with CSA histories. The NMHC’s (Christensen et al., 2013) report
card has highlighted that many Australian AOD services have no policies on managing
suicidality and no protocols or tools to assess suicide risk. A lack of gender sensitivity in
the design of AOD services has also been observed and attributed to the historical
emphasis on young men’s support. It has been recently recommended that specific youth
AOD treatment be developed for women and female-only spaces be made available
within current services (Kutin et al., 2014).
A relatively recent qualitative study provided insight into the sector’s response to
individuals with childhood abuse histories, particularly those with CSA, substance use,
and mental health issues (Breckenridge et al., 2010). Key findings included that, despite
broad recognition amongst professionals of the connection between histories of abuse and
AOD use, specialist AOD services commonly failed to integrate this awareness into
practice, which, at times, led to potentially harmful treatment. For example, an emphasis
on withdrawal without a concurrent recognition that substance use is a coping strategy
had the potential to increase an individual’s distress. Recommendations included training
workers in the sector about child abuse and its impacts; using screening tools to identify
survivors; enhancing collaboration between mental health, sexual-assault, and AOD
services; and increasing access to longer-term support within AOD services
(Breckenridge et al., 2010). Importantly, the study concluded that “the needs of adult
survivors with AOD are being systematically construed as evidence of individual failings,
rather than as symptoms of abuse [or] systems failure” (Breckenridge et al., 2010, p. 47).
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An earlier, Australian study, which interviewed 15 women with CSA histories
who were experiencing homelessness, AOD use and suicidality, had a number of similar
recommendations for improved service provision in the AOD and other sectors. The
recommendations included professional training on childhood trauma and its impacts, a
coordinated government strategy across sectors to address the women’s needs, and the
provision of greater opportunities for specialist, long-term counselling (van Loon &
Kralik, 2005).
Statutory child protection settings. Australian statutory child protection settings
have recently shifted towards the broad adoption of trauma-informed care, such as the
TRC model referred to earlier, a relatively new out-of-home service model offering
intensive support to young people in statutory care (McLean et al., 2011; Verso
Consulting Pty. Ltd., 2011). Such models are replacing previous care options for young
people with challenging behaviours whose foster care placements break down, options
that have frequently been seen as a “last resort” or containment rather than any real
attempts at recovery (McLean et al., 2011; Verso Consulting Pty. Ltd., 2011). Australian
models of TRC draw significantly on the work of Sandra Bloom’s (2005) sanctuary
model, and Bruce Perry’s (2004) work (McLean et al., 2011). Clearly, the substantial
work taking place in the statutory care sector is enabling services to meet the needs of
young people with trauma histories, yet articulation of similar models for young adults is
far less in the adult homelessness sector.
Psychological Support
According to a range of professionals, the availability of trauma-specific
psychological support for adult survivors of CSA remains inadequate (Mammen, 2006;
O’Brien & Henderson, 2006; Walsh & Douglas, 2010) due to some degree to an emphasis
in policy and funding on responding to the immediate needs of recent victims, which
largely ignores survivors of historical trauma (O’Brien & Henderson, 2006; Walsh &
Douglas, 2010). O’Brien and Henderson (2006) explored women with CSA histories’
support experiences and concluded, “Failure to provide effective therapy means a
continuation of support at a crisis level” (p. 5). Increasing opportunities for long-term
therapeutic support was mentioned by other studies as an early intervention strategy to
avert the development of suicidal behaviour in individuals with childhood-trauma
histories (Allnock et al., 2012).
A recent report compiled by a group of women in primary care called for the
funding of long-term, affordable, psychotherapeutic options in recognition of delayed
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disclosures and the potential lifetime consequences of sexual violence for CSA survivors
(Walsh & Douglas, 2010). As yet, these options remain limited. However, in 2012, an
unprecedented Australian royal commission commenced into institutional CSA and has
been accompanied by funding for psychological support of the individuals involved.
Even though services are not currently available to all adult survivors, these changes are
encouraging.
Hospital-Based Settings: Service Responses
For more than a decade, there has been widespread concern that public mental
health services, particularly acute-care settings, are overwhelmed and under-resourced,
constrained to treating individuals with only the most severe psychopathology. In
particular, calls have gone out for AMHSs to be more accessible and attuned to young
people (Groom et al., 2003; McGorry et al., 2013). These shortcomings of the system
specifically impact on effective care for young women with CSA histories at risk of
suicide in the following ways.
Access Issues
The access threshold of adult hospital-based acute-care services was recognised as
very high, prompting concern from community-based health professionals that youth
suffering high-prevalence disorders such as depression or mood disorders (a cohort in
which traumatised young women at risk are represented) are failing to get support
(McGorry, 2007). This was largely attributed to stringent mental health policy criteria
that govern services to individuals with diagnosable and serious mental illnesses. Most
young people with emerging mental health issues and high needs do not fall into this
category (Cosgrave et al., 2008).
Experts pointed out that these young people frequently have significant
subthreshold psychiatric symptoms as well as coexisting functional impairment. The
emphasis on symptom-focused definitions of mental illness in AMHSs means these
young people are ignored (Cosgrave et al., 2008). More “youth appropriate” assessments
were proposed that consider psychosocial functioning alongside psychiatric
symptomatology (Cosgrave et al., 2008, p. 619). It was argued that contextual factors
should also be taken into account, such as the health of family, peer relationships, and
levels of involvement in vocational, educational and social pursuits (Cosgrave et al.,
2008). Unless this occurs, opportunities to reduce the risk of more severe
psychopathology in later life are missed (McGorry, Purcell, Hickie, Yung, et al., 2007).
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Concerningly, alternative support to meet these young people’s needs is lacking
(Cosgrave et al., 2008; Lamb & Murphy, 2013), with the few existing specialist youth
mental health services unable to meet demand. Of 150 non-psychotic clients seeking
clinical support at Orygen Youth Health, only 59% were accepted despite the majority
demonstrating significant mental health and psychosocial needs, including suicidal
behaviour. Particularly noteworthy was that 64% of those who were declined support had
been referred by other service providers, potentially indicating that the needs of these
young people were unable to be met in current community support settings (Cosgrave et
al., 2008).
Responding to Youth, CSA and Suicidality
In addition to issues of restricted access, the adequacy of support has been
questioned for those youth at risk with histories of childhood trauma once they do gain
access to acute-care settings (Jennings, 1994; Kezelman & Stavropoulos, 2012; Newmann
et al., 1998). As detailed earlier, hospital as a context for treating acute suicidal risk is
considered inadequate, potentially even harmful for many individuals (Paris, 2007a;
Rosenfeld et al., 2013; SPA, 2009a; SPA, 2009b). In relation to the Australian context,
leading practitioners and researchers have concluded that “too many suicides will arise
from the inaccessibility and [poor] quality of public mental health services” whilst service
provision is limited to crisis support (Mendoza & Rosenberg, 2010, p. 189). Estimates
were that a third of suicides might be prevented if such shortcomings were rectified
(Mendoza & Rosenberg, 2010). Few choices exist in Australia other than hospital-based
care for individuals presenting with suicidal risk of a more acute nature, prompting cries
for alternative, secure, “safe spaces” to meet their needs better (SPA, 2009b).
For over a decade, practitioners have advocated increasing the “spectrum of care
settings” so subacute-care options become available to individuals who would otherwise
access hospital-based care in a voluntary capacity (Groom et al., 2003). Lifehouse,
auspiced by AISRAP (2010), is one of the few alternative services to hospital-based care
for suicidal individuals in Australia. However, it excludes individuals presenting with
chronic repeated suicidality (AISRAP, 2010) so is arguably not conducive to the support
of the young women on whom this study focuses. There have, however, been promising
signs that Victorian mental health policy is acknowledging the issue of childhood abuse.
Examples included the 2006 introduction of best-practice guidelines for public-hospital
acute-care services. These guidelines are aimed at increasing the identification of and
responses to children who have been abused (VGDOHS, 2006). In addition, more recent
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initiatives have sought to address the issues potentially faced in psychiatric settings by
individuals with histories of interpersonal violence and coexisting mental illness. For
instance, the need for gender-sensitive practice has been acknowledged at the Victorian
state level with the release of guidelines for public inpatient units (VGDOHS, 2008).
Chief Psychiatrist’s guidelines have also been developed, setting standards for the
promotion of safety and response to allegations of sexual assault in psychiatric settings
(VGDOH, 2009a).
A lack of responsiveness in public mental health settings to youth-specific needs
was also considered to be a primary issue (Barnett & Lapsley, 2006; McDougall,
O'Herlihy, Pugh, & Parker, 2009; SPT, 1997). Young adulthood today is observed to be
“a more prolonged and unstable development stage” (McGorry et al., 2013, p. s30), with
youth facing new challenges unique to contemporary society (Deady et al., 2013;
McGorry, Purcell, Hickie, & Jorm, 2007; Senate Standing Committee, 2008). Evidence
showed this life phase to have the highest frequency of emerging mental health issues,
including suicidality (McGorry, 2007; McGorry et al., 2006; MHCA, 2006; Rickwood et
al., 2007; Robards, 2009). Additionally, youths aged 18 to 29 accessed services more
frequently than most other age groups (Barnett & Lapsley, 2006).
Adult mental health services have tended to focus on chronic, late-stage mental
illness in older individuals (McGorry, Purcell, Hickie, & Jorm, 2007). This is
problematic for youth in such settings, one study reporting collective distress related to
sharing an environment with chronically mentally ill older individuals (Barnett &
Lapsley, 2006). The consensus amongst international experts was that the paediatricadult divide in mental health service provision has not been succeeding for young people,
frequently resulting in inadequate care (Birchwood & Singh, 2013; McGorry et al., 2013;
Senate Standing Committee, 2008). The delineation was noted to be inconsistent with the
evolving needs of youth and with the known prevalence of mental health issues that
emerge across their lifespan (McGorry et al., 2013). These factors underpinned calls for
services that offer support spanning all of young adulthood, from adolescence at age 12
up to age 25 (McGorry, 2013; McGorry et al., 2013).
The need to strengthen service provision to older adolescents and young adults in
adult mental health settings has been acknowledged in policy for more than a decade
(CDOHA, 2000; SPT, 1997). The Victorian mental health strategy has flagged initiatives
that begin to address these concerns. Such initiatives include a progressive
redevelopment of specialist youth-focused services, designed to include young adults up
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to 25 years, and a redesign of acute-care services to offer more “age appropriate”
intervention (VGDOHS, 2009a). For some years, a significant portion of funding for
Victorian mental health services has been dedicated to enhancing early intervention to
young adults up to age 25 with mental health problems (VGDOHS, 2009b). Some
specialists in youth mental health have proposed purpose-built inpatient units catering to
young adults, in contexts separate to services for older adults (Cosgrave et al., 2008).
Finally, cases have been documented at transitional support points of the poor
continuity-of-care young people receive during transitions from child to AMHSs (Barnett
& Lapsley, 2006; Larson, 2009; Paul et al., 2013) and after they are discharged from
hospital (CDOHA, 2010; House of Representatives Standing Committee on Health and
Ageing, 2011; Mendoza & Rosenberg, 2010; National Advisory Council, 1998; Pirkis &
Burgess, 1998). Notably, the recently established NMHC (2012) reported that one of its
initial areas of focus was on addressing inadequate follow-up after discharge from public
acute-care mental health services. During these critical transition points, individuals are
known to be at heightened risk of suicide, particularly in instances of discontinuity of care
or inadequate support (Larson, 2009; Luoma et al., 2002; Mendoza & Rosenberg, 2010;
Senate Community Affairs Committee Secretariat, 2010).
Summary
The practice dilemmas faced by health professionals working with suicidality and
childhood abuse are widely acknowledged (Martin, 2002; Mullen et al., 2008).
Unsupportive service systems contribute significantly to these difficulties. A number of
key issues in current service provision were identified that affect practitioners’ capacity to
meet the needs of at-risk young women with CSA histories.
Firstly, despite the dominance of the medical model in public mental health
settings, there has been a gradual recognition of its inadequacy as a model of care in
attending to the needs of survivors of interpersonal trauma, including CSA. This
recognition has paralleled awareness in international policy of the need to recognise
social factors like childhood abuse as contributors to mental illness. Recently, the
introduction of TIC frameworks across service systems and the training of professionals
in TIC practice have been perceived as fundamental to improving service provision to
adult survivors of CSA. Internationally, these frameworks of care have been adopted in
various settings for many years. In Australia, however, TIC practice is still in its early
stages. Despite the promising uptake of TIC practice by a few organisations, embedding
this framework across Australian healthcare systems will take time. Neither state nor
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national government policy has adopted TIC as a framework for publicly funded service
provision.
Secondly, alongside this ideological shift in mental-health service delivery has
been the community sector’s changing risk culture, which is based on the
conceptualisation and subsequent management of risk. Increasingly risk-averse cultures
have led to more restrictive practices, such as hospitalisation, where coercive
interventions are common. This trend is being countered, however, by the introduction of
TIC and recovery models of care, which emphasise maximising client control and
decision making during treatment.
Evidence-based research pertaining to best-practice models aimed at supporting
young adult survivors of CSA was scarce. No evidence-based practice models were
identified dedicated to the support of young adult women with CSA histories when they
are presenting with suicidal behaviour and ideation. Models of intervention exist that
relate to responding to the needs of young adults at risk of suicide; however, none
specifically target CSA. The body of research most likely to be of relevance to the
support of the young women focused on service provision to young people with complex
trauma, among whom CSA survivors are a subpopulation. However, although research
concerning effective support of complex-trauma survivors could apply to women with
CSA histories, further research is needed to confirm this.
No controlled studies existed identifying effective interventions for suicidal young
women with CSA histories. However, there is an evidence base for the effectiveness of a
number of principles and strategies in reducing suicidal behaviour in other cohorts that
likely include the target population. Extensive literature on evidence-based practice
responses to individuals diagnosed with BPD existed, providing considerable insight into
how best to work with chronic risk. As noted, many individuals who attract a diagnosis
of BPD have CSA histories. Hence, literature pertaining to BPD is particularly relevant
to meeting the needs of the young women who are the focus of this study.
Few references were made in the Australian practice literature specifically to atrisk young women with CSA histories. Stakeholders across multiple sectors have
expressed concern that the service system struggles to provide adequate care options for
young adults with complex needs, adult survivors of CSA and suicidal youth. Reports on
the service experiences of women with childhood-trauma histories reflected similar gaps
in support.
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In particular, youth at risk of suicide with complex needs frequently experienced a
vacuum in support. The severity of the issues they presented with was often beyond the
capacity of the homelessness and youth mental health sectors. However, they
simultaneously encountered restricted access to specialist mental health services.
Specialist youth mental health facilities were scarce, while AMHSs were under-resourced
and structurally unable to respond to young adults as a group with specific developmental
needs. The service system as a whole has similarly been constrained in meeting the needs
of individuals with CSA. Admittedly, there has been a level of recognition across sectors
of the potential role played by childhood trauma in the mental health and social issues
with which young people present. However, its integration as a factor informing
treatment has been inconsistent. Furthermore, the fragmented nature of the Australian
service system significantly compromises the capacity of a holistic response to the
multiple needs presented by the young women in this study.
Current support is manifestly inadequate, but the indications of change are
promising. To more effectively support the youth cohorts in which these women are
strongly represented, resources must be increased to the community sector, and the
capacity of existing community-based services must be strengthened. Enhanced youthspecific primary-care services, such as Headspace, are being gradually introduced
nationally, and overarching TIC frameworks are being implemented more frequently in
service settings. These changes are encouraging.
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CHAPTER 4: METHOD
Given the gap that exists in research in the chosen area of inquiry, this study is
exploratory. Exploratory studies are common to qualitative interpretive research
(Liamputtong & Ezzy, 2006; Neuman, 2003). Qualitative methods were chosen for a
number of reasons. First, they are considered the most effective means of eliciting indepth data from professionals (Liamputtong & Ezzy, 2006). Second, this study focuses
on complex practice issues in situ, not in a controlled context (Ezzy, 2002). Substantial
methodological difficulties are experienced when employing quantitative approaches,
such as RCTs, to determine the efficacy of suicide-prevention strategies. In particular,
significant ethical concerns have been raised related to using randomisation processes
with individuals who are at risk (Goldman Fraser, Lloyd, Murphy, Crowson, &
Casanueva, 2013). This study seeks to identify theoretical and contextual constraints on
practitioners’ capacity to provide effective support to young women. And third,
qualitative approaches embrace an understanding that reality is socially constructed.
“The qualitative epistemology holds that you come to know these realities through
interactions and subjectivist explorations with participants about their perceptions”
(Glesne, 2006, p. 6). This theoretical perspective aligns with a hermeneutic approach
situated within an interpretivist/constructivist paradigm.
The social constructivist paradigm, frequently referred to as interpretivist (Glesne,
2006; Mackenzie & Knipe, 2006), is most often associated with qualitative inquiry
(Mackenzie & Knipe, 2006). This particular paradigm reflects the overall philosophical
position embraced in this study. As distinct from positivist paradigms, which have an
essentialist view of a fixed reality, “Interpretivist paradigms propose that social research
and studies which focus on human beings view reality as socially constructed” (Neuman,
2003, p. 72). Such a paradigm interprets “reality” according to the different meanings
subjectively assigned to it by individuals (Neuman, 2003). The interpretive researcher
aims to discover what the respondent finds meaningful and to identify the motivations
underlying action as opposed to merely observing the action (Neuman, 2003). In this
study, the perceptions of practitioners were elicited using in-depth interviews. An
interpretive approach was conducive to exploring this under-researched area of practice
and to comprehensively describing what actually happens in the field from the
perspective of practitioners who support young women with CSA histories.
Hermeneutics, an approach within an interpretivist/constructivist paradigm, was
chosen as the most appropriate methodology to guide the data collection and analysis as
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well as the overall design of the study. Contemporary hermeneutic approaches include
the interpretation of the spoken and written word through in-depth readings of research
data (Neuman, 2003). From a hermeneutic perspective, valid knowledge exists, but such
knowledge is always contextually located in history and the social environment of its time
(Liamputtong & Ezzy, 2006; Rice & Ezzy, 2002). This study adopted the tradition of
hermeneutics most closely aligned with Martin Heidegger and Paul Ricoeur, who
cautioned readers that it is not possible to produce a completely objective understanding
of another’s experience as the researcher can never fully “bracket their preconceptions”
(Patterson & Williams, 2002, p. 12). Hermeneutic understanding sits somewhere between
assumptions that the researcher can authentically represent the participant’s reality in its
purist sense and an extreme relativist position, which says that no version of the
participant’s reality can be validly presented; instead, the researcher actively co-creates
the interpretation (Ezzy, 2002). Hermeneutics embraces the challenge of grappling with
“the effect of pre-existing theoretical frameworks on data gathering and analysis, but also
recognizes the importance of discovery” (Ezzy, 2002, p. 30). The aim of the researcher is
to be open to participants’ responses, which may not fit with established theories. New
knowledge assists in reinterpreting and redeveloping theories in “a circular process” of
co-creation, contributing new insights into the refinement or transformation of current
theories (Ezzy, 2002, p. 77).
Sampling and Recruitment Process
General Approach to Sampling
While hermeneutics employs no specific sampling method, purposive sampling is
common to exploratory research and consistent with interpretive research methodology
generally (Neuman, 2003). Purposive sampling was used to recruit participants for two
reasons. Firstly, few services were explicitly supporting suicidal young women with
histories of CSA, so it was necessary to approach practitioners known to be working with
those young women. Secondly, given the lack of these particular support services,
professionals who were “information rich” were considered best able to offer informed
opinions on practice issues (Caulley, 1994; Ezzy, 2002). Purposive sampling is
considered methodologically justified in both of these situations (Neuman, 2003).
I used positive sampling techniques to approach, initially, professionals and
organisations in metropolitan Melbourne that had significant specialist experience in the
therapeutic support of individuals with CSA histories. After making contact with these
professionals, I employed snowball sampling to source additional participants. Given few
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practitioners or services at that time were dedicated to working with the population of
interest, snowball sampling was the most effective recruitment strategy (Neuman, 2003).
To ensure the sample represented a cross section of diversity in the workplace, I sought
health professionals in both management and direct service roles.
Additional recruitment strategies were concurrently deployed with snowball
sampling. Information about the study was circulated amongst colleagues, who informed
their networks. Local Divisions of General Practice posted details of the study on its
website. A general Internet search identified in-scope community-based organisations
that, according to their public profile, targeted women in the population of interest. More
agencies were found through Victorian government databases, websites of peak bodies,
and online clearinghouses related to childhood trauma or suicide prevention.
Key Informants
Given that supporting at-risk young women with CSA histories is recognised as a
complex area of service provision (Briere & Lanktree, 2012; Catania et al., 2011; Paris,
2007a), the recruitment of key informants was appropriate. Key informants bring specific
skills and experience that provide deep insight into and rich knowledge of a particular
issue (Marshall, 1996; Parsons, 2008; Rice & Ezzy, 2002). In this study, key informants
are defined as professionals who self-identified as, or were otherwise known to be,
working with young women with histories of CSA. I perceived these practitioners would
offer specific, clinical practice wisdom, which professionals working with a broad range
of young people presenting with mental health issues were less likely to have. The
relative lack of pre-existing research on the needs of young women with CSA histories
presenting with suicidal behaviour further justified the need to target professionals who
were considered information rich and to focus intently on reaching the relative few in this
role.
Sampling of Three Informant Groups
The need for early intervention in community settings to minimise the long-term
impacts from CSA is widely acknowledged in the literature (Clarke, 2008; Felitti et al.,
1998; McGorry, Purcell, Hickie, & Jorm, 2007; VGDOHS, 2009). A number of
Victorian Government reports recognised that enhancing community-sector support
averts crises that require acute intervention (Statewide Steering Committee, 2005;
VGDOHS, 2008; VGDOHS, 2009). As both recent evidence and policy call for a focus
on strengthening support services in community settings to increase early intervention
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opportunities for individuals at risk, the decision was made to interview community-based
professionals rather than those in acute-care mental health settings.
Using data source triangulation, information was sourced from three relatively
distinct groups of community-based health professionals providing support to the young
women. These three groups were chosen because each met different support needs the
young women have and viewed the issue under study from different vantage points.
Through triangulation, I sought to determine if and how the different support foci and
practice settings influenced practitioners’ perspectives (Banister, Burman, Parker, Taylor,
&Tindall, 2002). More specifically, interviews were sought with the following health
professionals, each focused on providing their own, relatively distinct form of assistance
(see also Appendix B):
•

medical practitioners, both GPs and psychiatrists, providing medical and mental
health support

•

psychologists and allied health professionals offering therapeutic support of a
psychological nature

•

professionals focusing on psychosocial support, addressing the impact of mental
health and other issues on daily living and social needs. Among these were
managers and caseworkers from NGOs concerned with homelessness, sexual
assault and crisis intervention.
Medical practitioners and psychiatrists offering treatment for medical and

mental health needs. I included GPs as key informants for a number of reasons. A
review of the literature on suicide in relation to contact with various components of the
health system found that approximately 38% of individuals who completed suicide had
seen their GP in the month prior to their death (Pirkis & Burgess, 1998). General
practitioners have been one of the most commonly sought sources of support for young
people (Sawyer et al., 2000) particularly when experiencing suicidal thoughts (Rickwood,
Deane, Wilson, & Ciarrochi, 2005). In fact, GPs were identified as an important first
point of contact for women who disclosed sexual assault (Women’s Health Statewide,
2002). General practitioners have increasingly been recognised as central to the provision
of support for individuals with mental health (Medibank Private Limited & Nous Group,
2013; Rinehart & Borninkhof, 2012; Victorian Government Department of Health
[VGDOH], 2013) and trauma-related issues (Kezelman, 2011; Walsh & Douglas, 2010).
Their expanding role in the community is reflected in the recent government initiative
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Better Access to Mental Health, which gives GPs the authority to refer patients for
psychological support (VGDOH, 2009b).
Psychologists and allied health professionals providing therapeutic support.
Recent government policy legitimising the value of psychological support in addressing
mental health issues was fundamental to my rationale for interviewing professionals who
provide therapeutic support in the private sector. By 2009, the Victorian Mental Health
Workforce Strategy had acknowledged that about half a million individuals in Victoria
had already accessed government-funded private therapy as a result of rebates made
available under the Medicare Better Access scheme (VGDOH, 2009b). At the time,
government recognition was growing of the increasing role the private sector also played
in the provision of mental health services. By 2008, the private sector provided
approximately one-fifth of all professionals working in mental health nationally and onefifth of all psychiatric inpatient beds (Australian Government, 2010). Given the
increasing government support for access to private-sector services, I considered it
important to provide practitioners offering therapeutic support in these settings an
opportunity to voice their opinions and concerns regarding effective support for young
women with histories of CSA.
Professionals in nongovernment organisations providing psychosocial
support. Professionals employed in a range of community-managed NGO settings were
invited to participate in the study. Some of the NGOs provided homelessness services
(both crisis accommodation and longer-term residential services) and intensive home and
street-based outreach support. Whilst the majority of these services depended heavily on
government funding, a small number drew their funding primarily from independent
philanthropic sources.
Key informants from NGOs were included because, firstly, a significant
proportion of individuals who seek support from the publicly funded, communitymanaged homelessness sector are young women. The AIHW (2010) reported that young
females, particularly those between the ages of 15 and 19 years, were the highest users of
government-funded, specialist homelessness services in 2008/2009. Homelessness is a
known social impact of CSA, making it likely that women in the population of interest
would access such services. Secondly, private-sector support of women with CSA
histories commonly has focused on working with self-harm and suicidal behaviours
(O’Brien & Henderson, 2006). Considering these findings, I anticipated that interviews
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undertaken with professionals who work in the homelessness and crisis support sectors
would provide insight into the support needs of more marginalised women.
Additional inclusion/exclusion criteria. I placed an emphasis on sampling
practitioners in public or private settings whose work was partly or fully publicly funded.
Publicly funded services in the nongovernment sector included community health centres,
specialist sexual assault services and community-managed organisations. Furthermore, it
was important to determine if demographic differences potentially exist between the
populations of young women who access services in each setting. For example, because
community health centres predominantly target disadvantaged populations and
marginalised members of the community, their users may demonstrate more difficulty
accessing or paying for private health services (VGDOHS, 2009; VGDOH, 2009b).
Recruitment Process
The first recruitment phase entailed approaching professionals and services that
were dedicated to supporting young adult survivors of CSA presenting with at-risk
behaviours. Subsequently, I contacted nonclinical, specialist mental health services
(known as PDRSS) and transitional and crisis housing services that offered support to
youth with more general mental health needs. Interviews in NGO settings were initially
sought with the managers of the services. Managers were then asked to distribute
information sheets to professionals in grassroots roles who may be interested in
participating in the research.
I began the recruitment process by telephoning or emailing health professionals to
gauge their interest in participating. Participant information sheets explaining the project
(see Appendix C) and consent forms (see Appendix D) were emailed to those who
expressed interest. These forms provided information about confidentiality, the interview
structure, anticipated use of the results and their right to withdraw from the study at any
time. An interview was then arranged, sometimes after a follow-up call was made to
parties who had not responded within a few weeks of initial contact.
Research Participants
Thirty-one interviews took place. Of the Melbourne psychiatrists offering medical
and mental health support and the professionals offering therapeutic support, over 80%
accepted the invitation to be part of the research. All the approached professionals
working in NGOs agreed to participate in the study. The response from GPs, however,
was low with only a third of practitioners contacted responding. The numbers of
interviews conducted per practitioner group were
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•

nine professionals providing medical and mental health support (two GPs and
seven psychiatrists)

•

10 psychotherapists providing psychological support

•

12 professionals working in NGOs providing psychosocial support (of which
seven were residential programs, four were outreach-based and one was a drop-in
centre for streetworkers)
Eighty percent of participants had extensive experience, between 10 to 35 years in

supporting young women, and the remaining 20%, between two to five years.
Practitioner status was diverse, with the eight managers and four direct-service
caseworkers from NGOs all providing a level of psychosocial support. As anticipated, a
gender imbalance existed in the sample of six male and 25 female interviewees2.
Attention had been paid to recruiting individuals from different geographical areas of
Melbourne. Nine of the interviewed professionals were either practicing in the inner
north or supporting clients predominantly from that area; nine were based in the inner
east, seven in the inner south, and six in the inner west.
Of those professionals providing medical and mental health support, four were
practicing from wholly or partly publicly funded settings, and the other five were
providing support independently in the private sector. Six of the professionals providing
psychotherapeutic support were from publicly funded community-managed services, and
four were from private practice. Most professionals in NGOs providing psychosocial
support received the majority of their funding from the government, and the remaining
few were primarily funded through philanthropic bequests.
Data Collection Procedure
Conducting In-Depth Interviews and the Data Collection Procedure
As with sampling techniques, hermeneutic methodology does not prescribe an
approach to data collection. In-depth interviews are, however, common (Patterson &
Williams, 2002). Interviews were the chosen means of data collection as their
interpersonal nature enhances the capacity to elicit data of greater depth (Hill, Thompson,
& Williams, 1997). Face-to-face interviews also permit exploring responses further for
meaning, in contrast to more quantitative tools such as questionnaires, which do not
provide for additional clarification (Liamputtong & Ezzy, 2006). Consistent with “a
constructivist ontology in which knowledge of phenomena and reality is viewed as a
2

Young women who are survivors of sexual abuse are often dealing with issues related to a sense of
physical and psychological safety and, given the majority of them are victims of male violence, they are
more likely to seek support from female professionals.

100
textually produced construction of the interviewer and interviewee” (Patterson &
Williams, 2002, p. 39), the interviews were semistructured. Semistructured interviews
assume that the researcher has an understanding of the areas of inquiry most relevant to
the study (Minichiello, Madison, Hays, Courtney, & St. John, 1999).
Two pilot interviews were conducted with colleagues who had both prior and
current experience of working with the population of interest. As a result, the length of
one question was reduced, and the sequence of several questions was changed to improve
continuity in the topics of inquiry. Data collection occurred between late 2010 and late
2011. Single, in-depth, face-to-face interviews averaging an hour were conducted, the
majority taking place at the participants’ work sites. Interviews were taped to ensure the
participants’ voices were represented as authentically as possible in the research
(Liamputtong & Ezzy, 2006) and could be revisited for verification and the identification
of emotional nuances that may reveal meanings other than those obvious from the
transcript. A journal was used to record the interviewer’s impressions of each interview
and any idiosyncratic observations that the recordings may not have captured. These
reflections were made as soon as possible after the interview itself. At the start of the
interview, the participant was asked for his or her consent to tape the interview.
Participants were reminded of their right to withdraw from the interview at any time. In
the initial stages of the interview, I focused on developing rapport, disclosing my
background in the area of practice as a way of “levelling the playing field” and engaging
as equals. The participants were invited to ask me questions at any time during the
interview process. I then asked a general, open-ended question, “Can you tell me about
your experience of working with the young women”, in order to provide them with an
opportunity to focus on areas of practice that were meaningful to them. This was
followed with questions specifically designed to explore areas of interest important to the
study (see Appendix E).
At the conclusion of the interview, participants were asked if they wished to see a
copy of the transcript and if they knew of other professionals in the field willing to be
interviewed. All interviewees received a post-interview email thanking them for their
participation and asking if they wished to clarify issues of accuracy or provide further
feedback. Only one participant exercised this option. This stage of the methodology was
used to increase “testimonial validity” (McLeod, 1998).
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Interview Questions
This researcher’s experience working with at-risk young women with CSA
histories was tapped when composing the interview questions. Also, in line with
hermeneutic approaches, a review of the relevant literature was undertaken prior to
conducting the research. Hence, both contemporary evidence and the researcher’s
experience in the field informed the development of five key questions (Patterson &
Williams, 2002). The interview questions (see Appendix E) focused on exploring
community-based professionals’ perceptions and experiences in the following five areas:
1. perceptions of women’s needs and interventions
2. risk management and assessment issues
3. accessing public-hospital-based, acute-care services and experiences of
collaboration
4. systemic issues (supportive and constraining factors)
5. ideal model (chronic, high, and acute risk)
The questions guided the interview process; however, data collection was not
limited to these areas. Discussion was encouraged on areas that interested the participant
even if they diverged from the key questions. The aim was to maximise participant
choice of topic and to be mindful that one issue was not more valid than another
(Liamputtong & Ezzy, 2006). Nevertheless, all five questions were asked of all
participants, ensuring that the gathered information was consistent across the interviews
and permitted the comparison of data (Hill et al., 1997).
Insights gained from each interview were used to refine the questions. For
example, after conducting the first two interviews, it became apparent that a level of risk
between chronic and acute risk—that is, “high risk”—needed to be explored more
specifically. In addition, early in the data collection phase, it was clear that the order in
which the questions were asked was awkward and did not flow. Subsequently, the
questions were rearranged. This redevelopment of research questions as new information
came to hand was embraced as part of the “emergent process” core to hermeneutic
research (Patterson & Williams, 2002, p. 43). As a result, questions were carefully
designed to allow participants to express both positive and negative aspects of supporting
young women.
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Data Coding and Analysis
Hermeneutics and Thematic Analysis
A hermeneutic methodology guided the different analytical phases of this study,
predominantly with reference to Patterson and Williams’ (2002) framework. Ezzy (2002)
described hermeneutic analysis as “like a dance . . . developed through a continuous
movement between pre-existing interpretative frameworks, both theoretical and popular,
and the data of observation” (p. 25). This interpretative process is represented by the
hermeneutic “circle”, in which the researcher oscillates between the entire data set and its
parts in the analytic process (Whitehead, 2004). It is necessary to produce an analysis
that provides a holistic understanding of the phenomena, reflecting both the central
themes derived from the data and the interrelated nature of the themes (Patterson &
Williams, 2002). As guided by hermeneutics, the analysis first focused on understanding
the individual practitioner’s experience, then moved to identifying themes common across
interviewees and interviewee groups. An exploration of the interrelationships between
core themes was also undertaken, consistent with data analysis within a hermeneutic
framework. In addition, as part of the hermeneutic cycle of analysis, earlier interviews
were reanalysed based on the analysis of later interviews. Hermeneutics was the lens
through which the data of central interest was identified. This lens privileged the
identification of emergent themes related to ideological and structural factors in the
broader contextual landscape. As noted by Braun and Clarke (2006), searching for data
indicative of how context influences “the way individuals make meaning of their
experience” (p. 81) is methodologically sound and common to the thematic analysis
method. For example, the way in which dominant discourses in mental health, such as
the medical model, influence service provision to young women with histories of CSA
was explored at length.
Whilst hermeneutic methodology informed the analysis more broadly, a thematic
analysis method was adopted to code the data, attending to hermeneutic principles
throughout each phase. Rennie (2012) grouped qualitative research methods into the
experiential, the discursive, and the experiential/discursive, then explored their “fit” with
the proposition of qualitative research as methodical hermeneutics. In Rennie’s
categorisation of methods, thematic analysis is described as an experiential/discursive
method, which, in his view, is compatible with a hermeneutic methodology framework.
Braun and Clarke’s (2006) interpretation of a thematic analysis method is discussed by
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Rennie (2012), and its compatibility with hermeneutics is illustrated. Braun and Clarke’s
(2006) method is the model adopted to guide analysis in this study.
Thematic analysis is perceived to fit with a hermeneutic methodology in several
ways. For example, both emphasise the importance of reflexivity. Braun and Clarke
(2006) acknowledged the importance of the researcher reflecting on how they influence
the analytical process and the need to make such influence transparent. Reflexivity is also
core to hermeneutic methodological understandings (Patterson & Williams, 2002). A
methodological issue that demonstrates this tension relates to pre-existing research.
Opinion varies on whether researchers should familiarise themselves with literature prior
to undertaking their research. Some grounded theorists, for example, are of the opinion
that doing so may lead to a distortion in analysis as knowledge of previous literature may
influence the data that is selected and how it is coded (Ezzy, 2002). The position adopted
in this study aligns with opposing arguments that an understanding of literature in the
field of interest enables the researcher to target gaps in knowledge better. This is the
position normally taken in hermeneutic methodology (Patterson & Williams, 2002).
Sufficiently bracketing this knowledge is fundamental to “allow[ing] the data to speak for
themselves” (Hill et al., 1997, p. 535). Hence, issues and theories raised in recent
literature were held in an ongoing dialogue with new insights derived from the data.
However, themes were not predetermined by this pre-existing research (Ezzy 2002).
A Gendered Lens
In that this research focuses on practitioners’ perceptions of the needs of women
as opposed to all young people with histories of CSA, it was considered important to
employ a gendered lens to analyse data. As another analysis of service provision to
survivors has put it, CSA is recognised in this study as a “gendered crime”,
acknowledging the reality that sexual violence is a crime overwhelmingly committed by
men against women and children3 (Foster et al., 2012, p. 3). From this position, gender is
understood to influence “who is subjected to sexual abuse” as well as service responses
(Foster et al., 2012, p. 3). The need for gender sensitivity across mental health service
delivery is recognised in a number of recent Victorian policy publications seeking to
inform practice (VGDOHS, 2008; VGDOH, 2009a; VGDOH, 2011b).
A gendered lens assisted in identifying gender-specific needs and ways in which
service responses can be more sensitive, particularly to women. Gender-specific issues
3

“Children” includes girls and boys. Whilst (overall) girls are generally more at risk of sexual abuse,
evidence is emerging that, in certain contexts, such as church-based institutions, the prevalence of sexual
abuse of boys is higher (Cashmore & Shackel, 2014).
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that may constrain effective service provision were highlighted. A gendered lens also
assisted in identifying ideological and structural issues related to gender that may, for
example, compromise women’s power to manage their own health and contribute to
inequality in accessing or utilising services.
Analytical Coding
Phase 1: Transcribing and Familiarisation With Data
All 31 interviews were transcribed verbatim, about one-third of which were
personally transcribed by the researcher. Prompt transcription was assistive of identifying
points of strength and weakness in my interview style, and provided an opportunity to
refine interview questions (Braun & Clarke, 2006; Ezzy, 2002). Each interview was
played, and transcripts read, on more than one occasion as a way of immersing myself in
the data (Braun & Clarke, 2006).
Phase 2: Generating Initial Codes–Domains and Core Ideas
According to Patterson and Williams (2002), the first step of analysis informed by
a hermeneutic conceptual framework is developing an understanding of how the
interviewee “constructs the world” (p. 49). In the first stage of the analysis, data were
retrieved from the transcripts in close to its original form. These extracts of hard data
were initially organised according to “domains”, which are topic areas based on the five
question areas explored with participants. For example, interviewee responses that
referred to perceptions of the young women’s support needs were listed under the first
domain. Virtually all of the hard data were assigned to a domain at this early stage of
analysis as it was acknowledged that even data of seemingly lower importance may have
later relevance. The next step involved summarising the text that had been organised
under each topic area in a way that represented the “core ideas” of what was said. These
summaries represented the literal reading of the text as closely as possible in order to
minimise the risk of misinterpretation (Patterson & Williams, 2002).
These two steps of the analysis reflected Phase 2 of Braun and Clarke’s (2006)
framework, which referred to initial coding of the “semantic content” of the data (p. 88).
Each interview transcript was independently coded in this way but not necessarily
analysed at the same time. A preliminary analysis early in the data collection period was
undertaken so questions for later interviews could accommodate new understandings
(McLeod, 1998). Early analysis of interviews is consistent with hermeneutic analysis and
strongly encouraged (Patterson & Williams, 2002). For example, whilst initial questions
had been developed in order to explore the distinction between supporting young women
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at acute or chronic risk, the idea the concept of another intermediary level of risk emerged
from the data of early interviews. Probing questions related to this additional level of risk
were then incorporated into subsequent interviews.
As each interview transcript was systematically coded, core ideas were refined,
and the data perceived to be relevant to each core idea were questioned and, at times,
rearranged. As a result of this refining of codes in later transcripts, it was necessary to
return to earlier transcripts and revise the codes based on these new insights.
In summary, these first steps involved two thorough readings of the transcripts and
sorting of information from each individual interview to retrieve all sections of text
relevant to each topic area/domain and secondly, to summarise these sections of text into
a core idea. Each domain and relevant core ideas were colour-coded to make
identification quicker at later stages of analysis.
Phase 3: Cross Analysis–Interpreting and Categorising Core Ideas Into Themes
Up to this point, the focus had been on the analysis of data pertaining to individual
interviews. The third step identified themes common to findings across participant
transcripts. In hermeneutics, this relates to the nomothetic level of analysis (Patterson &
Williams, 2002, p. 47). The development of themes at this stage is influenced not only by
“emergent insights generated through the hermeneutic dialogue with the data base” but
also by “the forestructure of understanding developed through the ongoing review of
existing literature, the research goals, questions and themes used to develop the interview
guide” (Patterson & Williams, 2002, p. 48). In other words, this researcher
acknowledged her own history, experience, theoretical knowledge and pre-existing
perceptions as influential in the development of themes. In this study, knowledge of the
published literature in my area of research to some extent influenced the naming of the
themes and the meaning I attributed to the raw data.
Similarly, Braun and Clarke (2006) described this step as a process wherein all
core ideas (or codes as they termed them) from individual interviews are brought together
in order to determine themes and subthemes. Unlike the first two steps of analysis, where
the aim is to work directly from the original material, this third step of creating themes is
considered to be the beginning of the “interpretative analysis of [the] data”, with the
identification of themes seen as a broader level of analysis (p. 88). Braun and Clarke
(2006) noted that a choice can be made at this stage as to whether the entire data set or
“particular features of the data set” are analysed (p. 89). Hill et al. (1997) suggested that
a stage of analysis that can be useful in some studies is the further division of the results
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“into different groupings to determine if the entire process is different for different
subgroups” (p. 552). The decision was made to collate core ideas specific to the three
practitioner groups before organising them into one large set of interview data. There
were two reasons for this step. Firstly, organising the core ideas into these smaller
batches of interviews and determining themes according to practitioner groups assisted in
managing the breadth of material generated from 31 interviews. Secondly, it allowed
comparison of emerging themes that may be unique to each service access points or
vantage point (Banister et al., 2002; Foster et al., 2012).
Phase 4: Reviewing Domains, Core Ideas and Themes
The next phase of analysis involved reviewing the themes and subthemes, which
were continually redefined to represent better the core ideas they embraced. Core ideas
were re-ordered under the different themes where necessary (Braun & Clarke, 2006).
This revisiting is a key aspect of the hermeneutic circle of analysis (Patterson & Williams,
2002). The original domains were split into more specific domains because the initial
topic areas were found to be too broad to represent the breadth of data. As Hill et al.
(1997) explained, “The final domains usually are quite different from the initial domains
because they are based on the data rather than the theory or the interview questions” (p.
544). This stage of analysis involved ongoing testing and changing of themes to best
capture the essence of the core ideas. On occasion, the number of themes and subthemes
were expanded when the core ideas under the initial themes showed too much internal
variance. At other times, it was necessary to collapse two or more themes. After
considerable redefining of themes and subthemes within the specific practitioner groups,
themes were once again compared across practitioner groups to determine where they
were common and divergent. Interestingly, minimal differences were discovered between
the primary themes.
After the stage comparing themes across practitioner groups, Phase 4 of the
analytical process was repeated with the entire data set. First, lists were compiled of core
ideas, themes and subthemes under the domains from all of the 31 interviews. As
mentioned, the primary themes were considerably consistent across the different
practitioner groups, which meant that identifying themes and subthemes representative of
the entire data set was not as time-intensive as it had been when themes were initially
determined according to practitioner groups. However, it was necessary to return to
Phase 3 on a number of occasions to refine themes and the core ideas they best
represented. At the completion of this phase of analysis, a preliminary set of themes had
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been arrived at and sorted in such a way as to tell a “story” about the overall data (Braun
& Clarke, 2006, p. 92).
Phases 5 and 6: Defining Categories/Themes and Writing the Report
As described by Braun and Clarke (2006), this final stage of the analysis refined
and redefined the core categories and subcategories of the entire data set and required
determining the “essence” of each theme. Extracts of the raw data that had been
summarised as core ideas were reviewed, and sections were chosen that best represented
the meaning of each particular theme and its subthemes. This step was also important in
revisiting the context of comments to ensure their meaning had been accurately
interpreted. These quotes were used to highlight the central meaning of each theme.
Each theme was organised in such a way as to provide a narrative of the data in its
entirety (Braun & Clarke, 2006) according to my interpretation of their relevance and
meaning to the broader inquiry of service provision to at-risk young women with CSA
histories. Multiple reworkings of the structure of this narrative were undertaken before
the findings were written up.
Additional Analytical Tasks
Having analysed and coded categories specific to individual interviews,
practitioner groups and all interviews, and having determined the primary themes
representative of the entire dataset, connections between these refined themes and
subthemes were sought. Identifying the interrelationships between themes is a core
aspect of hermeneutic analysis, which aims to produce a holistic interpretation of data
(Patterson & Williams, 2002). For example, interrelationships were explored between the
different systemic factors identified as constraining practice to the young women. This
proved to be a particularly important step in the analysis. For one, it became clear that a
high degree of interdependence existed amongst practitioners providing their own
specialised form of support to at-risk young women with CSA histories. Patterson and
Williams (2002) proposed that the “organising system” at this level of nomothetic or
cross analysis of data can bring individual participant views more to the foreground or,
alternatively, may focus on illustrating the analysis of the actual phenomena (p. 49). The
latter was the focus of my analysis.
Following completion of the thematic analysis, an additional stage of analysis
focused on theory-building. This step sought to determine how the findings were situated
in contemporary national and international practice-based research in the fields of youth
suicide and sexual assault. As the analysis phase progressed, broad principles of practice

108
and a model considered appropriate to supporting at-risk young women with CSA
histories emerged. The model had broad support among practitioners and practitioner
groups. This emergent framework of practice and its features were then compared with
existing models of practice relevant to the support of this particular group of young
women to determine where they resonated or diverged. For example, models of working
with more generic cohorts of suicidal youth were identified and found to have similarities
in core principles. This stage of the analysis allowed for features to be identified unique
to a proposed model of practice aimed at at-risk young women with CSA histories.
Research Rigour
Reliability and Validity
Debate is ongoing around the most effective strategies to achieve research rigour.
These debates have revolved around concepts of trustworthiness, reliability and validity.
This study adopted the concepts of reliability and validity as recognised measures of
rigour in qualitative research (Morse, Barrett, Mayan, Olson, & Spiers, 2002). Validity,
according to Morse et al. (2002), is measured by asking if participants obtained the
information they set out to acquire and whether the data collected provided a true
representation of the issue under inquiry. Reliability, on the other hand, is a gauge of how
dependable the actual measurement tool or strategies are (Morse et al., 2002; Rice &
Ezzy, 2002).
A range of verification procedures can be applied to achieve reliable and valid
research. In the opinion of Morse et al. (2002), such strategies need to be employed
during the course of the actual research as distinct from at the conclusion of the study.
This, it is argued, places the primary responsibility of ensuring rigorous research with the
researchers themselves as opposed to external reviewers (Morse et al., 2002).
The appropriateness of the sample is an early measure of reliability and validity
(Morse et al., 2002). This entails selecting participants who are information rich in that
area of inquiry to maximise the quality of the data, achieved in this study by targeting
participants known to be specialists in the field working with at-risk young women with
CSA histories. The majority of participants who agreed to be involved in the study had
over 10 years’ experience in supporting young women.
Collecting and analysing data concurrently is one internal check identified by
Morse et al. (2002). Therefore, a preliminary analysis of interview transcripts was
undertaken as soon as possible so pertinent information could be integrated into
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subsequent interviews, thus improving the depth and quality of data collection (Patterson
& Williams, 2002). This process is described in greater detail above under Phase 2.
Other authors proposed additional ways that validity and, subsequently, research
rigour can be enhanced. Triangulation of data collection methods, sources or
investigators is one such additional verification procedure (Glesne, 2006). This research
employed data source triangulation, using information from professionals offering three
different forms of assistance. The extent to which professionals agreed on core themes
and issues impacting on their service’s capacity to provide effective support to the young
women provided another measure of validity. In addition, this researcher’s professional
experience of supporting at-risk young women with CSA histories totalled more than 10
years and enhanced the rigour of this study. Thoughts related to emerging themes were
recorded in a reflexive journal throughout the process of analysis and were periodically
consulted to verify or question final interpretations of the data. Entries included
explanatory notes on how themes were derived and changed as the process evolved.
Establishing reliability and validity in the coding process and the analysis of data
was important given the potential for multiple interpretations of the data. Following a
specific method of analysis defined by Braun and Clarke (2006) enhanced validity of the
process. A defined approach assisted the management of vast amounts of data, providing
distinct steps to its analysis and coding. This facilitated a logical and consistent approach
to analysis, which provided a structure for the researcher to easily review the various
stages and identify the decisions made. As a result, the analyses of themes were more
highly refined. Aside from the aforementioned strategies, this study attended to rigour in
a number of other ways detailed below.
Ethical Considerations
Attending to ethical procedures and issues also helped address evaluative rigour in
this study (Liamputtong & Ezzy, 2006). Ethics approval for the research was sought from
the La Trobe University Human Research Ethics Committee in the Faculty of Health
Sciences and granted on September 13, 2010. Issues related to the potential of harm to
participants were considered minimal. For example, whilst it is possible that questions
about dilemmas interviewees encounter when working with young women who are selfharming or suicidal may evoke some emotional discomfort, it was anticipated that, as
health professionals, this would be managed independently.
Confidentiality was protected during the study by locking interview notes and
audio recordings in a cabinet at the doctoral candidate’s address, erasing recordings after
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their transcription, and de-identifying all written material. Computer files were passwordprotected on a computer used only by the candidate. Participant anonymity was further
achieved by using pseudonyms and generic terms. Prior to interview, all informants were
provided with participant information forms and a brief synopsis of the study, which
outlined the parameters of involvement. Consent forms were obtained from all
informants confirming their agreement to be interviewed and that the interview be
recorded. The consent form also confirmed anonymity of participation, stating that
neither the participant’s name nor any other identifying information would be used in the
research (see Appendix D).
Reflexivity as a Means of Reducing Researcher Bias
Within a hermeneutic framework, the influence researchers have as agents in cocreating the interview experience is acknowledged. For example, researchers
demonstrate an active role in the interview process when they prompt, encourage or deter
a particular angle of inquiry (Patterson & Williams, 2002). Reflexivity is also an issue of
rigour and validity, demanding ongoing self-analysis and critique of where and how the
investigator’s own experience has influenced the research process (Dowling, 2006).
Developing an understanding of how one’s preconceptions influence the research process
is core to hermeneutic research (Dowling, 2006; Ezzy 2002; Liamputtong & Ezzy 2006).
One issue raised in the literature is the extent to which pre-existing experience
affects our capacity to be objective in research. Traditionally, though, an understanding
existed in qualitative research that the researcher’s involvement cannot be purely
objective. In fact, professional or personal experience can significantly enhance the
research process. What is most important is providing transparency about the potential
influence of such experience, which can be achieved through reflexive practice (Brannick
& Coghlan, 2007). The researcher’s “insider knowledge” and experience of the area of
inquiry potentially are advantageous for attaining greater depth in both the collection and
analysis of information, which subsequently provides a richer understanding of the issues
(Brannick & Coghlan, 2007).
My professional experience supporting at-risk young women with CSA histories
was influential on certain aspects of the research process. For example, throughout the 10
years or so during which I worked in casework and management roles with young women
at risk, significant gaps in effective support were encountered. It was these experiences
that provided me the impetus to undertake research in this area. My experience in the
field of inquiry also assisted in the development of research questions.
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Previous professional experience in the area of inquiry was also influential in the
data collection and the interviewee/researcher relationship of this study, resulting in the
need for continual reflexivity (Banister et al., 2002; Liamputtong & Ezzy, 2006). Having
a level of experience and knowledge of the service system allowed me to explore issues
raised by interviewees to a greater depth. However, I found I needed to remain mindful
of how my subjective interest in particular areas may have led to my pursuing particular
lines of inquiry at the neglect of others. For example, I was aware that in the community
context in which I worked, significant reservations were held regarding the
appropriateness of a biomedical approach to working with individuals with CSA histories,
reservations which I largely agreed with. Whilst such misgivings were arguably
grounded in valid experience, I needed to be cognizant of not allowing these personal
views to influence how I conducted interviews by, perhaps, preferring areas of inquiry
that validated my own theoretical orientation. One way I guarded against the influence of
my preconceptions was to record them prior to undertaking the research. I intermittently
referred to these written thoughts throughout the interview and analysis periods to remain
mindful of their potential influence.
I consciously positioned myself as both researcher and colleague in the interviews.
At the beginning of interviews, I disclosed my professional background in the field of
inquiry to facilitate equality and rapport in the relationship and provide informants with
knowledge of my own motivations for undertaking the research (Dickson-Swift et al.,
2007; Liamputtong & Ezzy, 2006). However, identifying as an “insider” likely had both
positive and negative influences on the interview process. On the positive side, it
appeared to facilitate early rapport with interviewees through the establishment of a sense
of common ground and shared experience. This, in turn, may have increased trust and
encouraged greater disclosure of information, an outcome that is well-acknowledged in
the literature (Dickson-Swift et al., 2007). It was observed that practitioners who had a
significant degree of experience in the field made comments such as as you’d know, and I
imagine you know all about that. Disclosure of my experiences may have evoked a sense
of safety, enabling the participants to express their views without fear of judgement.
Where interviewees were known to me as colleagues, I felt it was important to respond
authentically and acknowledge that I had indeed experienced similar struggles and
witnessed similar constraints to meeting young women’s needs in previous work contexts.
However, I also emphasised that my experience had been of the service system five years
earlier and that the knowledge they were sharing was unique to the present, on which I
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could not validly comment. At all times, I endeavoured to convey to informants that they
indeed were the experts in this process. Conversely, it was observed that a couple of the
younger, less experienced interviewees made comments such as you’d no doubt know
more about that than me. As part of the process of reflexivity, after each interview, I
reflected on whether my disclosure of experience in the field had made less experienced
informants hesitant to speak of their struggles working with this group of women due to
anxiety associated with being seen to lack the same skill in this area of practice.
Finally, when analysing and interpreting interviewee responses, I was aware of the
need to bracket my subjective interpretations of the information’s importance and be open
to interviewee opinion of the central issues (Banister et al., 2002; Dowling, 2006; Ezzy,
2002).
Methodological and Conceptual Issues
Why Not Interview the Young Women Themselves?
Early in the study’s development, the aim had been to seek opinion from the
young women themselves as to their primary support needs and experience of service
provision. However, while developing the study, some barriers were encountered. These
barriers primarily related to ethical concerns regarding the at-risk nature of the women
and issues of access. Were interviews to be conducted, it was determined they would
need to be retrospective in nature, which raised questions as to the relevance of the
responses, given the rapidly changing landscape of the mental health sector. A review of
consumer-based studies determined that substantial evidence already existed of the
systemic failure to support survivors of CSA.
The decision to interview practitioners was informed by my own experience of
working with young women. During this time, I encountered numerous examples of
professionals in the community sector who, although passionately dedicated to the
support of this group of young women, were frustrated by systemic factors at the macro
level that constrained their capacity to provide effective support. There was a palpable
sense that the mental health system was struggling to meet the needs of adult survivors of
CSA, and my own study was designed in the context of this culture of dissatisfaction.
Interviewing professionals as opposed to the young women themselves was perceived to
be the most efficient means of determining the nature of these constraints and of
identifying strategies to address them. This rationale was supported by the conviction
that until these systemic issues were tackled, initiatives at the level of the individual
practitioner would be significantly compromised despite the best intentions and efforts of
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practitioners themselves. The decision was made to focus the study on practitioner
opinion of the factors that currently facilitate and constrain service provision to young
women with CSA histories in order to agitate for change at the level of policy and
funding.
CSA or Childhood Maltreatment
Maltreatment commonly is divided into five categories: sexual abuse, physical
abuse, psychological maltreatment (which includes emotional abuse), physical neglect
and witnessing family violence (Price-Robertson, 2012). Recent debate in child abuse
research has focused on the use and credibility of studying the different types of
maltreatment and their potential psychopathology in isolation of one another given that a
high percentage of individuals have been found to have a history of more than one form
of maltreatment (Price-Robertson et al., 2013). Researchers have questioned whether the
type of abuse has a greater impact on victims than its duration and chronicity. Some
studies suggested the latter, where the frequency and severity of the abuse were found to
be more influential than the type of abuse experienced (Higgins, 2004). This study,
however, focuses on intervention, not prevention. It does not seek to determine causal
factors underlying presenting symptoms but to identify the needs of this group of
individuals when they are suicidal. Hence, issues concerning the type or types of abuse
that may have contributed to the at-risk behaviour are not highly relevant.
The debate nonetheless has methodological implications for this study. It is
unclear whether the issues the young women present with stem primarily from CSA or
co-existing forms of maltreatment. As such, the findings of this research may not be
identifiable as unique to individuals with a history of CSA. The needs of suicidal young
women who have a history of other forms of childhood maltreatment may be similar
needs to them or quite different. It can be concluded, however, that the findings of this
research pertain to suicidal young women who have CSA histories irrespective of their
co-existing abuse histories.
Despite these limitations, a decision was made to narrow the research to services
for individuals who identify as having a history of CSA rather than to a more general
cohort of individuals with a history of any form of childhood trauma. This decision was
partly but not wholly due to constraints related to the scope of the research. Other
contributing factors included research on sample psychiatric populations, which showed
that survivors of CSA have an increased rate of suicidal behaviour compared to
individuals with no such known history (Brown & Anderson, 1991; Yellowlees &
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Kaushik, 1994). Whilst acknowledging that other factors may contribute to the suicidal
behaviour, there is sufficient evidence of a strong and potentially independent causal link
between CSA and suicide phenomena (Mullen et al., 1996). This body of evidence is
perceived as enough to justify the need for research specific to young women with CSA
histories presenting with suicidal behaviours and ideation.
Sampling and Recruitment Issues
Although response rates were reasonably high for most practitioner groups, it is
important to consider the reasons behind the nonresponses. It is possible that
professionals who did not respond were largely satisfied with their own capacity and that
of the broader service system to support this cohort of women and saw no need to be
involved in the research. If this had been the case, it could be argued that the findings
might be skewed towards a more negative perception of current service provision.
However, this researcher’s opinion is that the 31 interviews from a relatively small pool
of practitioners who offered support specifically targeting at-risk young women with CSA
histories likely provided a fairly accurate representation of practitioner views. Absent
responses more likely reflect time constraints or a lack of interest in participating in
research.
Generalisability
Given the relatively small sample sizes and the cross-sectional nature of the study,
generalisability of the findings may be limited. Practitioners who were not involved in
the research might not share the same opinions and experiences as participants who were.
Interviews were undertaken with professionals practicing in inner urban Melbourne in
Victoria and, as a result, findings might not be transferable to rural settings or other
Australian states. (Although, it is expected that many of the constraints to providing
optimal support to the young women identified in this study would be exacerbated in rural
settings, where professionals lack backup.) Furthermore, the findings do not identify
needs specific to subpopulations in the indigenous; migrant; and gay, lesbian, bisexual,
transgender, and intersex communities. Future research is needed exploring systemic
barriers and facilitators of effective support to these subpopulations of at-risk young
women with CSA histories.
The findings from this study only represent practitioner experience of supporting
young women who have already been in contact with services. Research has
demonstrated that young people are reluctant to seek professional support when suicidal,
and their help seeking decreases as their suicidality increases (Rickwood et al., 2005).

115
Such research alludes to the existence of a subgroup in the population of young women
upon whom this study focuses and who may not have sought assistance. However, this
group is likely to be small. This study focuses on women in the highest category of risk,
who are likely to have required medical attention at some time for suicide attempts or
self-harm, contact that results from medical need rather than self-initiative. Furthermore,
practitioner groups who offered street-based outreach (an intervention that attempts to
take support to individuals) were included with the intention of capturing practitioner
experience of supporting those young women who were the least likely to have
independently sought professional help.
Finally, a potential disadvantage is inherent in key informant interviews related to
the degree to which their opinions are representative of the entire community, in this case,
community-based practitioners who provide some level of support to suicidal young
women with CSA histories (McDonald, 2011; Parsons, 2008). Therefore, efforts were
made to broaden the participant group. Three different groups of professionals providing
relatively distinct forms of assistance were represented in the interviews. Along with
professionals providing dedicated support to survivors of CSA, several professionals from
services offering support to suicidal youth as a broader cohort were interviewed for
insight into whether perceptions of issues were the same.
Despite these potential limitations to generalisability, the research is anticipated to
contribute a better understanding of practitioner perception of support needs and current
service responses to young women presenting with suicidal behaviour who have histories
of CSA.
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CHAPTER 5: CHRONIC RISK AND COMMUNITY-BASED CARE
Chapter 5 reports interviewees’ experiences of supporting young women with
CSA histories in community settings when at chronic risk. Women at chronic risk present
with pervasive and ongoing self-harm and/or suicidality. The chapter begins with a
description of the young women according to interviewee perception. Primary themes are
then reported related to four key areas: core support needs, good practice in supporting
recovery and resilience, managing risk and practitioner support.
The Young Women
Practitioners consistently reported that the women they supported presented with
multiple issues affecting most, if not all, aspects of their lives. They had frequently
accessed multiple systems of care, including child-protection, mental-health,
homelessness and, at times, youth justice. Clinically, the young women presented with a
range of mental health issues and psychiatric comorbidities of both Axes 1 and 2
diagnoses. The majority of interviewees specifically mentioned that the women were
commonly diagnosed with BPD or borderline traits. Such a diagnosis generally
originated from contact with hospital-based services and, according to one practitioner,
usually indicated a history of severe and prolonged early abuse, which had impacted on
neurobiological development. A number of psychiatrists made a point of distinguishing
between psychotic and non-psychotic presentations in relation to survivors of CSA,
commenting that their behaviour is maladaptive, but they are certainly not psychotic.
There was considered to be significant misunderstandings of trauma-based
symptomology:
Voices in the head in subjective space is not psychosis, and a lot of psychiatrists
think it is.4
The CSA itself was rarely perceived to be the primary presenting issue for these
women. More often than not, suicidality and a range of other issues were forefront, and
addressing the actual abuse was of secondary consideration.
I don’t know that it’s only about the past sexual assault. I mean, by the
time they’re 18-20, part of it is the sexual assault, and the rest of it is like a
crustacean. What grows onto that over the next 10-15 years, what has been
added to...your self-esteem, how you view the world, how you view
relationships, everything else that has grown like some sort of little
barnacle...all these little things have got attached.
4

All quotes are verbatim and, as such, may include grammatical errors.
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There were references to cumulative damage resulting from the young women’s
responses to the original CSA, responses that included AOD use and self-harm. These
additional impacts were perceived to both mask and compound the impacts of the initial
childhood trauma they had experienced. It was suggested that issues arising from this
secondary trauma were partly a consequence of CSA not being addressed when the
women were younger.
So, now we have someone in their midthirties who is completely addicted to
prescribed medications...and what’s happened over the years, too, is that
her mental health situation has now taken over, in a way, the earlier crisis.
Furthermore, there were multiple references to the young women being vulnerable
to revictimisation as a result of a heightened risk of exposure to unsafe environments
stemming from, for example, AOD use or streetwork. Unstable housing or homelessness
was extremely common. For many women, the risk of homelessness was always present
due to substance use and mental health issues that impacted on their capacity to maintain
stable housing.
All interviewees, to varying degrees, were of the opinion that a lack of emotional
and physical safety pervaded the young women’s world. Their internal sense of safety
was precarious at best, and their view of the external world was that it was unpredictable
and unsafe. Emotional dysregulation and dissociation were commonly observed.
People have pronounced emotional reactions to things. They don’t cope.
Once they are upset, they find it difficult to downregulate or calm
themselves. They can’t self-soothe like other kids that got safety and
consistency and secure attachments, for example.
Self-harming behaviours were understood by interviewees to be early adaptive
responses to coping with the abuse and were generally observed to be chronic and long
term. The behaviour was not viewed as attention seeking but rather as a way of surviving
that they had instinctively found and
an appropriate response in the circumstances because the alternative is to explode
or go mad.
There were numerous interpretations of the motivations underlying self-harm. It was seen
as the ultimate expression of desperation, an attempt to remove themselves from
overwhelming feelings. Other reasons for self-harm that the women had conveyed to
practitioners included self-punishment and tension reduction, in which emotional pain
was released physically. Until less harmful ways of coping were learnt, self-harm
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remained a way of internally regulating emotions as an adult. Although deliberate cutting
was the most commonly mentioned form of self-harm, others included risky sexual
behaviour, theft and AOD use. Substance misuse of both illicit drugs and prescribed
medication was common and was generally understood to be their means of selfmedicating.
Disrupted attachment with primary caregivers had often accompanied the CSA,
and a role model of appropriate care had subsequently been absent. Family relationships
were often estranged, particularly when abuse had occurred in the familial environment.
Furthermore, the women had frequently lost their peer groups at crucial developmental
stages and had had disrupted schooling or dropped out early. All of these factors were
seen to contribute to social isolation and difficulties in interpersonal relationships.
Issues related to trust were mentioned by nearly all practitioners. The women
were frequently observed to present with insecure attachment styles, with facilitating
engagement often perceived to be the biggest task in the therapeutic relationship. As
noted by one therapist,
It can take 16 sessions just to build up trust to stay in the room...if not a lot longer,
to build up trust with people who have significant issues around feeling safe.
Developing the capacity to trust that care will not be betrayed was acknowledged to be
extremely difficult.
A lot of these young women haven’t had a role model in their life of appropriate
care and behaviour...guess I see some role for clinicians or therapists to be able
to do that. It is possible to be cared for in a nonsexual way and a way that you
feel respected.
In many ways, the women were perceived to share similar characteristics to other
youth, such as uncertainty as to where they were heading in life. Yet childhood trauma
had often impacted on their capacity to reach adolescent developmental milestones and
had complicated the usual grappling with questions around identity, relationships and a
sense of place in the world. As a result, their emotional and social developmental ages
were often significantly lower in some areas than their chronological age.
I think when you are talking 18 to 25, you know, often you are talking kids that are
developmentally in some places stuck really at about 10 or 14 or 15. They are
almost going through adolescence themselves…a lot with drug use, so they have
virtually missed a lot of years, or, with sexual abuse, they have had no childhood.
So, around developmentally, it is all over the place for them.
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In addition, one practitioner spoke of how many of the women were resource
poor, which created a disparity between themselves and their peers, who, for example,
had the financial support to access social activities and undertake important transitional
activities such as learning to drive. Furthermore, the issues they were dealing with
impacted on their capacity to look ahead and access a sense of purpose. Commitment to
work and educational pursuits were often understandably compromised.
Nevertheless, despite shared characteristics, there was caution to avoid uniform
descriptions of survivors of CSA as a homogenous group. For example, it was noted that
individuals, such as the majority of this cohort, who end up in the hospital system were
not representative of the entire population of people who’ve been traumatised.
Individuals who required hospitalisation and attracted a diagnosis of BPD were
considered likely to represent the most unwell of trauma survivors.
The people who end up in hospital are at the very extreme end of the spectrum, so
they’re more likely to have subpsychotic-like symptoms, huge mood
problems...poor impulse control and to be very suicidal or self-harming.
It was clear also that, even within this subgroup, needs varied according to a range of
factors, including available resources, areas of vulnerability and of resilience and issues
of severity. For example, women who had transitioned through the secure-welfare, childprotection system were often referred to as high profile clients, frequently already
connected to clinical services and flagged as extremely high risk by child protective
services. Due to this heightened risk, they were often known to the Office of Chief
Psychiatry. These women were also more likely to be disengaged from family, have
minimal peer networks and be resource poor.
In summary, each of the women had unique circumstances that required
interventions be tailored to their individual needs where possible. Whilst acknowledging
this, the chapter will focus on needs more commonly shared and interventions thought
most effective to addressing these needs when the women are considered to be at chronic
risk.
Core Support Needs: Enhancing Long-Term Recovery and Maximising Safety
Agreement was uniform that the women’s most immediate needs were for
physical, psychological and emotional safety. Physical safety for this group of young
women could be compromised through ongoing contact with perpetrators and exposure to
environments of heightened risk, such as homelessness, AOD use, sex work, and
environments that left them open to revictimisation and exploitation by others. In
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addition, the women’s sense of psychological safety had more often than not been
severely disrupted as a result of their history of CSA. Facilitating safety reduced the
women’s anxiety and distress levels, which helped reduce their self-harm and suicidal
behaviours.
Over the longer term, support needed to focus on facilitating resilience and
recovery by attending to a range of needs, including those related to mental health and
suicidality, interpersonal and social relationships, AOD use, streetwork and homelessness.
For example, intervention to reduce intrusive symptoms of CSA, such as flashbacks and
nightmares, dissociation and anxiety, was fundamental. Similarly, supporting the women
to find alternative, more adaptive coping strategies to self-harm and managing distress
was considered a core therapeutic task.
Safe and stable contexts and relationships were considered to be the foundations
upon which long-term recovery could occur. Creating opportunities for the women to
foster healthy connections was seen as paramount to increasing resilience. According to
one manager, supporting the women to maintain and nurture existing social and familial
relationships was frequently overlooked.
I think we can all get a bit obsessed with our work and how important it is
for the person, but if they can maintain some positive relationships within
the community or with family or whatever, I think that actually makes the
world of difference.
Furthermore, in comparison to other young adults who were likely to be finishing study or
establishing careers, these women effectively were at a different life stage as a result of
the developmental impacts of the childhood abuse. It was noted that the abuse commonly
resulted in these young people’s dislocation from their home environment and,
consequently, from family and peers.
They’ve often had a loss of the peer group at those really crucial stages of
midteens—the really strong bonding years—drop[ing] out of school at
ridiculously young ages.
Thus, promoting social inclusion was a high priority, particularly in light of one of the
precursors for suicide [being] isolation. Linking the young women to educational or
vocational opportunities was noted as one way of expanding their social networks.
Finally, practical support with daily living, such as attending doctors’ appointments or
court appearances, was viewed as important.
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Enhancing Long-Term Recovery and Resilience
Interviewees identified a number of elements that were integral to the effective
support and long-term recovery of the young women. The focus here is on interventions
taken over a more extended period that aim to build the young women’s resilience and
concurrently reduce the frequency and intensity of at-risk behaviours.
Key Elements of Support
Long-Term Frameworks
Participants were unanimous on the necessity for long-term frameworks of support
across all areas of the young women’s needs.
I think, sadly, we probably had, in the past, models that are more effective
than we have now. Not that we want to have people in long-term
institutional care, but...we don’t have much in the way of recovery models
for these young people. We have crisis...These young people are not
getting any sustained therapy.
References to the duration of support in individual therapeutic relationships were couched
in terms of years. Two years was often mentioned as a minimum, given the pervasive
nature of the trauma, one practitioner reflecting that
this particular cohort as I see it, need[s] someone who is prepared to sit with them
for two, five, 10 years [to get] that sort of therapeutic benefit.
Weekly sessions were more usual. Some practitioners providing therapeutic support
spoke of seeing young women who were actively at risk three times a week for five years
or more. The rationale underpinning the need for support to be long term was
multifaceted. Firstly, it was considered imperative to acknowledge the impact CSA could
have across the lifespan.
We are doing the people who experience these sorts of thing a huge disservice in
not acknowledging there can be revisiting of that sort of trauma throughout your
life.
Most of the young women had experienced years of secondary trauma, which added to
the impacts of the original trauma, creating a cumulative effect.
It is trauma upon trauma that they have experienced...We try to use an analogy
that they come with a lot of suitcases full of baggage...We try to assist them to
unpack it.
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Secondly, building trust and safety in the relationship was understood to take
significant time with survivors of CSA. A psychiatrist referred to the therapeutic
relationship as a cornerstone to recovery through
the building of trust, which takes a very, very long time. The building of
some sort of trust in a world where there is no trust...As we build, gains are
made, and there is a continual testing and retesting of trust and a continual
sense that there’s imminent betrayal.
Thirdly, the young women tend to get worse before they improve as they are
bringing to conscious awareness experiences against which they have defended
themselves for a long time.
Usually, the process has started by itself, and you’ve got to stay with it, and they
can’t go back. So...that’s terribly important to stay with them for that part of the
journey.
A participant working in a sexual-assault-specific service confirmed that
as time went on and we kind of unravelled things, the self-harming increased
because there was more in her head.
An ongoing therapeutic relationship allowed for such regression.
Lastly, participants providing psychotherapy spoke of how the relationship
provided the interpersonal space for clients to redefine a sense of themselves. In their
opinion, it was not enough to merely challenge negative self-perceptions of the young
women; they had to do so over time through the longevity of a relationship that was not
harmful, in care that was not betrayed.
The only way you can do that, I think, is in the context of a relationship. I
often say to people, “I can tell you ‘til the cows come home that you’re an
OK person, but what you need to do is to look at the fact that I’ve been
sitting with you for a long time, and have I ever treated you as if you’re not
an OK...person?” And of course, they can’t see it. But that’s the trauma
message: If I was a reasonable person, this would not have happened to
me.
Frustration was expressed at the system’s preoccupation with immediate responses...the
critical end. Multiple references were made to what was seen to be an unhelpful slide to
shorter interventions across sectors of support. For example, all psychiatrists interviewed
believed that shorter therapeutic interventions of a prescribed number of sessions were
not only ineffective but could be retraumatising for this group of women.
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That longer-term support appears to be absolutely critical...The sort of
manualised approaches where you have 12 sessions doing x and y and z are
pretty useless for this group...It’s just experienced as another rejection
ultimately when they actually cease the relationship again.
The time and commitment required to support some clients were highlighted in one
example of a young woman who had a
terrible history...and had been on the streets since she was 13...She had had
individual therapy, case management, housing worker, psychiatrist, GP.
All these different people, social worker, mental health outreach
nurse…huge array of people and then I added up how many hours had
gone into this young person over five years, and it was 2,117 hours of
mental health care.
This particular example was, however, one of hope, demonstrating how recovery was
possible given enough time and quality support.
Now she’s a young woman who has no mental health diagnosis and is managing
really well.
Consistent and Transparent Boundaries of Support
Clear and consistent parameters of assistance were paramount to effective support
of the young women because their interpersonal boundaries had been violated in the past.
As we know with this client group, a lot of it is based around relationship,
having clear expectations and contracts around what you are able to offer,
management plans, not only about risk but about behaviour, about “if this
is to happen, this is the response you will receive; if this is to happen, this is
what you can expect from services”.
Clear boundaries pertaining to behaviours were perceived to contribute to the
creation of safe holding spaces in which the young women learned to regulate their
emotions. Structures that promoted a sense of predictability were seen to be containing
for the women in lives which were otherwise chaotic. Limits were also set for the
practical reason of preventing individuals’ behaviour impacting on others. Having clear
policies and procedures at the program level on how staff should respond to at-risk
behaviours was considered instrumental in containing behaviours.
We’ve built a structure where there is clarity in rules and regulations, rights and
responsibility for the young person and expectation in this household.
Maximising Autonomy and Decision Making
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The majority of interviewees referred to the importance of placing young people
at the centre of any communication and decision regarding their support, ensuring they
felt a sense of agency...and control in their future wellbeing. Aside from general ethical
considerations related to the young women’s rights, the importance of their involvement
was likely to be amplified by many experiences of exclusion throughout their support
history, particularly for young women who had been through the child protection system.
Client involvement and decision making were mentioned by two practitioners as central
to the effectiveness of clinical management plans. Even when it was deemed necessary to
contain an individual involuntarily in the short term, all effort had to be made to
maximise his or her autonomy and decision making. Young women at times of acute risk
needed to be
somewhere cared for, but not [where] all responsibility is taken off them, like
“you are going to take this medication, and you don’t have a say in it”.
Foundations of Support
A long-term therapeutic relationship and stable housing were the two service
platforms considered most effective in addressing the young women’s core support needs.
The Therapeutic Relationship
A one-on-one, longer-term therapeutic relationship with a professional was
perceived to be a key facilitator of change for this group of young women, the
configuration of this client-practitioner relationship considered less important than the
existence of the relationship itself. The term, therapeutic relationship was often used
more loosely by interviewees to include outreach, caseworker or key-worker relationships
rather than relationships exclusive to the traditional psychotherapeutic context.
Indications were that roles more commonly associated with the different practitioner
groups were not distinct. For example, professionals who worked in general case
management at times provided psychological support akin to that offered in more
traditional psychotherapeutic relationships. Similarly, when required, a number of
psychotherapists adapted their roles to include advocacy and practical support in order to
best meet the particular needs of the young women. Nevertheless, more distinct forms of
these professional relationships were also considered of value. Traditional,
psychotherapeutic support, distinguished from other relationships by its emphasis on talkbased psychological work in formal, periodic sessions, was highly valued for its capacity
to provide long-term intrapsychic work. A one-on-one relationship of this nature with a
psychologist, psychiatrist or allied health worker was mentioned by the GPs and most
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interviewees from the nongovernment sector as central to the support of the young
women.
Contrary to conventional psychotherapy arrangements, the emphasis of support in
casework or outreach relationships was more likely to be psychosocial, including crisis
intervention, support with daily living, and advocacy work. Such support permitted
greater flexibility in duration, frequency and context in which contact was made than did
traditional psychotherapy. Given that many of the women were unready or unwilling to
engage in more-conventional, appointment-based therapy, providing the option to engage
in a long-term therapeutic relationship with a worker who was also flexible was
considered important.
I see that it’s not only about the system, but it is very often about the
capacity of the young person...getting someone ready for therapy. So...
having workers able to hold people therapeutically on some levels and be
trained appropriately to hold some therapeutic ideas whilst not working
therapeutically is a key.
Long-term support offered by outreach and residential support workers was highly valued
for its complementarity to traditional psychotherapeutic work. The combination of an
independent practitioner primarily offering psychological support working long term
alongside a professional focused on providing psychosocial and crisis support was
considered one of the most effective models of intervention. Where this combination of
support was not available, the bare minimum required was one professional able to
provide longer-term support and continuity of care.
A holding space and protection from risk. Interviewees referred to a range of
ways that long-term connections facilitated recovery. An established connection was
perceived to be a protective factor against risk and self-harm, affording the practitioner
the opportunity to develop an awareness of triggers and nuances idiosyncratic to a
particular individual’s risk. This enhanced the practitioner’s ability to identify changes in
behaviour and early warning signs of escalating distress, a familiarity that was considered
instrumental to assess risk more accurately. Some participants were of the opinion that
such a connection had been specifically instrumental in reducing the need for
hospitalisation.
Numerous comments made by interviewees centred on the idea that maintaining a
client’s safety was, in and of itself, a credible outcome. A longer-term relationship was
seen as a vehicle to sit with the young people through ongoing critical periods...stability
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interspersed with the chaos and the crisis until they develop the skills and resources to
better navigate and manage life. The role of the relationship was, at times, more passive
than active but just as valuable in its role of holding people, not actually doing anything
fabulous. While most interviewees ideally linked this role to promoting long-term
recovery, some seemed resigned to maintaining the status quo, and stop[ping] people
getting worse was good enough. One psychiatrist reflected that the challenge...becomes
to keep them alive and functional and not to do too much damage. Another psychiatrist
agreed that the main issue is to keep them alive and safe whilst they work in any way that
they are capable of doing to improve their lives.
A significant number of practitioners said that the concept of hope factored
strongly in a young person’s recovery. The women struggled to hold hope themselves as
they’ve come to believe that, if they hope for anything, it will bring about bad
consequences, so it’s too dangerous to hope.
Hence, metaphorically holding the hope for the young person and engendering a sense of
the possibility of change in the future were important. As one GP with over 30 years’
experience working with this group of young women stated,
I’ve come to the conclusion that the most fundamental, important thing is
therapeutic relationships, and it doesn’t matter who it’s with...There’s a
thing about being the holder of hope, that things might change, ’cause I
know when they feel really terrible that they can’t hold onto the hope.
The relationship was important while maturation takes its course, implying that
the passing of time, in some way, played a significant role in healing, particularly where
young people were concerned. Once more, the passive role of the relationship itself
rather than any active intervention on the part of the practitioner was emphasised as the
agent of change. For example, it was speculated that, as the women moved out of young
adulthood, the high energy associated with youth diminished and the intensity of
behaviours decreased.
Readiness. Prioritising safety. Nearly all interviewees across practitioner groups
were of the opinion that more highly intensive exploratory therapy was contraindicated
for this group of young women whilst they remained at relatively high risk. They gave a
range of reasons for this stance. One view that strongly resonated with all the
interviewees was that the women struggled with a multitude of concerns that stemmed not
only from the abuse itself, but from their coping responses to overwhelming distress, such
as AOD use or self-harm.
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I think there is the trauma of the event, and then there is the trauma of
trying to deal with the fallout and the response from the event...That trauma
then overrides their capacity to focus at all on dealing with the initial
traumatic events.
The chaotic nature of intermittent homelessness magnified the difficulties the women had
in being able to commit to regular appointments or to have the emotional stability to
manage exploratory work. Others spoke of how therapy that focused on the abuse was
often, in itself, distressing and too unsettling during times of risk. It was suggested that
the women avoided engaging in more-traditional therapy arrangements for these reasons.
A manager of an AOD service explained how the majority of women were reluctant to
access therapeutic support for fear that deeper therapeutic work would trigger the pain
and distress they were numbing with substance use. The age of the women also
contributed to a lack of readiness to engage with more exploratory work, according to a
practitioner working in a sexual-assault-specific service.
A lot of the time, it is actually not on the detail of the trauma. It is that
more psychosocial stuff...It is a life stage—they don’t want to talk about it
at all. It is just about managing day-to-day panic, anxiety, flashbacks or
whatever it is.
The relationship as a space just to be heard, not problem solved and to experience
the security of being attended to was seen to be of particular value when working with
young people. One worker related how, upon
questioning my clients as to what has been the most useful support for them...they
said being able to trust and knowing that somebody is going to be there.
Even respondents providing more traditional psychological support indicated that this
cohort of women was, in the main, unready or unwilling to engage in more intensive
exploration of the past. The emphasis for these practitioners, namely psychiatrists and
therapists in private practice, tended to be on unpacking the impact of the abuse on the
women’s daily lives, normalising their reactions and assisting them to identify triggers.
They generally focused on short-term, topical issues rather than on long-term
introspective work. It was noted,
You’ve got to have a broad enough system to treat all the other related conditions
and get them a bit more stable. Then you can talk about “let’s talk about what
happened to you”.
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To the contrary, a few practitioners believed that there were young women of the
target group who were ready and did benefit from engagement in exploring the trauma
more specifically, despite still being considered at chronic risk. These clients, however,
were distinguished by their stable housing and incomes, private health insurance and
engagement in private therapy (as opposed to therapy situated within government-funded
organisations). They were also able to access the private hospital system if they required
a safe respite for a period of time due to increased levels of distress and risk triggered as a
result of addressing their history of CSA more directly.
Finally, assuming a readiness and willingness, the issue was raised as to whether
exploration of the actual trauma was fundamental for recovery. In the opinion of one
psychiatrist, it was dangerous to assume that more in-depth exploratory work was
beneficial for all clients. Other participants reiterated caution in assuming that directly
addressing the abuse was the only pathway to recovery.
People aren’t always favoured on working on trauma; some people can’t
and actually best not doing it...Sometimes it becomes more accessible at
certain developmental points, and then you’ve got a greater opportunity to
see if it can be dealt with or modified or managed or treated. And some
people don’t want to know.
Other practitioners suggested that a more informal, indirect approach may be effective in
addressing the trauma.
I think she is actually processing it by talking indirectly about it. You are
not actually going, “Tell us a bit about it” ...You are actually just building
on the strength-based kind of stuff.
Whilst the opinions of participants on exploring the details of the actual abuse in
therapy were important practice wisdom related to working with risk, an in-depth
exploration of the issue was not undertaken, as this research focuses on broader structural
and systemic factors of support. For the same reason, beliefs about the efficacy of
different treatment modalities and treatment focuses were not explored either. As a result,
no definitive comment can be made on interviewees’ opinion at this level of individual
practice.
Stable Housing
Stable, long-term housing that offered both physical and emotional safety was the
second component of support considered fundamental to meeting the needs of this group
of women. Many of the women lived in unsafe, transient accommodation. Supported
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residential environments were considered of great value in increasing the women’s
capacity to maintain their personal safety. These environments also provided emotional
holding spaces that supported them in containing their distress and preventing crisis.
Positioning relationship as the key facilitator of recovery was central to most
residential services. For example, object relations informed practice across one group of
youth residential services. From this perspective, there was an understanding
that early attachment experiences formed a sort of blueprint from which young
people negotiate relationships later in life and their development of scripts.
Residential environments were thus designed to offer the best opportunities for recreating
these primary attachment experiences. Programs had live-in carers rather than employed
staff on rotated shifts. This was thought to facilitate a more authentic and transparent
relationship between the carer and the young women, a positive, nonabusive relationship
that countered earlier experiences.
Across the spectrum of NGOs offering residential support, continuity of care was
another principle considered central to the support of young women with CSA histories,
fostered through the provision of longer-term accommodation of, mostly, 12 months, or
longer. The young person was usually connected with one particular staff member, who
was their primary worker. Additionally, the women benefitted from residential programs
because they could maintain relationships with the organisation and other staff they were
familiar with even when their primary worker was unavailable. Some residentially based
programs encouraged ex-residents to maintain contact. This further facilitated continuity
of care and provided opportunities for them to be role models for current clients. One
organisation sought to ensure that the young women experienced a sense of long-term
commitment through an open-door policy, which allowed lifetime access to program
resources.
Flexibility and Diversity in Support Contexts and Parameters of Engagement
In the context in which support was offered, and within the parameters of
engagement, flexibility was considered important for this particular group of women.
Despite more commonly shared needs, the heterogeneity within this population of women
also needed to be acknowledged. Though the combination of a long-term therapeutic
relationship and stable housing was identified as the ideal foundation of support,
practitioners emphasised that service provision needed to include a range of flexible
models of support. Support options were required that could accommodate the different
developmental stages of the women and their readiness for engagement in support.
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Diversity in models of support. Youth residential programs that provided both
safe accommodation and a level of psychosocial support were highly valued but were not
suitable for all women. For example, it was suggested that women who had had
involvement with child protection tended to need different and more intensive support.
Moving from secure welfare environments, which were observed to be quite restrictive, to
adult environments where independence was encouraged and a level of self-responsibility
expected was a huge transition requiring significant adjustment. An instance was given
of an 18-year-old woman who had a background of significant trauma, including CSA,
domestic violence and neglect. Her self-harming was severe, behaviours such as tying
ligatures and burning putting her at high risk of death by misadventure. For this young
woman, transitioning from 24-hour support in the secure welfare system to a young-adult
program in the community was considered far too difficult. Typically, residential support
options were too difficult for the women to adapt to given their antagonism to support in
general.
Twenty-four-hour support in the house...We think that just traps them, and it traps
staff in what can be a very negative relationship, which can then lead to incidents
of aggression.
Residential settings where a group of young people resided under one roof were not seen
as appropriate for women who were not yet able to regulate their distress. The potential
impact of their behaviours on current residents was considered too high. Furthermore,
placing these individuals in a shared living arrangement was thought to be setting them up
for failure, risking further traumatisation. Programs that provided independent
accommodation in cluster settings were seen to have greater potential. For some young
women, single units side by side on the one property were more appropriate than sharing
with eight to 10 others in a house. This arrangement minimised residents’ impacts on
each other as it allowed for the women to retreat to their own space when they were
unable to contain their emotional stress.
Intensive, assertive outreach support was another model of community-based
support that had proved promising in engaging some women, such as those who had
transitioned from the child protection system. Outreach offered support in a
nonconfrontational and optional way, which maximised the women’s choice and sought
to avoid reactive dynamics. Finally, alternative models of therapeutic support, such as art
therapy, yoga and writing groups, were called for as these were perceived to be more
accessible to some women than traditional talking therapies.
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Flexibility in the parameters of engagement. Although the women were
perceived to benefit most from a long-term connection with one practitioner, it was
accepted that more flexible support options were necessary to engage the women at their
different levels of readiness. For example, many practitioners believed that maintaining
regular appointments was difficult for many of the women given their chronicity of risk
and unstable housing. The women were unlikely to meet 50 minutes of therapy at a
prescribed time in a more formal context until their lives stabilised to some degree. In
order to address these constraints, a small number of programs offered counselling on a
casual, drop-in basis. Similarly, some organisations provided less-formal counselling
where the young women lived in user-friendly environments with no reception staff and
comfortable spaces in which they could just relax. The ability to offer support unconfined
to particular catchment areas or by regional boundaries was also seen as critical given the
transient nature of some women’s lives.
For a range of reasons, the flexibility to leave and re-engage with support was
considered important. For example, progress towards recovery was not linear. The
women were far more likely to oscillate between stability and crisis. As a result, support
needs were also likely to oscillate. When clients had difficulty sustaining contact due to
issues of trust, one practitioner sought to demonstrate her commitment through proactive
and persistent contact despite the ruptures that may occur.
I think the bottom line is it is all about the relationship, and whether they
sack you, rehire you, you are still continuously there. You will still reengage. You will still actively make those phone calls or swing past to see
if they are available...I think that flexibility is crucial.
Positive, shorter experiences of support were critical to encourage help seeking later in
life when there was potentially a desire to address deeper issues. An open-door policy
acknowledged the life-long impact of CSA and worked to normalise responses to trauma
and limit shame through the message that
when they go out that exit door of that service, they have never left in a
sense. It is always open to them. “You know, we understand that you might
get an episode again, and that is OK. We hope not, but if it ever happens,
you know where we are, and we would hope that you would reactivate your
connection because it has been useful”. It was user friendly.
Most importantly, access to after-hours support was considered critical to
effectively supporting young women at chronic risk within the community sector and was
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made available in a variety of ways. A handful of youth residential programs offered 24hour support with sleepover staff on call for incidences of crisis. Some therapists
working in a private capacity were more flexible than others in providing after-hours
support. Around half of these practitioners made email addresses and pagers available to
the women as a
safety net on the understanding they would use it appropriately, and people are
usually considerate in using this access.
The remaining half offering individual therapy chose not to offer after-hours support or
circumstantially were unable to. The 24-hour telephone services and the CATT were
alternatives.
Finally, two therapists referred to the need to consider issues of dependency when
deciding on levels of support. One who saw the young women twice a week spoke of
how maximising contact could be problematic.
You don’t want to respond more often, because it creates a dynamic that is bound
to failure...I mean, it isn’t helping...It just reinforces...neediness and inability to
self-regulate.
Questions arose as to the level of support that was in the women’s best interests. One
question was whether ongoing support had the potential to stop the last moment of
independence and individuation for young people balanced against the awareness that
often you are the only adult consistently in their life...It’s hard to weigh that up.
Managing Risk
This half of the chapter reports on the third major theme, managing risk,
describing practitioner perception of good practice in addressing the actual suicidal and
self-harming behaviours.
Good Practice. The Theory. Eyes on the Symptoms, Focus on the Cause
I’m trying to think how to explain this. Like, there are sort of
straightforward risk-management procedures around someone who
presents as highly suicidal, but with clients who live like that, I think it is
quite different. There is a different way of managing [the chronicity]...So
you might do your risk assessment and have your safety plan for a
particular client group, but with this group, it doesn’t quite work as well.
Practitioners agreed that whilst monitoring suicidal risk was essential, practice needed to
focus on addressing the underlying distress. Addressing the causes of the chronic
suicidality and self-harm was considered best practice in reducing risk over the long term.
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At the same time, such an approach did not detract from safety being the priority where
acuity of risk was indicated.
Practitioners shared a key understanding that an overemphasis on monitoring the
symptoms (i.e., the self-harm or suicidal behaviour) detracted from the real work of
addressing the childhood trauma and the emotional distress that led to the at-risk
behaviours in the first place. As one psychotherapist commented,
It’s not about…“how many times did you think about cutting today?” No, no. In
my 25 years, that approach has never worked.
Instead, the focus was on supporting the client to find different means of expressing
what’s underneath…“I want to kill myself”, whilst still managing the risk and taking it
seriously. A number of practitioners equated this with a strengths-based approach, where
the emphasis is on facilitating capacity. According to one psychiatrist with extensive
experience,
The only thing you can do is, somehow or other, build up the person’s resilience
and mental strength and view of themselves so that there’s something to compete
with, some reason for living.
Risk-Averse Practice and Its Potential to Do Harm
When practitioners are overly attentive to suicidality, the likelihood increases that
they will engage in risk-averse practice (i.e., practice that seeks to minimise risk), which
utilises restrictive interventions to prevent behaviours through external measures of
control. Multiple reasons were proffered for why an overreactiveness to risk can be
detrimental in the young women’s support. Firstly, risk-averse responses had the
potential to elevate the young women’s short- and long-term risk, contrary to their intent
of increasing safety. For example, attempts to abate self-harm through restrictive
measures such as removing sharps were mostly understood to be counterproductive. Selfharm (with cutting being the most commonly mentioned form) was uniformly perceived
to be a coping strategy to deal with emotional pain rather than a suicidal behaviour.
If a person doesn’t have any other skill, such as an internal skill to regulate
themselves, or if they have poor affect tolerance, they will find something
instinctively. It was adaptive…an appropriate response in the
circumstances because the alternative is to explode or go mad.
Removing the young women’s means of coping before they had developed alternative
skills to regulate emotions was observed as likely to lead to an increase in distress.
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Furthermore, some practitioners argued that maintaining the option of suicide also
played a role in the young person’s capacity to cope with the impact of the abuse and,
ironically, at times contributed to their capacity to stay alive. A psychiatrist with over 40
years’ experience spanning management of public mental health inpatient units and
therapeutic work in the private sector spoke of a strong conviction that
one of the important things to realise is that suicidality…The right to commit
suicide is often terribly important to the patient, and it’s their last escape if you
like.
Hence, removing the option to suicide also had the potential to escalate risk over the long
term.
Knowing she can commit suicide is actually about her maintaining control
and supports her to stay alive...She has always got an out...I’m mindful of
that in doing any kind of risk management, that to take away that
means...can increase the risk.
For these reasons, contracts that sought to remove the option of suicide were generally
seen as ineffective because they potentially escalated risk. Negotiating a window of time
acceptable to the young person during which they agreed not to attempt suicide was seen
as more realistic. The aim, according to one psychiatrist, was to decrease levels of
distress during this time, which, hopefully, also reduced thoughts of suicide.
If you say to them, “Let’s have a contract which means no suicide”, that’s
much too difficult. Because that means if the chips are down, they’ve got
nowhere to go. And they feel dreadful inside. It’s a bit like hurting
themselves, the self-harm. To take away your blades, this is the only thing
that can make them feel reasonable. I say to them things like “well, maybe
you can’t rub suicidality out of the script forever but perhaps you could
wipe it out of the script for x amount of time, with x being the time you feel
most comfortable for or until you’ve given me a try”.
Secondly, it was not uncommon for practice that had an overemphasis on risk to
result in hospitalisation where coercive practices, such as medical or physical restraint,
were more frequently used. These interventions were understood to have a high
likelihood of retraumatising young women with CSA histories. As one manager
commented,
Risk-management responses [can] reinforce some of those earlier scripts and
potentially revictimise a lot of the young people we work with.
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Exposure to retraumatising experiences had been observed to lead to a reduction in future
help seeking.
Finally, several practitioners argued that to varying degrees, risk-averse practice
fostered dependency rather than empowerment. Whilst short-term safety was maximised,
restrictive interventions reduced the young women’s control and opportunities to learn
more adaptive ways of self-regulating. The development of such skills ultimately
increased resilience in the longer term.
I think there is a range of ways that, sadly, we are actually detrimental to
their development, by fostering this idea that they don’t have any capacity
and we have got to take it over, we have got to welfare them.
Nevertheless, although risk-averse practice was acknowledged as potentially harmful for
individuals with CSA histories, community-based professionals spoke of ongoing
tensions in managing risk. Attending to potential short-term risk remained at the
forefront of practitioners’ minds, despite an understanding that, whenever possible,
responses focused on long-term recovery were in the best interests of the client. It’s
about getting that balance right, I guess.
Protective systems of care: The ultimate legacy of restrictive practice. Riskaverse practice was pronounced in service systems such as child protection, secure
welfare and CAMHS. Whilst the focus of this doctoral study is on young adult women
aged 16 to 25 who mostly accessed AMHSs, the cohort includes women who have
transitioned through these child-focused service systems. These 17- and 18-year-olds had
unique needs additional to women with histories of CSA who had not received care in the
protective system, a system which was perceived to have poorly prepared these young
people for the transition to adult services. Opportunities to test and develop independent
living skills, self-responsibility and a sense of agency in the world had been limited.
Transitioning from an environment in which they had been cared for and dependent to
one where self-responsibility and independence was not just encouraged but expected,
understandably left them with mixed messages of support. It was suggested that these
women experienced a sense of abandonment, of getting to 18 and being dropped, and of
going from being treated as a child to being treated like an adult overnight. Interviewees
referred to this small group of women as high-profile clients whom the community sector
struggled to serve.
Engaging this group of women was experienced as particularly problematic.
Their perception that support was being inflicted on them contributed to their antagonism
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to offers of support from the adult sector, a legacy of having lived in highly restrictive
environments that treated them as vulnerable. This resistance was further exaggerated by
adolescent desire for freedom and independence from adult care.
Key Elements Supportive of Good Practice in Managing Suicidal Risk
A number of elements of practice were considered central to good practice in
managing risk.
Acknowledgement of Suicidal Thoughts and Self-Harm
As discussed earlier, all interviewees believed that a preoccupation and overengagement with risk was contrary to the long-term best interests of the young women.
However, practitioners qualified this statement by noting that it was also important for the
young women to be comfortable overting their suicidal thoughts and feelings to avoid
them becoming the elephant in the room.
Providing a safe space to talk about suicidal thoughts and their accompanying
feelings without closing the young person down with continual threats of containment
was considered essential. Conveying to the young women that you are not going to be
punished for telling me the severity of what you feel was considered best practice.
Validating the young women’s distress in this way was considered equally as important as
validating their strengths. Acknowledging the suicidal thoughts whilst ascertaining that
they were not going to act on them at that moment was one approach taken by
practitioners in working with suicidal behaviour. An outreach case manager supporting
women who were frequently admitted to hospital spoke of how she overted her
understanding to clients that they had ultimate control over their life. At the same time,
however, she worked persistently to offer and engage support, demonstrating her ongoing
care and concern for the young women.
I always say to my clients, “Well, it is your choice. I can’t stop you. If you
are going to kill yourself, you are going to do it whether I ring you or not,
but...if you come to my program and you don’t ring me, I’m going to be
very concerned, so just give me a call if you can’t make it...because I will
be ringing you, and then I’m going to ring your mother”...They knew that
we would actually do something. We would listen to what they had to say.
We weren’t scared to sit with them talking about “I’ve got out my pills;
they are sitting on the table”.
Similarly, acknowledging that self-harm existed reduced the shame associated
with the behaviour.
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I think that must be awful that they’ve got to carry round so much shame. It
must be absolutely horrible to have to go to your GP to say, “This is what
I’ve done to myself”...and for your GP to say “I can’t fix that; we have to
take you to hospital” and all these people knowing.
The young women had to contend with enough internalised shame without dealing with
another layer connected to others’ responses to the self-harm. Reassuring the women that
self-harm did not reflect weakness or failure was seen as essential.
Cohesive Team Approaches, Collaboration and Risk Sharing
A cohesive team approach was perceived by interviewees to be one of the key
facilitators of effective support of the young women when they presented with selfharming or suicidal behaviour. All interviewees made mention to varying degrees of how
essential it was to form partnerships with other professionals involved in the young
women’s care. A fundamental acceptance and understanding of the risks and agreement
on how they are best managed were all thought to facilitate effective teamwork.
It’s important that everyone’s on the same page around dealing with those
anxieties, particularly around suicidal risk but also self-harm; that we’re
all aware that there are risks; we’re all aware that we’re doing our best as
services to communicate with each other around those risks; and also we
have good management plans in place.
Conversely,
competition as to “who knows the answers about this young person?” or “who
knows the best way for them to be safe?”
was likely to be disruptive to the collaborative process.
Transparency regarding the limits of confidentiality was also considered essential.
What supports it to work well is if the client consents, and invariably they
do consent, to information being shared. I have a very clear conversation
with somebody at the beginning that, if I am concerned at all about any
risk...I will talk with them about it first, but that I will need to talk with
someone.
A team approach was perceived to contribute to the effective management of risk
in several ways. In particular, the opportunities afforded by dedicated collaboration in
enabling the sharing of the psychological burden of risk were considered invaluable.
Teams offered possibilities for collegial support both in terms of debriefing and
consultation regarding clients.
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I think it can be too much for both the young person and for the therapist if
you are the only support...whereas if there is a support group in place, you
haven’t got just one person who is...sort of, holding it all.
Teams were also particularly valuable in providing a holding space and a sense of safety
for less experienced practitioners.
Robust collaboration between individual practitioners and services involved in the
young women’s care kept defensive practice to a minimum. Good collaboration shared
accountability and responsibility for the young women’s safety, which, in turn, reduced
the transference of risk. In addition, interviewees noted that team cohesiveness was
important to reduce the incidence of splitting. Nearly all of the young women with CSA
histories had, at some time, been diagnosed with BPD, one of the commonly recognised
aspects of which is a tendency to see the world or others as all good or all bad. Splitting
was seen to be an external manifestation of this internal struggle. There were a number of
ways splitting could manifest, one being within staff teams.
Some of their fragmentation can be quite significant. They are running
from a script that might involve an abuser, a victim and a saviour, and they
go about recreating that scenario. So they might enlist a good intentioned
professional, characterise themselves as a victim, the abuser could be a
carer, their psychologist or their foster mum, and then the good-intentioned
new professional might be the saviour. And then the professional may
become hostile to one of the other professionals, and this comes out subtly
in case-management meetings...It can be really, really, really frustrating
because that unified care team is essential for care of all our young people.
Having a theoretical understanding of how these dynamics manifest assisted in averting
splitting.
In residential settings, a stable and cohesive staff team helped produce an
environment that nurtured a sense of safety in the young women. As one manager noted,
It can be a pretty difficult ride, and you need a stable staff base before you
can...parallel that stability in terms of their living environment.
Interestingly, a number of practitioners were of the opinion that a stable staff team
mirrored a healthy program culture,
and that’s how you know if a place functions well. Like, if there is a turnover of
staff, you know it’s not functioning.
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Facilitating Independence in Help Seeking
Residential settings developed the women’s independent help seeking and selfcare using a strengths-based approach to encourage and foster a capacity to manage. All
interviewees from the NGO sector described this approach as fundamental to effectively
addressing the actual at-risk behaviours. Program policies in many youth residential
settings were described as concerted efforts not to recreate risk-averse environments such
as child protection settings that tended to compromise the young women’s control and
capacity. The majority of practitioners commented, for example, that attempting to
curtail self-harming behaviours directly through external control measures were
ineffective over the longer term.
So still trying to work constructively with the young person but
acknowledging that there’s not a lot we can do that can directly prevent
them from their self-harm behaviour.
Instead, the focus was on encouraging early help seeking and providing opportunities for
the women to learn and practice more adaptive ways of managing their distress. This
might have involved assisting the women to identify the potential triggers (i.e., thoughts,
feelings and events) that preceded the suicidal thoughts or self-harm behaviour. Teaching
mindfulness techniques to manage intense emotions was another strategy commonly
referred to. The broader rationale underpinning approaches that enable capacity was that,
as the young women developed more adaptive distress tolerance skills and internalised a
capacity for emotional self-regulation, self-harm and suicidal behaviour would naturally
abate. Nevertheless, at times, staff would take control, recognising that it doesn’t always
work, obviously. However, the priority was to teach the women to identify that they
needed to reach out before the situation escalated into crisis. Residents were asked not to
seek support from each other when distressed or when feeling suicidal to avoid impacting
negatively upon each other. Instead, it was appropriate to approach staff at these times.
Young people were encouraged to seek appropriate medical attention themselves
for their own self-harm. Learning how to self-care for their self-harm was considered
important for a number of reasons. For one, other residents were less likely to be
triggered when they witnessed or became aware of others’ self-harming. Also, self-care
avoided situations wherein staff or other residents come to their rescue and bandage up
their arm. Such assistance with self-harm was understood to have the potential to
reinforce the behaviour itself in that the young women would come to associate self-harm
with receiving care, the secondary gain. Even though responses would be well-
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intentioned, they could convey a message of condoning behaviours that were no longer
adaptive.
“I’m not going to do things that I think are unhelpful for you and also are
unhealthy and promote a nonrecovery focus.”
The interviewees stressed, however, that they did not judge the behaviours, and a
minimalist approach in responding to self-harm did not mean that empathy for the young
person’s distress was absent. Although boundaries were in place to minimise the
potential of reinforcing self-harming behaviours, it was accepted that self-harm had
indeed played an adaptive role in surviving the abuse and was generally the best way the
young person could currently manage. One practitioner spoke of the difficulty in keeping
to such boundaries despite knowing they were in the young person’s best long-term
interests.
Whilst I was caring and concerned...I never facilitated her to continue
down a lack-of-care path...It is very hard to do that, [but] it is about
understanding, and it is also about just having extraordinarily clear
boundaries, ones that you are not going to allow yourself to cross and ones
that you are not going to back down. Many workers and myself included, I
can see when I haven’t held that line, it has been so unhelpful.
Setting behavioural limits and clarifying healthy ways of seeking care ensured that
support was sustainable. This was particularly relevant to residential settings where a
group of young people experiencing relatively significant levels of distress resided under
one roof. Without strong boundaries to prevent the escalation of distress, the potential for
such a service to descend into a chaotic and uncontained environment was high. One
program manager said there was a need to create a culture that discouraged crisis in the
first place, a philosophy that the women were made aware of even before joining the
program.
So we are not into having ambulances, we’re not into having police coming
here. There is a clarity that we’re not going to go into crisis if we can
possibly help it.
The degree varied to which services encouraged or expected independent help seeking
related to suicidal and self-harm behaviours. Some services appeared to have higher
expectations than others even when a heightened risk was indicated. This was reflected in
comments such as
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we have an on-call system, but really...[it] is about becoming independent. If they
overdose, they have to call an ambulance...or the CAT team.
But, where risk was elevated, the potential for staff involvement was increased.
If the young person could get themselves there, we would encourage them
to go, but we would ring and let them [the hospital] know that they are on
their way. If they can’t, it might be that for duty of care we actually need to
take them in. We would take them in, talk to the triage nurse, give them our
phone number and leave the young person there. It might be that there
needs to be ambulance, so, again, we would actually do a handover to the
ambos and then explain and get the hospital to liaise with us.

Realistic Perceptions of the Capacity to Maintain Safety
The other principle factor identified as influential in managing risk was the
practitioner’s self-perceived level of responsibility and capacity to maintain an
individual’s safety. A higher degree of perceived responsibility was associated with
elevated levels of anxiety in working with risk and, consequently, a higher likelihood of
the practitioner engaging in risk-averse practice. Unsurprisingly, those practitioners with
20 or more years’ experience of working with at-risk clients were more candid than
relatively new practitioners to the field in expressing their opinions regarding risk. A
number of these interviewees with significant experience openly expressed that they did
not believe they could stop a client ultimately killing themselves, nor was it realistic to
think they could.
I’m somewhat cynical about being able to do much about stopping people
from suiciding, to be quite frank. I think that you try your best but...there’s
a lot of very unpredictable triggering events which are very hard to...to
ensure against...Chronic risk is that, you know.
The reality that a significant number of people at risk will suicide was pointed out.
Inevitably if you look at the suicide rates among a whole range of mental
disorders, they’re considerable...15% in major depression for instance,
10% to 15% in borderline personality disorder. So people will die. And
they will die of suicide.
Interviewees alluded to several factors that could influence practitioner perceptions
of responsibility for maintaining the young women’s safety. Attitudes in the broader
community had the potential to impact powerfully on practitioners. One psychiatrist
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related how difficult it already was for mental health professionals to cope with guilt
originating from their own personal questioning of what more could I have done when a
young person suicided, without having to deal with potential blame stemming from the
general public’s perception of who should bear responsibility. In his experience of
managing a service whose primary client group were high risk, he reflected that much of
his time had been taken up in providing support to
reduce the guilt of staff [in the event of a suicide] because they all feel a
terrible sense of failure. And that’s why I think all this suicide-prevention
stuff has a negative side—because it’s guilt-inducing.
From that psychiatrist’s perspective, there was likely nothing more that could have been
done to prevent such suicides despite conclusions otherwise in the broader community.
Personal emotional responses to working with suicidal risk were another factor
influencing the responsibility practitioners felt for maintaining safety. Witnessing the
ongoing distress of the young women had the potential to evoke strong paternalistic
responses of caring for. Similarly, practitioner anxiety triggered by the ongoing
possibility of a young person suiciding could contribute to losing sight of the young
person’s strengths and capacity to survive. Supervision from the organisation was seen as
a critical factor in reducing practitioners’ anxiety and supporting them in avoiding
defensive practice. As one therapist commented,
It’s easy to kind of get into this more reactive response around wanting to protect
and wanting to keep people safe...Having the supervision [allows me] to step back
and locate the young person’s resources and remind myself of their resilience and
also their coping.
In addition, managers who were able to remain calm and be seen to sit with the risk
comfortably were perceived to enhance the capacity of direct-service staff to manage their
own anxiety.
If the leadership can’t be seen to be able to sit with that risk, then you can’t expect
the support worker to sit with that risk.
Interviewees with a management point of view argued that sitting with risk
involved finding a balance between ensuring the safety of clients and not overreacting to
risk.
There needs to be some ability to actually sit with that risk and to at least
ostensibly be calm and say, “Oh, that’s OK, that’s where we’re at at the
moment”...I think sometimes you’ve got to back your own judgement as a
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manager and say, “I’m prepared to sit with this”...Of course, I’m not saying that
you discard all risk assessments, but it’s about finding that balance.
Access to clear organisational policies guiding the parameters of working with
risk was also perceived to be important in reducing reactive practice.
The Ripple Effect: Supporting the Practitioner
The challenges of supporting young women with CSA histories who present at
chronic risk were collectively acknowledged. Worker and service fatigue were common,
with most interviewees concurring with one GP’s comment that it is really high demand
work and quite draining...[You] do get burnt out. Bearing witness to the overwhelming
distress underlying the young women’s behaviour was often experienced as emotionally
draining. Attending to risk over prolonged periods of time was also tiring as a result of
the energy levels that go into being...hypervigilant and making sure the young
person isn’t at risk.
Some interviewees referred to experiencing a profound sense of powerlessness. For
practitioners trained in a biomedical model, which aims to cure, such experiences were
said to be heightened. As one GP commented,
The paradigm that we’re trained in is to fix people up...and so I think it’s a
very difficult thing for a GP to see someone who might repeatedly self-harm
and to feel that sense of powerlessness. It’s a very strong message to fix
things.
The potential impact on professionals was significant as one psychotherapist with over 20
years’ experience of working intensively with the women indicated.
I was speaking to a colleague the other day, and I said, “The one thing that
would probably make me burn out and leave working clinically would be
the chronic nature of the suicidality and the chronic nature of the selfharm”.
Support fatigue at the level of organisations was also observed.
Not seeing immediate short-term gains despite the level of resources that
are being thrown in...One by one, including ourselves, as a service
sector...we trip off, and it’s really hard to find a service that is going to
hang in there, deal with it and deal with the behaviours, the difficult
behaviours and the complexity, etcetera, and not drop away.
Managing risk and working with childhood trauma was acknowledged as challenging.
Organisational support and enhanced personal resilience were critical to meeting these

144
challenges. The final section of this chapter identifies the factors that best facilitate the
capacity of practitioners in community settings to sustain their support of at-risk young
women with CSA histories.
A Commitment to the Journey With Realistic Expectations
A common theme throughout the interviews was the commitment and good will
professionals brought to their journey with the young women over the long term. In
many interview responses, there was a strong sense that support of the young women was
a social justice issue. One psychiatrist endeavoured to support younger studentpractitioners, whom he trained to understand the enormous impact childhood trauma can
have by first highlighting the impacts of shell shock on veterans, then asking them to
consider the vulnerability of children.
I put it to them that the experience of kids—not strong young men with
formed personalities—in the face of ongoing trauma is worse, much worse
because [their] war hasn’t got a beginning; it hasn’t got an end; it goes on
forever; they’ve got no power; they don’t have a rifle to defend themselves
with. And they’re at the mercy of people who are doing terrible things to
them who should be looking after them.
The sentiments were strong that supporting the women was a societal responsibility,
sentiments that often translated into a sense of personal responsibility. They’ve suffered
so much that they deserve our attempts at restitution. These moral stances appeared to
strengthen interviewees’ commitment to maintaining long-term support.
A belief in the young women’s potential for change also appeared to strengthen
practitioner commitment to the young women. However, holding this hope in
conjunction with realistic expectations of change was important.
You know, it’s a real journey, a really long process. Sometimes, I think we need
to accept that for what it is and work within those limitations.
Furthermore, practitioners were clear that central to sustaining long-term support
was the acceptance and respect for personal limits.
You need to know your own limitations. You can’t take on everything, and people
who do get themselves burnt out worse.
Acknowledgement of the energy and time required to support at-risk young women with
CSA histories informed decisions to balance caseloads, one practitioner in private
practice noting that
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I have absolutely no guilt about having easy cases in my practice because we all
need that...It’s the only way one can maintain one’s capacity to do the work...as
I’ve done it for 31 years.
Similar sentiments were shared in relation to the capacity of services to support the
women.
We have to say sometimes...just in terms of our survival and our service’s
survival, “Well, we can’t actually take that referral because it would be yet
another presentation like this, and we would be so stretched managing
these things now”. I think we need to recognise that for professionals, it is
a really challenging group to work with.
Supervision and Collegial Support
Supervision was noted by the majority of interviewees as integral to working with
at-risk young women with CSA histories, assisting practitioners to manage anxiety related
to risk and to address the cumulative emotional impact of bearing witness to the women’s
stories and distress. It also provided an emotional holding space in which to debrief when
personally triggered.
Some of the stories that I have heard in my time as a practitioner, you
know, you walk out to the car and just burst into tears, and I have been very
fortunate in supervisors that I have had that I could ring.
Receiving this emotional and practical support also maximised the capacity for
practitioners to remain present for the young women, to
actually be there in the right way...You can care and worry about someone, but
it’s not OK for both of you to be in the same pain.
All practitioners in private practice accessed supervision as a matter of course. For those
employed within organisations, fortnightly supervision was typical, either provided by the
organisation or accessed independently. A number of services were especially wellresourced in terms of additional staff support structures, which offered a combination of
internal, individual supervision and supervision from outside the organisation, much of
which was subsidised. Most organisations had on-call arrangements for debriefing in
response to critical incidents. Moreover, many of the practitioners were debriefed by
managers on a daily basis.
Whilst the role of supervision was accepted by most of the professional groups, it
was not seen as critical within the medical field. As suggested by one GP,
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GPs come from a profession that don’t do supervision. It’s not
acknowledged as something that’s important or needed and it’s essential.
It’s really hard work sometimes working with people who are chaotic, who
are highly distressed.
There was speculation that such attitudes were informed, at least in part, by a sense that
accessing supervision indicates incompetence.
Supervision, I think, has got the idea that we’re being checked up on rather than
it’s an important form for actually dealing with what it evokes in yourself.
This attitude was perceived as still common despite the fact that GPs now engaged more
in mental health work. Neither of the GPs interviewed received formal supervision from
their organisation. An example was provided of how problematic this can be in relation
to working with CSA.
[There is] the fear that, if you ask and allow disclosure, what do you do
with it? We are expected to be the ones to actually think and screen and
think of everything...If you pick up incontinence, you have got some
clearcut tips that you can do. But if someone discloses childhood sexual
abuse, and you haven’t got a supervisor, and, if you haven’t got a peer
group, I think it’s really hard for GPs.
Peer support was common in the NGO sector, some services formalising this structure by
setting aside times for peer groups to meet ranging from two hours a month to three hours
a fortnight. Others recognised peer support in a more informal way, expecting that
colleagues would offer support to one another spontaneously when the need arose. On a
day-to-day basis, collegial support was highly valued.
Finally, ensuring adequate self-support was considered as not only necessary but
also a responsibility. One interviewee reflected on the contradiction of asking the young
women to reach out for support if the professionals are not prepared to do the same.
I think, for me, it is often about taking your own advice…We work a lot with
the women about not silencing the impact of their trauma and doing some
beautiful, self-soothing things...I think it is important that we do the same
thing because you hear some really complex things, and it is really
important that we don’t maintain the silence around that for ourselves.
Healthy and Supportive Organisational Cultures
Organisational cultures that encouraged workers to speak openly about the
impacts of working with the young women were perceived as essential. It was important
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for the management to proactively reinforce the message to staff that seeking support was
a strength,
breeding the culture for staff to say “I’m actually not coping with this”, which,
generally, as a professional system, we don’t do very well, because we are used to
coping.
In contrast, organisational cultures that propagated messages that not coping is
indicative of weakness or incompetence were toxic. For instance, one practitioner
referred to her treatment under management who had no clinical hands-on experience of
working in the area.
New management who came in—and they were managers, not clinicians, so
they didn’t have an understanding of what we actually did—would say
things to us like “there is no-one in this organisation that can supervise
you”...And when we challenged that, it was, like, “But we pay you a lot of
money”. So it got down to that punitive...“You are a senior clinician and
you should be able to deal with it”.
Having management with clinical experience was considered by numerous
practitioners as central to healthy and supportive work cultures. Consulting with senior
management helped direct-service workers minimise anxiety associated with occupational
exposure to risk. Furthermore, aside from management support for direct-service staff,
cultural values that extend through all tiers of the organisation and the option of moving it
up the line were also highly valued as means of reducing the stress associated with
holding risk. For instance, when problems occurred at the level of direct service, they
could be brought to the attention of senior management, who would liaise, if necessary,
with the Office of Chief Psychiatry or other external bodies involved in support of the
young women. A few organisations had dedicated liaison roles, which provided conduits
between these micro and macro levels of support, roles that were experienced as
a huge resource and a huge help if we at a local level are struggling with
something.
Training and Upskilling
Training which improved knowledge of best practice in working with chronic risk
was also recognised as supportive in reducing anxiety and increasing the confidence of
practitioners.
Some good training...which says that, if you create a particular kind of
environment, you will be able to work with these young people—“Don’t be
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scared of them; you know this is not all going to be too much for you”—
some sense of how to contain basically and how to keep things low key
rather than crisis driven.
Training also improved the practitioners’ capacities to tolerate risk, to sit with the young
women when they expressed suicidal intent, and to address self-harm behaviours.
Similarly, understanding the very real distress behind these actions supported
practitioners to remain empathic in the face of behaviour that could be testing and
draining.
We talk a lot about separating the person from the behaviour…trying not to
become negative. And that’s why reading, trying to understand why
someone is behaving like that…because, if you don’t, it is really easy just to
think, “This person is just being a little shit!”...so trying to kind of take a
step back and not get so personally involved with what is going on.
Some services regularly scheduled internal training on topics such as risk assessment,
working with BPD, and how best to work with self-harm. Engaging specialist services
for secondary consults was also common.
Summary
When the women were at chronic risk, the consensus was that their physical and
psychological safety were the most pressing needs. While maximising immediate safety
was essential, support needed to focus on facilitating resilience and long-term recovery.
Building resilience in the longer term included but was not limited to enhancing the
women’s ability to regulate affect, facilitating the development of interpersonal skills,
fostering connections with peers and family where appropriate, building social inclusion
through providing educational and vocational opportunities and generally improving daily
functioning capacity.
A range of support elements were identified as integral to effective intervention.
Firstly, longer-term frameworks across all areas of need were considered fundamental as
most of the women in this cohort were struggling with multiple issues originating from
but not isolated to the initial childhood abuse. Secondly, clear and consistent boundaries,
whether at the level of individual practice or embedded in service policies, were
considered essential given the young women’s histories of CSA and the violation of
interpersonal boundaries they had experienced. Thirdly, maximising the young women’s
control and self-determination was perceived to be a necessary principle informing all
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interventions. In addition, interventions needed to be sensitive and appropriate to the
developmental and age-related needs of young adults.
Access to stable housing and ongoing therapeutic engagement were seen as
fundamental to providing the young women with opportunities to regain a sense of
emotional and physical safety. The therapeutic relationship in and of itself was
considered to be a primary facilitator of change irrespective of the therapeutic approach
employed. The relationship provided a holding space for hope, engendered a sense of
psychological and emotional safety and improved the women’s abilities to function
psychologically and practically in the world. Furthermore, the practitioner had
opportunities to develop an intimate knowledge of the idiosyncrasies of an individual’s
risk, which helped them assess significant changes in risk status.
There was consensus amongst participants that the initial emphasis in the
therapeutic support of young women at chronic risk was on enabling a greater sense of
emotional and physical safety. For example, supporting the women in developing more
adaptive self-soothing strategies to cope with overwhelming distress in the short term was
a central aim in addressing self-harming and suicidal behaviours. Until safety was
addressed, the women’s capacity to engage in more exploratory therapeutic work was
perceived to be compromised. This notion of phased support was core to all practitioners’
understanding of intervention.
Secure long-term housing was also considered essential to providing both physical
and emotional safety in the form of youth-homelessness, group-accommodation
programs, clustered housing arrangements or independent housing.
Besides the ideal foundation of a long-term therapeutic relationship and stable
accommodation, the system needed to offer a variety of options customised to the young
women’s developmental stage and capacity. The majority of practitioners believed that
conventional individual therapeutic work in a traditional private setting was unlikely to be
sustainable for most women. Given that the women fell in and out of crisis, innovative
responses were necessary, and the context and parameters of support needed to be
flexible. Ideally, support would be offered in a youth-friendly context, in which the
duration, frequency and availability of support are flexible, and the young women can
leave and re-engage. Access to support after hours was considered essential. Whilst
longer-term support was considered important in most cases, maximising windows of
therapeutic engagement was important. Good enough early experiences of support, even
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of a short duration, were deemed templates for future help seeking. There was
acknowledgement that formulas are not straightforward and progress rarely linear.
Interviewees across practitioner groups were in agreement with the broad
understanding that an overemphasis on risk was contraindicated in the ongoing support of
young women at chronic risk with CSA histories. Whilst it was essential that risk was
monitored, the focus needed to remain on attending to the causes of the distress. A focus
on addressing the factors underlying the at-risk behaviour as opposed to the behaviours
themselves was considered to be best practice in the effective management of risk in
community settings.
Interviewees emphasised that ongoing risk assessments are essential and that any
risk should be taken seriously. However, practice that was overly preoccupied with
minimising short-term risk neglected a more holistic understanding of the young women’s
situation, including potential areas of strength that counterbalanced aspects indicating
risk. It also resulted in missed opportunities for therapeutic engagement aimed at
enhancing longer-term recovery and resilience. Further, a protective risk-averse stance
had the potential to disempower the women as it minimised opportunities for them to
develop independence and self-efficacy. This was aptly illustrated by interviewees’
observations that young women who had transitioned through the secure welfare system
had unique needs arising from restrictive care.
Interventions that aim to maintain the immediate safety of individuals tend to be
more restrictive and containing in nature, involuntary hospitalisation among the most
restrictive. Such risk-averse practices minimise control and choice and, subsequently,
may retraumatise individuals with child histories of sexual abuse. In the opinion of
several practitioners, over-attentiveness to risk has the potential actually to increase risk
in the medium to long term. In contrast, maintaining a focus on facilitating safety and
increasing resilience was perceived to be the most effective way to decrease distress, by
ultimately reducing self-harming and suicidal behaviours.
Interviewees identified a range of principles they found supportive for managing
the behaviours associated with chronic risk in the community setting. It was considered
important to acknowledge with the women the existence of both self-harm and suicidal
thoughts. Whilst this allowed practitioners to monitor short-term risk by remaining
vigilant of any changes, the primary reason for overting the existence of at-risk
behaviours and thoughts was to validate the underlying distress. Doing so also provided
opportunities to explore more adaptive coping strategies concurrent with reassuring the
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women that the behaviours were understandable responses to overwhelming distress,
reducing the potential for the women to link these behaviours with feelings of shame.
In addition, clarity and transparency concerning the parameters of support
regarding at-risk behaviours was considered essential as was maximising the young
women’s decision making. Team approaches were particularly valuable in providing a
vessel for the psychological and practical holding of risk. A shared responsibility of risk
worked to reduce individual practitioner anxiety and to increase the capacity to tolerate
risk, which, in turn, minimised reactive and risk-averse practice. Sharing risk across
services and practitioners involved in the young women’s care was identified as central to
reducing practitioner anxiety and, subsequently, risk-averse practice.
Similarly, clear boundaries of support and consistency in responding to at-risk
behaviours were considered central to managing risk in residential support settings.
Cohesive and stable staff teams provided the backbone to such consistency whilst also
maximising continuity of care. In addition, a principle adopted by several services was to
encourage the women’s self-care of self-harm. Professional care of an episode of selfharm was perceived to have the potential to send the message that unhealthy behaviours
can be used to elicit support. Complementing this position was ongoing support for the
development of less harmful, more adaptive coping skills and encouragement to seek
support before self-harming. Interviewees also strongly emphasised that such a stance
was non-judgemental and that self-harm was understood as a behaviour the women had
engaged in to cope with overwhelming distress. Independence in help seeking was
another principle common to residential programs where the young women were
encouraged to seek support from staff as early as possible to avoid their distress
escalating.
The challenges for individual practitioners and organisations who work with
women with high-risk behaviours are many, as are the dilemmas professionals face in the
ongoing assessment of risk. Numerous factors at the level of the individual practitioner
and organisation were observed to influence how frequently risk-averse practice occurred.
These factors included the degree of responsibility interviewees perceived they had for
the young women’s safety, their understanding of the role the option of suicide played in
the young women’s recovery journey and the capacity of practitioners to sit with anxiety
associated with working with high levels of risk. The potential for litigation was an
additional factor leading to risk-averse practice. Interviewees’ perceptions of these
system-level issues are reported in Chapter 7.
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Both the anxiety associated with working with chronic risk and the impact of
bearing witness to traumatic histories had a cumulative effect on practitioners’ capacity to
sustain support of the young women long term. Key supports practitioners more
commonly drew upon to mitigate secondary impacts included supervision, training and
organisational cultures that encouraged workers to speak of their struggles. Good support
reduces anxiety and enhances the capacity of practitioners to work with a level of shortterm risk, assisting them to hold the women in the community sector, where interventions
focus on the young women’s long-term recovery.
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CHAPTER 6: ESCALATING RISK AND HOSPITAL-BASED ACUTE CARE
This chapter reports on community-based professionals’ experiences of supporting
young women with CSA histories of at times of escalating and acute risk. In the context
of this study, acute risk is understood as a heightened level of risk that requires a focus on
immediate safety. At these times, the women are no longer considered safe enough to
remain in their usual place of accommodation in the community and require urgent
medical or psychiatric response from public-hospital acute-care services.
Interviewees’ responses are organised according to three thematic areas. The first,
“high to acute risk”, details options of support during times of escalating risk. The second
thematic area identifies interviewees’ experience of collaboration at the interface of
community- and hospital-based care when acute-care support for the young women is
deemed necessary. Issues related to accessing hospital are presented, as are experiences
of liaison at times of inpatient admissions and discharge. The third thematic area details
the limitations and strengths of current hospital-based care.
High to Acute Risk: A Window of Opportunity
Exhausting Options of Care in the Community
Essentially, interviewees aimed to exhaust all options of support in the community
before considering referral to hospital-based acute-care services. The following describes
practice and elements of support observed to hold the young women in community
settings at times when they escalated from chronic to high risk.
Firstly, it was considered important that organisations actively encouraged staff to
exhaust alternative options of support before engaging the hospital system. Taking
clinical risks was central to minimising such restrictive care. Most importantly, this
required ongoing robust discussion with all other professionals and services involved in
the women’s support to ensure agreement on how risk was managed and held at these
times.
In order to avoid [hospitalisation], we may take a clinical risk, contact the
mental health professionals in their lives so that they know what is going on
and then try to manage it out of the hospital system...We do a risk
assessment, perhaps go out and spend a bit of time with them, see if it can
shift, ‘cause quite often, the moods, as quickly as they can deteriorate, there
can be some sort of redress. And so it might only be 24 hours that you’ve
got to sit with that risk, and you’re saving them a seven-day admission if
they’re lucky.
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Secondly, after-hours support was considered essential to de-escalate distress.
The women frequently were encouraged to call the CATT or crisis lines. However, these
services were often difficult to access, and speaking to different individuals created
additional barriers. Some professionals offering individual psychotherapy were
circumstantially able and comfortable to provide their own mobile or pager numbers for
extended hours but on the proviso that, if they were unable to be contacted, the women
would instead contact CATT or present at hospital EDs.
Thirdly, a strategy that offered some success for women with chronic hospitalseeking patterns was management plans, jointly developed by clinical and communitybased services with the young women themselves. Two services had proactively forged
links with their community mental health centres and EDs to develop case-management
plans for some of the young women with whom they worked. These plans were
developed on the basis of a shared understanding that hospitalisation was, in general,
contrary to the long-term best interests of the women.
Fourthly, the contained environments of community settings were explored as
alternatives to acute admittance to public hospital. These included time-out in community
care units, a strategy that had shown some promise. Another option proven supportive
was a kind of “hospital in the community”.
It got down to having half a day at community mental health, where she had to
just put her music on, have workers around that she knew, and that was
containing enough.
Utilising the private hospital system where possible was also preferred to using
the public system. Finally, contracts were sometimes used wherein agreements were
made with the women guaranteeing their safety for a certain period; though, for
individuals at chronic risk, they were considered less effective.
When Community-Based Care Becomes Unsustainable: Prioritising Safety
Differentiating chronic and acute risk was acknowledged as fraught. Nonetheless,
interviewees reported factors that assisted them to distinguish broadly between degrees of
risk. In one psychiatrist’s opinion, a young person was likely to be at chronic risk when
her suicidal thoughts mostly related to childhood trauma, she described feeling always
unhappy, depressed, and she had no specific plan to suicide. Acute suicidality, on the
other hand, was more likely to follow a sudden change in the young person’s life, an
immediate stressor, which tips them into crisis and potentially triggers active suicidal
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intent. Still, ambiguity about when chronic risk crossed the line to acute risk resulted in a
tendency to be conservative in assessments.
Sometimes it’s hard to know, and so you do err on the side of caution...The reality
is that assessing risk is, to some extent, a judgement call, with uncertainty
inevitably present as to the actual level of risk.
Assessing risk was acknowledged to provoke anxiety particularly in those new to the
field.
It is a really fine line, balancing the level of risk—“Is it real? Is it not real?”—
and it gets very tricky...If you are newer...it can really take over what you are
doing.
In addition, as detailed in the previous chapter, community-based professionals’
assessment of the degree of an individual’s risk can be influenced by factors extraneous to
the young person’s presentation. For example, the degree of personal accountability that
practitioners feel for the young women’s safety and the degree of exposure they believe
they have to potential litigation are two of the primary factors influencing how likely
practice will err on the side of risk aversion. Practitioners who are prone to risk-averse
practice have a heightened tendency to engage hospital-based acute-care services
prematurely as hospitalisation is the context that offers the highest degree of safety for the
individuals they support.
Interviewees acknowledged that assessment of risk was always fraught, and their
assessments always open to challenge. However, the responses of interviewees
collectively indicated that community-based professionals had a relatively high risk
tolerance even after taking into account the influence of these additional factors on risk
assessment. Interviewees were strongly aware that restrictive interventions such as
hospitalisation were contrary to optimal models of support for young women with CSA
histories. Hence, concerted efforts were made to minimise such interventions. Given
this, it could be assumed that, more often than not, when the women are referred to acutecare support by professionals in the community, they are genuinely at acute risk and all
options to support them safely in the community setting had been exhausted.
The consensus amongst interviewees was that community settings provided
optimal support for women with CSA histories while current hospital-based contexts
offered them limited and, at times, compromised care. Hospitalisation was certainly not
going to fix anything and was unlikely to offer any long-term gain for the young women.
Nonetheless, it was acknowledged that, when a young woman was assessed as acutely
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suicidal and her risk could no longer be safely attended to in the community, hospitalbased care offered the only option of secure containment in the current service system.
Contained environments such as hospital provided the young women with physical safety
at times of highest need.
It is probably just putting a lid on it, but, potentially, that is what they need at that
point, because...nothing else can be done, so I think it is absolutely fantastic it’s
an option, personally.
It was also perceived to offer a period of respite during which the women did not have to
grapple with the demons and overwhelming emotions.
[The] positive is that it can provide that kind of safe holding environment that
gives people an opportunity to step out of their daily life and stress.
Hence, the positive aspect of hospitalisation was clearly in its role to maintain the safety
of young women at immediate risk.
Acuity of Risk and Hospital-Based Support
The second theme details interviewees’ responses related to collaboration with
hospital-based professionals. The factors speculated to influence the decision to grant
hospital access are discussed first. Interviewees’ experiences of liaison during times
when the young women require inpatient acute-care support and discharge are then
reported.
Access Issues
When seeking acute-care support, the professionals from public-hospital-based
services with whom practitioners in the community sector most frequently liaised were
the CATT members. According to interviewees, interactions with CATT, recognised as
the gatekeepers to hospital-based support, were unpredictable and varied across the
different AMHSs. Nevertheless, although liaison was frequently problematic,
practitioners were keen to point out positive experiences. Factors common to
constructive interactions included respectful and affirming communication that was not
dismissive of the community professional’s skills. It was also highly valued when CATT
members embraced a collaborative position to meet the needs of the young women by, for
example, suggesting alternative solutions to supporting the women when they decided
hospital was not warranted.
“Look, I don’t think [she] is right for our service...but these are some of the
other options”...and they were quite creative solutions. And I was really
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helped by that conversation, and he spoke to me respectfully, like I might
have known something about what I was doing instead of nothing at all.
Even though communication at the community clinical interface could be fraught, some
practitioners made an effort to understand the issues and avoid personalising responses
from CATT. These interviewees were conciliatory of the constraints under which CATT
professionals worked. For example, it was noted that, as the majority of requests for
support from the young women themselves were after hours, CATT were often
responding to clients about whom they had very little, if any, background information.
This added to the complexity of liaison with the community sector as community-based
professionals involved with the young women’s care were not available at these times.
The interviewees acknowledged that CATT staff worked in stressful and under-resourced
positions.
Another avenue of access to inpatient acute care was through EDs. Experiences
of community-based collaboration with triage staff at ED were also inconsistent; some
were very good, but most were unreliable. When the young women were known to public
mental health services, they received better care as protocols informed the responses.
Direct liaisons between the interviewees and ED staff were less common because the
young women usually sought care independently after hours. Furthermore, by the next
day, the women were likely to have been either transferred to inpatient care or treated and
discharged. Given contact with ED was less frequent, the following discussion centres on
liaison experiences with CATT to illustrate issues related to access to inpatient care.
Contributory Factors at Play
Resource and structural constraints. A range of factors was speculated to
inform the likelihood of gaining access to public inpatient care. Being under-resourced
and understaffed was thought to be central to the public sector’s narrow focus on
responding predominantly to acute presentations of psychosis and extreme suicidality.
These structural constraints had, over the years, been seen to impact greatly on the
capacity of the public system to work with a diversity of clients.
Inpatients now seems completely acute, and anything that’s not acute in terms of
being floridly psychotic or exceptionally at risk—at risk in such a way that is not
in any way capable of being interpreted as behavioural—those people don’t get
into acute settings.
Practitioners in the community sector were generally appreciative of the fact that these
systemic pressures were at the core of inadequate availability of inpatient beds. However,
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there was frustration when they encountered attitudes suggesting that women who had a
strong network of community support did not need hospital-based services. Such
assumptions neglected to take into account that community-based practitioners sought
referral to acute care only after they had exhausted the available options of community
support. As one psychotherapist illustrated, her client had multiple supports, including a
psychiatrist, mental health worker, a GP and herself, which, though indicative of
intensive support, were still not enough to ensure the young woman could be held safely
in the community at all times.
Because, when you’re working in this area of work, what you tend to do is
to set up all the supports you can anyway...We’re meeting with this client
five days a week...so if they’re not managing, and we ring to say they’re not
managing, they need more support.
It appeared as if the young women in these situations were penalised for having good
support networks.
Assessment of risk: Issues of credibility. When attempts by community-based
practitioners to engage acute-care support for their client failed due to resourcing
constraints, there was frustration but a level of understanding. However, when there was
a perception that their referral to acute care had been blocked because their assessment of
risk was not accepted as credible, practitioners were particularly indignant. These
situations were not only experienced as personally affronting their professional capability
but also as illogical given the practitioners, more often than not, were the woman’s
principal support and, consequently, at the best vantage point to assess changes in degrees
of risk. These issues appeared to have led to a longer-term erosion of trust between acutecare mental health services and the community sector.
Questioning of community-based professionals’ expertise by workers in the
clinical sector was perceived to be widespread, and it was evident in a number of ways
that interviewees were clearly tired of regularly having to confront dismissive responses.
Firstly, workers spoke of multiple experiences where they felt their assessments of risk
and concerns for the safety of the young women were dismissed by CATT. This was
highlighted in an example of a young woman assessed as needing hospitalisation by her
caseworker with whom she had a long-term, therapeutic relationship but whom CATT
denied access to inpatient care. During a visit, the caseworker had become highly
concerned at the level of the young woman’s distress, which was uncharacteristic of her
usual presentation when in crisis.
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[She was] quite out of control. She had never actually self-harmed before,
but she had a whole lot of cuts on her arms, which is like an escalation, a
different crisis situation, frothing at the mouth, completely
uncontained...Nobody listened, so what am I supposed to do? Take her
home with me or sit down 24 hours a day to see when she is not
breathing?... It is impossible.
Secondly, language used by CATT staff implying they were the experts was
frequently embedded in communication. Some interviewees said they had learnt to talk
the right language to clinical services as a pragmatic strategy to get a response from
CATT staff. Others were indignant that it was necessary to phrase things in a particular
way in order to be seen as credible, particularly when the language itself could be
experienced as disempowering. This latter group of practitioners believed that such
compromising behaviour merely reinforced hierarchical attitudes between the sectors.
Instead, community health professionals needed to take a stance, feel comfortable in their
knowledge and skills and challenge preconceptions that professionals in the clinical sector
are the experts.
So more advocacy on our part...It probably is us actually realising and
empowering ourselves...sitting in those meetings...As I was saying before,
one of the counsellors up there, she was mortified. She felt so powerless
within that system, so, if she is feeling that, imagine what the kids are
feeling. So, us actually saying, “No, I do know what I’m talking about, and
basically you can pull your head in for once”.
It was suggested that a perception lingered of NGOs run by churches with staff
seen as Florence Nightingales—well-intentioned but uneducated and untrained. With
evidence to the contrary, interviewees described the community sector as increasingly
professionalised.
I can see that we are becoming more educated and more able to assess risk
more effectively. I can’t speak historically. I’m a registered psychologist.
The people I work with are registered social workers predominantly, and
we are fairly well-trained.
Nevertheless, it was conceded that inappropriate referrals undoubtedly were made, for
example, when the practitioners’ inexperience in risk assessment or their high anxiety
related to risk led to unnecessary referrals. The potential was noted for assessments that
arguably were overly risk averse to compromise trust across the sectors.
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They might be at genuine risk to themselves, but, if they’re not and you facilitate a
referral to public mental health services, then nothing much good is going to come
out of it.
Despite this potential, given the grave consequences when assessments had not [been]
cautious enough, erring on the side of caution was not that unexpected.
Diagnosis and assumptions of risk: “It’s chronic, not acute”. Respondents
observed that diagnosis was a factor that determined successful access to inpatient care.
Low-prevalence disorders were observed to be privileged.
I had someone be really frank with me one day and say, “Look, if she doesn’t have
bipolar or schizophrenia, there is not much we can do”.
In the experience of interviewees, acute-care services were quick to respond to crises
related to florid mental illness symptoms such as psychosis. Responses to suicidal
women with CSA who did not have psychotic symptoms were less predictable. The
common experience was that it was
very, very difficult getting mental health services to assist us in any way shape or
form...because clients have high-prevalence disorders
It was speculated, however, that diagnoses of BPD were probably strongly influencing
how suicide risk was assessed in situations such as the above. Several interviewees
suggested that a diagnosis of BPD could lead to the CATT assuming an individual’s risk
was always chronic. One worker expressed incredulity that such an assumption had been
made of a client she had referred, a client who, in her opinion, was at very high risk.
They just get pushed aside—“Yes, yes, we know this person; they will be
fine”—rather than hearing that story in that moment when the risk may
have changed...An ECAT [Enhanced Crisis Assessment Team] worker said
to me, “Well, we usually do what we did last time. She didn’t die last time,
[so we] let her go”.
Making assumptions about a client’s current risk based on previous behaviour, without
undertaking an independent assessment, was considered extremely dangerous.
Other practitioners felt access was restricted due to assumptions that individuals
diagnosed with BPD were undeserving of hospitalisation because they were not really
unwell.
Generally, there’s a pretty negative attitude to young people’s borderline
issues...that they don’t really deserve, or they don’t really need, this kind of
environment.
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Practitioners also agreed the term BPD was still being used pejoratively as a label for the
difficult customer. Despite the onus on public mental health to treat individuals
diagnosed with BPD, many interviewees suggested significant resistance remained to
admit this cohort. Active exclusion was still observed.
We have heard them say, “The best response to PD is referral”…that kind of
discrimination.
However, some were more positive, suggesting the general trend was that mental health
services had accepted that individuals with BPD were very much core business.
It was conceded, however, that both practice wisdom and research suggested
caution in admitting survivors of CSA presenting with suicidality to hospital. These
understandings were shared by the public sector.
There’s still that perception that it’s crisis —you get them in, you get them
out as soon as possible. Everyone gets worried—they see people
deteriorating if they’re in hospital, and it’s realistic concerns about people
who have a crisis being mixed up in a public-sector adult ward [where] you
might be in with a whole lot of really unwell people.
Irrespective of whether hospital was conducive to good care or not, there were
times when short-term acute inpatient care was a necessary and effective intervention.
Compromised Access to Acute-Care Support: The Consequences
Interviewees identified potential consequences of denial of acute care. One
particularly concerning outcome was that already-stretched community support networks
become overwhelmed in attempting to manage crisis beyond its capacity. Frustration
with access to public acute care was related to perceptions that the young women did not
receive support until they were at a point where suicide appeared imminent. The majority
of interviewees indicated that this left them holding an unsustainable level of risk in the
community, a frustration experienced across the practitioner groups, including GPs.
You know, to actually get someone in to see someone at the [name
removed], they’ve gotta be completely psychotic or about to top themselves
before I can get them in to be seen quickly. Whereas I know the distress of
that person is such that they need to be seen quickly.
Another potential consequence of denial of access to acute-care support was that young
women themselves may feel their needs are not valid, negatively impacting their future
help seeking. As one therapist noted,
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After [I] have convinced them that “I am so worried about whether you are
going to be able to be safe”, and then CATT go “Nah!”...for them, this is a
really crazy-making experience...completely invalidating the intensity of
their experience, their emotional distress and their despair.
Furthermore, when inpatient care is denied, at-risk behaviours can escalate.
They feel dismissed, not taken seriously, and you get that terrible pattern where
sometimes people escalate their behaviour because they’re desperately wanting
something and we’re not offering them anything.
Continuity or Isolated Episodes of Care?
The final theme concerns collaboration between community-based professionals
and clinical mental health staff when the young women are actually admitted to hospital.
Collaboration between these two sectors was seen as key to enhancing continuity of
support and a smoother transition of care for the young women. Factors affecting this
continuity of care are identified, followed by practitioner perception of promising models
of acute-care support.
Liaison at Times of Inpatient Admissions
Interviewees reported particularly poor communication between community-based
professionals and clinical mental health staff when the young women were hospitalised.
For community-based professionals to be contacted if a young woman they supported was
admitted was clearly the exception, not the norm. One GP noted that despite a
requirement that public hospitals contact the young women’s GP in the case of inpatient
admission, this protocol was followed infrequently. In the interviewees’ experience,
inpatient stays were more like an isolated episode of care, and there is no kind of
expanding out. Even when community-based professionals proactively contacted
inpatient staff upon learning of a client’s admission, gaining information was difficult.
As one GP noted,
I’ve had to really work hard to get onto talking to someone who’s involved in the
treating team.
Furthermore, during these contacts, clinical staff seldom sought information on
circumstances preceding the admission. Interviewees spoke of consultant psychiatrists in
charge of acute wards lacking receptiveness to integrating information from communitybased practitioners into care.
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Generally, what you find is that the consultant responsible for the ward—the acute
psyche ward where the patient often ends up—they’ve got certain ideas, and you
know they are responsible and they won’t listen.
Nevertheless, although liaison was often considered inadequate, there were experiences to
the contrary. An NGO manager observed how established connections between the two
sectors had vastly improved communication with ED staff and inpatient psychiatrists
regarding discussion and ongoing review of the women’s progress.
Largely, though, compromised communication between the two sectors was
considered problematic in terms of continuity and quality of care. Although admissions
were short, most interviewees felt information exchange related to what led up to crises
was critical for appropriate inpatient care and to minimise the potential of
retraumatisation. The following example illustrates such a conclusion.
This person had been having nightmares and flashbacks for about three
weeks before she went to hospital, and then, when she went there, they
thought she was just banging it on...I mean if they’d rung me, I could have
said, “Look, you just need to be aware that she’s been having nightmares
for three weeks…If she screams out in the middle of the night, she’s not
being difficult”…[Instead,] what happens is “Oh, so-and-so’s being
difficult. Pump her with a few more drugs, quieten her down”, not “What
is this screaming about?”
Interviewees noted the women are often in shock and frightened, unable to express
what is happening to them during their crisis. Information from practitioners involved in
their ongoing care on how best to support them at these times was seen as particularly
useful.
They’re in a bad way, so supporting the staff...[and] shedding information at that
point could be quite critical...could help the way they might handle things.
Collaboration at Discharge
Multiple comments from interviewees across all practitioner groups suggested
discharge was the most compromised point of care. Even interviewees who described
their experience of collaboration with public acute care as reasonable indicated a distinct
lack of continuity of care and follow-up at discharge. First, a commonly shared view was
that the women would be discharged prematurely without receiving adequate inpatient
care support.
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According to a manager of a residential support service, women he supported
were typically hospitalised just for the night then discharged back to us. Some
interviewees thought high staff turnover and rotational rosters impaired quality of
inpatient assessments.
There is no continuity. They see a new person every time, especially the
psychiatrists and the psych registrars. They turnover every three months or
something, and they are the ones that are doing the assessments!
Second, there were examples of women considered very high risk being
discharged onto the streets without anyone being notified to collect them or provide
follow-up support. Such situations were not uncommon, according to one manager of
intensive support services for women.
The problems I would see are the release of our clients without necessarily
having made contact with appropriate support staff...[to make] sure that
the follow-up stuff can actually be done...My sense is if someone has
presented at the critical end, high risk, then they shouldn’t just be released
from hospital.
One GP described a woman with some of the worst self-harm she had seen being
discharged without any community-based supports being notified. Others were
discharged back to unstable accommodation with no discharge plan or follow-up support.
Inadequate follow-up care tended to lead to individuals re-presenting soon after
discharge.
However, as with liaison experiences when the women were inpatients, there were
exceptions to poor follow-up at the point of discharge. A practitioner working with atrisk individuals at a private psychology clinic noted consistently receiving
communication from public mental health when clients were discharged.
I have really noticed—and so have some of the other clinicians here—they
have really commented…“Gee, we get really comprehensive discharge
notes”, whereas, before, we used to have to struggle to find out or get the
information from the client.
One GP similarly noted routinely receiving faxed discharge summaries.
Hospital-Based Care: Barriers and Facilitators of Effective Support
The following discusses practitioner opinion concerning public-hospital acute-care
settings’ capacity to meet the needs of young women with histories of CSA. It explores
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practitioners’ concerns about the shortcomings of current public-hospital-based care and
factors contributing to effective support.
While some of these observations may similarly apply to private hospital settings,
public-sector acute care was the focus for two primary reasons. First, unlike the public
sector, which offered high-dependency, locked wards, the private sector was unable to
provide the containment individuals required at times of acute risk. That private hospitals
had significantly lower risk thresholds than the public system was confirmed in examples
of young women who were transferred from private hospital care to public acute care
when levels of risk were deemed too high. Second, the majority of women focused on in
this research are unable to access the private system, having insufficient or no health
insurance.
A Historical Perspective
A number of interviewees reported a growing disillusionment over the last decade
or so with public-sector hospital-based care. Three psychiatrists reported moving to the
private sector in the late 1990s and early 2000s as a result of dissatisfaction with the
quality of hospital-based mental health care. Each had worked in the public sector for
around two decades. They felt significant reductions in expenditure and resourcing of
public-sector mental health had led to the erosion of care.
I...only moved to the private sector because of what I saw as the decimation of
psychiatric treatment settings under Kennett, which I thought was very
destructive, and I didn’t think it was possible to do good work.
Incapacity to attend to CSA survivors’ needs was emphasised, another psychiatrist
stating,
I left the public sector because it became more and more difficult to practise
safely with this group.
The shift in focus to community-based care was observed to lead, over time, to a tiny
number of beds by international standards and shorter stays.
We had the awful situation of having people in hospital units, which became more
and more toxic.
Interviewees observed that prior to deinstitutionalisation, public mental health services
had supported a broad ranging client group. Existing services, however, were
predominantly limited to individuals with severe mental illness, which basically meant
psychosis and extreme risk. As such, the situation had contributed to a narrowing of skills
in public mental health settings. One psychiatrist spoke of gaining experience as a trainee
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in the public system treating a mix of patient with non-acute issues and trauma-related
presentations, such as depression and eating disorders. Now, none of the trainees get this
sort of experience.
Furthermore, intensive, longer-term care options had been far greater for
psychological support and support with general wellbeing and functioning. At a recent
seminar organised by one psychiatrist, the stark difference between the public system,
then and now, became apparent.
I was chatting away to this whole bunch of younger psychiatrists about
then and now and the comparisons and the positives and the negatives, and
I realised they didn’t know what I was talking about. They had never
experienced a time when it was possible to treat people in a relatively
leisurely, careful, thoughtful way, and they had got to the point where they
thought this was normal. This rapidly revolving door shutting in and out
and sending them off to rather inadequate assessments and rather
inadequate treatment, and they really just don’t know what it could be or
what it should be.
Favourable observations of historical public mental health care, however, were
balanced by reference to its shortcomings. For example, childhood trauma had largely
been missed in decades past.
Lots of self-mutilating people and lots of dissociative stuff...We all recognised we
missed all that stuff forty years ago, thirty years ago...I mean patients...had their
mouths washed out with soap and water when they talked about, when they
disclosed.
Another psychiatrist with 40 years’ experience spanning the public and private sectors
confirmed this.
We would look after these quite difficult, nonpsychotic patients, who I look
back on with some embarrassment because I didn’t have a trauma model in
my head at that stage, and, so, we were trying all sorts of other ways of
working with them which didn’t really address the trauma background.
He felt there had been a tremendous amount of denial on the part of psychiatry.
Childhood-trauma histories were rarely taken, and its prevalence was grossly understated,
textbooks still saying the incidence of incest was about 1:1,000,000. Until the Vietnam
War, denial of the impacts of trauma was widespread. Some aspects of past publichospital service had facilitated support of young women with CSA histories, and other
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aspects had been constraining. Interviewees' responses reflected widespread
disillusionment concerning the capacity of current hospital-based services to meet CSA
survivors’ needs. Most interviewees reported actively seeking to minimise public-sector
treatment for suicidal young women with CSA histories.
Mainly, I avoid public hospitals, because [they] will almost certainly end up being
more traumatic than they are worth. CAT teams, public hospitals are of very little
use for this population...They don’t get it.
Impediments to Effective Support
Treatment Approaches: Misdiagnosed and Misunderstood—When CSA Remains
Unseen
Interviewees referred to a high risk of misdiagnosis when symptoms of CSA were
viewed through the traditional biomedical lens common to hospital-based acute-care
services. As biomedical understandings commonly assume physiological factors underly
mental health issues, psychosocial factors such as CSA can be overlooked. Frustration
concerning misdiagnosis in public mental health settings was significant.
People get diagnosed with anxiety or depression...as opposed to seeing that
as part of a trauma framework. The biomedical model generally doesn’t
look at things in terms of the trauma framework, so it is not like “this
person is hypervigilant because they have had experiences of trauma”.
One psychiatrist considered that, when viewed biomedically, dissociative symptoms and
other presentations associated with CSA histories were often misinterpreted.
People who have had a history of chronic abuse have symptoms that mirror
other syndromes...The most prevalent example that we come across,
especially in the public-sector system, are those that have been diagnosed
with psychosis, whereas, in fact, they are not psychotic at all, they have
dissociative symptoms. It is just that the nature of their presentation is
often so fragmented that people automatically default to psychosis...These
people are often given diagnoses of eating disorders, a host of anxiety
disorders, a host of personality disorders. And when understood in context,
it’s none of the above; it’s a panoply of dissociative phenomenology that
presents differentially across time and across people.
Another psychiatrist was more critical and suggested that sometimes there was a degree
of intentionality in preferencing certain diagnoses over others. Having observed in public
mental health settings a propensity to rediagnose individuals, he suggested that if
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symptoms were attributed to a biochemical imbalance, a more convenient treatment path
of medication could be justified.
Basically, a lot of [psychiatrists] prefer to see patients with complex
trauma as on the bipolar spectrum, and that gives them a lever, if you like,
or a reason to use pharmacotherapy, which they are much more
comfortable with...Psychiatrists, generally, are not comfortable getting
down with their patient in their mess...I think they want people in the Axis 1
slots, then it is all nicely written out. Bipolar, we know what to do about
that, you know: lithium, Seroquel.
Psychiatry was perceived to be the profession most resistant to acknowledging childhood
trauma, including CSA, as a contributing factor to presenting mental health issues.
Biological psychiatrists [are] very disdainful of trauma-based diagnoses like
dissociative disorders and borderline personality disorder...a bit of an
improvement, but still there’s a hell of a lot of scepticism. Many of my colleagues
think I’m nuts talking about this.
For one psychiatrist, even colleagues he respected were likely to diagnose women with
CSA histories with mood disorders.
As far as [the colleague] was concerned, they all had bipolar, they all had
a mood disorder, which they do. But it is just the perspective you take.
Does it come from habits of thinking...or is it a chemical imbalance in the
brain? I think, in mainstream psychiatry, especially in public-sector
hospitals...it’s biological reductionism.
In addition to a relatively high risk of misdiagnosis, pharmacological responses
were observed to be preferenced over all other treatments. One psychiatrist, who had
been working in the public system for a number of years, suggested this culture was
pervasive.
I was finding a lot of patients, who I thought had complex trauma issues
and drug and alcohol issues, who had been diagnosed as schizoaffective or
bipolar and were on heroic doses of antipsychotics, so I started gently
questioning the diagnoses and reducing dosages slowly.
Such challenges according to this psychiatrist were not viewed favourably.
Nonetheless, there was acknowledgement that neither biomedical understandings nor the
role of medication should be discounted where indicated.
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These people have extensive comorbidities...and psychiatric and physical
comorbidities. And the psychiatric comorbidities include things like
psychosis, major depression. And if a person’s got a major depressive
syndrome, they do need antidepressants, and, if they’ve got a psychosis,
they need antipsychotics. So you need to be treating those things, and the
medications are helpful, but they’re never curative...whereas the
therapeutic work...when combined...can ultimately be curative.
Reactive responses. A lack of understanding of the symptoms associated with a
history CSA also contributed to negative professional attitudes. For example, symptoms
viewed through a behavioural lens, rather than understood as coping strategies for
managing distress, were more often interpreted as deliberate acting out, or attempts to
manipulate clinicians. Punitive attitudes and dismissive responses to at-risk behaviours
were observed to be still relatively common.
I’ve had clinicians talk about self-harm or suicide attempts as attempts to
manipulate...really disrespectful ways of thinking about that kind of behaviour.
Hospital was seen as a context where reactive responses from both the young women and
professionals alike were more readily evoked.
The hospital system...is definitely impersonal, and the young person can
create a dynamic which turns it abusive. So they might be obnoxious, or
they might actually be unmanageable, and then there is restraint, and, for a
lot of our young people, as you would be aware, restraint is very, very, very
much akin to their sexual abuse history.
Several interviewees found the young women’s challenging behaviour unsurprising.
If you are someone who is traumatised, and you don’t...believe anyone’s going to
be there for you then, yes, you’re going to be difficult, stroppy.
That condescending or dismissive responses could escalate the women’s distress and
behaviour was of particular concern. One young woman had presented in emergency,
slashing, and there is lots of blood...This agency staff says, “I’ve got
enough to do. Can’t you see all these people in the waiting room?”...meant
that that person became even more anxious...”I am not going to be
contained here” and, therefore, cut more.
Two practitioners suggested the pressures of the inpatient context resulted in compliance
and adaptation to hospital culture being rewarded.
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You basically go in, and, if you fit with the routine, don’t cause too many
problems, you’re seen as a good patient.
Whilst compliance was observed to be rewarded, the young women’s attempts to selfadvocate were not. In one psychiatrist’s opinion, the women were more likely to be
punished whenever they try to have any sort of voice, albeit fragmented at times.
Even if they try to talk to people, it’s misconstrued. It reinforces their sense of
nothing can ever be any different, here we go again. I’m trying, but it’s not
working.
Whilst community-based practitioners expressed concern at continuing
inappropriate responses to the young women in hospital environments, they empathised
with how confronting and frustrating it must be for staff in already-pressured
environments to manage overt, challenging behaviours and suicidal phenomena.
Because of the behaviours that a lot of these young women exhibit, they don’t
evoke a lot of empathy or sympathy or nurturing...from staff.
Clinical hospital-based staff were acknowledged to be dealing with the most acutely
unwell.
The expert and the recipient: A model contrary to empowerment and selfefficacy. A biomedical framework was understood to minimise client decision making in
treatment by assigning expertise to the professional and relegating the patient to the
passive role of treatment recipient. Such an illness model was believed more likely to
foster helplessness, disempowerment and de-skilling. According to interviewees,
treatment that was hierarchical in nature pervaded many young people’s experiences of
hospital-based care. There were few opportunities for young women to be an active
participant in their care, which risked reinforcing the denial they had experienced most
of their lives.
Several interviewees were of the opinion that the sick role tended to be reinforced,
with messages implying the women required looking after. Messages included you don’t
need to do anything with your life...you are ill, it’s a chemical imbalance. The tendency
for some systems to treat young people as helpless with little capacity for self-agency or
shared decision making was a common concern among the interviewees. It was noted
that context can have a powerful influence on behaviour and that hospitals were
environments that encouraged passivity.
People become what’s expected of them, particularly young people. So if you
expect nothing of them, they can live up to that very easily.
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Structural and Contextual Issues
Under-resourced and crisis driven. Inadequate resourcing of the public system
was perceived to impact significantly on its capacity to offer a diversity of care. Care was
observed to be limited to containing, medicating and discharging as quickly as possible.
There was little if any capacity for psychological treatment, opportunities being minimal
to attend to the emotional needs underlying the women’s behaviours. As one NGO
manager lamented,
They will just manage them...That is probably the sticky point for us in that it can
undo a lot of the work that we have being trying to achieve with that young person
therapeutically.
Interviewees acknowledged that the crisis-driven nature of hospital-based care
reduced opportunities for a connection to be forged with the young women. Because it is
an acute, short stay...[staff] don’t have the capacity to...build the rapport. This was
considered problematic; connection tends to foster compassion and empathy, which, in
turn, is likely to reduce professional reactiveness to challenging behaviours.
I could imagine that because there is no relationship with these young
people in the hospital system, when my client is obnoxious, and they are
probably already overworked and understaffed, they probably don’t have
the tolerance to process that with that young person.
The highly pressured nature of hospital environments was also seen to reinforce a
decision-making culture based on who was more deserving of treatment. According to a
number of interviewees, such a climate added to the likelihood that women who
frequently presented at acute-care settings would be seen as acting out and treated less
favourably than others seen as legitimately sick.
[Staff] don’t handle the clients that well, because they see them as recidivous, and
they’re here every second day.
Similarly, young women who presented with comorbid substance use issues were more
likely to be viewed as having made poor life choices.
Time and resource constraints in hospital settings were also seen to increase the
likelihood of coercive responses such as physical or chemical restraints. Survivors of
CSA were noted to be particularly at risk of retraumatisation by coercive interventions
that inadvertently recreated dynamics common to past abusive relationships, including
feelings of powerlessness and loss of control. Interviewees provided a number of
examples of such practices in hospital settings to which they passionately objected. In
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one example, a psychologist expressed disbelief at the attitude and actions of an inpatient
staff member’s response to a young woman’s challenging behaviour.
“Oh, I just put them in seclusion for three hours”. “Why did you do that? They
used to get locked in rooms as children and raped, and you put them in
seclusion!”
An incompatible client mix and lack of gender sensitivity. An additional issue
with hospital inpatient settings for young women with CSA histories was related to the
client mix both in terms of their gender and youth. Being in a confined space with
individuals who were, at times, acutely psychotic was observed to be at least unsettling
and, at worst, exacerbating the issues presented by the young women.
Adult psychiatry, where you have a lot of people with psychosis and out-ofcontrol, drug-addled states...they’re in competition with acute psychosis
and, sometimes, of course, there’s a risk that people identify with that or
become more disturbed or anxious by that.
It was noted that staff themselves were at times scared of some of the patients who were
highly paranoid or withdrawing from substance use and who had little awareness of the
impact of their behaviour.
We put the most disturbed of our individuals in acute settings. Then the
even more disturbed group of those we put into a locked setting...and that
doesn’t make you feel safe...It’s just awful for people who have a trauma
background.
The risks of sexual harassment and assault were seen as considerable due to the use of
mixed gender wards, a lack of gender-specific spaces and a lack of monitoring.
Facilitators of Effective Support
Strengthening Continuity of Care: What Works?
Strengthening collaboration between the community sector and hospital-based
acute-care mental health services was perceived to be one of the most important
facilitators of continuity of care for the young women at times of high risk.
Clinical case management and shared care. A number of initiatives were
observed to improve liaison at the community-clinical interface. Joint management plans
between hospital-based mental health services and the community sector significantly
improved the quality of collaboration, which enhanced the quality of the young women’s
care when they needed hospital-based acute-care support. These plans were seen as
important for a number of reasons, not least because they provided a more consistent
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response from all involved in the young women’s care. For example, interviewees
observed a notable improvement in handover at discharge, and access to hospitalisation
was smoother. Better treatment in contexts such as ED was also observed when such
plans and protocols informed care of the young person. Collaborative treatment
approaches involving stakeholders from both sectors facilitated a more holistic
framework of care and encouraged professionals to view an acute presentation in the light
of the young woman’s history of CSA and current social context rather than as an isolated
episode of care.
Thinking of the young person from the perspective of a continuum of care as
opposed to [just the] acute presentation.
A collaborative approach also provided opportunities to discuss how best to work with
limit-setting and issues related to risk, one practitioner noting,
We had regular, three-weekly meetings of all the staff, getting together, talking
around the boundaries, talking around consistency and behaviour management.
And that was what was helpful.
The shared-care arrangement also reduced the likelihood of the young woman being retraumatised in public mental health settings.
Liaison was observed to be further enhanced when the young women had clinical
case management, as this provided another channel of communication with hospital
professionals. Clinical case management was more common for young women
considered high-profile clients with complex needs. This cohort had, more often than not,
transitioned from the secure welfare system to clinical case management because of their
history of frequent presentations at ED and admissions to hospital-based CAMHS
services. However, access to clinical case management was restricted for women who
had not had this early involvement with the mental health system and preferred for those
with psychotic illnesses or BPD. Women with CSA histories usually were not eligible for
clinical case management unless they were severely self-harming and sort of, almost,
psychotic borderline personality disorder. Furthermore, in the opinion of one
practitioner,
the clinics will see it as behavioural issues rather than their mental health, so you
have to really argue, present a really good case to get them picked up.
Judgements on the necessity for clinical case management were also seen to be linked to
the level of support they had in the community sector.
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If there’s already clearly a number of people involved privately...they don’t want
to assign a case manager, which means you lose that link into the public hospital.
Such experiences were common. On approaching clinical services, one GP was informed
that the young woman she sought to refer “has got a private psychiatrist; she doesn’t
need [us]”...It’s just appalling. Hence, opportunities for longer-term relationships with
public mental health, unfortunately, were minimal, and young women with histories of
CSA were acknowledged to be a very underserviced group.
Proactive engagement and dedicated liaison roles. Links between the two
sectors were not only forged via clinical case management and shared-care arrangements.
Practitioners referred to proactive efforts over a number of years by both the community
and clinical sectors to improve collaboration. Several workers in the nongovernment
sector spoke of their organisation having worked hard over the years to establish better
working relationships.
There’s been a lot of work done in recent years in sort of breaking down that gap
of us-and-them kind of stuff. I think it has made significant inroads.
A number were of the opinion that their organisation had secured greater respect.
We have got a very good reputation, especially in the...region, and we have got
very positive linkages with the area mental health services.
Proactive engagement on the part of community-based practitioners also appeared to
elevate the credibility of their risk assessments. One of the GPs interviewed suggested
that strong links to her local AMHS and a history of cross-referral resulted in her
assessments being accepted as sound and referrals she made taken seriously.
Most of the intake workers know my name, and they know, if I call, I am
really worried and that I will try and hold people as much as I can. It is
about relationships. It is about people knowing who you are, that you don’t
just handball but are happy to pick things up if it’s within your capacity.
Initiatives that facilitated a reciprocal appreciation of the different strengths and
constraints of the other’s context were also seen to be highly valuable.
I think that would be good if we had a greater understanding...There is probably a
mismatch in what we expect the CAT team to do and what they can actually do.
Interagency swaps and secondments, though less common today, were considered
effective ways of facilitating a reciprocal understanding of contexts and increasing trust
between the sectors. A GP spoke of a new initiative between her local AMHS and
community health centre, which was proving extremely successful. It involved the
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psychiatric registrar from clinical mental health outreaching patients once a week at the
community health centre where she worked. This arrangement allowed for immediate
feedback, exchange of information and a greater appreciation of one another’s context.
Finally, dedicated liaison roles in both community-based organisations and
clinical mental health settings were considered integral to improved collaboration.
Direct-care NGO staff greatly valued specific roles for liaison when they encountered
problems at the direct-service level. In these roles, senior management was able to act as
a communication conduit between the two systems. A manager in one such position
spoke of addressing difficulties in collaboration between the two sectors and, when
necessary, working to resolve punitive, gate-keeping attitudes to clients. The existence of
a clinical liaison role focused on facilitating collaboration with community-based services
was also important. Dedicated liaison roles were highly valued for their capacity to
strengthen communication with other stakeholders at the regional or state level. They
were considered a
huge resource and a huge help if, at a local level, we are struggling with
something...[name removed] has got those contacts and those relationships with
people at the Office of the Chief Psychiatrist.
Promising Models of Acute-Care Support
Preventative respite admissions. Certain models of care were deemed to make
hospitalisation a more constructive experience for the young women. The ideal
hospitalisation was planned in advance. The voluntary nature of planned admissions that
were a joint agreement between the hospital and the young women significantly shifted
the balance of control to the women themselves. One manager of an NGO described the
rationale behind such initiatives.
The idea was that we were trying to offer her a choice at times when she
felt she had no choice. She was feeling absolutely distraught; she would
just front up at a hospital wanting to be contained, wanting to be
admitted...Our idea was to offer planned admissions, so even a week or a
fortnight or whatever.
Planned admissions were also seen as opportunities for the young women to improve their
emotional regulation skills.
The effect of her being able to think, “Well, I can hold this feeling of
anxiety and emotional distress because I know...it’s there for tomorrow if I
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need it”. So, maybe, it starts to develop her own internal capacity to sit
with feelings and not allow it to overwhelm her.
Voluntary, planned admissions could potentially minimise the risk of distress escalating
to the point where involuntary crisis intervention was necessary. It was argued that
hospitalisation was useful to prevent further deterioration rather than waiting until life
was under immediate threat to use it as the last option of care.
Preventative admissions are extraordinarily helpful...If you can identify
stress coming up, and you can say, “This is always a difficult time of year
and look, you’re starting to struggle already—how about admission?” I
think that there’s more of a role for that.
Preventative admissions had been successfully negotiated within the private system and,
according to one practitioner’s experience, were extraordinarily helpful. Short-term
admissions of a week or two were considered most effective. However, setting up such
an arrangement in the public system had had limited success, attributed in part to the
narrow role that public acute services now played in mental health support. There were
accounts of unique and innovative arrangements with public-hospital-based services to
which the young women, clinical staff and community staff all agreed and which
involved short-term stays of two or three days. To be successful, the rules for length of
stay needed to be adhered to without compromise even in the face of the women’s threats
to self-harm as discharge drew closer. Holding such boundaries required that staff
understand complex trauma well and operate as a cohesive team.
Private-sector hospital treatment. Women who were able to access inpatient
care in the private sector were understood to have more choice and a higher likelihood of
informed treatment.
Those with money and resources can go private, and that’s probably where the
vast majority of people who are getting proper treatment are actually getting it.
Certain private clinics were known to have a greater familiarity with and understanding of
childhood trauma and could admit women under the care of the community-based
psychiatrist or his or her known colleague. They also provided more opportunities for the
planned respite admissions discussed above.
In the opinion of a manager of an intensive residential support service, overall, the
private hospital system offered better access, longer stays (of a few weeks or more) and a
more effective service response to young women with histories of CSA. Private clinics
were also observed to offer the greater choice of treatment, including access to therapy
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and group work. Inpatient admissions could be arranged to manage changes in
medication or contain risk. Collaboration was also experienced as smoother, handovers
and case conferences, as more thorough.
If we have got a young woman...isn’t travelling well, we can normally ring
up and within two days there would be a bed available, so long as they
have got private health insurance...whereas, if you are having to present at
emergency, public hospital, you might get them in for a night just for the
immediate risk, and, then, they are discharged back to us again.
However, despite the benefits, there were also constraints. Several practitioners referred
to dependency being an issue, a real problem in the private sector with people getting
into hospitals and never wanting to leave. This prompted calls for clearer exit plans. It
was suggested that private hospitals had significantly lower risk thresholds than public
hospitals and were unable to provide the level of care required for individuals at
particularly high risk. Examples were recounted of young women being transferred from
private hospital to public acute care when their levels of risk were deemed too high.
Cause for Optimism? Improved Care in Public-Hospital-Based Settings
Whilst frustration with hospital-based acute care was widespread amongst
interviewees, some expressed cautious optimism that the quality of care for survivors of
CSA in public-hospital-based acute care appeared to be improving. In particular,
promising shifts had been observed in how individuals diagnosed with BPD were treated.
Young women with CSA histories were overrepresented in this cohort. Historically,
according to one psychiatrist, individuals with BPD had been treated appallingly and,
despite their high risk, had often been denied treatment. One GP confirmed that her entire
profession had been taught that such behaviours were behaviourally motivated.
When I trained, we were taught that it was attention-seeking and, therefore, you
had to not allow them to use self-harm to catch your attention. They were treated
terribly in hospitals when I was in casualty.
With changes to legislation now facilitating the referral of individuals with BPD to
clinical mental health care, the situation was said to have improved.
There are still problems; I’m not denying it for a moment, but I think it is better
than it used to be because people are aware that, you know, borderline patients
are actually unwell...[have] severe, potentially lethal, psychiatric disorders.
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There were observations that the stigma attached to the diagnosis had lifted to some
extent, partly because well-respected, specialist mental health services such as Spectrum
continue to work to improve understandings of BPD within AMHS.
Several interviewees referred to relationships between the community and clinical
systems that had dramatically improved over the years as a result of concerted, long-term
efforts by both sectors to improve collaboration.
My experience has been extremely positive of the clinical sector. We have
had access to clinical reviews, mobile numbers, meetings with ED,
meetings with the community manager of the area mental health service.
They have actively participated in care team meetings. We have had the
psychiatrist come to care team meetings. Yeah, the commitment has been
huge.
A reduction in the clinical sector’s assumption of authority in decision making had also
been observed.
I think that’s an old dynamic that hasn’t died everywhere, but it’s certainly
not as strong as it used to be so.
These attitudinal changes were attributed to a number of factors, including an increase in
skill in the community sector, whereas six or seven years ago they looked at PDRSS
as...unqualified youth workers. There was also a suggestion that clinical mental health
had begun to develop an appreciation of psychosocial support,
a recognition, I think, from clinical services that they need some real communitybased intensive support on board as well because you can’t just do it from a
clinical perspective. You get better outcomes if you have both.
Links that had been established between the two systems over time proved valuable not
only for the care of the client in question but also for future clients. Existing relationships
increased opportunities for care pathways to be created for the young women that were
less traumatic. By and large community-based practitioners who had been in the field for
10 years or more were encouraged by what they perceived to be positive shifts in public
mental health.
My faith is growing in the mental health system to some degree...[but] cultural
stuff will take quite some time to shift.
Summary
Practitioners worked hard to sustain support of the young women in the
community at times of escalating risk. One of the most successful strategies which
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assisted them to do so was the use of management plans jointly developed with clinical
mental health professionals and the young women themselves. There were mixed
opinions as to the effectiveness of contracts as a preventative strategy in managing risk.
Encouraging the women to access existing after-hours support, such as CATT and crisis
lines, was effective at times.
When all options of care in the community had been exhausted and practitioners
deemed a young woman’s risk too high to hold in community-based care, they sought
referral to hospital-based care. Interviewees acknowledged a level of ambiguity in any
determination of risk. Ascertaining when chronic risk crossed the line to acute risk was
often fraught. It was acknowledged that factors including practitioner inexperience and
perceived exposure to liability may contribute to assessments of risk that erred on the side
of safety. However, analysis of the collective responses of interviewees suggests that, in
the majority of instances when acute-care support was sought, the young women’s risk
was considerable.
Community-based practitioners speculated that a range of factors influenced
access to acute-care support for the young women they supported. Most interviewees
directed their frustrations at structural constraints rather than at frontline workers such as
CATT members who worked as gatekeepers between the community and the publichospital sector. Acknowledgement was widespread that public mental health services are
overwhelmed and under-resourced, factors that contributed to a preferencing of certain
cohorts, such as individuals who present with florid psychotic episodes. However,
interviewees questioned whether under-resourcing was the only or even the principal
factor underlying restricted access to inpatient admissions.
Diagnosis was influential in determining access to inpatient care. Lowprevalence disorders such as schizophrenia and bipolar were seen to be privileged.
According to several interviewees, there was still active resistance to admitting
individuals diagnosed with BPD, despite the onus on public mental health to offer such
individuals treatment. Whilst interviewees experienced considerable frustration
concerning these issues, they were particularly indignant when they perceived their
referral to acute care had been blocked because their assessment of risk was not accepted
as credible. A number of interviewees felt the NGO workforce’s professionalism
continued to be questioned.
Community-based practitioners considered that compromised access to acute-care
support had a number of potential consequences. The already-stretched community
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support network was likely to be overwhelmed managing crisis beyond its capacity.
Individual practitioners were also significantly impacted, experiencing heightened anxiety
related to having no other option to support the young women safely. When access to
services was denied in a way that left community-based professionals feeling dismissed, it
contributed to an erosion of trust between the two sectors. This could contribute to
burnout in the longer term. Another consequence was a tendency to invalidate the young
women’s needs, which could discourage their future help seeking.
Interviewees accepted that limited resources and the potential for unnecessary
referrals meant CATT needed to be discerning in prioritising individuals in acute-care
treatment contexts. Yet there was concern that young women with CSA histories who
presented with at-risk behaviours often were unfairly blocked from acute-care support,
particularly those with a BPD diagnosis. Despite the risk of retraumatisation,
hospitalisation was necessary and the only real avenue of support when the women were
at immediate, acute risk.
Collaboration between the two sectors was seen as key to easing transition and
enhancing continuity of care for the young women. Community-based professionals’
experiences of collaboration with the hospital-based acute-care sector were, however,
mixed, differing between regions and AMHS. While communication with inpatient staff
was considered poor, discharge was considered the most compromised point of care.
Informants reported rarely being contacted and often remained unaware that patients had
been hospitalised. Pre-emptive communication on the part of clinical staff was infrequent
and unpredictable. This lack of consultation with workers supporting the women in the
community was considered neglectful and potentially dangerous to the young women’s
wellbeing. The resource- and time-constrained nature of hospital-based care was
considered the primary impediment to establishing and sustaining relationships at these
times.
Whilst necessary at times of acute risk, current hospital-based acute care was
considered to have significant limitations in the support of women with histories of CSA.
Firstly, interviewees noted that a biomedical understanding of mental health symptoms
heightened the potential of misdiagnosis and, subsequently, inadequate treatment.
Secondly, the medical model was described as intrinsically hierarchical in nature,
minimising opportunities for the young women to participate in decision making and
control of their own treatment. These assumed roles of the expert and passive recipient of
treatment were prone to replicating dynamics common to past abuse experiences, more
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likely to foster helplessness, and said to be de-skilling. Furthermore, a lack of
understanding of the impacts of CSA was seen as a factor contributing to punitive
interpretations of at-risk or challenging behaviours. When symptoms of distress were
viewed as behavioural rather than trauma related, the potential for them to be
misinterpreted as deliberate acting out, attention seeking or manipulative was increased.
Thirdly, even if childhood trauma was given due consideration in treatment
models, structural constraints severely restricted the capacity of hospital-based mental
health services to respond adequately to the needs of women with lived experiences of
CSA. The under-resourced and time-constrained nature of public acute-care systems
meant that support was limited to the management of presenting symptoms and their
containment. This added to the likelihood of coercive practice including physical or
chemical restraint as a means of containing a situation relatively quickly. Survivors of
CSA particularly were at risk of retraumatisation by such restriction. The pressured
nature of hospital contexts and subsequent compromised care was observed to be a factor
contributing to a pattern of re-presentations to acute care. Adult inpatient units were also
considered to be inappropriate care settings for young people given the high numbers of
older individuals with chronic mental health issues, who were, at times, acutely and
outwardly psychotic. Furthermore, a lack of both gender-specific spaces and awareness
of gender issues compromised the emotional and physical safety of the women.
However, despite these perceived shortcomings, examples of promising initiatives
and encouraging signs of progress in the sector were also highlighted. Collaboration
between the community and public acute-care sectors was observed to be strengthened
when the young women were receiving clinical case management or when shared care
arrangements were in place. The links established by these arrangements created
channels for better communication between community-based workers and all
components of hospital-based care, including the ED. Several interviewees had seen their
NGO work proactively to establish better connections with both the hospital- and
community-based components of the public clinical mental health system, some
establishing a dedicated liaison role for this purpose. Highly positive relationships with
their local AMHS had resulted.
Planned respite admissions were considered to be a promising model of acute-care
support and observed to reduce the likelihood of the young women’s distress escalating to
the point where involuntary crisis admissions were necessary. Voluntary inpatient stays
also maximised the young women’s control at a time when their decision making was
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likely to be compromised. Preventative admissions had been successfully negotiated with
the private system, but attempts to introduce a similar arrangement in the public system
had had limited success. As a result, there were recommendations to increase the
capacity of the public sector to provide preventative admissions given their observed
success in managing risk and avoiding more chaotic unplanned involuntary inpatient
stays. The disparity in access to these more flexible models of support was considered
another example of the moral obligation to improve support options for individuals who
were disenfranchised and resource poor.
The ideal model of acute-care support negotiated admissions with the young
women. Voluntary hospitalisation was always preferable as were admissions with an
agreed duration of stay. Private-sector hospital treatment was an alternative observed to
offer good-quality acute-care support for those who could afford to access it; however, it
was noted that private hospitals had relatively low risk thresholds.
By and large, community-based practitioners who had more than 10 years’
experience collaborating with public mental health perceived the quality of care and
liaison to have improved despite structural and resource constraints compromising
continuity of care between the two sectors.
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CHAPTER 7: TOWARDS A MORE RESPONSIVE SERVICE SYSTEM
This final findings chapter reports interviewee opinions of macro service system
factors that constrain or facilitate the capacity of individual practitioners and services to
support at-risk young women with CSA histories effectively. In the context of this
chapter, effective care is understood to be support based on the good-practice principles
identified by interviewees and described in the previous two chapters. Three core themes
emerged highlighting systemic barriers to and facilitators of effective care. The first
theme covered structural issues related to the configuration of the service system; the
second, perceptions of practice models and principles that constrain or facilitate good
support; and the third, systemic issues related to gaps and opportunities in resourcing and
funding. In recognition that support in hospital-based acute-care settings is compromised
to a degree, the third theme also details interviewees’ perceptions of their ideal principles
and models of acute-care support.
Systemic issues common to both the community and hospital sectors were
perceived to affect mental health practice to varying degrees. Reform at the macro level
of public policy and funding was considered central to engendering the degree of change
needed to provide effective support for the young women.
Structural Issues and Opportunities
Within this first thematic category, the ways in which the configuration of the
service system at large constrains service capacity to address the young women’s needs
are identified. Strategies that practitioners believed show promise in addressing these
structural constraints are also described.
A Neglected Population Without a Pathway of Care
As a cohort of individuals with particular mental health and psychosocial needs,
adult survivors of CSA were perceived to be all but invisible in the configuration of the
current service-delivery landscape. Interviewees referred to a dearth of services aimed
specifically at meeting the needs of survivors and the inadequacy of general services
offered in public-hospital acute-care and community sectors. Of even greater concern,
either as a consequence of inadequate responses or of no response at all, current service
provision was considered prone to compounding the issues presented by these young
women.
The consensus among the practitioners was that no clear pathway of care exists,
one psychiatrist concluding, Sadly, this group of people are largely ignored. According
to a manager of a youth residential service, this lack of response occurred despite the
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women’s overrepresentation in service settings for homelessness, public mental health
and AOD use.
It’s my view that CSA is prolific, certainly in our homelessness and that it’s not
being addressed in any kind of…broader, systemic way.
Interviewees were in agreement that a system’s response was required that
acknowledged the prolific numbers of individuals with histories of CSA accessing the
different service sectors. Several practitioners argued for a strategic approach at the
broader systems level similar to targeted, coordinated approaches that currently existed
for individuals with a disability or psychotic disorder.
Maximising Holistic Support in a Siloed Service System
No one service was configured such that it could respond to the range of needs
presented by young women with CSA histories, which resulted in their accessing multiple
support contexts.
The person has gone through repeating the story...They have been traumatised
and retraumatised...There isn’t actually a pathway in dealing with trauma.
The system’s lack of capacity to respond holistically to any individual with multiple
needs further compromised opportunities for effective support of young women with
CSA. As noted by one interviewee, it’s not an issue just for this cohort; it’s across the
board.
In the light of these constraints, interviewees spoke of a range of ways of
integrating responses and maximising their effectiveness in a siloed system dominated by
single-issue services. These options are detailed below.
Enhancing Collaboration in Community-Based Settings
Enhancing collaboration amongst practitioners involved in the young women’s
support was considered to be one of the most promising means of addressing system
fragmentation and maximising holistic care. According to one psychiatrist, active
collaboration in order to link disparate systems was essential, just as
the person themselves needs linking internally...The more separate things are
kept, the more room for confusion. And that’s a very interesting reflection in
terms of how the system mirrors what’s happening potentially internally for the
young person.
There was acknowledgement that no one approach or island of knowledge was effective
in and of itself in working with this particular group of young women. One of the keys to
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facilitating best practice was mutual respect for the complementary roles of colleagues.
Collaboration both encouraged mutual respect and demanded it.
Interviewees referred to several factors that impeded effective collaboration
amongst practitioners and services providing support to the young women in community
settings. One of the primary constraints was time. General practitioners and privatepractice psychologists and psychiatrists were not paid for participation in case-planning
meetings and, as a result, were less likely to attend. It was speculated that this
significantly compromised the quality of collaboration of the young women’s support
network. Interviewees referred to the good will that often accompanied successful
collaboration whilst calling for such time to be remunerated in some way.
The amount of time we spend case conferencing...or communicating with
each other is unpaid. So you have to have a lot of love to do this...So, um, if
you really want to do this properly, you either have people who are going
to put that sort of time in, who are devoted, or you’ve got to pay them
properly.
Other potential constraints to collaboration were issues pertaining to consent and client
confidentiality. A number of practitioners mentioned how tricky it was when the young
person was resistant to liaison occurring between workers in their lives.
I want to respect the young person’s wishes, but then, sometimes, it really would
be in their best interests to be coordinating with other people. On the other hand,
most people are fine for that to happen.
Tensions between professionals in relation to perceived inequalities in authority further
impeded good collaboration. A regional manager of a group of services working with
high-risk individuals recalled his experiences with clinical mental health professionals
based in the community who had assumed a higher authority to make decisions and were
perceived to have more credibility. In one meeting with the Office of the Chief
Psychiatrist and workers involved in supporting a woman who was presenting at
particularly high risk, clinical mental health workers were assumed to hold the expertise
despite their minimal involvement with the young woman compared to the communitybased professional with the intensive-case-management role.
What wasn’t helpful was...the view “this client is case managed by the
clinic. Therefore, the mental health clinic will manage the care
coordination and make the decisions”...when in actual fact there was care
coordination happening from the community perspective as well.
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Wage disparity between the NGO and clinical sectors was perceived to add to the
tensions related to inequalities in perceived expertise. The issue drew strong emotion
from some interviewees, one worker commenting that professionals in community
settings needed
recognition and pay for the work that we do, because community
workers...actually do as much work as the mental health [worker], whilst
we are not getting paid for it. We carry the biggest burden, especially as
intensive-case managers, where we spend so much time...We have no
recognition or respect from the sector. We are just a community
worker...That needs to change, that attitude, because “yes, you get the big
bucks, but we are doing your work because you rely on us to contain your
client the other, probably, 30 days a month you don’t see your client”.
However, whilst these tensions persisted, signs were encouraging that attitudes
were shifting.
I think clinical support is essential...definitely a partnership approach,
where there’s not an anxiety about who’s managing the client...who is the
real case manager. It’s about this is very much a team approach...that both
the psychosocial and the clinical and the psychiatric are really important
aspects that have to work together.
Interviewees were optimistic that collaboration within community-based support settings
was improving. Recently, funding bodies have emphasised that organisations must
demonstrate collaborative links with other services in the community, a requirement that
was seen to reflect the reality that
no one organisation can be everything to everybody. I think a lot of the funding
grants now invite you to show the networking partnerships...so there’s a sort of
commitment to it through the funding.
Some services in the community sector clearly had already recognised the need to
innovate to address the breadth of the young women’s issues better. One organisation had
sought to minimise siloing by providing specialist services via a single intake point for
women with multiple needs. When the organisation could not meet these needs, it
enlisted specialist support from other services in the local area. At times, secondary
consults from other services were sought to increase the skill level of the woman’s
primary worker. This arrangement was reciprocal in that either service could call on the
other for specialist expertise and do vice-versa, secondary consultations.
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Co-location of Support and Enhancing Individual Service Capacity
Whilst collaboration was seen as essential when coordinating support amongst
disparate services in the system, several interviewees argued there was merit in
establishing a smaller number of services that work more holistically to meet a range of
the young women’s needs. A number of interviewees were of the view that co-locating
sexual assault, mental health and primary care services was a particularly promising
model for attending to the needs of survivors or CSA, with the central tenet being that the
service was youth friendly. There were calls for youth-specific centres, based on a
holistic model, with the capacity to offer a range of interventions from crisis support to
specialised sexual-assault counselling. Headspace was mentioned, but its usefulness for
this group of women remains untested.
It’s quite controversial, but whether something like a Headspace-type approach
would work for abuse survivors is a question that has not been looked at but
would be important to look at.
Although these holistic-model centres were welcomed, some suggested that
Headspace was better suited to the needs of younger adolescents than those of young
adults and that the centres were currently unable to respond to the young women’s risk
level. Others cautioned, however, that a balance was needed of one-stop shops or big
superclinics alongside smaller, specialist services.
Another response to the multiple needs of the young women was to upskill
professionals. Dual diagnosis was one concept put forward to show a shift away from
silos. This relatively recent emphasis on skilling up workers in dual diagnosis of mental
health and AOD use was welcomed and considered to be an acknowledgement of the
interplay of issues as opposed to [a] reductionist understanding of issues. The initiative
was seen as important in opening up options for young women with CSA histories who
frequently presented with issues that spanned both mental-health and AOD-support
sectors.
Brokerage Models of Individualised Funding
In a service landscape that struggled to respond holistically, relatively recent
brokerage models of individualised funding were highly regarded by some practitioners
as a means by which the women receive effective support. Initiatives that empowered the
young women to navigate the service system included spectrum-of-complex-care
programs. Also known as individual service packages these programs were of principal
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benefit in tailoring support to the unique needs of the women, ensuring that the program
meets the client needs rather than the client fits the program.
The multiple and complex needs initiative (MACNI) is an example of a
government-funded care-coordination model introduced five years ago. The initiative
recognises the need for intensive support for youth with serious mental illness and
histories of crisis, particularly those who are transitioning from protective to adult
services. All five interviewees who had had experience in managing these flexible
funding packages noted how valuable they were in supporting at-risk young women with
CSA histories. Multiple sectors of support, including youth justice, mental health, AOD
and sexual-assault-specific, were often involved in addressing the different impacts of
CSA, and initiatives such as MACNI allowed for packages of support to be bought in
from the different sectors. However, the level of funding was often considered
inadequate, falling short of offering a level of intensive, long-term support deemed
necessary for some young women. It was suggested that
it would be great if we could be funded to employ specialist staff...It’s
about...having more skilled and trained staff, which is always a gap.
An Interdependent Service System Reliant on Mutual Support
When a cross analysis of interviewee responses was undertaken to determine
perspectives common to or divergent across the different practitioner groups, a theme of
mutual interdependence became apparent. A gap in support in one area of need tended to
lead to significant pressure being placed on practitioners offering support in other areas to
the point where their capacity to hold the young women and maintain effective
intervention was significantly compromised. Practitioners recounted numerous
experiences of this flow-on effect. General practitioners, for example, noted that it was
extraordinarily difficult to work with women at risk in the absence of support from other
professionals such as mental health workers or caseworkers.
Psychotherapists saw the involvement of GPs as complementary to their
therapeutic work with the young women. Involvement of a GP or psychiatrist who could
prescribe medication where necessary and medically attend to incidents of self-harm was
seen as ideal. However, finding GPs who were willing and able to hold the young women
when they were at chronic risk was particularly difficult. Therapists reported that most of
the GPs they knew to work well with this population of women were full and unable to
take on additional patients. Both GPs interviewed confirmed this experience, saying that
they had been at full capacity for a good while. In addition, several therapists referred to
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the difficulty of holding the young women without the involvement of a professional who
was able to provide psychosocial support and crisis intervention. This was particularly
true for private-practice therapists with no capacity to respond to the women when they
experienced crisis between appointments.
A support model frequently cited as the most successful was a team comprising a
psychotherapist (ie: psychiatrists, psychologists and/or allied health trained), a caseworker
to provide long-term psychosocial support, and a GP or psychiatrist who could focus on
mental as well as physical health needs. The majority of therapists, psychiatrists and GPs
interviewed emphasised the importance of the caseworker role in assisting the women to
manage the impact of the trauma on their daily lives and in responding to crisis.
Similarly, caseworkers referred to the complementarity of the therapist. However, a
shortage of therapists and GPs was noted as well as a prime gap in what was considered
good case management.
Practice Issues and Opportunities
The second theme captures issues related to the influence of models and principles
of practice on the effective support of at-risk young women with histories of CSA.
However, this section is relatively brief as the previous chapter discusses the
shortcomings of the biomedical model as a treatment approach to supporting women with
histories of CSA and to managing chronic-risk behaviours. The focus here is on
discussion of the changes in practice that would facilitate improvement in support.
Introducing A Trauma Lens: Identifying Adult Survivors of CSA
All interviewees considered it critical that practice settings raise their awareness of
the high prevalence of individuals with CSA histories amongst their populations in order
to ensure that responses to this group of young women are more appropriate. This was
regarded as particularly relevant to public hospital-based acute-care settings and to
mainstream psychiatry.
The biomedical model was observed to be the dominant framework informing
practice in clinical mental health and hospital-based acute care. According to the
psychiatrists interviewed, it also continues to be favoured amongst psychiatrists operating
in private practice in community settings. As discussed in Chapter 6, practice informed
by a biomedical understanding has a tendency to attribute causality of mental health
symptoms to biogenetic factors. In doing so, there is a likelihood that practitioners will
neglect considering the contribution of psychosocial factors such as CSA to
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symptomology. Consequently, survivors of CSA are more likely to remain hidden in
contexts where such models dominate.
Given this, the introduction of screening tools aimed at identifying individuals
with CSA histories in public-hospital settings was considered essential by many
practitioners. Such tools needed to be realistic to acute-care settings and, in the opinion
of one therapist, could potentially be refined to a few questions.
People who staff acute units don’t have time...so if we had good screening, quick
and efficient questions to ask that could flag people, I think that would be really
helpful.
In contrast to hospital-based services, most community services took into account
psychosocial understandings alongside biomedical explanations of the young women’s
issues. As a result, CSA histories were more likely to be identified. Nevertheless,
according to several interviewees, a proportion of individuals with CSA histories
continued to be overlooked in community settings also. This was due to the emphasis in
community-based service provision on responding to individuals with psychotic illnesses.
Whilst not downplaying the need for these services, concerns were raised that some
women with CSA histories were not adequately supported in services whose focus was
psychosis. One psychiatrist suggested that a different recovery model was required for
survivors of CSA.
Community services are caught up with people with chronic and ongoing, usually
psychotic, conditions, who are a very dependent group of people in the sense that
they’re going to have chronic needs...I mean, they’re about recovery; they try to
rehabilitate people, but it’s not the same as recovering from trauma.
A distinction between recovery from trauma and psychosis was made by another
psychiatrist.
The reality is...that they get better...The natural tendency of complex trauma,
unlike schizophrenia, is it does heal as the person gets older.
In addition, several interviewees were of the opinion that childhood trauma was not
adequately identified or attended to in sectors such as the AOD sector. According to one
manager, The AOD sector probably swings too much towards dealing with the presenting
issue. Nevertheless, the majority of interviewees agreed that there was more awareness in
the community sector than the clinical sector of the ways in which the impacts of CSA
were manifested in presentations.
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The introduction of trauma frameworks of care across services and systems was
considered central to improving responses to adult survivors of CSA. Indications were
that services in the community sector were beginning to embed into practice a growing
awareness of the role of trauma in the presentations of some of their clients. However,
whilst a number of services in the community sector appeared to be leading the way by
integrating a trauma lens into their practice framework, this was not uniformly the case.
In the opinion of one professional, such integration was in
the very early stages; hopefully, we will see the fruits from that in the next three to
five years.
Interviewees emphasised that a key challenge was how to integrate trauma-informed
practice into the hospital-based system, which demonstrated considerable rigidity in its
ideological framework. As noted by one psychiatrist,
How do you get that trauma framework into a mental health system which doesn’t
tend to think about trauma at all even though what they’re seeing is largely
trauma related?
A similar observation was made by another psychiatrist.
I don’t think people are particularly trained to deal with trauma. I don’t
think they really see it as a mental illness, but it is...chronic posttraumatic
stress disorder...People are trained [in] an illness model because it’s easier
to understand, cheaper to manage and quicker to, sort of, fix and send back
to the community.
Several interviewees commented that the pressured and time-constrained nature of
hospital settings should not negate efforts to attend to the distress underlying acute,
suicidal behaviour even if these interventions were of an immediate, short-term nature.
[An] acute model could be more than just making sure people don’t kill
themselves. Therapy, you know, therapeutic space in an acute moment.
Maximising therapeutic intervention was essential in
work that can be done at a vulnerable time...There need to be people
available who know how to do it, because you often have small windows of
opportunity...people who could assess for stress factors, illness, biopsychosocial factors, that could be modifiable, that are either triggering,
contributing or perpetuating the problem.
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In the opinion of one psychiatrist, that leading practitioners in the field favoured
biomedical paradigms was a significant systemic constraint to the adoption of traumasensitive models of practice.
Education is always terribly important. I tell you what it founders on. It
founders on example. If you’ve got a whole bunch of senior people running
around...behaving in a very negative way to traumatised people, it’s very
hard for junior staff to get the courage to develop their own different view.
In addition, it was suggested that registrars freshly arrived in the field had limited
opportunities to develop skills in working psychologically with survivors of CSA given
the crisis-driven nature of public mental health settings.
Despite the current obstacles, several interviewees referred to how advances in
mental health research, particularly in neurobiology, appeared to be facilitating change at
the practice level.
We are now beginning to acknowledge that even people with
schizophrenia...there’s a large proportion of those people who’ve been
abused, neglected. I think that what’s happening is that as the
neurobiology of trauma is becoming better understood...We’re actually
beginning to see a shift in the way that psychiatric illness is being perceived
in a much more trauma-based, sort of, mode. Even the very biological
psychiatrists are, in a sense, being forced into some of that “bad things that
happen to you do bad things to your brain”, not just to your mind if you
like, so I think that’s helpful...[a] growing awareness amongst everyone
that in fact, traumatic life events can really change your brain, and that will
be a major shift, I think, in psychiatry in the next 20 years.
Several interviewees alluded to the mental health field being on the verge of a paradigm
shift in terms of awareness of CSA, the potential impacts and the need to respond. For
example, a gradual move to integrate psychosocial with biogenetic understandings of
mental health issues in services dominated by biomedical approaches was observed. This
included the adoption of trauma-informed care principles in pockets of public-hospitalbased settings. The elements of this paradigm shift are discussed in more detail on page
244 of Chapter 8 (“A System on the Cusp of Change”).
Training in Trauma-Informed Care
While the aforementioned changes occurring in both public-hospital and
community-based settings improved practice in the support of women with histories of
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CSA, the consensus among the practitioners interviewed was that there was still a long
way to go. A primary systemic constraint to meeting the needs of this group of women
was the lack of professionals trained in the psychological, emotional and behavioural
impacts of childhood trauma.
We don’t prepare staff enough to understand trauma-focused approaches.
How you can work with those issues...even how they influence young
people’s presentation and behaviour. Why is this young person difficult? I
mean, we tend to be very judgemental; we describe them as difficult or hard
to engage and not enough focus on what underlies that, understanding
things like mood dysregulation.
The current masking of the prevalence of adult survivors of CSA contributed to a
system that was inevitably and lamentably resistant to skilling up its professional
workforce. Nevertheless, there were indications that change was beginning with the
introduction of trauma training in pockets of public mental health service delivery,
according to one interviewee. More on-the-job training opportunities at the practice level
for all healthcare workers in both the public-hospital and community sectors were said to
be needed given that trauma is often at the base of so many presenting issues. Several
respondents questioned whether current community-based housing services, for example,
were able to meet the needs of this particular group of women in terms of the skill level of
staff.
In the community sector, training opportunities needed to be increased and made
more affordable either by reducing costs in line with typical NGO training budgets or
increasing budgets in recognition of real costs.
So much training comes through but not a lot about trauma…It is $500. Now the
community-based sector, our training budget is $2,000 for three staff in a year,
ridiculous.
In the universities...in mental health electives, undergraduate courses needed to educate
professionals new to the field in childhood trauma. Including similar information in
psychiatric training was essential, one psychiatrist commenting,
The College of Psychiatry needs to have a different training
program...training in trauma and dissociation, which they don’t or very
little. My colleagues who do some teaching say there’s more now, but they
should actually, several times at least in their training, hear the word abuse
mentioned; hear the word trauma mentioned and be aware of some of the
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presentations across the complex PTSD spectrum [of] which they as yet are
abysmally unaware. Same for nursing, psyche nurses. Anyone working in
a psyche hospital should know as much about the complex PTSD as they
extensively know about schizophrenia.
Some interviewees recommended an overarching resource hub that would provide
educational and training resources for professionals supporting individuals with histories
of CSA. They particularly noted the absence of information relating to CSA’s
developmental impacts and best-practice models aimed at youth and young adults. None
of the existing advocacy and information bodies adequately offered support to
professionals with at-risk young adults with CSA histories.
Maximising Effective Principles of Support
Interviewees considered it fundamental that models of support for this population
of women be informed by an understanding of the impacts of CSA; that practice was
sensitive to the developmental and age-related needs of young women; and that principles
of longer-term support were embraced.
Youth-Appropriate Support
Firstly, there was common agreement that practice frameworks needed to be
sensitive to the developmental impacts of CSA and more specific to young adulthood.
Service environments needed to be youth focused or at least youth friendly.
A number of practitioners called for an extension of the age limit to access
services based in the community, noting that
with most services finishing when young people are 21 or 25, so many of the
young girls have never got close to what is actually at the base of what they are
going through...still just dealing with what they are presenting with.
This was in recognition of the potential for an individual’s developmental age to be less
than their chronological age because of childhood trauma. Arguably, transitioning
through welfare also affected developmental age because it greatly eroded opportunities
to cultivate independence. One manager of a drop-in intensive-support program said
their organisation was in the fortunate position of being entirely unreliant on government
funding and, hence, not subject to as stringent criteria and permitted to offer support to
women up to the age of 35.
There’s a huge gap. Once you hit 25, women, if they haven’t dealt with
things, are in a big hole because there’s not a lot of services...after that
age...and also, whilst we talk about chronological age, we’re also thinking
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about mental, emotional, social age, and a lot of women we see, even
beyond 25, probably are still at an age of, you know, late teens.
Given the propensity to be homeless or transient, services also had to be able to
maintain contact with the young women across regional boundaries. Some services had
such flexibility, and interviewees spoke highly of how it allowed them to maintain
contact, commenting that
we serve metropolitan and statewide, so we go where the clients are no matter
how many times they move.
These examples were few, however, with many services constrained to supporting
individuals within particular, funding-determined catchment areas.
The heterogeneous needs among this population of women required more flexible
options of engagement, including assertive outreach and drop-in centres. Although
longer-term psychosocial-supported accommodation was considered the most conducive
to maximising recovery, many of the young women were not ready or willing to commit
to such programs. Hence, safe, transitional, respite accommodation was needed.
Therapeutic options of care were called for that were contextually and structurally
flexible enough to respond to needs more common to youth, including less formal youthfriendly contexts, drop-in sessions, and flexible appointment scheduling. The flexibility
to return to support was considered key to models focused on supporting youth. Chapter
5 provides a detailed discussion of the need for a range of support options.
Interviewees commonly noted a need for hospital-based acute-care settings to be
more youth sensitive. Orygen, a specialist youth mental health clinical service based in
Melbourne, was frequently cited as an exemplary model of care for youth. Increasing the
age of clients from 18 to 25 years for whom public child and adolescent services were
responsible was considered a promising initiative. Child and adolescent services were
observably far more experienced in working with issues particular to youth, and young
adults were seen to benefit from longer-term access to these services. Extending the age
limit also enhanced continuity of care between the child and adult sectors by providing
the necessary period of adjustment for young people moving between two very different
paradigms of care.
Twelve to 25, rather than looking at they’re a child until they’re 18 and
then an adult, ‘cause that’s the split that’s really causing so many of our
problems at the moment...working from one paradigm until they’re 18 and
then totally changing it; it’s not a healthy dynamic.
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However, only about a third of professionals interviewed were aware of this initiative,
and all expressed uncertainty as to how widespread its actual implementation had been to
date, some questioning whether it had been introduced at all.
Gender-Sensitive Support
Secondly, interviewees considered gender sensitivity in service provision
essential. They called for additional funding for women-specific programs in the
community sector. Interviewees particularly emphasised the need for improved gender
sensitivity in public mental health settings. There were frequent references to the risk of
retraumatisation due to the perceived lack of safety afforded to women in these contexts.
The irony that sexual assault still occurred in public-sector inpatient settings, when a good
percentage of the women utilising such settings had previous sexual-assault histories, was
horrendous. Mixed-gender wards in acute care needed, at the very least, separate
sleeping areas for women.
I don’t mean they shouldn’t be integrated wards, but integrated sleeping
isn’t good...a safe space, a room to go to... so maybe public areas and
private areas. So, it’s not like they can’t see men, but they can’t be
assaulted by them. Enough staff, enough privacy, support.
Other practitioners felt it imperative that public inpatient settings had gender-specific
wards for women, irrespective of CSA histories, noting that gender segregation existed in
the prison system.
I definitely think there should be women-only areas...The guys...often they
have no awareness of their own bodily functions or what’s being revealed
or how they’re dressed—quite confronting for a worker actually...Look,
we’re talking four days, so we’re not talking about mixed wards being a
case of socialising and normalising things for people. There’s no logic in
it...That would make a huge difference, I think, to a lot of women seeking
help in the public system.
One respondent noted that a few women-only wards already existed.
Long-Term Frameworks of Support and a Lifespan Perspective of Care
The third principle of support considered essential to effective care of the young
women was longer-term frameworks of support and a lifespan perspective of care across
all areas of need.
The political cycles of government and short-term funding blocks undermined the
community sector’s capacity to respond to young women with histories of CSA.
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Reapplying for funding took valuable time and resources, which smaller organisations
found difficult to absorb. A number of managers of homelessness services claimed this
impacted their capacity to plan long term. In addition, unpredictable, changing policy and
funding priorities influenced by the ideological leanings of current governments
contributed to anxiety and a culture of uncertainty in the community sector.
There’s a lot of insecurity around funding...Programs that may have been funded
well for good reason suddenly aren’t and vice versa, and also...for us as workers,
trying to get the agenda of the funding bodies can sometimes be tricky...Sex work,
addiction, gambling, domestic violence—the funding arrangements around any of
those presenting issues can change, let alone “so what’s the topic of the month,
are women’s issues on the agenda now or aren’t they?”
Interviewees speculated that cost was another significant barrier to essential, longterm care for young women with histories of CSA. Arguably, though, adequate
investment in early intervention would be highly cost effective in the longer term because
it would decrease the use of public acute-care support. A cost analysis of current
hospital-based service use was raised as an idea.
I would start off by actually getting good stats on these women. I would want to
know how many there are. I would want to know how much of a drain they are on
current services.
The consensus was that the current emphasis in community settings on short-term
intervention needed challenging. According to a regional manager of high-risk-youth
programs, the primary discourse underpinning funding for young people with complex
needs was one of targeted, time-limited responses. Whilst the aims of maximising
independence and encouraging access to mainstream services were acknowledged as
admirable goals, young women with histories of CSA realistically required longer,
intensive support.
The idea...is that you help the client through those crucial transitions of
life, and then...you should be helping them access life-long support services
or helping them to develop their own internal resources and capabilities to
be more independent, which is fair enough, and I think that’s probably a
good goal, but there’d certainly be value with some of the clients working
more long term with them.
Crisis models offering limited support continued to dominate the community-service
landscape.
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We don’t have much in the way of recovery models for these young people. We
have crisis. Crisis accommodation—you stay there for a bit, then you’re back on
the streets.
Furthermore, as discussed in Chapter 6, an under-resourced and crisis-driven publichospital-based system meant care was largely reduced to acute presentations; treatment
responses were limited to immediate presenting symptoms; and risk management
responses...just managing the risk that presents.
In addition to longer-term support models, the paradigm in the short term needed
to shift to a lifespan perspective of care. Interviewees emphasised that just as lifetime
access to medical care is considered normal, so should an open-door policy be promoted
in mental health, one which encouraged individuals to re-access support when life
circumstances trigger further distress.
These are very traumatised women who’ve done very well...done huge things in
terms of recovery, but they still need to check in every now and then.
Managing Chronic Risk
A primary and recurring theme throughout the interviews was increasing concern
over accountability in managing risk in community settings.
Reducing Anxiety Associated With Legal Accountability
A number of interviewees claimed that excessive reporting obligations and low
risk thresholds, largely determined by external regulatory bodies, led the community
sector to engage in risk-averse practice more often than was necessary. Legislative
bodies were understood to reflect the litigious nature of the broader sociopolitical
environment and influence the level of acceptable risk that community-based
practitioners could hold. One manager noted how practice, on occasion, erred on the side
of caution, despite wisdom suggesting that such short-term, risk-averse interventions were
contrary to the long-term best interests of the client.
I think the older you get, the more risk aversive you get as well, which is
unhelpful...Certainly, there’s things that I did as a younger worker that I
think were potentially tremendously therapeutic and of benefit that I
wouldn’t do now and that I wouldn’t be comfortable with the staff doing
now...It’s a hard one because there’s all sorts of pressures and things
sitting on your shoulder.
At times, the practitioners feel the need to protect themselves from perceived liability,
which compels them to respond to lower levels of risk than they otherwise would.
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Organisations found upwards consulting particularly helpful in reducing anxiety
related to perceived accountability. By liaising with regulatory bodies such as the Office
of Chief Psychiatry and the Department of Human Services, organisations were able to
reach an agreement of acceptable levels of risk. An understanding with such bodies that
holding a level of short-term risk was in the long-term interests of the young women’s
recovery was also considered essential. This cooperative effort involved a high level of
proactive communication with the department.
Because the PDRS sector has to report incidences, it was very important that we
consulted with the department around the rationale behind why we were working
with this person and why you might see this come up before the reports would
start to come through. It would nip at that anxiety before it grew.
Training to Support Working With Chronic Risk
Training direct-care practitioners in managing chronic risk associated with
survivors of CSA also increased their confidence.
It’s about making sure that the staff who are working with them, especially the
direct-support staff, are confident and not themselves being too distressed by the
threat of it but also by the consequences of it.
More than half of the interviewees working in the NGO sector said they regularly sought
advice and secondary consults from Spectrum and other experts in the field about
working with self-harm and other at-risk behaviours. Training from such specialist
services was said to align with the understanding that an overemphasis on at-risk
behaviours minimised opportunities for therapeutic work to address the psychological and
emotional wellbeing of the women. One practitioner who had had extensive experience
managing residential psychosocial programs for individuals with childhood trauma
histories referred to the need for workers in the community sector to be better trained and
resourced in how to hold this group of women when they were at risk.
Some good training on this stuff, which says that, if you create a particular
kind of environment, you will be able to work with these young
people...some training, some sense of how to contain basically and how to
keep things low key rather than crisis driven. But I think the problem is
that...if someone on paper looks very complex and very challenging, people
get scared of it...but in reality that young person might be... imminently
able to be worked with...so how can we work with it in comfort rather than
on the edge of tottering off into crisis?
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Perceptions of Recovery: From “Too Hard” to Hope and a Belief in Change
Attitudinal factors relating to perceived recovery greatly influenced the young
women’s support. As noted earlier, young women with histories of CSA presenting with
at-risk behaviours were highly likely to be diagnosed with BPD or borderline traits.
Several interviewees believed that historical attitudes were still common in the field that
individuals diagnosed with BPD can’t be helped and had poor prospects of recovery. A
diagnosis of BPD increased a woman’s potential of being placed in the too-hard basket.
We have a lot of nihilistic bias, I guess. People still say these trauma-related
syndromes are hard to treat, don’t get better...I mean, people are very pessimistic
in engaging to treat them.
These attitudes, interviewees suggested, were more frequent in hospital settings. One
practitioner speculated such attitudes were, on occasion, the real reason access to
hospital-based care was restricted as opposed to legitimate concerns hospitalisation
should be minimised for this group of women.
There was the report saying, “Don’t have personality disorders in hospital
too long”. And, I think, people have used that as a way to get rid of them.
They’re too hard, and they shouldn’t be here anyway.
Even though women with a CSA history, suicidal behaviour, and a BPD diagnosis who
ended up in the hospital system were recognised to be at the extreme end of the spectrum,
interviewees were optimistic. They challenged the notion this group was treatment
resistant. Instead, barriers to recovery were argued to reside predominantly in the service
system, not with the individual. Many claimed the prospects of recovery were good when
appropriate support was provided. One GP noted, Good quality service in a safe
environment can make a huge difference. Others pointed out the long-term prognosis for
BPD was statistically good. Although the associated suicide rate was between 10% and
15%, the majority of individuals will no longer satisfy criteria for borderline personality
disorder 10 to 15 years after diagnosis. In the view of one psychiatrist, the women’s
potential to lead full and functional lives and recover from childhood trauma was more
than promising.
I hope more people get to see what trauma is and how it can be healed, and it
really is worth the effort...’cause there is so much that can be done so easily.
Some interviewees argued the stigma attached to BPD continued and highlighted the need
for a new diagnosis for adult survivors of chronic CSA who presented with multiple
needs.

201
I see it as a tragic manifestation of the person’s life, and I think it’s just
awful. And I think that what makes it more awful is when people hear it,
they reinforce the diagnosis....And I think it’s probably the most dangerous
thing we’ve had in psychiatry since...I don’t even know.
Many believed BPD was better described as a trauma-related syndrome and symptoms as
trauma responses. Among other terms preferred to BPD was complex trauma.
Young people were understood to have greater potential for change than older
individuals given they had less rigid behaviours and habits of thinking. Real and
perceived resilience were observed, with an AOD worker commenting,
They are real survivors and, often, there are areas of their life that suffer as a
result of that, but they do have, you know, that resourcefulness that kind of ends
up keeping them going...a real credit to them.
Nonetheless, it was acknowledged that the support required was often intensive and long
term.
Resourcing Issues and Opportunities
Interviewees’ responses pertaining to issues of service system capacity are
detailed in this third theme. Resource and funding constraints to effective support when
the women are at chronic, high to acute, and acute risk are detailed, as are proposals to
address these systemic issues.
Community-Based Support: Responding to Needs When at Chronic Risk
As reported in Chapter 5, consensus amongst interviewees was that access to safe
housing and engagement in a longer-term therapeutic relationship, irrespective of its
nature, were key change agents in the recovery of young women with CSA histories.
Establishing a basic level of emotional and physical safety through these two mechanisms
of support was fundamental. Conversely, the two most significant constraints to
supporting this group of women during times of chronic risk, according to the
interviewees, were inadequate access to individual therapeutic support and unstable
housing in community settings.
Longer-Term, Individual Therapeutic Relationships
The majority of interviewees believed that longer-term client-practitioner
relationships could be provided through a conventional therapeutic relationship or with a
case manager, key worker, housing manager or outreach worker. Interviewees’ ideal
support model included both a traditional psychotherapeutic relationship providing
psychological support and a professional providing long-term psychosocial support.

202
This section details interviewees’ perceptions of the availability of one-on-one
client-practitioner relationships in three areas of service provision: public mental health,
publicly funded community-based services and the private sector. It also details their
observations of the availability of both traditional psychotherapeutic support and broader
psychosocial support across the public and private systems.
Availability in public-sector, government-managed, clinical mental health
settings. Opportunities for sustained support for survivors of CSA were perceived as
scant unless they were in a smaller cohort of individuals who had psychotic symptoms,
exhibited severe self-harm and presented with acute risk. As one psychiatrist observed,
It’s very hard the way public-sector services are at the moment to get
ongoing, consistent support...the sort of case-management approach that’s
offered for people with schizophrenia and bipolar disorders.
There were calls for case-management options that were currently available for
individuals with psychotic disorders to be accessible by young women with CSA histories
who were utilising public-hospital-based services. In one therapist’s view, a strong
argument exists for long-term case management given conclusive evidence that CSA can
pervasively impact on an individual’s life. Public clinical case management would also
play a central role in ensuring a smoother transition to hospital if and when needed.
If they could be discharged into case management, they don’t get lost, and
so, the next time the case manager is already involved...At least, that gives
a sense of continuity to the young person as well.
The lack of therapeutic access for financially constrained women highlighted the need for
greater public-sector psychological support. As one psychiatrist working in both public
and private sectors commented,
[Every] tertiary-level hospital should have a psychotherapy outpatient or
clinic service...and we should be training people to do psychotherapy. The
young trainees that I see…get to do a bit of CBT…[but] not many of them
are doing much in the way of trauma-focused interventions.
Although expanding support and training seemed ideal, it was unlikely to be implemented
in the current crisis-driven system, which only has the capacity to care for acute needs.
According to many interviewees, Spectrum was the only public-sector facility to
be considered a specialist service for young women with child-sexual-abuse issues even
though its target group is individuals diagnosed with BPD. Spectrum’s therapeutic model
was regarded highly and was frequently mentioned by participants. Most young women
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in the target group, however, were not ready to commit to the structured interventions at
Spectrum.
Spectrum offers a day program and some therapeutic groups, but it is for a
specific client group within that sector. It tends to work with older women
who do experience the interpersonal conflict, but they have more internal
resources, and their self-harming behaviour is much better managed than
the 18-year-olds we are working with coming straight out of the protective
system…Spectrum [do offer] private consultation, and it is extremely
valuable, but, again, they offer that to people that [are] more able to
engage in one-on-one therapy and sit for an hour. You have got a young
woman who can hold it for about 15 minutes, so there needs to be a much
[less] intense program.
As a result of limited access, these models of intervention offered by Spectrum needed to
be refined for at-risk young women with CSA histories.
Availability in community-managed, government-funded, not-for-profit
services. There were also limited options for long term therapeutic care in publicly
funded community-managed services.
Publicly funded sexual-assault services were one support option. Several
interviewees, however, had reservations about the services’ response capacity for youngadult women with CSA histories. There were concerns, for example, that appointmentbased sessions were generally incompatible with the needs specific to the women’s age
and crisis-driven lives. The staff in these centres expressed similar doubts: One therapist
stated that funding restricted the duration and frequency of counselling.
If someone has complex attachment-type things that present as mental
health issues…they need longer-term counselling than we can offer,
because, even if we offer longer than 16 sessions, we are really only funded
to offer up to a year for counselling, so I guess it mainly depends on the
level of trauma and how early and how that is presenting in their life.
In contrast, several youth-specific, sexual-assault counselling programs in the
community indicated a promising support model to allow greater appointment flexibility
for young women. The programs were supported by the same funding that supported
CASAs, but this funding had been exhausted over the past decade, prompting calls for
adequate resourcing to be reinstated. The GPs mentioned the benefits of having on-site
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counsellors at their community health centres, but the duration of support they were able
to offer was also limited.
In addition, several therapists spoke highly of a philanthropically funded program
known as METTA, which offered clients two sessions a week for up to two years with
private-sector therapists. Specifically for young people with childhood-trauma
backgrounds, this program was praised as of great value to young women who accessed
it. Its framework was considered unique, emphasising collegial support and close
collaboration with others involved in the young women’s care; therapists lamented that
funding was no longer available for such a model.
Longer-term, intensive, psychosocial support in more traditional casemanagement roles was also considered to be difficult to access. According to several
interviewees, street-based outreach models were particularly important to engage young
women leading more transient lifestyles. Interviewees currently employed in intensivecase management noted that support spanned two years or more given that engaging the
young women can take six to 12 months. A few youth-homelessness residential programs
were mentioned that offer relationships of two years or more with a caseworker or carer,
but demand far outweighed opportunities. Two interviewees praised programs such as
Personal Helpers and Mentors that offer the young women additional support on a daily
basis, somebody else to knock around with, talk with or have coffee.
Availability in the private sector. In addition to the limited opportunities for
longer-term psychological and psychosocial support for this group of young women in the
public sector and in publicly funded community-managed services, the availability of
private-sector therapeutic support was also considered low and, generally, resource
dependent. Although interviewees noted that some women within this cohort were
financially independent, supported by their families or had private health insurance, these
were the exception. Interviewees broadly agreed that most in this group were resource
poor. Factors compromising group members’ financial capacity included their youth,
crisis state, unstable accommodation, and disenfranchisement from family and associated
financial support. As observed by one private therapist,
If someone is really dysregulated, dissociated, how many have jobs, socialsupport networks?
Two NGO managers spoke of knowing of a number of private psychologists
specialising in CSA. These professionals, however, were financially out of reach for most
of the young women with whom they worked. Therapists in private practice confirmed
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the low likelihood of working with this cohort, for whom the cost of ongoing therapy
generally was prohibitive.
In addition to financial-access issues, the limited availability of therapeutic
support for this population of women in the private sector was also considered. In the
experience of several interviewees working in the nongovernment sector or as GPs
seeking referrals for young female patients, few practitioners were available to meet the
young women’s specific needs for individual psychotherapy. A significant gap was
identified in therapists skilled in working with young adults and those adequately trained
to work with coexisting CSA and at-risk behaviour. Despite observations that privatesector therapists were more likely than public-sector professionals to be trauma trained,
available therapists were still few. Demand far outstripped availability.
Experienced therapists who could support these young women during periods of
chronic and acute risk were regarded as even more scarce. Several therapists noted that
involvement in private practice made maintaining links with other involved services
challenging. In addition, most private therapists were unable to offer the necessary
flexibility to work with the at-risk and chaotic nature of these women’s lives. Those who
did enhanced their support by providing a level of after-hours availability, for example.
Others worked as part of a dedicated team of professionals, all able to respond to the most
intensive support needs of these young women in times of crisis.
Expanding public funding initiatives to improve access to private therapy. One
proposed option to improve access to private therapeutic support was to expand public
funding. The Better Access scheme, for example, was praised for improving general
access to psychological treatment; however, the scheme’s usefulness was limited for atrisk young women with CSA histories. The maximum of 18 sessions per year was
considered inadequate in the light of the therapeutic intensity and duration needed by
these women. Interviewees working in private practice spoke of their responsibility to
avoid situations that could retraumatise the women if therapy concluded prematurely.
If they were coming in without any means to support them in the longer
term...best if I refer this person to a psychiatrist who might bulk
bill...because there is no point in offering something and building a
relationship, and then at the end of the 12 sessions, the young person can’t
afford to continue...It is another person that lets them down...You can’t
possibly expect to deal with long-term issues that have gone back years and
years and years in six or 12 sessions.
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Despite these shortcomings, however, the rebates opened up avenues to private
therapeutic support that previously was beyond these young women. Some NGOs found
innovative ways to subsidise Medicare rebates with other available funding. Although
this was not considered ideal due to the unpredictability of ongoing funds, some
interviewees felt the strategy was preferable to doing nothing.
In terms of future options, expanding the Better Access scheme to provide more
realistic durations of therapeutic support to these women was highly recommended.
Pro-bono work. Finally, it is important to note that a significant portion of
interviewees who worked in a private capacity regularly undertook pro-bono work with
these young women and engaged in unpaid collegial collaboration. Practitioners
demonstrated a significant level of personal and long-term commitment.
I think these are some of the most traumatised, disadvantaged young people in our
community that we do not look after…probably why I do this work—I think society
has an obligation, which it doesn’t live up to.
Some therapists offered support at subsidised or negligible rates for those unable to afford
ongoing care. Others dedicated part of their practice to support women with CSA
histories.
Nevertheless, despite the good will and commitment of many practitioners
providing therapeutic support, it was considered far from ideal that professionals were
attempting to fill a gap resulting from a systemic failure to acknowledge and meet the
needs of this cohort. As one psychiatrist commented,
You have to have a lot of interest in this area and enthusiasm outside of a
commercial imperative to do it. I’ve met quite dedicated people...There’s a
lot of us around who would do that and who think the work’s worth doing.
...Do I think that’s the way it should be done? No. I think if the community
really faced the level of disability and damage that’s out there...what it
really means to treat people, they would be beside themselves.
Long-Term, Supported Youth-Housing Models
Long-term housing options that provided physical and emotional safety for the
women were also inadequate. Several interviewees observed that although communitybased, youth residential programs worked effectively with lower-risk behaviours, they
struggled to meet the needs of women whose behaviours were more extreme. Few
longer-term housing models offered the extended hours that appeared to support the
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women more effectively, and wait-lists for these programs were significant, demand far
exceeding availability.
Housing models were required that were better able to respond to the unique needs
of this group of women. The program structures and staff skill sets, however, needed
careful consideration.
It’s that vicious cycle of “do we need specific programs for very high-risk youth?”
Probably. But then, we’d have to think carefully about how we would run them,
who would staff them.
Twenty-four-hour staffing by highly trained workers skilled in maintaining boundaries
was perceived to be the central principle of supporting young women who alternated
between chronic and acute risk.
Some kind of key worker who was there and paid to be accessible after
hours...extremely skilled at setting up boundaries that are not seen as
boundaries as keeping the young person out, but therapeutic, who can also
negotiate with...the GP, the emergency department, the psychotherapeutic
work that needs to be done.
The need to increase the availability of at-risk-specific, extended-hour-supported housing
models for this group of young women was undisputed amongst interviewees. It was
speculated that funding would be far more effectively used if the money currently
designated for hospital-based care were invested into providing safe, accessible, longterm and short-term residential and outreach services.
Safe housing for young women with AOD issues. Additionally, interviewees
called for safe long-term and crisis housing options in which a level of drug use is
tolerated. Workers in the AOD field and practitioners offering intensive psychosocial
outreach explained that women with CSA histories and substance-use issues had very few
options for safe housing. These women were excluded from most youth residential
programs because they were unready to commit to withdrawal and, therefore, unable to
enter detox programs and continued to use drugs. In the opinion of many interviewees,
this dilemma resulted in some young women returning to the prison system, where
it meant that for a couple of months, they could just relax and be looked after, and
they would be safe, and they would have food and have a bed, and things would be
stable.
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According to AOD workers, these women often lived in environments that put them at
high risk of further victimisation, and, without alternative living options, the cycle of
exposure to violence was perpetuated.
Therapeutic communities. In addition to recommendations for more safe
housing options, interviewees across practitioner groups gave credence to the idea of a
therapeutic community. A psychiatrist with experience in both public and private sectors
described a nurturing environment that would allow the young women the time and space
to reclaim their lives and foster relationships. Some practitioners felt that a rural setting
would be ideal for this type of community; however, isolation from peers and other
familiar supports would need to be considered. Structured activities would be an
important component along with access to various education and personal-study options.
In the opinion of one manager, regular therapy for up to five years should also be made
available. Staff with a well-developed understanding of risk and childhood trauma would
be the key to the success of this therapeutic model.
Therapeutic communities for these people would have to be run by extraordinarily
trained staff who can manage all the stuff that is part of these kinds of issues.
Community-Based Support: Responding to High and Escalating Risk
Interviewees’ responses also addressed issues of service-system capacity to
respond to the young women when risk escalated. Although not defined in the original
research design, the identification of high risk emerged as an intermediary level between
chronic and acute risk. High risk was described as a stage of escalating distress likely to
result in acute risk unless attended to quickly. Interviewees were frequently frustrated by
witnessing the women’s distress escalate while lacking referral options for immediate,
short-term crisis support. Hospitalisation was the only option at these times. The
following discussion highlights interviewees’ perceptions of the most effective ways of
addressing this gap in support.
Interventions to Reduce Need for Hospital-Based Acute-Care
Interviewees across practitioner groups shared the view that hospitalisation could
be avoided if the women were offered short-term crisis intervention support when risk
escalated. As one GP commented,
You feel like, most of the time, they just need someone to sit and talk for an hour
or so, and they do settle.
Considerable frustration was expressed by interviewees at being left with no option but to
seek hospitalisation for their clients at times of high risk.
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Sometimes my clients would say to me they couldn’t contain themselves: “I’ve
used every strategy that you have given me. If I stay at home, I cannot
guarantee”. And it wasn’t a manipulative thing, because we had got past that
stage. And, you know, this is a very argumentative statement I will make, [but]
sometimes they just need someone to sit with them. A lot of them don’t have
friends that can come over for the majority of mine. If they were at that point, I
had to hospitalise them. There was no other alternative.
At-risk-specific services. Access to at-risk-specific services was considered
seriously inadequate at times when the women’s distress escalated and they were
considered to be on the verge of acute risk. Very few of the young women had clinical
case management, and teams like CATT were under-resourced, compromising their
capacity to respond to crisis presentations both during and after hours. The public sector
was seen as a last resort, likely to offer support only when the risk had already become
acute.
A handful of youth-homelessness services offering longer-term accommodation were
singled out by interviewees as being promising models for both the women’s immediate
needs at times of significant distress and their ongoing stability. In these programs,
caseworkers with the ability to respond to crisis provided intensive support during the
day. Rostered sleepover workers were available to respond to the young women after
hours if necessary. A manager of one such 24-hour, staffed service held the opinion that
this access to more immediate support, combined with the longer-term stability, greatly
reduced the young women’s use of public mental health acute-care resources, including
CATT and hospital admissions. Several interviewees supported his view, noting that for
such crisis interventions to reach maximum effectiveness, they ideally needed to be linked
with foundational, longer-term support options.
For women who were unready or unwilling to engage in these more intensive
residential programs, or for those individuals for whom the model was not appropriate,
increasing the availability of intensive outreach was seen as conducive to meeting their
needs at times of heightened distress. Ideally, professionals employed in these roles
would work extended hours in recognition that the women often experienced crisis after
hours. However, interviewees who currently worked in intensive outreach referred to
being under-resourced with high caseloads and restricted business hours. Multiple
references were made to an urgent need for government to expand both residential- and
outreach-based programs that specifically targeted youth at chronic risk.
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After-hours crisis responses. Although some residential programs and individual
practitioners in outreach roles could respond to crisis outside of usual business hours, this
was an exception. Women who were not linked to one of these options relied on publicsector crisis intervention or 24-hour crisis lines for support, both of which were observed
to be limited. It was suggested that this gap in support placed significant stress on
individual practitioners and organisations to extend their services beyond their capacity,
which was unhealthy and, in most cases, untenable. For private psychologists, such
deficits at this point in the system led them to question whether it was reasonable to take
on the women’s support in the first place.
It’s hard, because you kind of get dragged into acute-level support when
you are not designed for it. I’ve got 35 other clients, and there are only so
many hours in a day, and you can’t support people through the night, [yet]
they have got no-one else. I think it is about demand vastly outstripping
supply.
After-hours support was considered highly inadequate, and the need to increase options of
such support was frequently cited across practitioner groups. Increasing CATT resources
was mentioned as was expanding other after-hours outreach support services.
It’s about having very flexible outreach services that can work after hours...
ideally, you’d have almost 24-hour models of support, which could respond
to clients in the community rather than people feeling like fronting up at a
hospital is the only place to go.
Whilst crisis lines were considered important, they were not perceived to be enough to
hold this group of women.
I think they do need face-to-face rather than on-the-phone support, so something
that would have 24-hour staffing or access to support of some sort and that would
be perhaps just more specific to trauma.
Thus, 24-hour support was seen as essential to improving the safe support of the young
women in the community setting. There was broad agreement that increasing the
capacity of the service system to respond to escalating distress at the earliest possible time
had the greatest potential to reduce the utilisation of public acute-care services. However,
practitioners accepted that there were always going to be occasions when such distress
could not be contained even with this additional crisis support. The only option at this
juncture of support has been to refer the young women to hospital-based care. One of the
strongest recommendations amongst and across practitioner groups was for shorter,
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residential, staged care options to be introduced that would provide an intermediary level
of care.
Staged care: Intensive support for individuals at escalating risk; Averting
hospitalisation. Multiple respondents emphasised that, when the young women were at
heightened risk, there was a need to re-establish a sense of safety.
I think that the key factor for these people’s ill health is that they feel unsafe. I
think that they feel unsafe within themselves and within the world, and their crises
are around times of heightened [vulnerability].
It was acknowledged that what supported the move from a highly aroused state of pain
and trauma to a safe place where it can be tolerated was different for each individual.
Nevertheless, interviewees strongly believed that a step-up facility offering short-term,
intensive support would be an appropriate option for the majority of the women. For
some, it would offer a place to regather and reconnect with themselves; for others, a
retreat to break the cycles of trauma as
some people find themselves in ongoingly traumatic situations, and that’s why,
kind of, a refuge model might be helpful.
References to the need for a service that would maximise this sense of safety were
frequent.
I think there are some people who need to be contained or need a safe place
for a certain amount of time. So it’s pretty old-fashioned thinking maybe,
but we see it again and again where, if there was just a nurturing safe
place.
An intermediary stage of risk intervention was considered of significant merit for a range
of reasons. It was believed to provide a context of support that was more conducive to
meeting the needs of young women with CSA histories than care currently offered at
hospitals. Also, although not an alternative to secure inpatient care, many interviewees
were of the opinion that it would significantly avert the likelihood of the need for secure
containment from the start.
Interviewees’ descriptions of models that would meet the needs of the women at
these times varied, yet there were some strong commonalities. Such a service was often
referred to as a kind of refuge, one that would contrast with the huge institutions of the
past and would ideally be based in the community, not on hospital grounds. The
emphasis was on the service being, first and foremost, youth friendly and accessible.
Opinion was consistent that the model should be multidisciplinary, with both clinically
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and nonclinically trained professionals from different disciplines who were able to
respond to a range of needs related to sexual assault, mental health and physical health.
Several interviewees commented that all staff would need to have an understanding of the
impacts of CSA and be trained in trauma-informed care. Round-the-clock staffing would
be critical.
I think you need the clinical stuff. You need some strong, focused
therapeutic stuff...I think there is too much delineation between psychology,
psychiatry and psychotherapy. You know, at times you might just want to
talk with someone. A psychologist is probably great for that, some
strategies and ideas; the psychiatrist if it is getting critical again—you
might need some medication.
The PARC units were mentioned as one such model that could be adapted to meet the
needs of this group by making them youth specific and trauma informed.
Staged care: Transitional support post-hospital admission. It was
acknowledged that, although step-up options of support would meet the needs of many of
the young women in terms of reducing escalating distress, there would be occasions when
individuals would require the more secure option of inpatient hospitalisation to maximise
safety. In the light of current pressures on public mental health inpatient stays, which
arguably lead to premature discharges, another identified gap in support for this
population of women was in options post-discharge, particularly semisecure options.
Many of the young women in this cohort simply did not receive follow-up support or
adequate continuity of care after hospitalisation, and discharge was often experienced as a
rejection. A step-down facility from hospital-based care had the potential to reduce the
young women’s likelihood of relapse into acute crisis and the revolving door
phenomenon of re-presentation to acute-care settings.
A transition-type unit...s, a progressive movement from inpatient to
outpatient and the ability to maybe even track back if it gets too hard again.
So it is not just “the door is closed”, you know; “This week, you have been
critical; next week, you are fine”.
These options were described as suitable for individuals who were too well to stay in
hospital but considered too unstable to return home. There was no articulated service
pathway of transitional care from the contained environment of the hospital to less
contained contexts. It was noted that a staged process existed to reintegrate intellectually
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disabled offenders back into the community, yet a similar pathway did not exist for
individuals returning home following hospitalisation.
Now, it is interesting that we are doing that with punitive approaches, but
we are not doing it with recovery approaches, and I think we are a bit
skew-whiff in the way that we actually view our service provision. I think
we need that sort of model as a transition back into the community, back
into re-engagement, back into “I can be left alone again”.
Several interviewees indicated that step-up and step-down units could be one and the
same; this line of inquiry, however, was not explored further by the interview questions.
Nevertheless, both pre- and post-hospitalisation options of support were perceived to
achieve the same task of minimising the utilisation of acute-care hospital services.
Hospital-Based Support: Responding to Acute Risk
As described at length in Chapter 6, hospitalisation was most often perceived to be
an unsupportive setting for at-risk young women with CSA histories. Given the level of
frustration with hospitalisation as an acute-care intervention, interviewees’ responses
tended to focus on how hospital-based support could be minimised and alternatives
developed. The rationale appeared to be that it made more sense to direct resources to
contexts that offered the promise of effective support as opposed to trying to adapt
contexts that were significantly compromised in their ability to adequately respond to the
young women. Nevertheless, it was acknowledged that hospitalisation currently is the
only option for acute-care intervention at times of acute, suicidal risk.
Views as to how responses to gender- and youth-specific issues could be
improved in public-hospital settings have been reported earlier in this chapter as have
opinions on how macro frameworks of care can be adapted to respond to trauma-related
issues better. In addition, there were calls for increased funding and resourcing of public
psychiatric inpatient care to reduce the pressure on the few available beds. Such pressure
contributed to inadequate treatment, long waiting times for a bed, and premature
discharge. This, in turn, was observed to lead individuals to continually re-present with
the same issues.
Overall, it has to be less stressed, so people don’t have this revolving door
mentality: “Let’s get someone out so we can get someone even worse in”.
There were also calls for a greater emphasis on psychological support in such settings. It
was noted that access to psychological intervention in public-inpatient settings had
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historically been more readily available. A psychiatrist who had worked in the public
sector reflected on how
we would work individually with people...give them that sort of fairly intense
support with a view to getting them out and functioning.
In contrast, public-sector inpatient care was observed to have been eroded to the point
where it currently was crisis driven and largely restricted to treating acute presentations
symptomatically.
Alternative Models of Acute-Care Support. The Ideal?
In recognition that support in hospital-based acute-care settings is compromised to
a degree, this final section details interviewees’ perceptions of their ideal principles and
models of acute-care support. Most interviewees were of the opinion that, in an ideal
world, the establishment of an alternative, secure unit for acute admissions for this
population of women was desirable.
Potential Models and Key Characteristics
A purpose-built, trauma-specific unit was a common response to the question,
“What might be an ideal model of acute-care support?” Interviewees suggested services
already existed on which such alternatives could be modelled. For example, Belmont, a
unit for individuals presenting with dissociative disorders and trauma in Queensland, was
mentioned on two occasions. A purpose-built, trauma-specific unit run by Colin Ross in
the USA was also mentioned. Locally, in Victoria, PARC was viewed as a potential
model for acute-care support without hospitalisation. The PARC settings were seen as
more conducive to the young women’s support as they were less institutional and jointly
managed by community-based-sector professionals operating from a psychosocial
approach and staff based in clinical public-mental-health settings. Adaptations were
suggested because the current models were observed to be ill equipped to hold individuals
at risk and were not youth specific.
It is so difficult because the inpatient ward is not a suitable environment,
and it doesn’t provide any long-term gains. It really is there for a crisis
admission...We have looked at other respite options like the PARC and the
step-up and the step-down models, and some aspects of that program
appear very inviting for these young women, but those services are unable
to sit with those behaviours, and they are not an acute service.
Whilst opinions were mixed and clarity lacking as to whether the unit should be located
on existing hospital grounds or in the community, the majority of interviewees expressed
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that, at a minimum, it needed to be separate from existing psychiatric units. In the
opinion of one psychiatrist, the unit would also ideally be connected to women-specific
health care.
I think creating a safe space and, maybe, linking it—not so much to adult
psychiatry where you have a lot of people with psychosis and out-ofcontrol, drug-addled states—linking it to women’s mental health.
A noninstitutional environment was specifically mentioned as key to a supportive context.
Several interviewees emphasised that the unit needed to be exclusive to individuals with
trauma histories,
not an inpatient unit, where there are other people who are psychotic. That is
probably not terribly helpful for them, the anxiety that that provokes.
However, there was acknowledgement that a percentage of young women with histories
of CSA have associated psychotic features, which creates difficulty in sorting groups
based on diagnostic criteria. There was also consensus that whatever the structure of the
unit, it needed to be youth and female specific.
Of primary importance were maximising the young women’s decision making and
sense of agency and emphasising that admission to the facility is voluntary. However,
several interviewees believed that a secure, contained section was also needed. Though,
ideally, the need for secure care would be greatly minimised, it was accepted that, at
times, it may be necessary. These issues require further investigation.
Multiple references were made to the need for integrating medical and nonmedical
support into a multidisciplinary trauma-trained team able to provide therapeutic and
pharmacological support. Although medication was not indicated as a long-term
intervention, it was seen as useful in addressing high levels of anxiety or depression.
However, there were strong opinions that treatment was not overmedicalised. In the
opinion of one GP,
Medication is important, maybe, just for calming, but it is really not the
answer...the last resort really. I mean, if it is acute anxiety or they are very
depressed...then, maybe, you would consider an antidepressant or an
anxiolytic....in the acute phase maybe, when they are extremely anxious and
distressed.
The provision of alternative modalities such as art therapy and acupuncture was also
mentioned by several interviewees as beneficial.
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The need for clear and consistent boundaries of support was highlighted by a
number of interviewees. In the experience of one psychiatrist, a critical aspect of
successful admissions would be that the parameters under which the young people were
admitted were strictly adhered to. In his opinion, stays needed to be short term and,
ideally, preplanned and the duration of admission agreed to by the young woman. When
agreed boundaries were broken, the potential for the model of care to fail was high.
Ideally, teams of practitioners in the community sector would have strong links with such
a unit, which would, in effect, operate both as part of and as an extension of the
community-based care team.
Cost, however, was a barrier perceived by several interviewees. One psychiatrist
provided an example of a private-sector hospital that had deemed the costs of effectively
attending to the acute-care needs of the women unsustainable.
Any moves to try and set up any sort of trauma unit...have not been very
successful. Even at [name removed] there’s resistance, because these
patients seem to be too time consuming and too difficult. So, when ICU,
which is a four-bed unit, has three out of four patients who are dissociating,
staff start saying, “There’s not a high enough turnover rate”, and the CEO
says, “This is getting too expensive”...So costing would be, at the moment,
a factor which is going to prevent it actually occurring in the short term.
To the contrary, two interviewees favoured training the staff of existing acute-care mental
health units in the more sensitive treatment of women with CSA histories, because of the
propensity for the women’s behaviours to impact on each other.
I’m not so keen on an acute-inpatient trauma unit just for this population,
because, when they are very, very troubled, they trouble each other, and I
think you are better off having...a specialist subunit in a more generalist
mental unit.
Summary
Structural issues related to the configuration of the service system were captured
in the first theme. The consensus amongst interviewees was that at-risk young women
with CSA histories were a neglected population for whom there was no current pathway
of care. Despite the overrepresentation of adult survivors of CSA across the AOD,
homelessness, and hospital-based acute-care sectors, very few services targeted their
needs. In addition, the predominance of single-issue services across systems limited
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capacity to effectively respond to individuals with multiple needs more generally. A
number of options were proposed to address these structural constraints.
Enhancing collaboration between the professionals involved in the young
women’s care was considered to be one of the most effective strategies to minimise the
disconnection between systems of care, sectors and components of support. Barriers to
collaboration included tensions between different disciplines and sectors of care. Funding
to address wage disparity and policy to strengthen collaboration between the sectors were
raised as ways of addressing these persistent attitudinal issues. Time constraints were
considered to be another barrier to robust collaboration. Remunerating professionals,
particularly GPs and practitioners in private practice, for time spent case conferencing and
liaising was one suggested solution.
Co-locating services was proposed as another way to more effectively address the
multiple needs of the young women. Establishing a young-adult service specifically
aimed at meeting the needs of individuals with CSA histories was seen to hold significant
promise. However, several interviewees expressed reservations, cautioning that too great
a reliance on one-stop models of support risked the loss of specialist knowledge provided
by single-issue services.
Initiatives that empowered the young women or practitioners advocating on their
behalf to better navigate the service system were an additional solution raised. Relatively
recent brokerage models of individualised funding were highly regarded by many
practitioners as a more effective way of meeting multiple support needs in a service
landscape that struggled to respond holistically. They were said to include the
Department of Human Service’s complex-care programs, including MACNI.
A disconnected service system, ill equipped to respond to individuals at risk with
lived experience of CSA, impacted significantly on professionals attempting to provide
support to this group. In essence, the shortcomings of the current service system were
observed to heighten the interdependence of support components and the mutual reliance
of practitioners involved in the young women’s care. For example, the GPs and
psychotherapists working in private-practice settings noted that stable accommodation
and the involvement of a caseworker who was able to respond to crises were critical to
their being able to hold the young women. From the perspective of professionals
providing support of a more psychosocial nature in youth-homelessness programs, the
involvement of a psychotherapist provided the young women with long-term support and
a space to progress with psychological work that may otherwise not have been
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undertaken.
In the opinion of interviewees, the ideal support team would include a professional
providing psychological support, a psychiatrist or GP who was able to offer medical care,
and a professional providing psychosocial support who was also able to offer crisis
intervention.
The second theme captures how practice approaches and principles of support
dominating the current service-delivery landscape constrain or facilitate effective support
of at-risk young women with CSA histories. Recognising the high prevalence of
survivors of CSA across service systems, all interviewees considered it critical that
service provision incorporated an awareness of the impacts of CSA and an understanding
of how symptoms may manifest psychologically, emotionally and behaviourally. Many
practitioners considered the introduction of screening tools important and the introduction
of trauma-informed care principles essential. However, it was acknowledged that a key
challenge was the integration of trauma-informed practice into a mental health system
that demonstrated considerable rigidity in its ideological framework.
Practitioners agreed that, in addition to trauma-informed support, practice needed
to be sensitive to youth and gender. Therapeutic approaches needed to account for
developmental and age-related factors; service environments needed to be youth friendly;
and engagement needed to be as flexible as possible regarding duration, frequency and
context. Interviewees also expressed concern that current acute-care settings neglected to
offer women with CSA histories an adequate level of safety, calling for, at the minimum,
gender-specific spaces in inpatient wards and, ideally, gender-specific wards.
Long-term support and a lifespan perspective on access to care were deemed
essential. The consensus among practitioners was that crisis models, rather than recovery
models, of individual and housing support dominated the current community-sector
landscape. Short political cycles were said to compound issues related to the current
funding ideology for youth with complex needs. Short-term funding blocks were
observed to create a culture of uncertainty across government-funded communitymanaged services, making long-term planning difficult and taking up valuable time in the
continual process of reapplying for funding. Interviewees called for a new rationale of
longer-term intervention supported by ongoing and recurrent funding blocks.
In relation to the short-term management of suicidal and self-harm behaviours,
practitioners agreed that all efforts should be made to reduce risk-adverse practices.
Factors facilitating the capacity to hold a level of risk in community-based settings
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included robust collaboration, shared-risk agreements with regulatory bodies and training
for workers in direct care. Maximising the women’s participation in decision making
regarding all aspects of their treatment was also essential.
Attitudes reinforcing the notion that the young women were unlikely to recover
and were treatment resistant were considered unacceptable and unsubstantiated. Whilst
acknowledging long-term intensive support was required, prospects of recovery were seen
as high. Recovery was understood to be more often dependent on the availability of
adequate and appropriate support than to be related to individual capacity.
The third and final theme detailed in this chapter relates to resourcing issues. The
shortage of safe, stable housing and long-term therapeutic relationships in communitybased settings were regarded as the greatest barriers to the effective support of this
population of young women when at chronic risk. Interviewees referenced the general
lack of skilled, affordable professionals who were able to offer long-term intervention,
willing to address the complex needs presented by these women and not booked out.
Additionally, given the oscillating crisis conditions experienced by these women,
flexibility was necessary—ideally, the capacity to provide extended after-hours support.
Three avenues were proposed to enhance access to longer-term therapeutic
support for at-risk young women with histories of CSA. The first was to increase the
availability of public-sector longer-term case management. In stark contrast to
individuals with schizophrenia, young women with CSA histories were frequently
perceived to be deemed not severe enough to warrant sustained support. It was argued,
however, that adequate grounds exist for the provision of case-management arrangements
similar to those offered for individuals with psychotic disorders given the young women’s
level of risk and need.
The second avenue involved increased funding for community-based services to
provide more ongoing therapeutic support. Publicly funded CASAs seemed well-placed
to expand the duration and flexibility of support they currently offered. Two youthspecific sexual-assault counselling programs that were mentioned offered a promising
support model for the young women based on greater flexibility in appointments and
period of contact.
The third avenue involved increased funding options for women financially
unable to access long-term therapeutic support in the private sector. Expanding the
current Medicare Better Access scheme to provide more realistic periods of access to
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allied health workers offering therapeutic support was highly recommended for this
subgroup.
Interviewees agreed that the community was the most supportive environment for
these young women. Hospital-based care was contraindicated for young women with
histories of CSA except as a last resort to maintain safety during acute risk. Most
interviewees assumed that a reduction in acute-care utilisation was strongly related to
adequate community support being available. When the young women were linked to
some form of intensive therapy and safe housing, they were observed to be less likely to
require acute-care support.
Whilst it was considered essential that community-based support was enhanced,
interviewees were in agreement that, of all intervention points, increasing service-system
capacity to respond to the young women when at high risk needed to be prioritised.
Practitioners expressed frustration at frequently being left with no option of risk-specific
support to respond to the young women at times of escalating distress. Public mental
health outreach from services such as CAT teams was experienced as significantly underresourced, as were 24-hour crisis lines. Options of support from publicly funded
community-based services, which would allow for a relatively quick response to the
young women, were also limited. For example, intensive-outreach services were
stretched to capacity and limited in their ability to respond during extended hours.
Similarly, it was observed that due to inadequate staffing levels to monitor and attend to
risk, very few homeless-youth services were equipped to hold the young women when
they reached the high end of chronic risk.
However, a handful of youth-homelessness services offering longer-term
accommodation were singled out by interviewees to be promising models. These services
offered the young women both ongoing stability and the capacity to respond to their more
immediate needs at times of significant distress. Caseworkers in these programs provided
intensive support during the day and the ability to respond to crisis. Rostered sleepover
workers were also available to respond to the young women after hours. Several
interviewees were of the opinion that this access to more immediate support combined
with the stability of long-term programs greatly reduced the young women’s use of public
mental health acute-care resources, including both CATT and hospital admissions. Areas
of at-risk-specific support that required additional funding to expand included medium- to
long-term, 24-hour, staffed residential programs and after-hours, face-to-face support (as
opposed to crisis phone lines).
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Whilst at-risk-specific support was considered instrumental in reducing escalating
distress, it was accepted that there were occasions when risk could not be contained. At
those times, the only option of support for the young women was referral to hospitalbased care. One of the strongest recommendations among and across practitioner groups
was for shorter residential subacute support options to be introduced at this juncture. This
much-needed intermediary level of care would offer support at times when interventions
were unsuccessful in de-escalating the young women’s distress to a level considered safe
for them to remain in their current community-based accommodation. It would offer
support for women whose risk was assessed as lower than that requiring secure
containment in a hospital environment but high enough to warrant more intensive, shortterm support. Also, although not an alternative to secure inpatient care, many
interviewees were of the opinion that staged-care options would significantly reduce the
need for secure containment.
Interviewees’ descriptions of models that would meet the needs of the women at
these times varied but showed some strong commonalities. The emphasis was on the
service being, first and foremost, youth friendly and based in the community. Opinion
was consistent that the model should be multidisciplinary, with both clinically and
nonclinically trained professionals from different disciplines who were able to respond to
a range of needs including trauma, mental health and physical health. Several
interviewees commented that all staff would need to be trained in trauma-informed care.
Round-the-clock staffing would be critical. The PARC was mentioned as one such model
that could be adapted to meet the needs of this group by making them youth specific and
trauma informed.
In relation to acute-care support, an under-resourced and crisis-driven hospitalbased system was frequently observed to lead to restricted access, inadequate length of
care and premature discharge for survivors of CSA. Increased funding and resourcing of
public-sector mental health was considered vital to reduce the pressure on the availability
of inpatient beds. Furthermore, in light of current pressures on public mental health
inpatient stays, which arguably lead to premature discharges, another support gap was
post-hospitalisation follow-up. A step-down facility from hospital-based care had the
potential to reduce the young women’s likelihood of relapsing into acute crisis and the
revolving door phenomenon of representation to acute-care settings. These options were
described as suitable for individuals who were too well to stay in hospital but considered
too unstable to return home. Several interviewees indicated that step-up and step-down
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units could be one and the same; this line of inquiry, however, was not explored further
by the interview questions.
In summary, no articulated pathway of staged support existed for suicidal young
women with histories of CSA. It was anticipated that the establishment of such subacute
services would greatly improve continuity of care and reduce the frequency of inpatient
admissions.
Finally, the most common response to the question, “What might be an ideal
model of acute-care support in a service system with few constraints?” was a purposebuilt, trauma-specific unit. There were references to services that already existed on
which to model such alternatives. Practitioners stressed that alternative models to current
hospital-based settings should ideally facilitate the short-term safety of the young women
whilst addressing the underlying psychological distress. Characteristics frequently raised
as important to such models included a nonhospital setting, a trauma-informed practice
framework and a multidisciplinary team of both clinical and nonclinical professionals.
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CHAPTER 8: DISCUSSION
This chapter begins with a discussion of good practice aimed at most effectively
meeting the needs of young women at risk of suicide with histories of CSA. It
investigates how key informants’ perceptions of good practice concur with or differ from
evidence-based research, where it exists. Principles and foundations of care deemed
central to supporting the young women’s long-term recovery are addressed, followed by
principles of good practice in responding specifically to self-harm and suicidality. This
initial section speaks primarily to the results in Chapters 5 and 6.
The second section, “A System on the Cusp of Change”, examines the findings in
Chapter 7 of key informants’ perceptions of macro factors that constrain or facilitate the
capacity of practitioners to provide optimal support to the young women across the
Victorian social services landscape. These perceptions are compared against research and
key stakeholder reports on how adequately the needs of this particular cohort of women
are met by the different service sectors. The service system’s existing capacity to meet
the young women’s needs is analysed, improvements recommended, and opinion
presented on the ideal support model.
Good Practice Wisdom and Principles of Effective Support
Provisional principles of good practice emerged from interviewees’ testimonials.
Cross-practitioner-group analysis revealed a surprising correlation in their understanding
of the young women’s primary support issues. It had been anticipated that contextual
factors unique to each vantage point of support would influence interviewee perception of
the issues to a far greater extent than proved to be the case. In fact, there was very little
divergence of thought.
No empirical, evidence-based models of care or specific interventions for young
women when at risk of suicide were identified in the research literature. A handful of
Australian qualitative studies investigated the needs and service experiences of adult
survivors of CSA, but none focused on young women or their needs at times of repetitive
suicidal behaviour and ideation. Consequently, research related to populations in which
the women are strongly represented, namely cohorts of individuals diagnosed with BPD
and individuals with complex trauma histories, is contrasted with interviewees’
perceptions of good practice.
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Young Women With Histories of CSA at Risk of Suicide
Multiple and Long-Term Impacts
Interviewees spoke of CSA’s cumulative and multilayered consequences to which
this particular cohort of women had been exposed. Adverse impacts originating more
directly from the abuse itself were compounded by impacts emanating from the
individual’s responses to the trauma. Coping responses such as AOD use potentially
increased the young women’s exposure to unsafe environments and subsequent
revictimisation. Leading experts in complex trauma concurred with these observations
(Briere & Lanktree, 2012). An additional impact of primary concern across interview
groups was secondary trauma stemming from inadequate service-system responses. The
risk of retraumatisation, particularly in mental health acute-care settings, is
comprehensively acknowledged in the trauma literature (Bloom, 2000; Jennings, 1994;
Kezelman & Stavropoulos, 2012; Newmann et al., 1998).
The complexity and comorbidity of need with which the women present is
glaringly apparent in interviewee descriptions and consistent with the extensive body of
research demonstrating that the impacts of CSA can manifest across all areas of an
individual’s life. Such impacts are commonly severe, multiple and long term. They
include psychological, social, neurological and physical health impacts as well as adverse
impacts emanating from health-related behaviours such as substance use, offending and
revictimisation (Briere, 2002; Cashmore & Shackel, 2013; Fergusson et al., 2013;
Lamont, 2010a). The body of neurobiological research, which is rapidly expanding, is
having a far reaching influence on understanding impacts of childhood trauma (Delima &
Vimpani, 2011; Perry, 2005). Evidence has suggested that neurological changes resulting
from early trauma for example can have a significant effect on an individuals’ capacity to
control their emotions and impulses (Streeck-Fischer & van der Kolk, 2000; Van der
Kolk, 2006).
Impact studies demonstrated that CSA is strongly associated with suicidality even
after accounting for potential confounding factors (Fergusson et al., 2008; Soloff et al.,
2008). However, studies demonstrating these links are infrequently cited in suicide
prevention literature. Superficially, this implies that the association is tenuous. It is
argued here that the research demonstrating CSA’s role in suicidality justifies the need for
research on intervention in the area and deserves greater attention. As noted previously,
no empirical studies are known to have investigated the efficacy of practice aimed at
addressing suicidal behaviour in adult survivors of CSA. To the contrary, the emphasis in
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suicide prevention research has historically been on the role of mental illness, which has
resulted in a focus on determining the effectiveness of pharmacological interventions
(Leitner et al., 2008). Indications are, however, that this imbalance needs to change, with
calls for increased research on the social determinants of suicide (Leitner et al., 2008;
Mendoza & Rosenberg, 2010). Interestingly, organisations such as SPA5 (2010b) have
proposed that the prospects for reducing suicidality associated with childhood trauma are
good because social factors such as CSA are potentially more amenable to treatment than
the biological antecedents underlying the suicidality. Interviewees were also inclined to
agree with researchers whose understandings aligned with the common-factor hypothesis.
This understanding proposes that CSA, rather than the mental health issues arising from
exposure to CSA, is the primary causal factor of coexisting suicidality.
The women of interest to this doctoral research share a history of CSA, age and
gender in common; however, the interviewees maintained that it was equally important to
acknowledge this population’s diversity. Distinctions were observed between financially
resourced and under-resourced women and between insured women who could access
private acute-care treatment and those who were financially constrained to seeking
support from the public sector. Young women who had transitioned through the childprotection, secure-welfare system were also differentiated from others in the cohort.
They were more likely to be known to the Office of Chief of Psychiatry and to be case
managed by clinical services as a result of the severity of their behaviours and risk. The
respondents and authors such as Baldry et al. (2012) concurred that, having spent much of
their time in overprotective, institutional environments, many of these individuals were ill
prepared for independent living compared to others in the cohort. Finally, whilst the
population of interest to this study is defined as women who have a history of CSA, many
are likely to have experienced other, co-occurring forms of childhood abuse.
Core support needs. Given this population’s at-risk status, maximising safety
and enhancing long-term resilience were two primary support needs inevitably identified
in the findings. Safety was not limited to reducing immediate physical harm to self. It
extended to enhancing a sense of emotional safety, which had been eroded at the most
fundamental level by early childhood trauma. It also extended to reducing risk of harm
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Australia is privileged to have a number of cutting-edge organisations engaged in suicide prevention
research and practice, including Suicide Prevention Australia, Orygen Youth Health, AISRAP, Lifeline
Australia, The Young and Well Cooperative Research Centre and the Inspire Foundation. Many other
leading mental health research institutes such as MHCAand the Brain and Mind Research Institute
contribute greatly to the sector.
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from others, heightened due to high-risk behaviours such as substance use and sex work,
which led to the young women being exposed to unsafe environments. Improved social
and emotional wellbeing and resilience over the longer term were the other core support
needs identified by interviewees. As highlighted in trauma research, CSA disrupts
several core development tasks, including the abilities to self-regulate emotions, to
develop a sense of self and to form healthy, trusting relationships with others (Kezelman,
& Stavropoulos, 2012; Perry & Hambrick, 2008; van der Kolk, 2006).
Prevalence Across Service Systems and Misdiagnosis
That young women with CSA histories were strongly represented across multiple
service sectors was a fact expressed by the majority of interviewees as patently
unambiguous and assumed. Prevalence studies in the empirical literature bore out such
observations, finding survivors were overrepresented in the AOD, homeless and mental
health sectors (Gwadz et al., 2007; Kutin et al., 2014; Read, 1997; Read et al., 2005; Tyler
et al., 2003).
Consistent with research confirming associations of CSA with a myriad of
psychiatric diagnoses (Maniglio, 2010; Maniglio, 2013; Molnar, Buka, & Kessler, 2001;
Putnam, 2003; Read, 2005) participants observed that survivors received a range of
diagnoses for mental illness. One of the most robust, contemporary debates in the trauma
and mental health literature revolved around the adequacy of traditional diagnostic
categories for survivors of complex trauma and whether diagnoses such as BPD are
actually better defined as trauma based (Cozolino, 2005; Golier et al., 2003). The
correlation interviewees drew between a history of CSA and a diagnosis of BPD was
particularly noteworthy. Interviewees strongly sensed this connection was manifestly
obvious and broadly observed, emphasising that virtually all of the young women they
supported with known histories of CSA had received a diagnosis of BPD or borderline
traits. A number of psychiatrists perceived a diagnosis of BPD as a label originating from
public-hospital-based care that most often indicated the individual had a history of
chronic, severe, early CSA and other forms of childhood abuse. The common view
across participant groups was that at-risk young women with CSA histories and women
diagnosed with BPD who were accessing multiple service systems were, by and large, the
same cohort. It was observed that the majority of women with disclosed CSA histories
had, at some time in their contact with public mental health services, received a
borderline diagnosis. It was also widely assumed that young women who presented with
chronic suicidal behaviour and had attracted a diagnosis of BPD were highly likely to
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have a history of CSA irrespective of whether such a history had been disclosed. This
raises some interesting questions as some BPD literature cautioned against assuming CSA
is a causal or contributory factor, instead highlighting recent research that suggested
causes are multifactorial (NHMRC, 2012, p. 34).
A more thorough investigation of the aetiological literature is required to ascertain
whether the cohort of women on whom this study focuses is a unique subset of the BPD
population. Is it true that the great majority of women presenting with suicidal and selfharm behaviours who receive a BPD diagnosis within the clinical mental system have
histories of CSA per interviewees’ anecdotal observations and that those who do not have
CSA histories are the exception? These questions are beyond the scope of this doctoral
research.
Perceptions of Recovery and the Iatrogenic Effect
A theme that resonated throughout interviewee testimonies related to perceptions
of recovery. Strongly connected to this were concepts of hope and belief in the young
women’s potential to overcome the impacts of childhood histories of sexual abuse. While
respondents acknowledged that, in the past, survivors of early childhood trauma were
often seen as untreatable, the great majority believed that, with appropriate and adequate
support, the women had a high likelihood of overcoming the effects of CSA and leading
full and functional lives. Misdiagnosis by approaches that misinterpret the aetiological
basis of presenting symptoms can result in inappropriate treatment, which impedes
recovery. For instance, pharmacological treatment treats the symptoms of CSA but does
little to address the causes. A psychiatrist who participated in the study aptly captured
this issue.
You know either the person has got a chemical imbalance in the brain and,
therefore, they are incompetent, and they are sick, and they need to be
looked after, and I need to give them a pill to correct the imbalance. Or
they are basically like me—well—and they have got trauma, and they can
heal from that.
Emerging research and expert opinion is consistent with interviewee opinion.
Recent neuroscientific research, for example, has been fundamental in this shift,
demonstrating that individuals can recover from the effects of even the earliest, most
severe childhood trauma (Cozolino, 2002). Similarly, whilst individuals who receive a
diagnosis of BPD have been perceived in the past as treatment resistant, recent views
within research and practice settings of the recovery prospects for this group of
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individuals have been considerably more optimistic (Grenyer, 2013; Kezelman &
Stavropoulos, 2012). Despite the severity of symptoms and substantial impact on
functional capacity, individuals are now considered to have good prospects of recovery
(Paris & Zweig-Frank, 2001; Zanarini, Frankenburg, Hennen, Reich, & Silk, 2006;
Zanarini, Frankenburg, Reich, Hennen, & Silk, 2005). Both the literature and the
interviewees alluded to the possibility that some barriers to recovery may originate from a
service system that fails to respond adequately to the young women’s needs. An
Australian study exploring the needs and gaps in service provision to adult survivors of
child abuse with AOD issues supported the notion that the complexity of issues survivors
present with are potentially reflective of poor quality service responses, the impact of the
trauma itself or both, not of “individual failing” (Breckenridge et al., 2010).
Inadequate or inappropriate interventions or treatment environments can lead to a
number of iatrogenic effects that impact negatively on the young women’s recovery
(Bloom, 2000). Coercive practice, for example, can retraumatise survivors of CSA.
Similarly, punitive responses to challenging behaviours commonly associated with BPD
can escalate distress (Mullen et al., 2008; Paris, 2007a; Project Air, 2011). Discourse
regarding the potential iatrogenic effects of practice settings tends to be most prominent
in literature where childhood trauma is highlighted as a core aetiological factor of BPD.
It is feasible that an escalation in suicidal behaviour can, at times, reflect the young
women’s despair at unsuccessful attempts to have their needs met by an unresponsive
service system. However, to the author’s knowledge, this proposition has not been
explored in the literature to date.
Furthermore, when services fail to meet the needs of the women, a sense of
hopelessness may be reinforced. Interviewees stressed how negative help-seeking
experiences, a result of the system not responding or responding in a punitive fashion, led
to support avoidance. When the young women lose confidence in the system, help
seeking can be compromised, which reduces the likelihood of the women’s voluntary
engagement of services. Without support, the women’s risk can escalate, leading to
increased presentations of suicidal risk and a higher likelihood that involuntary treatment
will result. This can increase the women’s exposure to coercive practice, which can
similarly trigger an increase in long-term risk.
It is beyond the scope of this thesis to confirm the degree to which iatrogenic
factors stemming from inadequate or retraumatising service-system responses contribute
to the intensity of suicidal behaviours. However, it is hypothesised that, as service
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provision becomes more trauma aware and, hence, less likely to retraumatise survivors of
CSA, the intensity of both overtly challenging behaviours and suicidality presented by
young adult women will reduce.
Strengthening Resilience and Long-Term Recovery
Interviewees identified a range of outcomes that indicated success in meeting the
women’s core support needs for safety and long-term resilience. They included a
reduction in self-harm and suicidality, improvement in other posttraumatic symptomology
such as anxiety and depression, increased utilisation of more adaptive emotional
regulation skills, strengthened social relationships and interpersonal skills and improved
engagement with educational or vocational pursuits.
Pharmacological interventions were perceived to have their place in reducing the
severity of symptoms. Understood to be most effective, however, at addressing the longterm needs of survivors were psychosocial approaches that concurrently seek to facilitate
improvement across an individual’s psychological wellbeing and broader social contexts.
Interviewees did not take an either-or stance in relation to these treatment approaches. A
biomedical understanding was valued, notwithstanding their frustration related to the
overemphasis on such practice at the expense of an equally valid psychosocial
perspective. The trauma literature emphasised that a psychosocial approach is essential to
complement traditional biomedical interventions meeting the needs of CSA survivors
(Jennings, 1994; Kezelman & Stavropoulos, 2012).
As identified in the literature review, the bulk of trauma-practice research has
focused on evaluating single therapeutic techniques at the individual practitioner level
(Leenarts et al., 2013). Leading experts in childhood trauma such as John Briere
proposed that the complexity of attending to the multiple needs these young people
present with partially explain the relative dearth of empirical intervention studies in the
area to date. Individuals with complex trauma histories are understood to need a
multimodal approach, which addresses not only the young person’s psychological needs
but also a range of their interpersonal, social, health and practical needs (Briere &
Lanktree, 2012).
Early Intervention
Interviewees expressed their strong belief in early and appropriate intervention for
young adult CSA survivors in order to reduce the severity of adult pathology by, for
example, significantly reducing the likelihood of suicidal behaviour developing in the
first place. The women were considered to be a population for whom early intervention

230
initiatives were particularly valuable. Prevalence studies demonstrated that, compared to
other life stages, 18 to 25 is the age bracket with the highest incidence of mental health
problems (Kessler et al., 2005). The strong, collective view of the interviewed
practitioners was that comprehensive support at this time of emerging mental health
issues greatly reduced the likelihood of the young women developing more entrenched
adult psychopathology and maximised opportunities for recovery. Their view was
consistent with expert opinion and evidence in the literature, such as the SAMHSA
initiatives in the United States (Salasin, 2005), substantiating interviewee understanding
that early intervention can greatly reduce the severity of adult pathology.
Furthermore, as is often argued in relation to a range of social issues, short-term
investment in early intervention makes good fiscal sense over the medium to longer term.
Leading mental health experts such as Patrick McGorry have advocated early intervention
in youth mental health in Australia for many years (McGorry, 2007). Studies have
demonstrated long-term savings from investing in early mental health initiatives for
victims of child abuse (Knapp, McDaidand, & Parsonage, 2011).
Principles of Support and Trauma-Informed Care
Interviewees identified a range of core principles that needed to underpin
intervention across support domains. Long-term frameworks of care were considered
essential. In addition, all practitioner groups referred to the need for consistency and
transparency around the parameters and limitations of support given that violation of
interpersonal boundaries were at the core of CSA experiences. There was also unilateral
agreement of the need for professionals across sectors to have an understanding of the
impacts of CSA and how they manifest behaviourally and psychologically. Finally,
maximising the young women’s decision making and involvement in their support was
taken for granted across all interviewee groups as one of the most essential principles.
As comprehensively detailed in the literature review, TIC has rapidly gained
credibility as a support framework for individuals with complex trauma histories (Federal
Partners, 2013; Jennings, 2008; Kezelman & Stavropoulos, 2012). Emerging research
suggested that practice embedded with TIC principles is successful in reducing mental
health symptoms, including suicidality, and the frequency of acute-care presentations
(Cocozza et al., 2005; Hopper et al., 2010). At the time of the interviews, the majority of
participants in the NGO sector did not appear to be familiar with the concept of TIC,
while all psychotherapists providing psychological support and psychiatrists said their
practice was informed by a trauma model. The findings suggest, however, that the
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majority of NGOs have, for years, provided support informed by principles that align with
emerging trauma-informed frameworks. The concept of TIC offers a means of
articulating and validating the approach these services have historically applied to
psychosocial support of the young women. The practitioner groups offering support in
the community sector uniformly adhered to the TIC principles of enhancing safety,
personal empowerment, choice, trustworthiness and collaboration in practice. For
example, interviewees emphasised the need to maximise the young women’s participation
in decision making, which corresponded with the principles of choice, collaborative
sharing of control, and collaborative practice. Similarly, clear and consistent professional
boundaries were acknowledged by interviewees to facilitate trust. Trustworthiness is one
of the fundamental principles of TIC practice (Kezelman & Stavropoulos, 2012). In
residential settings, transparent boundaries for appropriate and unacceptable behaviour
were of particular importance not only to the wellbeing of the individual but also to
minimise potential impacts on other residents. The majority of psychosocial residential
settings extended limit setting to at-risk behaviours, including self-harm and suicidality.
It is, however, important to note one aspect of trauma-informed practice that did
not factor strongly in interview testimonies. Trauma-informed approaches need to be
“sensitive to the reality of traumatic experience” (Bloom, 2007, p.13), which extends to
consideration of children, family, schools and others in the young women’s wider sociofamilial context. Interviewees made minimal reference to how these areas of the young
women’s life were systemically considered or included in support. This may have been
due to a lack of focus on this area in the research questions. Or it could indicate that
comparatively little work is being done to systemically include aspects of the young
women’s broader socio-familial environment in support and recovery plans. The concept
of trauma-informed practice is still relatively new in Australia. As the field becomes
more sophisticated in addressing the needs of individuals with childhood trauma histories
and services are strengthened across the broader service system, it may be that such
systemic work will become more common.
Although TIC principles and models of practice are frequently cited as integral to
the treatment of individuals with complex trauma histories (Chadwick Center, 2013;
Jennings, 2008; Rivard et al., 2003), it is curious, given the significant prevalence of
individuals diagnosed with BPD who have CSA histories, that reference to the concept of
TIC in the BPD treatment literature is negligible. One of the few sources to mention
childhood trauma in BPD intervention research was the recently released Australian
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Clinical Practice Guidelines for the Management of BPD (NHMRC, 2012). Even this
seminal document provided minimal discussion of the ways in which an individual’s
account of CSA experiences could be used to inform treatment. Instead, the NHMRC
(2012) noted that responses to trauma are beyond the “scope of this guideline”, directing
readers to PTSD practice guidelines and the pending release of guidelines for the
treatment of complex trauma (p. 34). On the one hand, directing practitioners to
treatment guidelines specific to trauma makes good sense. On the other, ignoring
childhood trauma in guidelines for BPD treatment reflects the view that CSA is just one
of many antecedents to the disorder instead of its primary cause, which many in the
trauma field propose. The NHMRC corroborated this view by cautioning, “Professionals
should not assume trauma has occurred” (p. 34).
Even conservative estimates of CSA in this diagnostic group are substantial,
which raises the question of why treatment manuals and research generally exclude it.
This writer’s observation is that the question of whether BPD is predominantly a traumabased disorder or not is an area of significant tension that remains contentious in research
and the community. Parents and carers of individuals diagnosed with the disorder are
understandably reactive to the proposition that a history of childhood trauma is involved
in instances when it is not.
If higher estimates are considered the more valid, the inquiry extends to the
question of whether support of individuals diagnosed with BPD would be enhanced if
TIC principles were integrated into current frameworks of care. It is argued here that, if a
trauma framework is not applied to individuals diagnosed with BPD and CSA histories,
treatment is likely to be compromised. Firstly, acknowledgement and validation of past
trauma by another is an important step in itself to reducing associated shame. Secondly, it
is also hypothesised that a trauma framework would provide these individuals with a
means of understanding the behavioural and emotional dysregulation they experienced.
This, in turn, would assist them in normalising their struggles as understandable responses
to early abuse, reducing self-judgement.
In addition to TIC frameworks that provide the foundational elements of effective
support for survivors of CSA, interviewees identified features unique to the support of
this particular population of individuals with CSA histories. The consensus amongst
interviewees was that long-term, intensive support was essential given the pervasive
developmental impacts of CSA combined with the cumulative harm from secondary
trauma, to which most of the women had been exposed. As an analogy that highlights the
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stigma of mental illness, interviewees referred to the ludicrousnous of a health service
setting timelines for support of an individual with chronic physical illness. Individuals
needed to feel that, as with their physical illnesses, they could return anytime to support
without judgement, free of the stigma manifest in residual attitudes that mental ill health
is not serious and something that people should just get over. Models and principles of
practice espoused by expert clinicians on how best to work with complex-trauma
populations align with the need for long-term support. One of the few rigorous studies of
the effectiveness of interventions for severely traumatised youth found a dose-dependent
relationship between length of support and indications of recovery (Lanktree et al., 2012).
Support also needed to be sensitive to developmental and age-related needs. Finally,
informants also made frequent reference to the need for gender-sensitive support given
the nature of CSA is a form of gender-related violence.
Foundations of Support: The Therapeutic Relationship and Stable Housing
One of the areas of closest consensus in the findings related to the provision of a
therapeutic relationship and stable housing. These two support domains were considered
fundamental foundations to effectively addressing the core support needs of safety and
resilience. Such resources were understood to increase physical and emotional safety,
which, over the longer term, moderated distress levels, theoretically leading to a reduction
in self-harm and suicidality.
Practitioners made multiple references to relationship as the most effective space
for recovery given CSA is an interpersonal trauma. This was consistent with
understandings in the literature (Briere & Lanktree, 2012; Courtois & Ford, 2012;
Herman, 1997). The professional nature of this connection (i.e., whether support was
delivered through a casework or more traditional psychotherapeutic relationship) was
considered of secondary importance to its length and level of intensive support. Multiple
references were also made to the primary role of the relationship in holding the young
women during times of ongoing chronic suicidality without necessarily actively seeking
to create change. This is consistent with research demonstrating that the strength of the
therapeutic alliance in and of itself is a significant enabler of change, irrespective of the
particular therapeutic approach adopted by practitioners (Horvath & Symonds, 1991;
Martin et al., 2000). The broad consensus was that suicidal risk elevates the importance
of an established therapeutic relationship, an understanding supported by evidence that
connection is one of the most protective factors against suicide. The relationship was also
seen to facilitate the maintenance of the young women’s safety as the therapist is in a
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good position to assess the idiosyncrasies of an individual’s risk and any significant
changes in degree of risk.
The collective understanding of interviewees providing psychological support was
that direct trauma work was contraindicated while issues of safety existed. Practitioners
identified the following primary therapeutic goals for young women assessed as still at
risk: maximise daily functioning capacity and long-term resilience through, for example,
decreasing sensitivity to triggers; help them develop interpersonal skills; increase their
connection with peers, family and the community at large; provide vocational and
educational opportunities to maximise social inclusion; and develop alternative adaptive
coping strategies to replace at-risk behaviours. Psycho-education to connect current
issues with past abuse was also considered important.
The emphasis in the trauma literature on the need for a phased approach to clinical
practice with adult survivors of CSA and complex trauma mirrored interviewee opinion.
The capacity to regulate affect and, consequently, to maintain a level of personal safety
and stability, has been recognised by a broad range of trauma specialists as a necessary
precondition to the processing of trauma (Elliott et al., 2005; Herman, 1997; Kepner,
2003; Kezelman, & Stavropoulos, 2012; van der Kolk et al., 2005). Survivors of
childhood sexual abuse have often not had the opportunity to develop self-regulatory
skills, in contrast to many individuals who have experienced single-incident sexual
assault as an adult. Hence, a different starting point has been argued for survivors of CSA
who require a foundational level of safety and stability be achieved before more intensive
psychological work can be undertaken.
In fact, leading trauma experts propose that access to therapeutic approaches in the
expressive arts can be very important for survivors during periods of crisis and
dissociation (Bloom, 2000; Perry, 2005). At these times, the individual’s capacity to
“take in and process verbal information” is severely compromised (Bloom, 2000, p. 10).
As noted in the review of the literature, chronic abuse leads to reduced functioning of the
frontal lobe and, consequently, impaired ability to cognitively process information at
times of high stress (Delima & Vimpani, 2011; Perry, 2005). Several interviewees
concurred with the need for alternatives to traditional talking therapies such as art-based
and movement therapies.
In relation to housing, residential programs that not only offered the young women
long-term stability but also provided intensive psychosocial support were considered
ideal. A number of practitioners in the AOD sector were of the opinion that improving
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the women’s housing stability was more likely to effect change than directly addressing
the substance use itself.
Finally, all interviewees believed that safe housing and a long-term therapeutic
relationship were central to an ideal, holistic model of care for supporting the women.
Where possible, this would include a therapist offering mental health and psychological
support as well as a professional in a more intensive case management role providing
support of a more psychosocial nature who was also able to respond to crisis. There was
strong consensus among interviewees of the need for a team of professionals who were
collectively able to provide both short-term crisis support and longer-term therapeutic
support. Collaboration between all professionals and services involved in the support of
the young women was considered to be one of the most important factors in the
successful holding of risk. This enabled the emotional burden of suicidal risk to be
shared, thereby reducing anxiety amongst all stakeholders.
Flexibility in support contexts and models of engagement. Despite
participants’ consensus that a long-term therapeutic relationship and stable housing were
the optimal foundations of support, they concurrently acknowledged the heterogeneity of
need among the young women. Importance was placed on having a range of support
options that cater for difference in developmental needs, socioeconomic circumstances,
and overall capacity and readiness to engage with support. One option was flexibility for
the young women to leave and re-engage with support and for drop-in contact as an
alternative to appointment-based sessions. Assertive outreach was a model deemed
suitable to engaging women in the cohort who were more transient, living in unstable
accommodation or reluctant to use intensive support in a residential environment.
Though long-term therapeutic support was seen as optimal, maximising all
windows of opportunities for therapeutic intervention was considered essential, even if
these opportunities were of a brief and infrequent nature. This was considered important
for a number of reasons. Firstly, access to long-term therapy was restricted by an underresourced system and the women’s financial constraints. Secondly, the nature of youth,
combined with the impacts of CSA on daily functioning were frequently observed to
compromise the young women’s capacity to engage with the one-on-one appointmentbased requirements of traditional psychotherapeutic arrangements.
Responding to Self-Harm and Suicidality and Minimising Risk
This section identifies theories and practice principles related to addressing the
chronicity of the women’s suicidal behaviours more specifically.
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Chronicity of Risk
The principal understanding across practitioner groups was that survivors of CSA
who presented with chronic, persistent suicidal behaviour were a different cohort to
individuals who presented with isolated, acute episodes of suicidality. Self-harm was
understood to be a coping strategy engaged by the young women to regulate their
emotions and reduce overwhelming distress. In some circumstances, it was even
considered to be a protective behaviour that mitigates risk. Chronic suicidal behaviour
was similarly understood as an extreme form of coping, a means of managing intense
distress, which may or may not indicate intent to die. Interviewees were clear, however,
that such understandings did not mean risk was taken any less seriously. In their view,
the degree of suicidal risk should never be assumed or underestimated, irrespective of the
meaning attributed to the behaviours. The trauma literature also tends to view suicidal
and self-harm behaviours associated with childhood trauma as symptoms of distress that
do not necessarily indicate intent to die (Briere & Lanktree, 2012; Kezelman &
Stavropoulos, 2012). Indications are that mainstream settings outside the trauma field are
adopting such understandings of chronic suicidality. For instance, in the new Australian
recovery guidelines for mental health services, suicidality is described as an “extreme
coping strategy” (AHMAC, 2013a).
Eyes on the symptoms but focus on the cause. As detailed in Chapter 5, there
was broad agreement that good practice wisdom in the effective management of chronic
risk requires support that focuses on the cause of the distress precipitating the suicidal and
self-harming behaviour symptoms. This entails strengthening the women’s sense of
emotional and physical safety and, ultimately, their long-term resilience. It was proposed
that such an approach has the greatest potential for reducing the frequency and severity of
suicidal behaviour and ideation. Indeed, while the need for monitoring of risk is ongoing,
a focus on the suicidal behaviours themselves was considered less likely to reduce risk.
As one manager underlined, it was important to continue to work towards building the
women’s resilience in the presence of self-harm and suicidality with the
acknowledgement that, realistically, clients at chronic risk had experienced suicidal
thoughts from a young age.
This position is conceptualised in Barry’s (2007) literature review on risk
assessment approaches as a “risk-taking model”, distinct from a “risk-minimisation
model”. Taken to the extreme, a risk-minimisation focus translates to practice that
emphasises short-term safety with little consideration of the potential adverse impacts of
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such practice or whether such practice is in the long-term interests of the young women.
Its potential shortcomings include unnecessarily frequent risk assessments; and overly
intrusive, restrictive surveillance practices and monitoring of an individual’s safety.
Alternatively, a “risk-taking” focus emphasises the individual’s long-term wellbeing but
if taken to the extreme, may neglect their short-term risk.
A risk-minimisation approach could be argued to ensure greater short-term safety
but compromise and potentially even heighten longer-term risk. In comparison, a risktaking model exposes the individual to higher short-term risk while reducing suicidal risk
over the long term. Good practice wisdom, according to the majority of practitioners,
leans toward a risk-taking model. On the continuum of approaches to managing risk, this
theoretical position most strongly aligns with a human rights perspective in which client
autonomy and self-determination is afforded the maximum possible emphasis given the
circumstances of the particular case. It also aligns with the principles that inform a
recovery approach. While a shared understanding existed among interviewees that a
focus on maximising the young women’s long-term resilience is ultimately the most
effective in reducing chronic suicidality, there was agreement that safety needed to be
prioritised when risk was acute or its level ambiguous.
Identified principles essential to the effective management of short-term risk
included a strengths-based approach focusing on resilience rather than deficit and
transparent acknowledgement of suicidality and self-harm. In practice, a strengths-based
approach in relation to working with suicidal risk translated to maximising the young
women’s involvement in all decision making related to their support, encouraging
independence in help seeking and facilitating the development of more adaptive coping
skills. This framework places suicidal symptoms within the broader context of the young
women’s resources, both their internal psychological resources and supportive factors in
their socio-familial environment.
Most of the principles identified by interviewees as central to the effective
management of risk associated with CSA correlate with those related to the support of
individuals with chronic suicidality and BPD. This is not surprising given that the great
majority of interviewees supported young women who had been diagnosed with BPD or
labelled as having borderline traits. Principles central to working with suicidality and
self-harm endorsed by the Victorian personality disorder service Spectrum,6 include an
6

Spectrum is a statewide service and part of the specialist, clinical, mental health service system that
provides secondary consultations to AMHS treating individuals diagnosed with severe or borderline
personality disorder and direct support to individuals referred and case managed by public AMHS.
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emphasis on empowerment and autonomy and on responsibility remaining with the client.
In addition, excepting when acute risk is indicated, the focus of supporting individuals
presenting with chronic suicidal behaviour should be on building and maintaining the
therapeutic relationship as a vehicle to facilitating long-term recovery. The recent
guidelines on the clinical management of BPD similarly endorsed an approach of minimal
intervention where suicidal phenomena are concerned (NHMRC, 2012). A long-term
perspective to recovery is also considered essential.
In an applied sense, this best-practice wisdom equated to maximising support of
the young women in the least restrictive environment; that is, in community settings.
Hospitalisation, in general, was seen as a last resort.
The rationale. Although monitoring risk closely was considered essential, a
preoccupation with safety was observed to be problematic. Firstly, over-attention to
suicidal behaviour can lead to a myopic focus where risk is assessed based only on the
individual’s immediate presentation. This can fail to take into account other factors in the
individual’s life that may be protective and mitigate risk. From this position,
vulnerabilities are highlighted, and strengths are potentially ignored. Secondly, an
overemphasis on attending to potential short-term risk and the resulting time spent
assessing it reduces opportunities for the practitioner to address the stressors contributing
to the chronic suicidality. Thirdly, several interviewees proposed that self-harm can play
a preventative role against suicide itself, a view corroborated by empirical research
determining that a function of self-harm is to avoid suicidal acts and stay alive (Klonsky,
2007). Interviewees noted that, based on this premise, removing the individual’s option
to engage with these coping mechanisms could ironically lead to increased distress and
suicidal risk, particularly where the young women had not as yet developed more
adaptive tension-reduction strategies to manage their emotions. Interestingly a couple of
interviewees extended this proposition by suggesting that, for some young people,
maintaining the option to suicide was also a protective factor against suicide itself. In
summary, both the practice wisdom and published research suggested that risk can
increase when services are preoccupied with suicidal and self-harm behaviours.
Finally, a preoccupation with safety was observed to increase the likelihood of
risk-averse practice such as transferral to hospitals or other more restrictive practice
settings. Restrictive interventions were acknowledged to reduce opportunities for the
women to practice more adaptive self-regulation skills to manage emotional distress.
They were also observed to compromise the young women’s autonomy and active

239
participation in their recovery. In addition, restrictive interventions such as chemical or
physical restraint ran a high risk of retraumatising survivors of CSA given their potential
to replicate dynamics common to abuse experiences. Risk-averse practice, characteristic
of a risk-minimisation model, focuses on reducing adverse outcomes related to risk.
Interviewees identified a range of factors contributing to risk-averse practice. The most
salient of these is the need to prioritise safety when the evidence is clear that the young
women are at heightened risk of suicide. There are also occasions where factors unrelated
to the actual risk of the individual lead to unnecessary risk-averse practices and
unnecessary restriction.
Risk-averse practice motivated by factors other than the best interests of the young
person arguably needs to be minimised. This includes occasions when professionals
preference their own needs over those of the young person to protect themselves from
perceived exposure to litigation in the event of a suicide. It also includes defensive
practice that stems from professional anxiety related to losing a client to suicide. When
suicidality is viewed through a legal lens, responses are far more likely to be risk averse
than when viewed through a trauma lens. According to interviewees’ perceptions,
increasingly litigious environments and expanded reporting obligations had contributed to
more defensive organisational risk cultures. Western cultures’ increasing preoccupation
with accountability for risk is confirmed in the literature (Barry, 2007; Brett et al., 2011).
Comments from managers in the NGO sector conveyed an experiential knowing
that tolerating a level of risk was in the best interests of the young women. However,
indications were that some felt unsafe to acknowledge this explicitly. Practitioners with
significant experience in the field more overtly endorsed this theoretical premise. Others
indicated that the macro environment was unsupportive of an overt recognition of this
best-practice wisdom. Whilst in theory, interviewees agreed that defensive, risk-averse
practice needed to be minimised, many were resigned to the belief that it would continue
to some extent until the macro context supported the risk threshold they held. These
sentiments were mirrored in literature that explored practitioner concerns related to
emerging concepts of recovery as they pertain to mental health practice (Davidson,
O’Connell, Tondora, Styron, & Kangas, 2006).
Maximising good practice: Issues of risk assessment. At the individual
practitioner level, factors influencing the degree to which risk-averse practice was
engaged included worker perception of their capacity and responsibility to prevent
suicide. Greater degrees of felt responsibility for maintaining the young women’s safety
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was observed to correlate with higher levels of anxiety. This consequently led to
increased risk-averse practice. More extensive experience in the field generally
correlated with decreased anxiety associated with working with suicidal risk. The level of
seniority and associated responsibility in real terms for decisions related to an individual’s
risk was also an influential factor.
Over the years, research has demonstrated the unreliability of predicting which
individuals are at greatest risk of suicide (Large et al., 2011; Ryan & Large, 2013),
validating the opinion of several interviewees who have extensive experience in
supporting at-risk individuals. In Paris’s (2007a) opinion, the lack of evidence supporting
the capacity to identify individuals at highest risk creates a dilemma for practitioners who
are erroneously trained to believe that “they must act to prevent suicide at all costs” (p.
xix). The notion that they can actually do so, according to the current evidence base, is ill
informed. Paris concluded that supporting individuals who are chronically suicidal
necessitates tolerating a level of risk, minimising restrictive interventions such as
hospitalisation and focusing on therapeutic support. Paris framed this conclusion by
suggesting, “We live in a world where prevention of illness is highly valued . . . [We can]
sometimes get the impression that almost everything is dangerous, and we can prevent it .
. . [O]nce we move beyond trying to prevent suicide we may actually be liberated to
accomplish it” (Paris, 2007a, p. 101). As the evidence regarding the factors that predict
suicide risk become clearer, the rationale supporting a focus on prevention may become
more credible. Until then, Paris proposed that the “best approach is to avoid unnecessary
interventions and continue with therapy” (Paris, 2007a, p. 101).
Escalating and Acute Risk
There was agreement across interviewee groups that maximising support in
community-based settings was in the young women’s best interests. Consequently, at
times of escalating risk, there were concerted efforts to exhaust all options of care in the
community before referring the young women to hospital-based acute-care support. The
period during which suicidal risk began to escalate from chronic to high was highlighted
as a critical point of intervention. Many references were made to how effective support at
this time could significantly reduce the risk of the women’s exposure to more restrictive
settings, which had a high likelihood of retraumatising them. Several interviewees
believed that support at these times may be as simple as the presence of another who
could just be with the young women and actively listen to the concerns underlying their
distress. The researcher’s experience of supporting women at times of high distress is
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consistent with this perception, as are understandings of trauma experts, who
acknowledge how powerful simply being heard can be (ASCA, 2012).
Although circumventing the escalation of suicidal risk at these times was optimal,
sometimes this was not possible. In Australia, hospital is the only option of secure care
when young women are assessed as acutely suicidal.
Hospital-based care. The consensus among interviewees was that hospital was
contraindicated for women at risk of suicide who had CSA histories. The level of
disenchantment expressed by psychiatrists who had direct experience of working in the
public-hospital-based sector was an indication of a sector that has struggled for many
years to provide adequate care to survivors of childhood trauma. Criticisms were made of
the insensitivity that support in these settings had to issues associated with interpersonal
trauma and were also directed at the treatment approaches that unwittingly retraumatised
survivors of CSA. In contrast to TIC frameworks, the biomedical model, dominant in
public acute-care settings was highlighted in both the testimonies of interviewees and the
trauma literature as falling significantly short of supporting individuals with CSA
histories (Jennings, 1994; Levin et al., 1998; Mammen, 1999; Morley, 2004). With its
emphasis on biogenetic determinants of mental illness, the medical approach had a
tendency to overlook contributing social and contextual factors. It was argued that this
increased the risk of survivors being misdiagnosed and overmedicated as a result of
pharmacological responses being favoured at the expense of psychosocial interventions.
Further limitations included the observation that hospital practices were traditionally
hierarchical in nature, which discouraged client-patient decision making in treatment.
In addition, although hospital-based care provides a higher level of safety, a body
of suicide prevention literature proposed that it is not designed to respond to the
psychological distress originating from those aspects of suicidality that stem from
psychosocial issues (AISRAP, 2010; Kezelman, & Stavropoulos, 2012; Mendoza &
Rosenberg, 2010). The biomedical approach and the favouring of pharmacological
intervention in such settings are considered more conducive to addressing suicidal
behaviour caused by a biochemical imbalance rather than an interpersonal trauma.
The potential for young women with chronic suicidal behaviour to develop an
unhelpful dependency on environments that offered experiences of being cared for was
another factor informing the understanding that hospital should be a last resort. Several
interviewees referred to the risk of learned helplessness resulting from being in
environments that can dis-able rather than enable individuals. The risk of individuals
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becoming institutionalised and dependent on hospital is an issue commonly discussed in
BPD best-practice literature (Beatson, Rao, & Watson, 2010; Krawitz & Watson, 2000).
An extension of this issue is hospital’s inadvertent reinforcement of chronic suicidal
behaviour given individuals may escalate their behaviours in order to receive admission.
Examples of such situations were also provided by interviewees, as were details of
solutions, including collaborative management plans between clinical and communitybased services that maximised the young women’s involvement.
Other concerns related to the capacity of hospital-based acute-care settings to meet
the needs of young adults. In the opinion of interviewees, existing hospital-based support
is less than ideal for young adult women with CSA histories. The mix of client groups
was considered problematic for the women both in terms of their gender and youth given
older individuals with chronic mental health issues are at times acutely psychotic and
exhibit outwardly disturbing behaviour. A small body of qualitative research and several
leading youth mental health practitioners in Australian and international settings have
consistently highlighted shortcomings of adult acute-care mental health services in
meeting the needs of young adults (Barnett & Lapsley, 2006; Groom et al., 2003;
McDougall et al., 2009; McGorry et al., 2013; SPT, 1997). Traditional child/AMHSs
splits based on chronological age are observed to be out of step with the developmental
needs of emerging adults (Birchwood & Singh, 2013; McGorry et al., 2013; Senate
Standing Committee, 2008). By catering for ages spanning 18 to 64, services are not
youth sensitive.
Before concluding this section, it is important, despite the above concerns, to
briefly consider why the women seek hospital admission. The data do not address this
question, but, in the author’s experience, it is not uncommon for hospital to be one of the
few places the women feel physically safe, particularly in circumstances of ongoing
abuse. Seeking hospitalisation can be more about what the women were avoiding rather
than what they were attracted to. Hospital also offers respite and time out from the
responsibility of dealing with persistent, overwhelming distress. Hence, although there
are clearly grounds for minimising dependency, such a stance needs to be appreciated
with compassion for and understanding of the less obvious or even unconscious
motivations underlying why the women seek such environments in the first place. In
summary, although hospital-based care provides a level of short-term safety, significant
shortcomings were identified in relation to the support of young adult women with
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histories of CSA during times of suicidal behaviour and ideation.7 Furthermore, experts
in the field (such as Paris, 2007a) suggested there is no evidence supporting
hospitalisation as an effective suicide prevention intervention. Though in some
circumstances, hospital can provide a form of respite, its model of intervention is
generally inappropriate for young women whose difficulties are primarily of a
psychological nature. Repeated hospitalisations also run the risk of engendering learned
helplessness. All of these factors point to the need to maximise support of the young
women in the least restrictive settings, namely, in the community.
Supporting Practitioner Resilience: An Essential Ingredient
Interviewees highlighted the critical need for professionals to receive adequate
support for themselves given the complexity of the work, its long-term nature, the
potential for practitioners to be exposed to particularly traumatic material and the anxiety
commonly associated with supporting individuals at risk of suicide. References were
frequently made to significant rates of burnout and vicarious trauma amongst
professionals, contributing to high staff turnover, which resulted in compromised
continuity and consistency of care for the young women.
In contrast, good professional support reduced the impact of exposure to traumatic
material and the anxiety related to suicidal risk. Supervision opportunities for collegial
peer support and ongoing training were identified by practitioners as minimum essentials
for both private practitioners and those working under the auspices of an organisation.
General practitioners, however, explained that, in the medical field, the need for primary
care physicians to have access to psychological support was not readily endorsed. This
finding was particularly concerning because GPs are identified as primary gatekeepers to
mental health support who are being increasingly funded and resourced to encourage
individuals to seek such support. It is unclear whether the experiences of the interviewed
GPs are representative of the wider field. But a profession actively promoting help
seeking while displaying a relative disregard for the benefits of its members doing the
same is incongruous and problematic.
Personal therapy was also highly valued, particularly amongst therapists in private
practice. Additionally, a number of managers in the nongovernment sector referred to the
essentialness of all tiers of an organisation, from practitioners at the direct service level
through to senior management, agreeing to protocols for responding to suicidal clients.

7

However, it is important to emphasise that criticisms were rarely directed at clinical practitioners.
Concerns were primarily related to treatment approaches and structural issues.
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Furthermore, lines of communication needed to be open and robust when discussing
difficulties.
How professionals framed the work was also identified as a key factor in reducing
the potential ripple effects of working with suicidality and CSA. This included having
realistic expectations for recovery time. A sense of moral responsibility and social justice
underlying a personal dedication to the work was another supportive factor. For some
interviewees, this was essential to maintaining commitment over the long term.
A System on the Cusp of Change: Addressing the Gaps and Building Capacity
Trauma is the single factor that above all others most positively predicts
that an individual will end up accessing the mental health system . . . the
single most pathogenic factor in the causation of mental illness is not the
“schizococi” or the gene for bipolar disorder but mankind itself . . . The
suicide rate for patients with untreated complex trauma syndromes is as
high or higher than for any other syndrome that one will encounter in
psychiatry. (ASCA, 2012, “The Following Additional Comments”, para.
3).
Whilst the first section of this discussion has detailed good practice wisdom in the
support of young women with histories of CSA at risk of suicide, the following
investigates the capacity of the Victorian service system to enable effective care. The
strengths and limitations of the system are identified. Factors facilitating and constraining
capacity to respond to the young women’s long-term recovery needs and short-term risk
are determined, as are potential strategies to increasing capacity. This analysis is
undertaken within the context of the broader aim of maximising support of the young
women in the least restrictive practice setting of community-based care whilst minimising
acute hospital-based care. It addresses the research aim of identifying systemic factors at
the macro level of service provision that impede and facilitate its capacity to effectively
meet the needs of the young women.
Justifying a System’s Response
The past decade has seen a rapid increase in aetiological research demonstrating
unequivocally that experiences of CSA can lead to severe and multiple adverse impacts
(Cashmore & Shackel, 2013; Fergusson et al., 2013; Perry, 2005). More recent studies in
the field of neuroscience mapping the neurological impacts of early childhood trauma
have provided further substantiation of this issue (Delima & Vimpani, 2011; Perry, 2005),
as have studies demonstrating the high prevalence of individuals with childhood-trauma
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histories accessing mental health and other social-service systems (Bryer et al., 1987;
Craine et al., 1988; Emslie & Rosenfeld, 1983; Kutin et al., 2014; Read, 1997; Scutella et
al., 2013). Despite evidence now conclusively demonstrating that the adverse impacts of
CSA are wide ranging, services aimed at attending to the needs of adult survivors are
comparatively absent. The disparity between impact and prevalence research and service
provision in this area is stark (Jennings, 2004; Mammen 1999; Mammen, 2006).
Interviewees across disciplines and sectors were in agreement that pathways of care in the
Victorian system for adult survivors of CSA were virtually absent. Australian reports
detailing the opinions of key stakeholders in the trauma field mirrored interviewees’
concerns about a system that currently fails to respond to this population’s needs
(Cummins et al., 2012; Kezelman & Stavropoulos, 2012; Mendoza & Rosenberg, 2010;
Senate Community Affairs References Committee, 2010; SPA, 2009a; Walsh & Douglas,
2010). Research reporting survivors’ service-use experiences across the Victorian
landscape concurred (Breckenridge et al., 2010; O’Brien and Henderson, 2006; Robinson,
2010; van Loon & Kralik, 2005; Women’s Health Statewide, 2005). The dearth of
services parallels an absence of empirical research on interventions focused on this
population.
Reform at the macro level able to affect change across the service system at large
was considered essential. Increasingly vocal groups of consumers and leading trauma
experts have been advocating a public-health response to the needs of survivors of
childhood abuse (Kezelman & Stavropoulos, 2012; Mendoza & Rosenberg, 2010;
Robinson, 2010; Senate Community Affairs References Committee, 2010; SPA, 2009a;
Walsh & Douglas, 2010). As determined in the findings, broad systemic change is
necessary to address the magnitude of the issue of CSA and the current dearth of service
provision to the young women, change that would be difficult to achieve via the efforts of
professionals at the level of individual practice alone. An integrated, holistic response is
necessary to begin to address the multiple needs with which the young women present.
Such findings resonate with those reached by Fanaian et al. (2013) in their recent
Australian study. From clinicians’ views of how best to improve services for people with
personality disorders, a population in which young women with CSA histories are
strongly represented, the authors determined a need for a collaborative, “whole-service
approach”. A study undertaken by leading youth advocacy bodies in Victoria also
concluded that reform required addressing systemic issues at the level of policy to most
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effectively address the gaps in service provision to vulnerable youth, including youth at
risk and youth with abuse histories (Grogan, Colvin, Rose, Morstyn, & Atkins, 2013).
Most interviewees either intimated or directly referred to the potential harm of an
unresponsive service system. They saw three levels of adverse impacts: those directly
incurred as a result of the CSA, those emanating from individual responses to the CSA
and negative impacts originating from poor service responses. Some interviewees and
advocates in the broader trauma field argued that, by omission, the failure to provide
support implied a degree of complicity in the silencing of an issue of a magnitude
requiring a public-health response. From a moral and social justice perspective, just as
governments have a duty of care to protect the most vulnerable in society, such as
children, from abuse, they have a concurrent responsibility to provide support to those
individuals for whom such early protection did not occur. It should be noted, however,
that, despite significant gaps in support, most interviewees were optimistic that change
was occurring.
Identifying Survivors of CSA and Assessing Need
The recognition that the young women are a specific population with particular
needs who are overrepresented in multiple service systems is an important step in the
ability to justify and advocate a comprehensive and integrated service response.
Interviewees providing psychosocial support shared an implicit assumption that the
majority of young women they supported who presented with chronic suicidal and selfharm behaviours had a history of CSA with or without coexisting forms of child abuse or
neglect. For professionals based in the community, the primary question was not how to
identify adult survivors of CSA better; it was how to improve support to this cohort.
That said, interviewees did refer to the need for improved identification of the
women in their early contact with public clinical mental health services. Misdiagnosis
was thought to be very common in these settings given that the perceived preferencing of
a biomedical understanding of mental health symptoms tended to overlook CSA as a
potential causal factor. These observations have been widely documented, particularly in
trauma literature (Against Violence and Abuse, 2013; Fergusson et al., 2008). They are
also increasingly gaining recognition in more mainstream literature (UKDOH, 2008). For
example, the recent Australian guidelines for recovery-oriented practice in mental health
acknowledged that trauma is frequently under-identified and under-addressed in mental
health settings (AHMAC, 2013a). Leading trauma specialists agreed that some form of
screening tool is required to reduce the risk of retraumatisation and misdiagnosis and to
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facilitate more appropriate referrals to trauma services (Hawthorne et al., 1996; Herman,
1997; Herman et al., 1989; Jacobson & Richardson, 1987; Newmann et al., 1998; Read &
Fraser, 1998). TIC guidelines developed in Australia and internationally endorsed the
importance of screening for child abuse histories (Kezelman & Stavropoulos, 2012).
Alongside the gradual improvement in the recognition and identification of
survivors of CSA accessing service systems was evidence that the numbers of individuals
seeking support over the past few years are dramatically increasing. Broad-scale and
high-profile initiatives such as the current Australian Royal Commission into Institutional
Responses to Child Sexual Abuse have paralleled changing public attitudes, facilitating a
more receptive platform for disclosure by survivors (further information on this initiative
can be found at http://www.childabuseroyalcommission.gov.au/). Given these
encouraging shifts in practice and societal attitudes more generally, it is proposed that
undertaking a scoping study similar to that recently undertaken in the United Kingdom
(Allnock et al., 2012) and detailed in the preceding literature review, would be timely.
This could involve a needs assessment based on mapping demand against current
availability of services for CSA survivors, the findings of which are likely to provide
further justification for improved service provision to this cohort. Such an assessment
was recommended by one interviewee, who had extensive experience in the support of atrisk young women with CSA histories.
Addressing Multiple Needs in a Fragmented Service System
A fragmented service system that struggles to respond holistically to the multiple
needs of the young women was one of the most commonly cited systemic barriers to
effective support. Fragmented and disconnected service landscapes, dominated by singleissue services that have a tendency to address problems in isolation, are similarly
regarded in the Australian practice literature as an impediment to continuity and
consistency of support (Kezelman & Stavropoulos, 2012; Shergold, 2013c). Although
minimal references have been made to adult survivors of CSA as a distinct population,
individuals identified as having “complex needs” factor strongly. A recent consultation
led by the Department of Human Services sought practitioner views on higher-level
changes needed to reform Victoria’s service sector and identified similar concerns to
those of interviewees. Key issues at the service system level included excessive
fragmentation, inflexible funding arrangements and burdensome reporting (Shergold,
2013a). While these concerns relate to the support of all vulnerable individuals, they
clearly also pertain to the young women who are part of this cohort. Clearly, no one
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service can meet the multiple needs of at-risk young women who have CSA histories, and
initiatives to improve their access to services are necessary.
Collaborative Initiatives
As a whole, the findings indicated the need for a service with collaboration at its
core. The predominance of single-issue services, and the absence of any one service
designed for the multiplicity of needs with which young women with CSA histories
frequently present, means that collaborative initiatives within and across the different
sectors of stakeholders involved in the young women’s support are imperative. Good
collaboration is critical to the health of the support network itself and maximises each of
its components’ capacity to provide effective care. A team approach was also considered
the most effective means of holding individuals who presented with chronic suicidality,
allowing risk to be both practically and psychologically shared. Collaborative care
arrangements reduced practitioner anxiety, which consequently led to a reduction in riskaverse practice.
Issues associated with risk are among the most commonly cited obstacles to
robust, healthy collaboration. For example, many references were made to tensions
between professionals at the interface of community and clinical acute-care services
related to risk assessments. The perception of community-based professionals was that
their professional credibility was routinely questioned by clinical staff.
Strategies at the service-delivery level to enhance collaborative efforts included
financial incentives for private-practice professionals to attend meetings, the development
of clear protocols detailing the roles and responsibilities of the different stakeholders,
clarity around issues of confidentiality, and initiatives that enhanced mutual
understandings of each other’s context and practice approach. At the macro level,
competition for funding was perceived to fuel tension between organisations as agencies
tried to protect their area of expertise and long-term survival.
Recent state policy emphasises enhancing collaboration between community and
hospital-based services to minimise acute-care service use by individuals at risk of
suicide. In addition, improving collaboration between individual practitioners and
organisations in the public, not-for-profit and private sectors is central to the current
reform of the Victorian service system (Shergold, 2013c). Other Victorian studies,
including one exploring gaps in the youth support sector, similarly emphasised the need
to improve connections between services to ensure a holistic approach to care for
vulnerable youth (Grogan et al., 2013). Headspace, the national initiative to improve
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early intervention for youth, is arguably one of the most extensive and promising models
of integrated care. It is based on collaboration between multiple services, including
mental health, primary care and psychosocial support services. Another recent example
of a systemic response to meeting the needs of cohorts of individuals with complex needs
is Partners in Recovery, which aims to improve collaboration across sectors (Whiteford &
McKeon, 2012). Although aimed at individuals with severe and persistent mental illness
and not specific to youth, it is a model that could be developed to address the multiple and
complex needs of adult survivors. However, it appears in jeopardy of being defunded less
than 12 months after its initial rollout.
Maximising Effective Support in Community-Based Settings
As determined by the findings and backed by research, the provision of support in
the least restrictive environment is considered to be in the best interests of the young
women. This equates to maximising support in community-based settings and
minimising hospital-based care. This, in turn, requires being attentive to risk whilst
focusing on facilitating the young women’s long-term resilience. A key theme that
emerged from the recent consultation of stakeholders to address reforming the Victorian
service system was the need for a more concerted focus on attending to the “underlying
causes of disadvantage, vulnerability and social exclusion” (Shergold, 2013b, p. 5). This
resonates with good-practice theory identified by interviewees, emphasising the need for
practice focused on the causes of the distress presented by the young women. The
following section discusses the constraints and solutions to maximising the provision of
effective support in community settings.
The Interdependent Nature of Crisis and Longer-Term Support
One of the salient findings of this doctoral research was the degree to which each
of the different support domains were mutually and often precariously dependent on the
existence of the other in their capacity to provide effective care to the young women.
When interviewee responses were analysed according to perspectives common to the
different practitioner groups, a theme of mutual interdependence became apparent,
reflecting the tenuous nature of providing care in a relatively unsupportive service system.
A gap in support in one area of need tended to lead to significant pressure being placed on
practitioners offering support in other areas, to the point at which their capacity to hold
the young women and maintain effective intervention was significantly compromised.
There was consensus across practitioner groups of the need for additional
resourcing of both crisis-specific emergency responses and longer-term support services.
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Whilst increasing the capacity to respond to escalating crisis was considered essential,
there was a concurrent need for services that support individuals in developing personal
resources that increase resilience and reduce at-risk behaviour over the longer term. A
system constrained to attending to symptoms, emphasising crisis intervention without
complementary longer-term support to address the causes, perpetuates a revolving door of
service use.
Support across the existing system was observed to be weighted towards
responses to immediate crises, with significant gaps in the service provision aimed at
enhancing an individual’s “strengths and capabilities” (Shergold, 2013c, p. 14). Whilst
crisis responses are acknowledged as essential, there is a corresponding need to
strengthen system capacity to attend earlier and more holistically to the needs of the most
vulnerable individuals. These recommendations (Shergold, 2013b) had strong parallels
with the findings in this doctoral study. Other studies similarly emphasised early
intervention to minimise the development of more severe psychopathology, including the
escalation of risk (Grogan et al., 2013).
Strengthening Capacity to Respond to Longer-Term Recovery Needs
Trauma-informed practice. The broad consensus across interviewee groups was
that support across the spectrum of the young women’s needs should embrace an
awareness of how to work sensitively with CSA. Embedding trauma principles into
generalist settings accessed by the women, including primary care, AOD and housing,
ensured that, at a minimum, the risk of retraumatisation was greatly reduced. Although
TIC frameworks have been gradually implemented over the past decade across a number
of international service systems, including the United States and the United Kingdom
(Federal Partners, 2013; National Association of State Mental Health Program Directors,
2007; UKDOH, 2008), TIC as a concept was unfamiliar to some interviewees. The
principles associated with TIC underpinned most respondents’ practice, but the need was
observed for advanced training in recognising the impacts of CSA and in best practice
supporting survivors. For example, interviewees working in the AOD sector observed
that understandings of the connection between childhood trauma and substance use
remained limited. Relapse was still predominantly seen as a lack of commitment to
withdrawal rather than an individual’s struggle to cope with overwhelming emotional
pain that they had previously suppressed through self-medicating. These findings concur
with those of a number of local qualitative studies on the needs of survivors of child
abuse with AOD histories, published a few years before these interviews.
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Recommendations included a staged approach to AOD recovery for survivors of CSA and
training in childhood trauma across AOD services (Breckenridge et al., 2010; Robinson,
2010).
In the few years since the interviews were conducted, however, an unprecedented
shift has occurred in the awareness of childhood trauma, its impacts and the need for
services to be sensitive to this population. While Australian government policy has been
slow to adopt TIC principles into frameworks that guide practice, advocates and peak
bodies representing the needs of survivors are driving change from the bottom up. These
independent advocacy bodies have recently been successful in attracting government
attention and a level of funding. For instance, not long after the release of the TIC
guidelines aimed at responding to complex trauma, ASCA received funding to deliver
training packages to community services on how to provide support that is trauma
informed and sensitive to the needs of survivors of childhood trauma (Kezelman, 2013).
This funding has been enhanced to deliver support to individuals participating in the
Royal Commission into Institutional Responses to Child Sexual Abuse.
Service systems have rapidly embraced TIC to the point at which it appears to be
synonymous with best practice in the community sector. Organisations across the
homelessness and AOD sectors are adopting this cutting-edge practice initiative and
training their workers in the approach (Barton & Gonzalez, 2011; Cash et al., 2014;
O’Donnell et al., 2012). These shifts are evident in very recent projects such as the
Trauma and Homelessness Initiative, a framework for trauma-informed practice in the
homelessness sector developed by a collaborative venture between the Australian Centre
for Posttraumatic Mental Health and a number of NGOs providing services to the
homeless in Victoria (Cash et al., 2014).
Interviewee testimony also pointed to increased consumer involvement in service
development and delivery, particularly in community-based settings. Systemic initiatives
such as the recently released recovery guidelines endorsed the requirement for services to
continue moving towards embedding consumer experience and knowledge.
Trauma-informed frameworks of support in the statutory care sector have begun to
replace more traditional approaches to residential care, in which discipline and behaviour
modification had been used to address what historically had been seen as conscious acting
out. A number of leading child welfare organisations in Victoria that provide support for
child protection clients with abuse and neglect histories have implemented models known
as “therapeutic residential care” (McLean et al., 2011; Verso Consulting Pty. Ltd., 2011).
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Furthermore, signs are encouraging that government is beginning to recognise and
respond to the issue of CSA. A state Inquiry into the Handling of Child Abuse by
Religious and Other Non-Government Organisations conducted in Victoria in 2013
(Parliament of Victoria Joint Investigatory Committee, 2014) has run concurrently with
the aforementioned national Royal Commission into Institutional Responses to Child
Sexual Abuse. That these unprecedented initiatives have received widespread public
support reflects a shift in dominant social discourses now acknowledging the extent of
CSA. This, in turn, has arguably provoked government into action as well as providing a
mandate for government to respond. The newly released Australian guidelines for
recovery-oriented practice in mental health advocated trauma be positioned as a core
“organising principle of care” in recognition of the high prevalence of survivors in mental
health settings (AHMAC, 2013a, p. 41). Until now, the adoption of TIC frameworks has
been limited to a few individual agencies who are leading the way in practice sensitive to
the needs of adult survivors of CSA. The guidelines will encourage a wider uptake and
embedment of TIC into practice settings. The intended audience of the recovery-oriented
guidelines is all professionals employed in the mental health service system,8 including
those in hospital and community mental health service settings.9
Trauma informed or trauma specific? There were also calls for trauma-specific
support options to be expanded and adapted to cater better for the needs of young adult
survivors of CSA. For example, concerns were expressed that existing sexual-assaultspecific services were inadequately resourced to provide the duration and flexibility
required to support young people effectively. The general impression across interviewee
groups was that specialist sexual-assault services (CASAs) in Victoria were ill equipped
to respond with the necessary intensity, frequency and duration of support that the young
women required when they presented at ongoing suicidal risk. Although indications are
that these services are increasing their responsiveness to youth with CSA histories,
according to several interviewees working in this area, they remain shackled by shortterm funding frameworks.
8

The mental health service system is defined as comprising all “services and programs in which the
primary function is to provide promotion, prevention, early intervention, medical and psychiatric treatments
and recovery support for people who experience mental health issues or mental illness, and/or their families,
carers and support networks” (AHMAC, 2013a, p. 1).
9

Whilst the primary audience is mental-health-specific services, it is also stated to be a valuable resource
for professionals in “other public, private and nongovernment health and human service settings” who
provide a level of mental health support to individuals (AHMAC, 2013a, p. 8).
.
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It is proposed here that CASAs are an existing support option that could be further
developed to provide trauma-specific counselling for disenfranchised youth. Interviewees
raised a number of issues that may need to be addressed. For example, the proximity of
some CASAs on institutional hospital grounds may detract from the centres’
attractiveness to younger individuals. Similarly, the appointment-based nature of support
was unlikely to provide the flexibility required by traumatised youth.
For this population of women, who are young and chronically suicidal,
interviewees placed the emphasis on increasing the availability of a therapeutic
connection of any nature. There were many references to a long-term therapeutic alliance
in and of itself being important at this stage of the young women’s recovery. Access to
more formal trauma-specific therapeutic support was highly valued; however, the women
were often not ready or able to engage with the parameters of such an engagement until
they stabilised.
During this research, the existence of a small number of trauma-specific youth
residential programs auspiced by leading NGOs in the community sector became
apparent. These programs had well-articulated theoretical frameworks that could function
as templates for future services (Gonzalez, Cameron, & Klendo, 2012).
In summary, both contemporary research and the findings from this doctoral study
underscore the need for generalist services across the Victorian service-delivery
landscape to adopt principles of TIC to ensure practice is, at minimum, sensitive to the
particular needs of CSA survivors. In addition, trauma-specific support options need to
be expanded. It is argued here that both options of support are necessary. Generalist
services such as programs for homeless youth and youth AOD services are needed to
respond to the needs of women who are either not developmentally ready or unable to
commit to more specifically addressing their trauma because of a combination of their
chaotic lifestyles and the nature of youth itself.
Long-term and youth-sensitive frameworks of care. Despite both expert
opinion (Briere & Lanktree, 2012; Kezelman & Stavropoulos, 2012) and the current
findings emphasising the need for long-term frameworks of support for traumatised
youth, the primary discourse informing funding of mental health service provision in
Australia was observed to be that of short-term intervention. Several interviewees said
that short-term funding and policy initiatives were a constant source of frustration,
constraining organisations’ capacity to plan, to project budgets, and to provide stability
for staff and, consequently, the young people they supported. Findings from other
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contemporary research of practitioners’ views of youth service provision in Victoria
confirmed interviewees’ experience (Grogan et al., 2013). Accounts of organisations
stretching their capacity to fill this gap in longer-term support were common, some
continuing to see the young women for periods outside of their funding parameters. This
was far from ideal and observed to place additional stress on such services.
The shortage of long-term, stable, safe housing and psychological support were
the most frequently mentioned gaps in support for the young women. With respect to
long-term options of therapeutic support, even trauma-specific services were funded for a
restricted number of sessions, which fell well short of the duration of support adult
survivors of CSA were perceived to need. Also, a disparity was perceived between the
resource rich and the most disenfranchised, resource poor of this group of women. It was
noted that therapeutic support in the private sector was an option only for those women
able to financially afford long-term support. The degree of psychological support
available in the public sector was extremely limited.
Interviewee opinion was supported by literature calling for long-term frameworks
of support for particular populations of trauma survivors. For example, the need to make
longer intensive case management available to BPD cases in Australia was highlighted by
Fanaian et al., (2013). Although these expert clinicians were referring to individuals with
BPD, their recommendations arguably extend to young women with CSA histories
because they are a subpopulation of this cohort. Relatively recent Australian qualitative
studies have similarly called for populations with AOD issues, who have co-occurring
child-trauma histories, to receive long-term support (Breckenridge et al., 2010).
The following models of integrating longer psychological support across the
existing service system were suggested: providing options for public-sector case
management similar to arrangements already offered to individuals with early psychosis;
increasing the number of Medicare-funded sessions available under the Better Access
Scheme to improve access to therapeutic support in the private sector; and increasing
funding to organisations, such as CASAs, currently providing long-term support to
survivors of CSA. Increasing opportunities for this population of women to access
intensive outreach support via community-managed services was also considered
important given the relative instability of many of the women’s lives.
On the question of stable housing, it was noted that the majority of existing
publicly funded youth psychosocial residential services targeted young people with early
psychosis. While not denying the need for these services, interviewees called for a

255
significant expansion of youth-focused residential services for survivors of childhood
trauma. Stakeholder reports in the youth homelessness sector have similarly called for
intensive housing support for youth with complex trauma or complex needs
(Homelessness Australia, 2012). Recent research investigating the gaps in youth service
provision in Victoria supported interviewee observations of the need for increased access
to stable accommodation for at-risk young people (Grogan et al., 2013).
Strengthening Capacity to Respond to Risk
Good practice in the support of young women with histories of CSA at risk of
suicide requires a focus on strengthening long-term resilience and recovery while
remaining attentive to risk. The provision of care in the least restrictive context has been
determined to maximise this capacity. The following discussion identifies the factors that
impede or facilitate practitioners’ capacity to maintain support of the young women in the
community, according to the good practice principles for responding to risk that were
determined by the findings in this study.
The context. As detailed in the literature review, Australian mental health policy
has, for many years, advocated that the majority of mental health service provision should
occur in community-based settings as opposed to in more restrictive hospital-based care
(Statewide Steering Committee, 2005; VGDOHS, 2008; VGDOHS, 2009a). Deinstitutionalisation has seen the bulk of mental health care transferred from institutional to
community settings. Limited hospital resources have also resulted in individuals who,
historically, would have been supported in public hospital acute-care services seeking
support from community services. Alongside this, a strong consumer and carer
movement has continued to push for increased rights to self-determination for individuals
with mental health issues. These macro factors have forced community-based
professionals and organisations to support individuals with increasingly complex needs
and higher acuity of risk. According to a recent Victorian practitioner survey, community
service providers are consequently facing a range of risk-related issues (Brett et al.,
2011). For example, while state public policy has embraced a human rights agenda,
consideration of the potential impacts on the management of risk at the service-delivery
level has been relatively absent. Furthermore, while hospital environments have strong,
established policies and procedures around risk, organisations in the community sector
have historically not required the same systems of response (Brett et al., 2011). It is
speculated here that interviewees’ experience of increased accountability and
responsibility for risk stems from working in a sector currently ill equipped to respond to
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greater exposure to risk originating from the aforementioned macro changes.
Furthermore, international suicide prevention literature confirmed a growing
preoccupation with risk in Western cultures, resulting in service landscapes that are
increasingly sensitive to potential litigation related to adverse outcomes associated with
risk (Barry, 2007; Brett et al., 2011; Bromfield & Holzer, 2008; Mullen et al., 2008). In
effect, services are playing “catchup”, having not as yet articulated or framed these issues
into supportive policies.
A changing landscape? Trauma-informed and recovery approaches to risk.
As detailed in the literature review, recovery-oriented principles to guide mental health
service provision in Australia were recently released (AHMAC, 2013a). A recovery
approach seeks to maximise consumer decision making and autonomy. A traumainformed approach to managing risk similarly seeks to maximise client control and
genuine collaboration between practitioners and the individual at risk (Kezelman &
Stavropoulos, 2012). TIC principles have been adopted as central to the recovery
framework (AHMAC, 2013a). The great majority of interviewees providing psychosocial
support referred to operating from a recovery approach. Similarly, interviewees
providing psychological and mental health support embraced principles of practice that
aligned with recovery frameworks. The central principles of recovery align with good
practice wisdom in responding to young women with CSA histories at risk of suicide.
The adoption of recovery-oriented principles to guide mental health service
provision (AHMAC, 2013a) is a systemic initiative that stands to significantly influence
the management of suicide risk across service settings, particularly in hospital-based care.
It is a conceptual shift that challenges fundamental assumptions within medical
frameworks, such as the clinician as holder of expert knowledge and subsequent primacy
in treatment decision making. The new recovery guidelines acknowledge that, at the
practitioner and service level, tension exists between facilitating safety, meeting medicolegal requirements and supporting individuals to maximise self-responsibility, selfdetermination and “positive risk taking” (AHMAC, 2013a). The difficulty in balancing
safety against promoting client autonomy is similarly highlighted in the aforementioned
study, which explored Victorian health professionals’ view of the management of risk
(Brett et al., 2011).
Professionals understandably experience anxiety related to these two polarities
that they are required to bridge. As noted by one practitioner in an earlier study of the
issues associated with implementing recovery approaches, “How can you tell us to
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promote client choice and self-determination on the one hand, while holding us
responsible for adverse events on the other?” (Davidson et al., 2006, p. 643). Several
interviewees noted how prevailing community understandings that a more interventionist
approach to suicide prevention protects the individual from risk, heightened professional
anxiety and added to professionals’ difficulty in holding to good practice wisdom. Not
only must practitioners deal with their feelings of what more they could have done in the
event of a suicide, they must also deal with society’s potential blame.
Brett et al. (2011) proposed that these tensions have contributed in some cases to
the transfer of risk to public-sector support contexts. However, they concluded that such
shifting of risk by Victorian community-based services is not prevalent. Instead, it was
determined that community-based services “work hard to balance risk and the interests of
their clients, staff and third parties” (Brett et al., 2011, p. 94). The testimonies of
interviewees in this doctoral study are consistent with these findings. Whilst interviewees
acknowledged there were occasions when a practitioner’s inexperience or anxiety related
to legal liability contributed to risk-averse practice and unnecessary referrals to acute-care
settings, these occasions were, by far, the exception. Awareness was high of the need to
be vigilant of whether their personal anxiety was distorting appraisal of the actual degree
of risk of the young women.
It has been suggested, however, that a tendency towards risk-averse practice will
persist whilst the emphasis remains on obliging practitioners to “justify their actions when
efforts to promote patient empowerment result in negative outcomes” (Meehan, King,
Beavis, & Robinson, 2008, p. 180). These are real-life tensions that regularly confront
professionals serving suicidal clients.
Minimising risk and maximising autonomy in litigious environments. Although
the difficulties in balancing these tensions were considerable, interviewees had used a
number of strategies that supported them in minimising risk while maximising the young
women’s autonomy. Training in how best to support individuals presenting with
repetitive suicidal behaviour was emphasised as a means of reducing risk-averse practice,
particularly for less experienced professionals. For example, interviewees explained how
their anxiety in working with risk was reduced as a result of an awareness of research
showing that a robust therapeutic relationship mitigates risk. Frequent ongoing
communication with regulatory bodies such as the Office of the Chief Psychiatrist was
also highlighted as an effective strategy to reduce organisational anxiety associated with
the potential of legal liability related to suicidality. Such communication provided
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opportunities for agreement on acceptable levels of risk that should be tolerated for
particular high-risk individuals. Robust relationships with funding and regulatory bodies
have been identified as the key to positive risk cultures (Brett et al., 2011). Strengthening
these links offers a promising avenue to reduce anxiety in the community sector and to
reach collective agreement on acceptable risk thresholds.
This researcher agrees with studies (Brett et al., 2011) that gave importance more
generally to the development of a shared framework for attending to risk in the
community sector, both between and within the different service systems. Documents
like the recovery guidelines provide a degree of legitimacy to positive risk taking, but
they do not provide protection for community-based professionals and organisations
when adverse events associated with risk are viewed through a legal lens.
Increasing Capacity to Respond to Escalating Suicidal Risk
One of the recurrent and most salient themes of the findings was the need to
enhance the capacity of the community sector to respond to instances of escalating
distress. High risk was described by interviewees as a stage of escalating distress that
required a prompt and appropriate response to circumvent the use of hospital-based acutecare services. Professionals were frequently frustrated when left without short-term
options for risk-specific support. High risk was the most under-resourced stage of
intervention and, ironically, likely to be the most effective intervention point at which the
use of costly and largely ineffectual services in acute care was reduced.
The need for intermediary care in mental health support for youth with complex
needs was noted by leaders in the field, such as McGorry, who concluded that youth with
moderate to severe mental health issues are falling through the gaps (McGorry, Purcell,
Hickie, & Jorm, 2007). Key stakeholders in the homelessness sector made similar
observations, referring to this group of individuals as the in-betweeners, individuals
whose mental health issues and level of risk are too severe for homelessness services to
cope with though not severe enough to gain access to hospital (Homelessness Australia,
2012).
According to informants, enhancing support options to address high risk was
essential. The range of potential solutions proposed included expanding opportunities for
face-to-face after-hours crisis support to complement intervention by the CATT. Studies
investigating stakeholder opinion of the gaps in service provision to vulnerable youth in
Victoria specifically noted that after-hours support is inadequate (Grogan et al., 2013). In
addition, expanding medium- to long-term, 24-hour, staffed, supported residential
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programs was considered important. A small number of youth residential programs,
which went some way to meeting the needs of the young women, were identified by
interviewees. Although these services were not gender specific and catered broadly to
youth with histories of trauma across the spectrum of child abuse and neglect, they
offered good psychosocial support and provided services with the capacity to respond to
escalating crises after hours. Dedicated youth-specific services for individuals with
childhood trauma histories that are also adequately resourced to respond to chronic
suicidality were considered the ideal by interviewees.
Integrated-care models like Headspace centres have filled a significant gap in
early intervention for youth with mild to moderate mental health issues. Advocates
across the homelessness, mental health and suicide prevention sectors acknowledged,
however, a gap in the capacity to respond to young people with more severe issues,
including suicidal behaviour. Leading clinicians have proposed that systemic reform on a
national scale is needed to address this gap through the introduction of specialised early
intervention care for youth with nonpsychotic disorders. Such services would be based
on the Orygen model and include capacity for 24-hour outreach, intensive case
management and long-term support (McGorry et al., 2013). Suicidal young women with
histories of CSA would likely benefit from such a model were it targeted at youth with
complex trauma histories.
The provision of subacute options of care for escalating distress was also strongly
advocated by interviewees as a means of improving effective support to the young
women. Although not considered an alternative to acute hospital-based care, interviewees
were of the opinion that their introduction would significantly reduce the need for acute
care to be accessed. References to gaps in subacute care for individuals with severe
mental illness featured strongly in a number of reports on the state of the mental health
system over the past decade. They included step-up options of care aimed at preventing
hospital admissions and step-down levels of care, which focus on providing transitional,
post-hospital support to re-integrate individuals into their usual place of residence in the
community. These options could be available at times when interventions were
unsuccessful in de-escalating the young women’s distress. They would offer respite for
women whose risk was assessed as lower than that requiring secure containment in a
hospital environment but high enough to warrant more intensive, short-term support.
These services would be based in the community, be youth specific, trauma informed and
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jointly staffed by clinical and psychosocially trained professionals able to provide 24-hour
support when required.
The development of PARCs has partially addressed the need for spectrum-of-care
settings for individuals with severe mental illness, and it is proposed here that this model
could be adapted to provide an alternative to hospital-based psychiatric care for the young
women. A few international models of subacute-care services for populations similar to
the young women could be adapted more specifically to survivors of child trauma. Crisis
houses in the United Kingdom have been determined to offer a promising gendersensitive respite option to women who would otherwise be voluntarily admitted to
hospital (Howard et al., 2010).
Maximising Effective Support in Acute-Care Settings
Maintaining support in the least restrictive context is recognised to be in the best
interests of the young women. Nevertheless, at times of acute risk, secure care is needed,
and hospitalisation is the only option available in Australia.
Enhancing Continuity of Care at the Community/Hospital Interface
Interviewees observed a tendency for the community- and hospital-based sectors
to operate as independent, disparate components of the broader service system. When the
women moved from one context of care to the other, responsibility for support tended to
transfer also. Evidence for this was provided in interviewees’ testimonies of their being
largely excluded from involvement in treatment decisions when the women were admitted
to inpatient care and was illustrated by the numerous examples of continuity of care being
compromised at discharge. The existence of problems at critical transition points of care
have been identified over the past decade in seminal documents such as Suicide and
Suicide Prevention in Australia: Breaking the Silence (Mendoza & Rosenberg, 2010).
Ironically, despite hospital being contraindicated for young women with CSA
histories, issues related to gaining access to acute-care support was a persistent theme and
factored highly in interviewee testimonies. As detailed in the findings, bed shortages
were considered a frustrating but legitimate explanation for restricted access. However,
questioning the credibility of community-based professionals’ capacity to accurately
assess risk or blocking access to BPD cohorts based on negative attitudinal factors,
including their reputation for “being difficult”, were not regarded as legitimate.
Given that CATT members and community-based professionals have differing
agendas—one seeking admission for the young women and the other seeking to keep
admissions to a minimum—it is perhaps not surprising that tension between professionals
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operating at the interface of the two sectors is relatively high. Continuity of care is
compromised as a result of the tensions these differences create. Initiatives that
strengthened communication between community practitioners and professionals working
as gatekeepers for the clinical, hospital-based sector were observed to increase trust
between the two sectors. Collaborative case-management arrangements, for example,
were identified as facilitative of more integrated and seamless support.
A number of interviewees called for collaborative crisis management to become
commonplace for young women at ongoing suicidal risk, similar to the case-management
approach currently taken with individuals with Axis 1 diagnoses such as schizophrenia
and bipolar disorders. Encouragingly, several Australian policy initiatives have identified
the enhancement of collaboration between clinical acute-care services and a range of
support services in the community as a priority in addressing the needs of individuals
with multiple and complex needs (Senate Community Affairs Committee Secretariat,
2010; Shergold, 2013c; VGDOHS, 2009a).
Facilitating Autonomy and Reducing Coercive Practice
Good practice wisdom entailed maximising the young women’s control in all
aspects of their care. The fact that a biomedical approach dominates practice in acute
hospital-based settings and that one of the mandates of hospital-based care is to maximise
safety clearly limits the capacity of this setting to maximise client autonomy. Many
professionals in these settings do, of course, support the right of clients to selfdetermination and control of their treatment. But the structural constraints, including
being under-resourced and time poor, impact on their capacity to maximise consumer
involvement.
In maximising self-determination, there is a concurrent need to minimise coercive
and involuntary practices, including seclusion and restraint. The new recovery guidelines
strongly advocate reducing coercive practices (AHMAC l, 2013a; AHMAC, 2013b).
Aside from the introduction of a recovery-oriented framework, a concerted effort by a
range of stakeholders to reduce seclusion and restraint practices has long been an
initiative that stands to benefit at-risk young women with CSA histories.
In 2005, all Australian states and territories agreed to work towards reducing
coercive practice. A few years later, the National Mental Health Seclusion and Restraint
Project established beacon sites to implement and test known best-practice interventions
for their capacity in reducing seclusion and restraint (McSherry, 2013a). A nationwide
seclusion and restraint project has since been established, whereby the NMHC
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collaborates with researchers from the University of Melbourne to identify best-practice
approaches to reduce and ultimately eliminate seclusion and restraint practices in the
Australian public mental health system, and community, custodial and ambulatory
settings (Christensen et al., 2013; McSherry, 2013b). Importantly, in 2012-2013, all
Australian states released data on seclusion rates for the first time (Christensen et al.,
2013).
Gender, Trauma and Youth-Sensitive Support
Despite research showing conclusively that a significant percentage of individuals
accessing public mental health hospital-based care have histories of childhood trauma
(Briere & Zaida 1989; Read et al., 2005), the adoption of trauma-informed frameworks in
these settings has been slow. Examples fully integrating TIC principles into Victorian
public mental health settings are unknown, which is not surprising. Unlike communitysector service provision, where TIC approaches complement existing psychosocial
approaches, trauma frameworks are based on principles that are in tension with principles
that inform biomedical approaches. As a result, their adoption in hospital-based settings
is likely to be more problematic.
Interviewees also identified a need for greater gender sensitivity, particularly
given research demonstrating that the risk of sexual assault in acute-care settings is
relatively high. The provision of women-only spaces was considered a step that would go
some way toward reducing the risk of revictimisation. That a number of Victorian
AMHS have introduced women-only corridors is encouraging. There have also been
promising initiatives to improve gender sensitivity in practice in acute-care settings,
including gender-sensitive guidelines and guidelines on responding to allegations of
sexual assault.
Finally, Victorian adult acute-care mental health settings were observed to have
significant shortcomings in responding to young adults, and there were recommendations
for CAMHS services to be extended to age 25. Poor responsiveness to youth-specific
needs across international adult acute-care services was a problem also identified in the
literature. Anecdotal evidence suggests that some AMHS have set aside specific wards to
cater for young adults.
Alternative Acute-Care Support Models
Due to resourcing and other constraints, existing acute-care contexts are primarily
limited to the management of symptoms and maintenance of safety with the aim of
stabilising individuals. Stakeholders supporting a number of populations have called for
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alternative models of acute care. Interviewees’ opinions of alternatives that could provide
a degree of psychological support ranged from the development of a specialist trauma unit
based in the community to dedicated beds for trauma within a separate unit in current
inpatient settings. The need to explore alternatives to hospitalisation for individuals
diagnosed with BPD was also highlighted in a recent Australian study of clinicians’ views
on improving service provision to this cohort (Fanaian et al., 2013). Finally, experts in
suicide prevention have recommended that models of acute-care support be broadened to
include the population of suicidal individuals. Existing hospital-based care was
considered inadequate as it is constrained to crisis intervention with limited capacity to
respond to psychosocial needs.
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CHAPTER 9: CONCLUSION
This doctoral study explored community-based health professionals’ perceptions
of the support needs of and service provision to young women who have CSA histories
when they are considered at risk of suicide. One aim was to identify good practice
wisdom with respect to both meeting the young women’s longer-term needs and
responding most effectively to their suicidal risk. Another was to identify the systemic
factors that constrain or facilitate the capacity of professionals to attend to the young
women’s needs effectively, based on these good practice principles. An exploratory,
qualitative, interpretive approach involving in-depth interviews with 31 experienced
practitioners was chosen as the best method to achieve these aims. Data source
triangulation was employed to source information from three relatively distinct groups of
professionals. A thematic analysis was undertaken, guided by a hermeneutic framework
and informed by a gendered lens.
The reviewed research confirmed that the impacts of CSA can be severe and
persistent, adversely affecting all areas of an individual’s life, including their physical,
psychological, mental and social wellbeing. A significant association between CSA and
suicidality has also been established. However, the disparity between the high volume of
research and the relative absence of service provision targeting CSA survivors’ needs is
striking. Studies confirming the high prevalence of adult CSA survivors accessing both
community and hospital-based acute-care systems make this inconsistency even more
conspicuous.
Research on cohorts of individuals with BPD diagnoses, complex trauma histories
and suicidal youth, in which the young women focused on in this study are likely to be
strongly represented, provided some insight into effective responses. However, there is a
paucity of research focused on the support needs and capacity of service systems to
respond specifically to the needs of young adult women at risk of suicide who have
histories of CSA.
Interviewees’ opinions of good practice wisdom in meeting the core support needs
of the young women were discussed in light of existing research on effective
interventions for adult survivors of CSA and other related population groups. The extent
to which the young women’s support needs are met by existing service provision in
Victoria was also discussed along with constraining and facilitative factors. Solutions to
addressing gaps in support and to increasing the capacity of both community- and
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hospital-based services to engage in recognised good practice were detailed. This was
placed in the context of contemporary research and other, expert, stakeholder opinion.
The findings from this doctoral study indicate that support provided in the least
restrictive environment is optimal and in the long-term best interests of young women
with histories of CSA presenting with chronic, persistent suicidality. This entails
maximising support in community-based settings and minimising hospital-based acute
care. Good practice wisdom in responding more specifically to self-harm and suicidality
requires the focus of support be on alleviating the distress (the causes) precipitating the
suicidal behaviours (the symptoms). Whilst attentiveness to short-term risk is essential,
and while it is of primary importance that suicidal phenomena are closely monitored, the
focus needs to be on sensitively and appropriately addressing the causes of the distress
that lead to the suicidal ideation and behaviour in the first place. This both reduces risk
and strengthens the young women’s resilience over the long term.
There are many occasions when, to a greater or lesser degree, there is ambiguity
of risk. Practitioners supporting individuals who present with chronically suicidal
behaviour are frequently confronted with this scenario. At such times, best-practice
principles require professionals to weigh immediate risk against potential adverse effects
of restrictive practice on the young women’s long-term wellbeing, alongside
consideration of the resilience they have to mitigate risk. When practice is
(understandably) preoccupied with minimising short-term risk, a more holistic
consideration of the individual’s long-term recovery needs can be neglected.
Professionals conceded that this strategy requires a delicate balance in decision
making. Nevertheless, the approach was backed by expert stakeholder opinion as well as
research pertaining to the support of chronically suicidal individuals. The strategy draws
on a strengths-based rather than deficit-focused model. Recovery frameworks, which
have the central tenet of maximising client self-determination, also align with this practice
model. Such frameworks propose that each risk-management decision needs to consider
not only the immediate safety of the individuals involved but also how the intervention
supports or impedes the individuals’ capacity to manage their emotions and behaviours.
It should also consider how the intervention aligns or does not align with the individuals’
choices, to what extent it impacts on their ability to maintain contact with their regular
life, and the degree to which it focuses on strengths rather than vulnerabilities. Should
restrictive treatment still be necessary to facilitate an individual’s immediate safety, the
emphasis needs to shift to supporting the person to return as quickly as possible to a
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position of autonomy and control. Such an approach is further justified by research
demonstrating that our ability remains poor to predict accurately which individuals are at
highest risk of suicide. If the degree of risk cannot be easily determined, then the
justification for restrictive intervention is even more tenuous. Evidence has shown that
coercive practice can retraumatise survivors of CSA. It follows that support that curtails
the young women’s control and self-determination can do harm. Ironically, a
preoccupation with short-term risk can actually increase the young women’s risk of
suicide in the long term. Furthermore, studies indicating that connection is a protective
factor that mitigates suicidal risk reinforce a focus on practice that strengthens the
therapeutic relationship and the provision of a safe space to address the trauma and its
impacts.
It is important, however, that good practice understandings of minimising
restrictive care are not used to justify further restricting the young women’s access to
hospital-based care. In a climate of limited resources, there is arguably a danger that such
a rationale could be employed to further limit access for trauma survivors. The current
pressures on the availability of bed-based acute-care support and the significant financial
cost of providing this high-end care heighten this risk.
Several interviewees believed that such a situation may already be occurring in
relation to individuals diagnosed with BPD who had CSA histories. Widespread
frustration with restricted access to hospital-based care already exists, with communitybased professionals frequently left holding unacceptably high levels of suicidal risk.
Furthermore, it was not uncommon that restricted access to hospital-based care combined
with inadequate crisis support in the community resulted in the young women’s risk
escalating. This ultimately led to the young women being admitted anyway, following a
more extreme attempt than that which would have occurred had they received adequate
support earlier.
Maximising the capacity of professionals to respond to the young women from a
good practice approach is largely dependent on enhancing adequate and appropriate
support in community-based settings. If the young women receive good enough support
when at chronic risk, the likelihood of their distress escalating to the high-acuity stage is
reduced, thereby minimising the need for hospital-based care. However, the existing
service system falls well short of facilitating good practice, only offering, in the main,
symptomatic support for adult survivors of CSA.
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While a small number of services provide a level of care, the capacity of the
community sector to respond effectively to the young women remains manifestly
inadequate. Strengthening services to respond to longer-term needs requires, at a
minimum, increasing the availability of therapeutic and safe housing support options. In
addition, practice across all support domains needs to be trauma informed, responsive to
the developmental needs of youth and gender sensitive. Strengthening services to
respond to escalating risk is also considered essential, with high risk considered a critical
point of intervention. This requires enhancing existing services’ capacity to respond to
suicidal risk, increasing extended-hours crisis intervention support and introducing nonhospital-based options of subacute support. Importantly, transparent and robust
discussion around risk-related issues currently facing community-based support services
needs to take place. This would provide the foundation for a systemic response across
services in the community towards more collectively agreed understandings of managing
risk associated with CSA. A shared position would arguably reduce risk-averse practice
and the transfer of risk. Although such defensive risk-averse practice was concluded to
be minimal in the community sector, it was acknowledged to occur still. In addition, it is
essential that practitioners who commit to supporting young women at risk of suicide with
histories of CSA are themselves provided with adequate support to minimise the potential
of burnout and to ultimately ensure the women receive the care they need.
Public-hospital-based acute care is even more constrained than the community
sector in its capacity to offer treatment beyond symptomatic relief. There are some
promising signs of change in isolated pockets of care, such as the introduction of TIC and
the redesigning of adult inpatient units to better respond to youth. The question remains
as to how easily these changes can be integrated into a system still fundamentally
operating under a medical model, a system greatly under-resourced and risk averse by
nature. At a minimum, hospitals need to offer good enough experiences that do no further
inadvertent harm.
Barriers to effective care may paint a relatively pessimistic picture of moving to a
system more sensitive to the needs of young women at risk with histories of CSA.
However, a sense of hope and determination among interviewees to persevere with
agitating for change almost uniformly transcended expressions of exasperation at a
system that largely continues to fail this population of women. Service users themselves
and lobby groups are also raising the profile of adult survivors of CSA on the political
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and social agenda. Furthermore, a shift over the previous decade in community attitudes
is also said to be strengthening the platform for change.
It is hypothesised that, as the system increases its capacity to respond effectively
to the needs of survivors, the additional impacts of the young women’s responses to both
the trauma of the CSA and the experiences of retraumatisation by the system itself will be
greatly reduced. For example, coping responses to the trauma such as substance use and
self-harm will be minimised and less entrenched as a result of earlier intervention.
This study’s results and recent research are in agreement that, with the right
support, the women’s potential to lead full and functional lives and to recover from a
history of childhood trauma is more than promising. It is speculated that many of the
barriers to recovery are located within ineffective and inadequate service responses rather
than with any treatment resistance of the women. Similarly, we cannot discount the
possibility that the heightened suicidality the young women present with may at least, in
part, be a reflection of an unresponsive service system.
It was acknowledged that service responses were improving, albeit slowly and in
isolated pockets of service delivery. Despite remaining tensions, it could be said that we
are witnessing a convergence in practice and a softening of ideological divisions between
traditional mental health and trauma paradigms. These changes are evident in interviewee
optimism of reduced antagonism across contexts where these divides are most apparent
and in increased collaboration and acknowledgement of interdependence.
The need for improved responses at the level of individual support for survivors of
CSA is evident. However, given the magnitude of the issue, consumer advocates and
leading trauma experts have consistently argued that a comprehensive public health
response is required. This would include, for example, both primary-prevention
population-based strategies and continuum-of-care initiatives that address the needs of atrisk populations such as the children of individuals with histories of CSA.
Although a broader public health approach to the issue of CSA remains
conspicuously absent, a number of interviewees appeared quietly optimistic that a
paradigm shift in mental health service delivery had begun. It could be argued that it is
indeed a system on the cusp of change.
Strengths and Limitations
This doctoral research was informed by 31 professionals across a range of
disciplines and sectors, the majority of whom are experts in their field, with over twothirds having between 10 and 35 years’ experience in supporting young women at risk of
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suicide with histories of CSA. Such extensive experience spans many years of change in
the mental health field. The degree of consistency across the different practitioner groups
interviewed on the nature of the major themes and key issues was high. As such, it is
likely that the findings present an accurate understanding of good practice wisdom and
constraints and facilitative factors impacting on the capacity to effectively support the
young women.
Whilst the findings can be confidently said to represent practitioner experience in
supporting this particular cohort of young women in community service settings in
metropolitan Melbourne, they cannot be generalised to other Australian or international
locations (see page 114 of Chapter 4, “Generalisability”, for further discussion of this
issue).
There are, in addition, a number of potential limitations of this doctoral research.
Firstly, trauma-informed or trauma-specific interventions and principles of practice
deemed effective in targeting survivors of complex trauma can be considered to be
broadly effective for the women who are the focus of this study given they are a
subpopulation of complex-trauma cohorts. What cannot be ascertained is whether
suicidal young women with histories of CSA have support needs additional and unique to
those of other complex-trauma subpopulations. For example, the needs of young women
who have been subjected to CSA may be more gender specific than women who have
experienced severe childhood trauma and neglect of a nonsexual nature.
Secondly, the findings pertain to young women who are already engaged with or
have some current contact with services. They may or may not extend to a subgroup of
young adult women with CSA histories who are chronically suicidal and who have not as
yet sought assistance. However, this is unlikely as individuals with suicidal symptoms
tend to come to the attention of support services.
Thirdly, the majority of the professionals interviewed have extensive experience
in supporting young women with histories of CSA. They are subsequently likely to have
highly developed risk-assessment skills with a low propensity for premature and
unnecessary referrals to acute hospital-based support. Their skills may not be
representative of the field at large. Less experienced professionals, for example, may be
more prone to risk-averse practice and to transferring risk to public acute-care services.
Lastly, the importance of understanding the role of the broader socio-familial
context of individuals with CSA histories and of developing systems of care that consider
these influences in recovery and treatment plans had been given strong emphasis by
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trauma experts such as Sandra Bloom (2000). Whilst the scope of this thesis limits its
capacity to address this area of practice, the potential benefit of a family systems
approach to continuums of care is acknowledged. In this approach, consideration is
extended to the children of adult survivors and, at times, to involving in the treatment
program family members and others who are part of this wider system.
Policy and Practice Implications
In the following, outcomes related to the theory-building stage of analysis
described under “Additional Analytical Tasks” in the Method (Chapter 4) are presented.
No practice frameworks specific to the support of suicidal young women with histories of
CSA existed in the literature. The following models emerged from the findings.
Figure 1 displays the primary constraining factors across the current system at the
macro level of service provision. In this scenario, acute care is widely utilised, with the
size of the arrow from high to acute risk representative of a revolving door of crisis. Even
though public acute hospital-based care is considered to have significant shortcomings in
the support of adult survivors of CSA, it will continue to be over-utilised until adequate
and appropriate resources are available in the community sector to attend to the young
women’s needs.

Figure 1. Existing service system.
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Figure 2 is a representation of enhanced service delivery according to the findings.
It illustrates how, in order to effectively respond to the needs of young women with CSA
histories, a significant rethinking of the overall structure of the service system needs to
occur. To reduce the current emphasis on acute care, resources need to be directed
towards an intermediary level of care. In this level of support, the emphasis would be on
psychosocial, trauma-informed frameworks with the concurrent capacity to respond with
pharmacological support when needed. Options of support in community-based care
would also be significantly strengthened with services specifically configured to meet the
multiple needs with which the young women present.

Figure 2. Redeveloped service system.

This final scenario in Figure 3 represents practitioner responses to the question of
the ideal model of support for young women with histories of CSA. In this portrait of the
service system, current hospital-based acute-care services would ideally not be required.
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Figure 3. The ideal?

Research Implications
The following recommendations for future research are proposed.
•

Research is needed to identify the support needs and most effective response from
the perspective of the lived experience of adult survivors of CSA who have
persistent, chronic suicidal behaviour. This is required to complement practitioner
perception detailed in this doctoral research.

•

Additional research is needed to determine whether primary care physicians (GPs)
providing mental health support for at-risk individuals with histories of CSA are
receiving adequate professional support.

•

Although there was a strong perception among interviewees that the socio-legal
environment in which practice occurred was litigious, further research is required
to ascertain the degree to which this is indeed a reality.

•

Research investigating how to respond most effectively to suicidal risk in
community settings would be highly beneficial.

•

Evaluations of existing services aimed at meeting the needs of populations in
which survivors of CSA are strongly represented need to be undertaken, providing
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the sector with evidence-based practice on which to model new frameworks of
support.
•

Pilot programs offering potential new models of support to respond to escalating
risk need to be developed and evaluated.

•

Research is needed to address the neurodevelopmental impacts of trauma by
examining gaps in paediatric, early childhood and school-based programs across
the Australian service system, which provide early intervention in childhood and
adolescence.

•

Given the magnitude of the issue of CSA in terms of both its prevalence and the
aetiological research demonstrating that experiences of CSA can lead to severe
and multiple adverse impacts, research is required to determine the parameters of
a public health approach to the issue.
Concluding Comments
Child sexual abuse can lead to a range of substantive, long-term, adverse impacts,

including suicidality. Yet there is a paucity of research into best-practice healthcare in
addressing the needs of young adult women at risk of suicide with histories of CSA. This
qualitative study investigated experienced health professionals’ perceptions of good
practice and the systemic factors that facilitate or constrain effective support.
Effective pathways of care for the young women were determined to be absent.
Findings indicated a need for increased gender and trauma-sensitive options of long-term
therapeutic support and safe housing in community settings. Enhancing the availability of
crisis support options when the women’s risk escalated from chronic to high was also
determined to be essential. Furthermore, significant improvement in the capacity of
hospital-based acute care to provide trauma, youth and gender-sensitive support was
required.
It is anticipated that the findings emerging from this study will contribute to the
development of policy initiatives aimed at meeting the needs of the young women and to
broader public health approaches to the issue of CSA. Findings can also inform good
practice guidelines for responding to young women at risk with histories of CSA.
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Appendix A
CSA: Prevalence, consequences and costs
Studies investigating the longer-term psychological, social, neurological and
physical impacts of CSA highlighted the extensive adverse consequences survivors can
experience across these domains. This research is detailed below. Issues related to the
definition of CSA and the prevalence of CSA in the community are first presented.
Definitional Issues
There are significant differences in the parameters used to define CSA. The upper
age used to determine when childhood ends and individuals are understood as mature
enough to be able to give sexual consent varies (Collin-Vezina, Daigneault, & Hebert,
2013). Definitions also vary based on which experiences are determined to be abusive;
for example, contact, noncontact or both (Collin-Vezina et al., 2013; Pereda, Guilera,
Forns, & Gomez-Benito, 2009; Taylor et al., 2008). While some definitions historically
have incorporated only contact abuse, a trend has been observed in research towards
broader definitions of CSA. These include contact and noncontact abuse such as
exhibitionism (Collin-Vezina et al., 2013).
As noted in chapter two, this study adopts the definition of CSA used by the
Victorian Centres Against Sexual Assault (Victorian CASA, 2013): “Child sexual abuse
is when an adult or someone bigger than the child uses his or her authority or power over
the child, or takes advantage of the child's trust and respect, to involve the child in sexual
activity” (p. 1).
Prevalence of CSA: The Magnitude of the Issue
CSA is increasingly acknowledged as a public health issue of sizeable proportions
(Molnar, Buka et al., 2001; Resnick, 2012; Sykes Wylie, 2010). Two primary sources
provide evidence of the prevalence of CSA incidents. Official figures derived from
agencies such as statutory child protection services, the police, courts and sexualviolence-support services provide information on trends of reported and substantiated
cases of child abuse. Adult retrospective reports obtained through population and
community sample surveys are another source (Tarczon & Quadara, 2012).
Officially recorded data provides evidence as to the prevalence of reported child
abuse in Australia. However, this information is of limited use in ascertaining true
population prevalence rates given the high rates of underreporting and significant
variability in collection and recording practices (AIHW, 2007; Collin-Vezina et al., 2013;
James, 2000; Mullen et al., 1996; Nurcombe, 2000; Taylor et al., 2008). For example, in
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2007, 0.76% of children up to 17 years of age were found to be the subject of
substantiated cases of child abuse in Australia. However, when findings from population
studies were analysed for the same period, true prevalence figures were estimated to be
4.8 to 18.0 times higher (Taylor et al., 2008).
Notifications and substantiations of child abuse in Australia, across the spectrum
of physical, sexual, emotional abuse and neglect, have risen dramatically since the late
1990s to early 2000s (AIHW, 2013; Faulkner, 2008; Holzer, 2008; Senate Standing
Committee, 2008). Recorded rates of the CSA of girls increased by 27% between 1996
and 2003 (Bricknell, 2008). It is possible that these upward trends in notifications are due
to an increase in the actual incidence of child abuse in the community. It is equally
plausible that increased community awareness has led to a greater willingness to report
abuse. Factors likely to increase willingness to report include stronger requirements for
mandatory reporting and a broader definition of what constitutes abuse (AIHW, 2007;
Bricknell, 2008; Higgins, Bromfield, Richardson, Holzer, & Berlyn, 2009; Senate
Standing Committee, 2008; Scott, 2008).
Hence, official figures of child abuse are thought to underestimate prevalence
rates significantly. Adult retrospective reports of CSA obtained through population
sample surveys are more likely to reflect truer estimates (Fergus & Keel, 2005).
Nevertheless, actual prevalence rates of CSA in the community remain contentious, with
considerable variation in findings (Holzer 2008; Senate Standing Committee, 2008;
Taylor et al., 2008). These inconsistencies are highlighted in a recent systematic review
of 55 prevalence studies across 24 different countries, which identified significant
variation in prevalence rates of women with histories of CSA. Estimated prevalence
ranged from 8%-31% (Barth, Bermetz, Heim, Trelle, & Tonia, 2012).
Confounding factors include report bias. For example, underreporting may result
from participants not recalling the abuse or choosing not to disclose it (Femina, Yeager,
& Lewis 1990; Nurcombe, 2000). The absence of a standard definition of what
constitutes sexual abuse was found to be another confounding factor in determining
prevalence (Price-Robertson, Bromfield, & Vassallo, 2010; Read 1997; Taylor et al.,
2008). Another concerning shortcoming of prevalence studies is that they often fail to
include the most vulnerable, such as individuals residing in remote communities, the
homeless, adults in psychiatric care and the prison system, women whose first language is
not English and sex workers. These individuals were purported to be at the greatest risk
of sexual violence (Neame & Heenan, 2003; Tarczon & Quadara, 2012).
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Despite these limitations, some notable population studies and systematic reviews
provided robust evidence of the likely range of prevalence of CSA. The Adverse
Childhood Experiences (ACE) study involved over 17,000 participants and is arguably
one of the most extensive and well regarded studies prospectively investigating the longterm health impacts of child maltreatment (Felitti et al., 1998). The study determined that
one in four women (28%) and around one in six men (16%) reported a history of contact
sexual abuse before age 18 (Felitti et al., 1998). Systematic reviews of population studies
have returned similar findings. Two large reviews concurred that rates of women subject
to CSA of any kind were between 15%-30% and 5%-10% for penetrative abuse
(Fergusson & Mullen, 1999; Gilbert, Widom, Browne, Fergusson, Webb, & Janson,
2009). Other reviews have determined ranges of between 7%-36% (Finkelhor, 1994) and
12%-35% (Putnam, 2003). One of the most recent extensive meta-analyses of studies
published between 1980 and 2008, producing a total of 9,911,748 participants,
determined the global prevalence of self-reported CSA for females to be 18%. This
figure sits midway between the more commonly estimated ranges (Stoltenborgh, van
IJzendoom, Euser, & Bakermans-Kranenburg, 2011).
Population surveys in Australia have produced similar prevalence ranges to
international studies. They determined that between 4%-12% of women have been
exposed to penetrative abuse and 13.9%-36% to nonpenetrative abuse (Scott, 2013).
Findings from the Australian component of the International Violence Against Women
Survey estimated prevalence rates of CSA in women to be 18%. However, the authors
noted that the most vulnerable subgroups were unlikely to have participated given the
survey was limited to telephone calls to private houses (Mouzos & Makkai, 2004). Based
on the above findings, the population prevalence of all forms of CSA of women is
estimated to be between 12%-35% and 4%-12% for penetrative abuse.
Multiple and Extensive Long-Term Impacts
CSA can have severe impacts on an individual’s cognitive, emotional,
behavioural, social and physical development, and these effects can manifest across the
lifespan, in childhood, adolescence and adulthood (Against Violence and Abuse, 2013;
Cashmore & Shackel, 2013; Fergusson et al., 2013; Perry, 2005). Recent research is
considered more robust as studies are increasingly longitudinal and prospective in design
and more frequently employ large community samples to ascertain associations (Cutajar
et al., 2010; Fergusson et al., 2013; Hillberg et al., 2011). Prospective studies are
beginning to address issues such as the recall bias associated with retrospective reporting
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in earlier research (Gilbert et al., 2009). Prospective studies have also increased the
capacity to assess causal links between experiences of CSA and long-term consequences
because these studies can account for the influence of mediating factors (Fergusson et al.,
2013). However, differences in research methodologies and inconsistent definitions of
CSA apparently contributed to a continuing wide variation in findings (Irish, Kobayashi,
& Delahanty, 2010). The following section details research on the adverse impacts of
CSA and includes discussion of these and other methodological issues.
Psychological Impacts: Mental Health and Emotional Health
Studies have determined that 75% of mental health problems emerge before the
age of 25. Young adults aged 18 to 25 have the highest prevalence of mental health
problems of all age groups (Kessler et al., 2005; McGorry, Purcell, Hickie, & Jorm,
2007). CSA is an aetiological factor contributing to a range of mental health issues.
These frequently develop to a point of severity where they meet criteria for psychiatric
diagnoses. The following section reviews research related to the association between
CSA and a range of mental health issues and subsequent diagnoses. It focuses on anxiety,
depression, psychosis and the features characteristic of a BPD diagnosis.
Anxiety and PTSD
CSA was consistently shown to be associated with anxiety symptoms (Molnar,
Buka et al., 2001; Nelson et Al., 2002; Neumann et al., 1996). Numerous studies
confirmed that youth with histories of CSA displayed a broad range of posttraumatic
stress symptoms. These range from apprehension and difficulty sleeping to more severe
persistent negative cognitive and emotional states and arousal symptoms, which are
frequently diagnosed as anxiety disorders (Ackerman, Newton, McPherson, Jones, &
Dykman, 1998; Molnar, Berkman et al., 2001; Tremblay, Hébert, & Piché, 2000).
Survivors of CSA were found to be at least three times more likely than individuals
without CSA histories to present with such symptoms and to be diagnosed with PTSD
(Spataro et al., 2004). In a nationally representative population study by Molnar,
Berkman et al. (2001), approximately 39% of women with CSA histories met PTSD
criteria, compared to 5.7% of women who reported no such histories. In 2012, findings
were published of a systematic review or reviews related to the aetiological significance
of CSA in anxiety disorders. The authors of an analysis of studies involving a total of
more than three million participants concluded, “CSA is a significant though general and
non-specific risk factor for anxiety disorders”, particularly for PTSD. The mediating
factors of family dysfunction and coexisting abuse play a potential role in this association

278
(Maniglio, 2013). It is of particular relevance to the current research that anxiety
disorders, particularly PTSD and social anxiety, are the most frequently experienced
mental health problems for youth aged 18-24. Anxiety disorders were estimated to affect
14% of young women in Australia (AIHW, 2007).
Depression and Mood Disorders
As with anxiety, significant associations were found between depression and CSA
(Fergusson et al., 2008). Women seemed to be at three to five times more risk than men
(Putnam, 2003). In two Australian–twin cohort studies, one involving 5,995 twin pairs
(Dinwiddie et al., 2000) and the other, 1,991 pairs (Nelson et al., 2002), CSA was
associated with a significantly increased risk of major depression. International studies
concurred with this association. One nationally representative study in the United States
of over 5,800 participants found that a history of CSA remained strongly associated with
depression even after controlling for potential familial factors (Molnar, Berkman et al.,
2001). More specifically, studies of children and adolescents with CSA histories
determined that the association between CSA and major depression in young adults
remained high after accounting for confounding factors (Brown, Cohen, Johnson, &
Smailes, 1999; Fergusson et al., 1996; Sadowski et al., 2003). However, a comprehensive
systematic review of reviews, resulting in a cohort of around 60,000 participants from 160
studies, questioned the degree to which CSA is an etiological factor leading to depression.
The author instead determined CSA to be a “significant although general and non-specific
risk factor for depression” (Maniglio, 2010, p. 631).
Psychosis
Robust evidence supported the association of childhood trauma with psychotic
phenomena such as hallucinations and delusions (Bebbington et al., 2004). John Read, in
particular, has made significant contributions to this area of inquiry, publishing
extensively on the psychosis trauma link (Read, 1997; Read, Agar, Argyle, & Aderhold,
2003; Read, Perry, Moskowitz, & Connolly, 2001; Read et al., 2005). Prevalence rates of
CSA in individuals with psychotic phenomena are considerable: 48% (of women utilised
clinical mental health services) in one review of 46 studies (Read, 2005); 13 to 61% in a
recent meta-analysis of studies employing mainly clinical samples (Bendall, Jackson,
Hulbert, & McGorry, 2013); and 23 to 38% in another, more recent systematic review of
the prevalence of interpersonal trauma in psychotic disorders (Mauritz et al., 2013).
However, two recent meta-analyses concluded that CSA, while clearly identified
as a risk factor, is no more strongly correlated with psychosis than other forms of
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childhood abuse (Bendall et al., 2013; Varese et al., 2012). Furthermore, the numerous
methodological differences in studies make it difficult to determine a causal link between
any one form of childhood abuse and psychosis. For example, control groups are often
unused or inadequate, and potential mediating factors such as socio-familial factors and
AOD use are often unaccounted for (Bendall et al., 2013). One meta-analysis, though,
suggested that, if childhood adversities were “removed” from the population, “assuming
causality, the number of people with psychosis would be reduced by 33%” (Varese et al.,
2012, p. 7).
A number of expert clinicians have proposed that a traumagenic
neurodevelopmental model may better explain the occurrence of schizophrenia in some
individuals, challenging broadly accepted biogenetic understandings (Read, Perry et al.,
2001). Such a model is founded on the discovery of significant similarities in
neurological irregularities between individuals with histories of childhood abuse and
individuals with schizophrenia. A fuller discussion of this hypothesis is beyond the scope
of this literature review; however, childhood trauma appears to be, at the very least, a
developmental impact that can increase the risk of psychotic disorders (Read, Perry et al.,
2001).
In summary, leading clinicians concluded that evidence from the past ten years of
research strongly supports the idea that childhood trauma is a risk factor for psychosis.
One remaining, key question is the strength of this association. High prevalence rates
support the need to address interventions for the underlying trauma as does evidence that
it significantly exacerbates symptoms like anxiety, depression and substance use in
individuals with psychosis (Bendall et al., 2013; Read, Perry et al., 2001).
Borderline Personality Disorder
Young people with histories of childhood trauma such as CSA commonly struggle
to regulate their emotions and behaviours, are prone to impulsivity and have a low
frustration tolerance. Cognitive distortion is also common, manifesting as “extreme
helplessness, hopelessness or low self-esteem” (Briere & Lanktree, 2012, p. 10). Mental
health diagnoses associated with the internalising of the impacts of CSA have included
anxiety and depressive disorder. Externalising behaviour has been represented in
disorders such as BPD (Briere & Lanktree, 2012). Individuals diagnosed with BPD
characteristically experience problems regulating emotions and behaviours, which can
present in impulsivity, labile moods and outbursts of anger. Polarised thinking about
relationships as either all good or all bad and fear of abandonment are additional features
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of the disorder. Chronically suicidal behaviour and self-harm are strongly associated with
the disorder. Psychotic symptoms may also be evident (Grenyer, 2013; NHMRC, 2012;
Paris, 2007a).
The body of research exploring correlations of CSA with mental health diagnoses
has established that survivors of CSA are particularly likely to receive a diagnosis of BPD
(Briere & Zaida, 1989; Chanen et al., 2007; Herman et al., 1989; Krawitz & Watson,
1999; Spataro et al., 2004; SPT, 1997). Earlier studies, such as Herman et al. (1989) and
Krawitz and Watson (1999), determined the incidence of CSA in BPD cohorts to be 68%
and 75% respectively. Other studies estimated the incidence of CSA in adult clinical
groups diagnosed with BPD to be in the range of 40%-76% (Zanarini, 2000).
Despite the high prevalence rates determined by some studies, an increasing
number of prospective studies and studies on younger cohorts challenged the strength of
the correlation between CSA and BPD (Chanen & Kaess, 2012). For example, a key
Australian prospective study comparing 500 children with substantiated histories of CSA,
neglect and physical abuse against a matched control group found no statistically relevant
connection of CSA with BPD at age 40 (Widom, Czaja et al., 2009). Similarly, a
longitudinal study of 1,382 pairs of twins found minimal or no evidence of a causal link
between childhood abuse and BPD features (Bornovalova et al., 2013). Studies have
instead identified significant correlations between other risk factors and BPD. A review
of prospective genetic studies indicated that people with a “sensitive” genotype who are
also exposed to environmental stressors are at greater risk of developing BPD (Chanen &
Kaess, 2012, p. 49). Problematic parenting styles, lower socioeconomic status and cooccurring diagnoses have also been found to precede BPD in adolescence and adulthood
(Agrawal, Gunderson, Holmes, & Lyons-Ruth, 2004; Chanen & Kaess, 2012; NHMRC,
2012). Disruption in early attachment processes has also been found to contribute to the
various psychosocial problems characterised by a diagnosis of BPD (Agrawal et al.,
2004). This supports the theory that general difficulties in early interpersonal
relationships may increase vulnerability to BPD (Gunderson, 1996).
Social Consequences
Child abuse (Hopper et al., 2010; VGDOH, 2011b) and, more specifically, CSA,
is now acknowledged to be a common trajectory to youth homelessness (Coates &
McKenzie-Mohr, 2010; National Youth Commission, 2008). Individuals with known
childhood abuse and neglect histories who exit from out-of-home care were identified to
be a population at particular risk (Bleasdale, 2006; Hopper et al., 2010; Johnson &
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Chamberlain, 2008; Johnson, Parkinson, Tseng, & Kuehnle, 2011). Co-occurring “multidimensional vulnerabilities” (Robinson, 2010, p. 57) such as mental health issues and
substance use contributed to more chronic homelessness whilst also impacting on the
individual’s capacity to maintain stable housing (Lamont, 2010a; Robinson, 2010). In
addition, homelessness was identified to be a risk factor for sexual assault revictimisation
of individuals who have histories of CSA (Johnson et al., 2011; Robinson, 2010).
“Trauma is thus both a cause and a consequence of homelessness” (Scutella et al., 2012,
p. 18).
Compared to populations with no history, women who had experienced child
abuse were found to be at higher risk of sexual violence, physical violence or both in later
adolescence and adulthood (Briere & Elliott, 2003; Hopper et al., 2010; Mouzos &
Makkai, 2004; Noll, Horowitz, Bonanno, Trickett, & Putnam, 2003). However, the
robustness of studies in this area has more recently been questioned, in particular, the
small sample sizes (Ogloff, Cutajar, Mann, & Mullen, 2012) and the overreliance on
cross-sectional and retrospective designs (Cashmore & Shackel, 2013). To address some
of these shortcomings, Ogloff et al. (2012) conducted a large, prospective study
comparing 2,759 individuals with substantiated histories of CSA with a sample group of
2,677 individuals from the electoral roll matched in age and gender. Findings from this
Victorian study supported earlier research that women with CSA are significantly more
likely to experience sexual assault in adulthood.
Another large, prospective study determined, however, that victims of CSA who
had no coexisting experiences of other kinds of abuse or neglect had rates of victimisation
that “were only marginally different from the control group” (Widom, Czaja, & Dutton,
2008, p. 791). These findings challenge studies that showed CSA and different forms of
child abuse are strongly associated with revictimisation. Despite these results, researchers
who have reviewed the research on revictimisation extensively concluded that
“overwhelmingly . . . the findings of other research suggest that victims of CSA are
generally at an increased risk of revictimisation” (Cashmore & Shackel, 2013).
Furthermore, whilst not a focus of this thesis, it is important to consider the
impacts of CSA within the individual’s broader socio-familial context, impacts which
include relational re-enactment and the potential for intergenerational transmission of
trauma-related issues. For example, survivors of CSA can experience particular
challenges in parenting, stemming from abuse-related, disrupted attachment issues they
themselves experienced as children. There is evidence, for example, that around 30% of
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adult survivors of child abuse can go on to maltreat their own children (Kaufman &
Zigler, 1987). Preventative interventions such as parenting courses and therapeutic
support can significantly reduce the potential of such intergenerational trauma (Kezelman,
2011). Such strategies can mitigate the risk of relational re-enactment and
intergenerational transmission of family dysfunction.
Neurological Impacts
Understandings of the way in which early childhood abuse and neglect can have
significant adverse impacts on brain structure and circuitry function are rapidly evolving.
The neurobiological impacts of childhood trauma are now understood to be substantial
(Delima & Vimpani, 2011; Perry, 2005). Ongoing threats of danger result in the nervous
systems of traumatised children remaining in a state of high alert, stemming from the
constant production of stress hormones such as cortisol (Cozolino, 2002). Chronic stress
can adversely impact the structure and functioning of the brain, changing its ”baseline
state of arousal” and contributing to some PTSD symptoms such as hyperarousal (Delima
& Vimpani, 2011; Perry, 2005). Chronic abuse results in reduced functioning of the
frontal lobe, an area of the brain situated in the cortex that is responsible for cognitive
reasoning. When an individual feels threatened or at risk, the amygdala assumes
prominence over other brain functions. Cognitive processing can shut down at these
times (Delima & Vimpani, 2011; Perry, 2005).
A heightened state of emotional and physiological arousal resulting from
unresolved traumatic experiences can persist into adulthood. Adult survivors are likely to
have an increased sensitivity to triggers in their environment. These triggers activate
areas of the brain responsible for strong emotion while subverting brain activity that
regulates emotion (Streeck-Fischer & van der Kolk, 2000; Van der Kolk, 2006).
Common childhood stress responses such as dissociation, withdrawal and defiant
behaviour tend to continue into adolescence and adulthood (Perry, 2005; Streeck-Fischer
& van der Kolk, 2000). Difficulties with regulating affect can lead to the individual
employing additional strategies such as self-medicating, AOD use or self-harm to
downregulate arousal. These strategies may initially have been adaptive means of
surviving the abuse, but they become maladaptive in adolescence and adulthood (StreeckFischer & van der Kolk, 2000). Mental health issues such as depression and suicidality
have been hypothesised to be related to “cortisol hyper-secretion” (Delima & Vimpani,
2011, p. 5).
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The ACE study findings supported research concluding that child abuse can result
in significant changes to brain structure. These changes, in turn, contribute to an array of
adverse impacts on individual functioning (Anda et al., 2006). “A child with a brain
adapted for an environment of chaos, unpredictable threat and distress” will struggle in
less traumatic contexts such as schools. Ironically, the “adaptive responses” they initially
employed to survive become problematic, overreactive responses to minor stresses (Perry,
2005, p. 2). However, recent advances in neurobiology suggest that neural pathways are
not permanent as was previously understood. Advances in the understanding of brain
plasticity raise hope that adverse neurological impacts of childhood abuse on the
developing brain can be reversed (Cozolino, 2002).
Physical Health and Health-Related Behaviours
Research has also demonstrated correlations between experiences of CSA and a
heightened risk of adverse physical health outcomes, including gynaecological issues,
gastrointestinal disorders and cardiovascular diseases (Irish et al., 2010; Randolph &
Reddy, 2006; Ullman & Brecklin, 2003).10 The ACE study reported a range of adverse
health outcomes, including asthma and autoimmune, liver, sexually transmitted, and
chronic obstructive pulmonary diseases (Felitti et al., 1998).
Alcohol and Substance Abuse
Adult survivors of CSA are at heightened risk of substance use compared to the
general population (Cashmore & Shackel, 2013; Dube et al., 2005; Fallot & Harris, 2004;
Nehls & Sallmann, 2005; Richardson, 2005; Salasin, 2005). The renowned ACE study
reported that adults who had had four or more experiences of childhood adversity were at
a fivefold risk of having used illicit drugs and a tenfold risk of having injected drugs
compared to a control group. Individuals with CSA histories were seven times more
likely to identify as an alcoholic (Felitti et al., 1998).
A review of 224 studies of adolescent and adult cohorts accessing AOD-treatment
services determined such individuals were twice as likely as the general population to
have histories of CSA (Simpson & Miller, 2002). Studies of community-based samples
of adolescents and young adults have similarly found a higher prevalence of substance
use in youth with CSA histories (Cutajar et al., 2010; Fergusson et al., 1996; Kilpatrick et
al., 2000; Molnar, Buka et al., 2001). An earlier study involving a population-based
sample of 1,411 female adult twins identified a causal link between CSA and an increased
10

For a more comprehensive review of primary studies addressing the physical impacts of CSA and sexual
violence more broadly, refer to Walsh & Douglas (2010), a report auspiced by the Australian Women’s
Coalition.
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risk of substance use disorders, a risk which was heightened in individuals who had
histories of penetrative sexual abuse (Kendler et al., 2000).
Biochemical factors are increasingly proposed to explain the association between
a heightened risk of AOD use and CSA. When substance use is understood as selfmedicating, the rationale is that it serves individuals by having a numbing effect on
persistent states of hyperarousal manifesting as anxiety or intrusive memories (Delima &
Vimpani, 2011).
Sexual Risk-Taking Behaviours
A body of research, including general-population studies, has demonstrated that a
history of CSA is associated with issues related to sexual function, including early
engagement in sexual relationships, sexual risk-taking behaviours, avoidance of sexual
relationships, and a heightened risk of involvement in prostitution. Sexual risk taking in
adolescence has been found to be particularly high, leading to teenage pregnancies and
unprotected sexual intercourse (Fergusson & Mullen, 1999; Najman, Dunne, Purdie,
Boyle, & Coxeter, 2005; Senn, Carey, & Vanable, 2008; Steel & Herlitz, 2005). One
study found risky sexual behaviours were particularly prevalent in young adult women.
Rates decline thereafter, eventually reaching rates similar to women in the general
population (van Roode, Dickson, Herbison, & Paul, 2009). This finding has particular
relevance to this study. It suggests that late adolescence and young adulthood are
particularly important times to intervene. Explanations for increased sexual risk taking
amongst survivors of CSA included that the experience of CSA impairs assertiveness and
produces feelings of unworthiness, thus increasing vulnerability to future victimisation
(Steel & Herlitz, 2005).
Offending
Many research studies found that a high proportion of women in juvenile justice
and adult prison populations had histories of some form of childhood abuse (Gover and
MacKenzie, 2003; Johnson, 2004; Ruffolo, Sarri, & Goodkind, 2004), including CSA
histories specifically (Goodkind, Ng, & Sarri, 2006; Ogloff et al., 2012). Of 225 women
in a forensic unit in the United Kingdom, over half had histories of CSA (Dolan &
Whitworth, 2013). An Australian study supported previous research, determining a
strong relationship existed between offending and child-abuse histories. Drug use
commonly increases this relationship for women (Forsythe & Adams, 2009). Despite the
established connection between juvenile offending and child maltreatment, most
individuals with histories of child abuse do not go on to offend. A number of studies
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determined that children whose abuse continues into adolescence are at greater risk of
offending than are those for whom the abuse ceases before adolescence (Cashmore, 2011;
Stewart, Livingston, & Dennison, 2008).
Eating Disorders
Strong associations have also been found between CSA and eating disorders
including bulimia and anorexia (Brewerton, 2007; Cashmore & Shackel, 2013; Kendler et
al., 2000; Mullen et al., 1996; Sachs-Ericsson et al., 2009). These behaviours can lead to
illnesses such as ischaemic heart disease, emphysema and cancer, some of which are
acknowledged to be amongst the “leading causes of death in adults” in the United States
(Felitti et al., 1998, p. 245). Given this, Felitti and colleagues (1998) argued that
childhood maltreatment should be considered one of the “basic causes of morbidity and
mortality in adult life” (p. 246).
Factors Mediating the Severity of Impact of CSA
Harm resulting from exposure to CSA can vary from negligible to severe, the
cumulative research showing strong associations between CSA and a range of adverse
outcomes. Up to a third of victims, however, did not appear to develop adverse
psychopathology, one study showing 25% of individuals presented with no effects in
childhood, while, in another, the figure was 20%-40% (Kendall-Tackett, Marshall, &
Ness, 2003; Walsh, Fortier, & DiLillio, 2010). A broad range of contextual elements and
personal attributes have been identified as influencing an individual’s vulnerability or
resilience following exposure to CSA (Lamont, 2010b). Factors implicated include
abuse-specific characteristics, the relationship of the victim to the perpetrator, responses
to disclosure, individual personality traits and the level of professional support received if
any (Lamont, 2010a; Williams & Nelson-Gardell, 2012). Other confounding factors
include adverse familial contexts and concurrent exposure to forms of abuse other than
CSA (Higgins & McCabe, 2001).
Identification of protective factors is of particular relevance to this study given
their potential role in informing interventions aimed at increasing resilience in individuals
adversely impacted by CSA. Resilience factors included positive attachments with a
significant other, the development of cognitive and self-regulation skills such as affect
regulation, and a positive self-concept. Support from family, broader social networks and
strong relationships with peers were consistently identified as protective (Cashmore &
Shackel, 2013; Paris, 2007a; Walsh et al., 2010), particularly in adolescence and young
adulthood (Lynskey & Fergusson, 1997). Furthermore, the response of the family and the
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child’s broader “social support system” to the abuse was one of the most influential
factors mediating the impact of childhood abuse. Good support, entailing belief in and
validation of the child’s disclosure, was critical (Cook et al., 2005).
A number of factors have been particularly implicated in increased severity of
impact. Chronicity of abuse, defined as “recurrent incidents of maltreatment over a
prolonged period of time” (Bromfield & Higgins, 2005, p. 39), was strongly associated
with severity of adverse consequences in later childhood and adolescence (Gilbert et al.,
2009; Higgins, 2004; Jonson-Reid, Kohl, & Blake, 2012). Contact verses noncontact
CSA is another factor that correlated strongly with increased risk of adverse impacts
(Koss et al., 2003; Mullen et al., 1993; Read, 1997).
Co-Existing Abuse
The influence of multiple maltreatment experiences on severity of outcome has
received considerable research attention. Early child-abuse and neglect research sought
to identify impacts associated with particular forms of abuse, with physical abuse the
primary focus in the 1970s, CSA in the 1980s, and emotional abuse in the 1990s. Whilst
broad understandings of each childhood trauma were significantly enhanced, research at
that time largely failed to confirm associations between specific impacts and particular
forms of abuse. Symptoms specific to CSA were also unable to be clearly identified
(Price-Robertson et al., 2013). Given the variance in findings, some child maltreatment
researchers sought to identify the incidence of co-occurring abuse. Ensuing studies
confirmed that a large percentage of individuals do indeed have a history of more than
one form of maltreatment (Barton et al., 2012; Felitti et al., 1998; Gilbert et al., 2009,
Higgins, 2004; Perez-Fuentes et al., 2013).
Having substantiated that co-occurring abuse is common, more recent research has
sought to tease out whether particular kinds of abuse are responsible for particular
outcomes. In relation to CSA, a recent longitudinal study and a large population study
conducted in the United States concluded that, after controlling for other child
maltreatment, the association between CSA and adverse impacts was independent and
remained statistically significant (Fergusson et al., 2013; Molnar, Buka et al., 2001). A
number of studies have also found that a history of CSA, as distinct from other kinds of
childhood abuse, has a stronger independent link to suicide risk (Brown & Anderson,
1991; Najman, Nguyen, & Boyle, 2007). Some research challenged these conclusions,
finding no significant statistical difference in the degree of association between different
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forms of childhood abuse and adverse outcomes (Lipschitz, Winegar, Hartnick, Foote, &
Southwick, 1999; Molnar, Shade, Kral, Booth, & Watters, 1998).
Nevertheless, whilst some studies determined that CSA is independently
associated with adverse psychopathology, evidence increasingly pointed to multiple
experiences of victimisation being even more impactful. Some studies found a
correlation between the number of different kinds of adverse experiences in childhood
and the degree of psychopathology (Anda et al., 2006). Multiple coexisting experiences
of victimisation have been found to be more strongly correlated with adverse effects than
single episodes of CSA (Finkelhor, Ormrod, & Turner, 2007).
Newer research streams have sought to conceptualise the coexistence and
“interconnectedness of child maltreatment experiences” (Price-Robertson et al., 2013, p.
3). Multi-type maltreatment and poly-victimisation are two frameworks developed to
describe and measure the phenomena of multiple types of victimisation experiences
(Finkelhor et al., 2007; Price-Robertson et al., 2013). Whilst the scope of this literature
review limits further exploration of these areas of research, it is noted that they stand to
provide insight into the combined impact of multiple abuse experiences. In addition,
these frameworks are likely to assist in further isolating impacts that may be specific to
particular forms of abuse, which, it is acknowledged, remain important given different
types of abuse have been determined to have “unique outcomes” (Price-Robertson et al.,
2013). Neglecting to isolate the particular impact of exposure to each different kind of
abuse renders it difficult to determine if there are needs unique to survivors of CSA
(Higgins & McCabe, 2001).
Isolating the potential confounding influence of factors additional to CSA, such as
other forms of child maltreatment, is also important in determining whether links are
causal or contributing. Studies over the years have ranged from those inclined to suggest
causal relationships between adverse effects and CSA to those which show more tenuous
links. More recent systematic reviews have concluded that CSA is a “nonspecific risk
factor” (Hillberg et al., 2011; Maniglio, 2009; Maniglio, 2013; Walsh et al., 2010) whilst
still finding “consistent and considerable evidence” of CSA being associated with longterm psychopathology in adulthood (Hillberg et al., 2011, p. 46).
Socioeconomic Costs
In addition to the emotional, physical and psychological costs borne by individual
victims, the economic costs of child abuse are also substantial (Holzer, 2008).
Accounting for all child protection services and intervention to address longer-term
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mental health and social impacts, estimates of costs associated with child abuse and
neglect in 2012 in the USA were an astounding $80 billion (Gelles & Perlman, 2012). In
Australia, the economic costs of child abuse are also significant. The Productivity
Commission’s analysis of costs associated with providing child protection and out-ofhome care services in Australia estimated expenditure in 2010-2011 to be $2.8 billion
(Steering Committee, 2008). Another comprehensive analysis estimated the costs
associated with the immediate and long-term impacts of abuse and neglect to the
Australian economy to be $10.7 billion, based on the most conservative estimate of
177,000 children suffering abuse or neglect in 2007. At the upper end of estimates of
666,000 children, the cost was $30.1 billion (Taylor et al., 2008).
Ascertaining costs directly associated with the impacts of CSA as distinct from
other forms of childhood abuse is more problematic. However, some research has
attempted to determine costs of care associated with sexual abuse in relation to increased
utilisation of mental health systems. Survivors of CSA are, for example, more likely to
be hospitalised and to have longer inpatient stays compared to other populations with no
abuse history (Newmann et al., 1998; Read, Agar et al., 2001). Similarly, individuals
meeting diagnostic criteria for BPD, a significant percentage of whom have a history of
CSA (Krawitz & Watson 1999; Milton & Watt McMahon, 1999), were consistently found
to access mental health services more frequently than other groups of service users
(Swartz, Blazer, George, & Winfield, 1990). An early analysis determined that each
individual diagnosed with BPD spent on average 56-86 days in inpatient settings per year
(Krawitz & Watson 1999). One study estimated that the cost for 91 individuals with BPD
to stay in inpatients and use mental health services to be $5.4 million annually. Around
90% of these costs stemmed from inpatient use (Morton & Buckingham 1994). In
relation to physical health, a recent study by Reeve and van Gool (as cited in Parker,
2013) determined that individuals with histories of CSA had twice the annual healthcare
costs of individuals with no such history.
A recent Australian study measured the life-course institutional costs of 11
individuals with complex needs who accessed a multitude of service systems including
the criminal justice, mental health, AOD-support and homelessness sectors. The cost of
providing support to each of these individuals was determined to be between $900,000
and $5.5 million (Baldry et al., 2012). The case studies were not of adult survivors of
CSA specifically, but case report histories of child abuse, neglect and family violence
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were evident amongst the cohort, and the study highlights the substantial costs associated
with chronic use of multiple service sectors (Baldry et al., 2012).
It is important to note that estimated monetary costs generally excluded impacts
on individuals connected to the victim and society at large. These “ripple effects”
included secondary trauma experienced by friends or family of the victim and vicarious
traumatisation experienced by professionals supporting the victim (Morrison, Quadara, &
Boyd, 2007).
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Appendix B
Key Informants
Table B1

Number

Interviewee

Practitioners Providing Medical and Mental Health Support

21

Profession / role

Experience in
contexts working
with the
population of
interest

Service setting characteristics,
including service type, publicly
funded or private practice, and
fee schedule

Features of support and
theoretical approach

Psychiatrist

15 years +

Private practice clinic

Appointment-based sessions

Public mental
health and private
practice

Medicare funded bulk billing
available (no cost)

Operates as part of a treating team GP
and psychotherapist

Stated target population
BPD/complex trauma with a
focus on young women

No after-hours support
Analytic psychotherapy and
conversational self-psychology

27

Psychiatrist

30 years+
Public mental
health and private
practice

30

Psychiatrist

Part-time private practice clinic
and part time in publicly funded
community centre

Appointment-based sessions
Access to after-hours mobile though no
guarantee of after- hours response

Medicare-funded bulk billing
available (no cost)

Child psychiatry

40 years+

Private practice clinic

Appointment-based sessions

Public mental
health and private
practice

Most patients private insurance

Access to after-hours mobile and email
though no guarantee of after-hours
response

CSA/complex
trauma/dissociative disorders

Trauma-based disorders with
particular focus on
dissociative disorders
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28

Psychiatrist

35 years +
Public mental
health and private
practice

29

Psychiatrist

Private practice interdisciplinary
youth mental health clinic
Most patients private insurance

Appointment-based sessions
No after-hours support

CSA/complex trauma with a
focus on individuals at chronic
risk of suicide

Child adolescent psychiatry

35 years +

Private practice clinic

Appointment-based sessions

Private practice

Most patients private insurance

No after-hours support

Severe CSA with focus on
dissociative disorders

Analytic psychotherapy
31

26

10

Psychiatrist

Psychiatrist

GP

25 years+

Private practice clinic

Public mental
health and private
practice

Predominantly bulk billed (no
cost)

10 years+

Private practice clinic

Appointment-based sessions

Private practice

Most patients private insurance

Access to after-hours paging service

30 years+ general
practice

Publicly funded community
health centre

Appointment-based sessions

GP

25 years +
Community health

Trauma research and education
Child psychiatrist specialising in
perinatal and infant work

Community health
19

Appointment-based sessions but more
flexible

No after-hours support

Survivors of trauma including
asylum seekers, mothers,
BPD, child protection clients,
homeless clients. Specialising
in perinatal and infant work
Trauma-based disorders,
eating and anxiety disorders

Specialises individuals with
complex needs/complex
trauma; self-harming

Family-therapy trained
Publicly funded community
health centre

Appointment-based sessions
No after-hours support
Maternal health specialist and mental
health

Specialises long-term work
with adolescents chronic
mental health/trauma
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Table B2

Number

Interviewee

Practitioners Providing Psychosocial Support

1

2

Experience in
contexts working
with the population
of interest

Service setting characteristics,
including service type, publicly
funded or private practice, and
fee schedule

Features of support and
theoretical approach

Manager multiple
complex-care
services

15 years + in NGO
sector with
individuals complex
needs

Complex-care brokerage services

Brokerage models of support

Public funding

Recovery focus

Manager multiple
homeless and
AOD services

15 years + NGO
youth and homeless
services

Homeless and intensive outreach
case management services

Both transitional accommodation
and home-based outreach support

Profession/ role

Public funding

Psychologist
7

Intensive-support
case worker

Stated target population
Complex-needs clients,
predominantly youth transitioning
from home care/secure welfare,
high profile clients at suicidal risk
Individuals aged 15 to 64 at risk of
or homeless with mental health,
substance use and issues related to
histories of childhood trauma

Recovery focus
15 years +

Intensive outreach
Brokerage models (individual
support packages). MACNI –
Multiple and complex needs
Public mental health (PDRSS)
funding

Intensive home-based outreach
support of up to 20 hours a week
Psychosocial model with
recovery focus

Individuals aged 16 to 64 though
mostly youth, high and complex
needs, transitioning from secure
units, child/adolescent. Often
extensive involvement juvenile
justice and child protection
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3

8

17

22

Manager

10 years +

24-hour staffed, psychosocial,
homeless residential program
transitioning to outreach support

2-3 three years of phased support
from residential through to
outreach

Public homeless funding

Intensive-case management
support and small case loads

Brokerage models- individual
services packages (ISP)

1-2 years coordination of care

Complex needs - mental health
issues, homeless, AOD, trauma.
Mostly youth transitioning from
protective care to adult mental
health system

2 years residential support

Youth aged 16 to 24, most child
trauma histories, BPD diagnosis

Manager
spectrum of
complex-care
programs

5 years +

Manager

10 years +
specifically with
youth at risk
complex needs

Long-term residential
psychosocial rehabilitation
program

15 years +

Specialist young women’s service

2 years outreach support

Intensive outreach support

Non-regionalised statewide
service

Intensive-support
case manager

Care plan development and
coordination

Small caseloads

Serious mental health issues, AOD.
Most referred from clinical mental
health. At risk, self-harm

PDRSS (psychiatric disability)
funded

Public funding

Homeless youth aged 18 to 25 with
childhood-trauma histories. Most
considered high risk

Young, transient homeless women,
majority BPD diagnosis and CSA
backgrounds, frequently involved
streetwork, high risk

Small caseloads
23

Teamleader /
manager

20 years +
Children,
adolescents and
young adults

Youth homeless services and
intensive outreach
Public funding

Intensive outreach to link young
people in crisis back into services

Adolescents/young adults, most
transitioning child-protection.
Complex needs, 80% child trauma
histories, self-harm and risk of
suicide, polydrug use, juvenile
justice involvement
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24

AOD case worker

3 years

Youth AOD service

Youth outreach model

Public funding

Flexible support to age 22
Also offer home-based
withdrawal

Marginalised youth aged 12 to 22,
substance use primary presenting
issue, commonly CSA histories,
mental health issues

Client-centred, holistic approach.
Harm minimisation
25

AOD case worker

2 years

Youth AOD service

Outreach

Public funding

Flexible support to age 22
Also offer home based
withdrawal

Marginalised youth aged 12 to 22,
substance use primary presenting
issue, commonly CSA histories,
mental health issues

Client centred, harm
minimisation
4

Manager

15 years +
specifically with
suicidal youth CSA
histories

Women’s safe house crisis
accommodation service

Youth residential refuge
undisclosed address

Public funding

6 weeks to 3 months stay

Young women aged 17 to 24
experiencing domestic or sexual
violence whose immediate safety is
at risk

Crisis intervention
16

Manager

10 years +

Homeless youth residential and
outreach service

Long-term accommodation for
homeless youth aged 15 to 25

Predominantly philanthropic
funding

6 months to 2 years residential
support plus ongoing access to
outreach support

Homeless youth histories of longterm neglect and child abuse
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Table B3

Number

Interviewee

Practitioners Providing Psychosocial Support

5

9

13

Profession/ role
Sexual assault
counsellor
advocate

Sexual-assault
counsellor
advocate

Youth sexualassault counsellor

Experience in
contexts working
with the population
of interest
5 years +
Community mental
health and sexualassault service

4 years +
Sexual-assault
service

5 years+
Sexual-assault
service

Service setting
characteristics, including
service type, publicly
funded or private practice,
and fee schedule

Features of support and
theoretical approach

Stated target population

Sexual-assault-specific
service

Appointment-based sessions

Publicly funded

Trauma therapy framework
underpinned by feminist
principles

All ages

Sexual-assault-specific
service

Appointment-based sessions

Recent or historical CSA
or adult sexual assault

Publicly funded

Trauma therapy framework
underpinned by feminist
principles

All ages

Youth sexual-assaultspecific service

Drop-in, flexible appointments

Youth with experience of
recent or past CSA or
adult sexual assault

Publicly funded
No fee or limit on sessions

After-hours crisis line available

After-hours crisis line available

No after-hours support

Recent or historical CSA
or adult sexual assault

Complex issues,
challenging behaviours
Aged 13 to 25
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12

18

15

20

Manager of
counselling
program for dualdiagnosis clients

20 years + working
with at-risk youth,
youth justice and
AOD

Manager of
counselling
program for
homeless women
with abuse
histories/AOD/m
ental health

20 years + young
women history of
childhood trauma and
juvenile justice

Private
psychologist

10 years + survivors
of CSA

Private
psychologist

Dual-diagnosis AOD
counselling service

Intensive outreach
counselling/advocacy support

Publicly funded

No after-hours crisis support

No fee or limit on sessions.
Average support period 2
years

Holistic strengths based client
centred approach; emotion
focused therapy and CBT

“Almost all clients abuse
histories”

Generalist counselling and
mentoring service

Drop-in flexible appointments

Women late teens to 35
years of age with history
of abuse, homeless,
mental health issues/AOD
issues, sex work,
recidivous prison

Mostly trust funded,
minimal public funding

No after-hours support
Holistic strengths-based
feminist approach

No fee or limit on sessions

25 years + youth at
risk with histories of
CSA

Private practice

Appointment-based sessions

Fee based though12-18
medicare subsidised
sessions available and
offers reduced fees to lowincome clients

No after-hours support

Private practice

Appointment-based sessions
with outreach capacity to
respond to risk via pager

Fee based though
percentage of practice
dedicated to disaffected,
traumatised youth for
minimal cost

Eclectic approach though
predominantly self-psychology

Child adolescent psychology,
psychoanalytically trained and
trauma focused

Youth aged 15 to 25 with
dual diagnosis; at risk of
suicide and self-harm

Broad client group with a
percentage of practice
dedicated to young
women with CSA
histories

Youth at risk with trauma
and complex needs
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11

14

6

Private
psychologist

Private
psychologist

Counsellor
Social-work
trained

25 years + complex
needs dual diagnosis
and sexual trauma

Private practice

Appointment-based sessions

Fee based with couple of
spots reduced fee

No after-hours crisis support

30 years + youth at
risk with histories of
CSA and complex
needs clients

Private psychology
organisation, part
government and
philanthropically funded

Appointment-based sessions

25 years + in mental
health, trauma and
risk

Assertive outreach crisis
intervention, short-term
counselling

Flexibility in appointments,
home-based outreach

Public funding

Gestalt and psychoanalyticinformed practice

Some after-hours support
Psychodynamic and humanistic
approach with some CBT

Assertive outreach model

Broad client group with a
percentage of practice
youth with histories of
CSA
Forensic focus, youth
justice and child
protection clients, most
with childhood-trauma
histories
Individuals with complex
psychosocial issues
presenting with suicidal
self-harm
Majority child trauma
Frequent presentations to
emergency departments
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Appendix C
Information Sheet

School of Public Health
Faculty of Health Sciences

DOCTORAL RESEARCH PROJECT: AT-RISK YOUNG WOMEN WITH A HISTORY
OF CHILDHOOD SEXUAL ABUSE (CSA). PRACTITIONERS’ PERCEPTION OF
ACUTE-CARE SUPPORT11
Date
Dear………
We are writing to invite you to be involved in research being undertaken by Ms Alison Asche as
part requirement for a Professional Doctorate thesis in the School of Public Health at La Trobe
University, supervised by Professor Margot Schofield, Professor of Counselling and
Psychotherapy, and Associate Professor Lawrie Moloney.
The project aims to identify the service needs of young women who are survivors of Childhood
Sexual Abuse (CSA) at times when they have harmed or are at risk of harming themselves.
Feedback will be sought from community based health professionals on their perception of the
young women’s needs and their experience of working with the women at these times. In
addition, opinion will be sought on the systemic factors that support or constrain meeting the
needs of the women when presenting with self-harming or suicidal behaviours. A further key area
of investigation is to consult with health professionals on their experiences of collaboration with
the various components of public-hospital-based acute-care and specialist mental health services,
at times when the women are considered to be too high risk to support safely in the community.
It is anticipated that this research will contribute to improving service responses and to informing
future policy initiatives aimed at meeting the needs of young women with a history of CSA
presenting with self-harm and/or suicidality.
La Trobe University
Victoria 3086, Australia
Tel: +61 3 9479 3702
Fax: +61 3 9479 1783
Email: m.schofield@latrobe.edu.au
ABN 64 804 735 113

1/2

11

It is noted that this research title, used in the data collection, changed over the course of the study. As the
methodology was iterative and emergent, the original focus of the study evolved. The current title of the
research thus more truly reflects the content of the study. Furthermore, it is noted that this research began
as a Professional Doctorate and during the period of candidature was upgraded to a Doctor of Philosophy.
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2/2
We would be grateful for your feedback on working with this client group through your
participation in a 1 hour in-depth interview at a place convenient to yourself. The interview will
be taped and notes taken. All data will be securely stored and remain strictly confidential with all
tape recordings and transcripts destroyed after 5 years. No names or identifying information will
be used in any reports, publications or conference proceedings that result from this research and
anonymity will be assured. Transcripts of the interview and final results of the study will be made
available to all participants on request. Participants will also have the opportunity to check,
clarify or add information to the original interview transcript notes. You are free to withdraw
from participation in this research at any time.
Please contact myself directly on my mobile 0407 322682, by email at alison.asche@gmail.com
or Professor Margot Schofield on 9479 3702 with any questions you may have or to confirm your
interest in participating. Alternatively we will contact you in a few weeks to determine your
interest in sharing your experiences of working with this client group. Should you agree, we will
forward a brief overview of the content to be explored in the interview and a consent form. If you
have any complaints or queries that the investigator has not been able to answer to your
satisfaction, you may contact the Secretary, Faculty Human Ethics Committee, Faculty of Health
Sciences, Latrobe University, VIC 3086. Ph. 9479 3583. This research has been approved by the
Human Research Ethics Committee of La Trobe University.
(Approval Number FHE10/133)
We look forward to your response.
Sincerely

Alison Asche
Student researcher
alison.asche@gmail.com

Prof. Margot Schofield
Associate Prof. Lawrie Moloney
Research supervisors
M.Schofield@latrobe.edu.au
L.Moloney@latrobe.edu.au
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Appendix D
Consent Form

School of Public Health
Faculty of Health Sciences

PROJECT TITLE: AT-RISK YOUNG WOMEN WITH A HISTORY OF
CHILDHOOD SEXUAL ABUSE (CSA). PRACTITIONERS’ PERCEPTION OF
ACUTE-CARE SUPPORT
I……………………………………………….have read and understood the participant
information sheet and consent form and any questions I have asked have been
answered to my satisfaction. I agree to participate in the project outlined, realising that I
may withdraw at any time. I agree that research data provided by me or with my
permission during the project may be included in a thesis, presented at conferences and
published in journals on the condition that neither my name nor any other identifying
information is used. I understand that the interview I will participate in will be taped.

NAME OF PARTICIPANT: …………………………………………………...………

Signature: …………………………………..………………Date: ……………………..

La Trobe University
Victoria 3086, Australia
Tel: +61 3 9479 3702
Fax: +61 3 9479 1783
Email: m.schofield@latrobe.edu.au
ABN 64 804 735 113
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Appendix E
Interview Questions

School of Public Health
Faculty of Health Sciences

1. Perception of women’s needs and interventions
In your view, what are the primary support needs of this population of women and
the most effective interventions to meeting such needs?

2. Risk management and assessment
How do you understand and work with suicidal and/or self-harming behaviours and
what issues/dilemmas if any do you face in terms of risk management and
assessment?
3. Accessing public acute-care services and experiences of collaboration
Describe your experience of collaborating with public acute-care services at times
when you have considered the women to be too high risk to support safely in the
community setting.

4. Systemic issues: Supportive and constraining factors
What factors facilitate and what factors constrain your capacity to provide effective
support for the young women?

5. Ideal model
What do you consider to be the ideal model of support for these young women?
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