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I ssues paper 10: Advocacy and Support and Therapeutic Treatment Services
Dear Commissioners,

Thank you for the opportunity to provide a subnossin response to Issues Paper 10 about
Advocacy and Support and Therapeutic TreatmentiGeyv

Our submission is informed by our detailed knowkedgd experience of the systems in NSW
for responding to child sexual abuse. It partidyldraws on our experience in relation to our
audit (between 2009 and 2012) of the implementaifdheNSW Interagency Plan to Tackle
Child Sexual Assau(interagency Plan). Our Audit RepdrResponding to Child Sexual
Assault in Aboriginal Communitiedetails our audit activities, findings and recoemuations

— Chapter 10 focuses on issues in relation to aslimg services.

Our statutory role to audit the Interagency PladanPart 6A of th€ommunity Services
(Complaints, Reviews and Monitoring) Act 19@#icluded when our Audit Report was
tabled in NSW Parliament in January 2013. We recendad that the NSW Government
publicly report on its progress in responding to mcommendations within two years of the
tabling of the repor. In June this year, the Minister for Family anch@ounity Services
provided us with the NSW Government’'s Progress Repal a copy was uploaded to the
Family and Community Services’ website.

While our audit focused on child sexual assaukloriginal communities, in doing so, we
also put a spotlight on the capacity and effectasnof a range of frontline services for all
child sexual assault victims. Our report highlighteat addressing the complex issues faced
in Aboriginal communities requires significant sysic change which will result in improved
responses for all victims and survivors of childusd assault. While it has been almost three
years since our report was released, we are awaredur ongoing oversight of child
protection and policing that the issues we highitgh- many of which are in the process of

! Responding to Child Sexual Assault in Aboriginaimbaunities:A report under Part 6A of the Community Services
(Complaints, Reviews and Monitoring) Act 1993, NSW lI@misman, December 2012, p. 101 — 115.

% Recommendation 9Responding to Child Sexual Assault in Aboriginain@uunities:A report under Part 6A of the
Community Services (Complaints, Reviews and MonitpAeg1993 NSW Ombudsman, December 2012, p. 285.
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being addressed — continue to have currency in N8\is way, the report and the response
to-date provides the Commission with a useful berark to assess the progress NSW has
made in responding to a range of important sysissues which impact on the capacity to
respond effectively to child sexual assault in Aol communities and more widely.

Notwithstanding the conclusion of our formal monitg role, we will continue to monitor
the response to our recommendations in the codirsesocising our broad statutory functions
in relation to child protection and our ongoingeréd audit the implementation of designated
Aboriginal programs — the first of which is the NS®@vernment’s Aboriginal affairs plan —
OCHRE.

Rather than addressing all of the questions ingéiges Paper, our submission focuses on
responding to those topics where we have particagights or expertise through our work.
Our submission covers the following topics:

» Diverse victims and survivors
o Counselling and support for Aboriginal victims asutvivors
o Unreported and unsubstantiated matters
0 Adult survivors of child sexual assault
o Services for adults in custody
o Victims of intra-familial sexual assault
» Geographic considerations
o0 Recruitment and retention
o Outreach
* Service systems issues
o Need for discretionary funds for SASs
o Improving the coordination and provision of statelevcounselling services.

1. Overview of counselling resour ces

Sexual assault counsellors play a critical rolthancoordination of responses for child and
adult sexual assault victims, including ‘arrangmegdical responses, providing crisis and
ongoing counselling, support and court prepardtidnis well accepted that the long term
impact of trauma is reduced for those children famdilies who receive an immediate crisis
response and counselling following a disclosuramfse'

At the time of our Audit Report the NSW Governmprivided access to sexual assault
counselling for children through three main pathsyake:

* NSW Health Sexual Assault Service (SAS)

* Department of Justice ‘Approved Counselling Service

* Department of Family and Community Services (FACSild and Adolescent Sexual
Assault Counselling (CASAC) services.

The SAS continues to be the most substantial seprigvider of its type in NSW, with
greater coverage, and more capacity, than any edireice. We understand funding for

®NSw Government{eep Them Safe: A shared approach to child wellh&ifg9, p.13.
4 Joint Investigative Response Teams Policy and Bires Manualp.19.
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CASAC services has been transferred to NSW Healihhas been allocated to three Local
Health Districts (Hunter New England, Mid North Gband Central Coast) to administer.

Another critical part of the child sexual assaoliigselling landscape in NSW, is the Joint
Investigation Response Team (JIRT) — the multi-agesehicle for responding to child
sexual abuse in NSW. The JIRT aims to provide klootative, interagency response to
reports of serious child abuse through the joimésgtigation of cases by Police and
Community Services, with support from NSW Healtbfpssionals. At the time of our report
there were 22 JIRTs operating across NSM&W Health formally became a JIRT partner in
2006 and during our audit it bedded down its ihi&T workforce of 25 Senior Health
Clinician position8 with responsibilities including the coordinatiohamunselling referrals.

Over the last ten years, the shortage of sexualiissounsellors in NSW has been
highlighted in numerous reviews and inquiries iclahg:

» Breaking the Silence: Creating the Futpfaldressing child sexual assault in
Aboriginal Communities in NS{Wune 2006), Aboriginal Child Sexual Assault
Taskforce (ACSAT)

» Special Commission of Inquiry into Child Protecti®ervices in New South Wales
November 2008

* Keep Them Safe: A Shared Approach to Child Well2@99-2014March 2009,
NSW Government

* NSW Interagency Plan to Tackle Child Sexual Assauboriginal Communities
(2009 — 2011January 2007, NSW Government

* Review of NSW Health Counselling Services: Chilatétation Counselling Services,
Sexual Assault Services, Child Protection Unitspigstic and Family Violence
services mapping. Final Report to NSW Departmehtaaith,February 2011, ARTD
Consultants (the ‘Health Counselling Review’)

* Responding to Child Sexual Assault in Aboriginai@aunities:A report under Part
6A of the Community Services (Complaints, Reviewd Monitoring) Act 1993,
NSW Ombudsman, December 2012 (our ‘Audit Report’).

Our audit of the Interagency Plan included a revaéthe counselling services available for
victims of child sexual assault in NSW. We foundttfor the majority of existing counselling
services across the sector, there had been nanfyedhancement over the five years of the
Interagency Plan — 2006 to 2011. In addition, thiadve obtained for our review showed that
over the same period the NSW Health SAS appearkd seeing more children. Local Health
Districts told us that they were experiencing iased pressure to provide counselling to
growing numbers of children but that this was atélkpense of providing a comprehensive
service’ At the same time the Joint Investigation Respdiesen (JIRT) was facing serious
state-wide resourcing challenges.

Our Audit Report noted that while the JIRT wasially established with an equal number of
police and Community Services officers, over subset years the resourcing attached to the
CAS has increased substantially more than thaRf Community Services. The disparity

® At the time of the audit, the Bourke JIRT was a terapy unit. In line with recommendation 22 of oundit report the
Bourke JIRT is now permanent and receives recurterifig.

® Most of these positions had been filled by Decen2dr.

" A detailed discussion of our findings in relationtihe capacity of counselling services in NSW carfidund in section 10.1
of Responding to Child Sexual Assault in Aboriginal @Gamities:A report under Part 6A of the Community Services
(Complaints, Reviews and Monitoring) Act 1993, NSW I@misman, December 2012, p. 102 — 107.
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was likely to become even greater given that th&@#as also under-resourced and needed
increased resourcing to meet demand.

In response to our Audit Report, FACS conducteelvéew of its JIRT staffing and created an
additional 10 caseworker positions. The NSW Pdficece also expanded its Child Abuse
Squad (CAS) by 30 officers at the time of our réplor March 2015, due in large part to the
impressive results achieved by the CAS with itsitaaithl resourcing, funding for a further
50 CAS officers was announced and is being phagedio over four years.

Therefore despite the recent allocation of adda@idtACS caseworkers to the JIRT, if there
are no further staffing enhancements to the FA®S Workforce by 2019, FACS will have
around 100 fewer frontline staff allocated to tHRTJthan the NSW Police Force allocation
to the CAS, placing a significant amount of pressam the capacity of Community Services
to simultaneously address the safety requiremdraschild while police are conducting a
criminal investigation. The additional CAS resoweell also have a significant impact on
the capacity of the Health JIRT workforce to regptmdemand for its services. We
understand that 10 additional positions have berddd for the 2015/16 financial year and a
further 12 positions are likely to be funded fod80L7.

On a separate but related note, the NSW Healtlonsspto our recommendatiSrabout
improving access to forensic medical examinatiors@her sexual assault services has also
been very positive. Targeted funding has been geavto enable rural and regional Local
Health Districts to implement integrated sexuaba#isservice models for children and adults
that are tailored to local conditiofdhese enhancements are encouraging. However,rangoi
monitoring of capacity and demand will be requite@nsure additional funds are directed to
areas of greatest need, and are sufficiently flexiballow Local Health Districts to respond
to local conditions and needs.

2. Diversevictimsand survivors

A key focus of our Audit Report was the capacitysefvices to meet the needs of children in
Aboriginal communities. However, our report inquiti@to child sexual assault counselling
more broadly and we found that the needs of a nuwfb@her groups were not being
adequately met by current counselling arrangemenrdisiding clients with complex needs,
children who had not made a formal disclosure tecp@r Community Services, adult
survivors of child sexual abuse, and with the ekoepof a limited program being trialled at
the time of our report, there were no dedicatedises directed at sexual assault victims in
custody.

Counsdlling and support for Aboriginal victims and survivors

Over the 5 years of the Interagency Plan, data saeporting of sexual assault for
Aboriginal children increased by 11.69%However, the number of sexual assault
counsellors, and particularly Aboriginal counsedlan NSW had not kept pace with
increased reporting for a range of reasons.

8 Responding to Child Sexual Assault in Aboriginaimbaunities:A report under Part 6A of the Community Services
(Complaints, Reviews and Monitoring) Act 1993, NSW ltiisman, December 2012, p.133-134.

¥ NSW GovernmentResponding to Child Sexual Assault in Aboriginal @amities: NSW Government’s Progress Report
to the 2012 Ombudsman’s Repadne 2015, ppl13-14.

0 Eor non-Aboriginal children reporting also incred&eit not to the same extent and over a longeogeri
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During our audit consultations we were told thauifficient counselling services can have a
negative impact on the willingness of victims tereoforward to report abuse. Actively
supporting Aboriginal children and their familiefi@n they report sexual abuse helps build
the community confidence necessary for increasgotiag to continue.

Breaking the Silenciglentified a chronic shortage across agencieswhsellors and support
staff able to respond to sexual assault in Aboalgtommunities, including a shortage of
Aboriginal staff. The Interagency Plan recognidad shortage and committed NSW Health
to “...provid[ing] additional Aboriginal specialishild sexual assault counsellors’ to help
address the gap.

In response NSW Health established seven additdesmgnated Aboriginal child sexual
assault counselling positions across three LocaltA®istricts in NSW In September
2012, this brought the total number of fulltime e@lent Aboriginal sexual assault
counsellor positions across NSW Health to 8.5. &lagklitional positions facilitated an
increase in the engagement of Aboriginal childréth whe SAS, with two of the Local

Health Districts reporting a significant increaseAboriginal children receiving counselling
from the SAS? These results demonstrate the value of theseatedicoles and why
investing in retaining and attracting Aboriginaféto rural and remote locations should be
seen as a priority. In this context, we noted inAudit Report that it was disappointing that
the impact of the new Aboriginal child sexual assaounselling positions on the rate of
Aboriginal children receiving counselling in thdeeant Local Health Districts was not being
tracked by NSW Health. We recommended that Healfirove data collection systems to
address this. As we discuss below under ‘servistegayissues’, we understand that the new
SAS data system will address our recommendatioimaove a range of data collection
issues.

The Interagency Plan also directed a number of@agenincluding NSW Health, to enhance
strategies to support, mentor and recruit Aborilgataff. However, difficulties in recruitment
and retaining Aboriginal staff, including issuespobfessional isolation, a lack of culturally
appropriate supervision, and uncompetitive remuimeraelative to other identified
Aboriginal positions meant that a number of the pesitions were vacant at the conclusion
of our audit. In addition, lack of recurrent fungimeant that the future of a number of the
positions was insecure.

As with the recruitment of generalist positions ttature of the work and the skills required
of applicants significantly narrow the field of patial applicants for identified Aboriginal
positions. In our consultations with NSW Health@ugation Centre Against Violence

(ECAV) and Aboriginal workers across the health amdfare sector, we were told that
Aboriginal people will often not apply for positismwith NSW Health because of prohibitive
qualification criteria. Sexual assault counselisi@ highly specialised and complex area, and
it is critical that staff who are providing thesedces are appropriately trained and qualified.
However, in order to build a highly skilled Abonngil workforce in this area, it is essential
that where recruitment attempts are unsuccessbglllHealth Districts have the capacity

1 Nsw Governmentinteragency Plan to Tackle Child Sexual Assaultbeiginal Communities 2006-2013anuary 2007,
p.20.

2 Hunter New England Local Health District, lllawa®aoalhaven Local Health District, Western Sydnegal Health
District.

3 From approximately 41 in 2007 to approximately 12011 in one Local Health District and from 172007 to 29 in
2011 in another.
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(and funding) to implement flexible solutions, imding mentoring Aboriginal staff into
positions over a period of time.

During our audit we were advised of an innovatigpraach in one Local Health District,
which re-aligned an Aboriginal Health Worker pamitinto a sexual assault service role for a
period of 12 months. This staff member was to batored by the Manager, Sexual Assault,
and partnered with the Senior Sexual Assault Wolkkr also noted that a number of Local
Health Districts were implementing strategies wué Aboriginal staff, including

developing an Aboriginal staff network and proviglicultural supervision.

In the final stage of our audit NSW Health releaggdsood Health- Great Jobs,

Aboriginal Workforce Strategic Framework 2011-20@%jch included a goal to increase the
overall representation of Aboriginal people in Health workforce from 1.8% to 2.6%. The
2014 Progress Repbttffor the Strategic Framework revealed disappointésylts including
that NSW Health was ‘not reaching the necessaryiiyper annum to achieve this target.’

Our Audit report recommend&tthat NSW Health designate responsibility to theA&¢’

for developing an Aboriginal recruitment and stdizelopment plan with the specific aim of
increasing the number of Aboriginal sexual assaalinsellors across NSW. We
recommended that such work should be undertakésbooatively with the Public Service
Commission (PSC) and we note that under OCHRER 8% is now developing a sector-
wide approach to Aboriginal employment, leadersmg career development. TREW
Public Sector Aboriginal Employment Strategy 200472vas released by the PSC in April
2015 We also understand that in line with our recomnagiods on this issue new options
are being developed by the NSW Government forébeurtment, retention and development
of Aboriginal staff across all disciplines (not grlexual assault counsellors) in consultation
with ECAV.*®

In response to our audit recommendations, (thenyVN&ls and Families established a new
Aboriginal Senior Policy Analyst position whose &tions include the promotion of health
equity for Aboriginal people and championing Abamegy health in government initiatives
addressing sexual assault, in collaboration witAEZCG° However, with the dissolution of
Kids and Families from 31 October this yé4it is unclear where positions of this type will
be located. As a transitional arrangement the g@fbf Kids and Families’ is currently
housed within the Health Administration Corporatibowever, there appears to be no
certainty at this stage, about the extent to whiehcurrent functions of the office will be
dispersed or disbanded.

!4 Good Health—Great Job&ey Performance Indicator Report January-June 2882Y Health, January 2014.

'° Good Health- Great Jobs, Aboriginal Workforce Strategic Framewd@d 1-2015Key Performance Indicator Report
January-June 2012, NSW Health, January 2014, p.13.

16 See recommendation 27, NSW Ombudsniesponding to Child Sexual Assault in Aboriginal @amities December
2012, p. 115.

In consultation with the Ministerial Advisory Body @boriginal Child Sexual Assault and the Aborigi@@mmunities
Matter Advisory Group established by ECAV.

18 hitp://www.psc.nsw.gov.au/workplace-culture---dsigy/equity---diversity/aboriginal-workforce/aboigl-
employment-strategy

19 Advice provided by NSW Health in implementation ritoring process.

20 Advice provided by NSW Health in implementation ritoring process.

I Health Services Amendment (NSW Kids and Familiedi2015.
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Unreported and unsubstantiated matters

Our report also highlighted significant service giaprelation to children who had been
sexually abused but had not formally reported tlegation and had it substantiated (i.e. by
JIRT, community services or police). The consultagiwe conducted raised significant
concerns that due to competing priorities, couimggBervices were not widely available to
childrensuspecteaf being sexually abused.

NSW Health’s SAS is the primary vehicle through evhit provides a response to children
who have been sexually abused. The SAS also preedervice to adult victims of sexual
assault. At the time of our review there were 553 dicated service response sites across
NSW, as well as three SASs which were combined ghtld protection services.

Adults and children aged 14 and over can accesSAlsthrough a number of different
pathways. However, children under the age of 14t ieiseferred to the service as part of a
formal investigation process. In most instancesfarral to the SAS will only be accepted for
a child under 14 where the sexual assault has ©idestantiated. As a result, a large number
of children suspected of being sexually assauletiWho did not receive a JIRT response),
will not be guaranteed an offer of counselling bg SAS, particularly when resourcing
constraints mean that many SASs have difficultytingedlemand for accepted JIRT matters.
Even when a report has been made, any delays iHRfeinvestigation process can also
result in delays in referrals to the SAS.

Victims Services and Support, an agency withinDeeartment of Justice, also provide
counselling to adults and children who have beervittim of an act of violence, through the
‘Approved Counselling Service.’ The Victim Supp8themé funds counselling of up to 22
hours to sexual assault victims (additional hoaws loe approved in exceptional
circumstances). For victims of sexual abuse no time applies in relation to how long ago
the sexual abuse occurred. Significantly, eligipifor counselling under the scheme is not
contingent upon a formal report having been mad®iorinal proceedings having been
commenced, although a victim is required to prowdme form of substantiation that the
abuse occurred in order to access counsellinginvscBervices and Support plays a critical
role in providing an alternative access point tarselling services for children and young
people who have not made a formal report, alth@aghe form of substantiation that the
abuse occurred is required in order to access etlungs

Our audit reported that of the more than 300 acdperoved’ counsellors in the service
more than half were also registered as having eiapewith Aboriginal clients> The
ECAV?* and (then) Victims Services had teamed up to powmandatory training as a pre-
requisite for this Aboriginal specialty registratit’

At the time of our report, counselling was alsoikamde through CASAC services which are
now funded by NSW Health. These non-governmentiges\provided a flexible long-term
therapeutic response and most accepted referraeviinere had been no formal report of the

22 This scheme was introduced in June 2013 to repheceld Victims Compensation Scheme which was resitloy
PricewaterhouseCoopefer the Department of Attorney General and Justicg11:NSW Department of Attorney General
and JusticeReview of the Victims Compensation Fund

23 This included only two Aboriginal counsellors.

24 ECAV has an extensive history in providing traintogvorkers who deliver services to Aboriginal chdd and adults

who have experienced sexual assault; domestiawihyf&iolence; and physical and emotional abuse reglect.

25 NSW OmbudsmarResponding to Child Sexual Assault in Aboriginal Gamities December 2012, p.104.
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sexual assault, or where the assault has not ldstasitiated. Most CASAC services also
provided services for adult survivors of child salkassault. In other words, CASAC
provided services to victims who did not meet theeda for counselling under either the
SAS or Victims Services and Support. CASAC serviegorted high demand, and we were
advised that some services had waiting lists dbuo years. The transfer of funding for
CASAC from Community Services to NSW Health maydiaeme benefits in reducing
complexity. However, it is unclear whether fundimags continued for all 11 CASAC services
which were operating at the time of our audit.

While it is possible for victims to self-refer toast CASAC services and to some other non-
government services, these services were not walalifable across NSW at the time of our
audit. Access to private practitioners who are eéepeed in sexual assault can also be
limited, and where these practitioners are avaslaiblere is generally a Medicare gap
payment required, which renders the services urddfie for many families.

Given their unique role and high demand, we areeored that new funding arrangements
continue to offer services to those victims andisors of child sexual abuse who fall
outside the eligibility criteria applied by otheargice providers.

Adult survivors of child sexual assault

Of the 49,299 reports of sexual abuse (adult aild)anade over the life of thiSW
Interagency Plan to Tackle Child Sexual Assa&®ili87 or 8% involved an adult reporting
sexual abuse that occurred when they were a dhiddunderstand anecdotally from police
that reports of historical abuse have increasetkdime commencement of the Royal
Commission.

SASs use a priority list of groups of clients tioehte the use of counselling serviées.
Notably, in the list of seven client groups, ‘adultho have been sexually assaulted as a
child’ were listed as the lowest priority groupvén the capacity shortfalls of many SASs,
most services report that they rarely work witts ttlient group, despite significant evidence
supporting the effectiveness of counselling.

Most SASs refer adult survivors of child sexualeasisto the Approved Counselling Service,
private practitioners, the Rape Crisis Centrepayeneralist NSW Health counsellors.
Almost universally across the state, these sentiege a limited ability to meet demand. At
the time of our audit, almost all of the Local HedDistricts, including those in metropolitan
areas, advised us that these services are nolyraadilable, due to factors including a lack
of providers, long waiting lists, and a lack of exrse in providing services to adult
survivors of child sexual assault.

During our consultations with community memberauanber of people highlighted the link
between the availability of services for adult suovs and community attitudes to
encouraging children to report sexual assaultdtliteon, a number of stakeholders spoke
about women who had made the decision to come fdralaout the sexual assault that they
experienced as a child in order to protect thein awildren from the same perpetrator. This
highlights why the provision of services to thisgp is both important for the wellbeing and
mental health of the adult clients themselves dkaseo protect children from perpetrators

6 NSW Health Sexual Assault Services Policy and Procedure Ma(Adult), May 1999, p.6.
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who continue to live in the same community, or wnay be part of the family or extended
family of adult survivors.

The need to improve responses to historical aliegstof child abuse has been a long
standing concern of this office. In this contexsitvorth noting that in response to
recommendations in a investigation we conducteé2Dit0, FACS has recently enhanced the
most recent addition of its Mandatory Reporter @([RGY’ to include information about
reporting past abuse of someone who is now an aduwitell as advice about the counselling
and support services offered by NSW Health’s SASdwlt survivors of child sexual abuSe.

Our audit identified the need to provide bettevmes and supports for adult survivors of
childhood sexual abuse and to carefully examinbislbrical reports of sexual abuse made
by adults for evidence of any current risks toatah. With a rise in reports of historical
abuse to be expected as a result of the work drRtyal Commission, a commensurate
increase in counselling for this group, and suppod resources devoted to identifying risk
will be critical.

Servicesfor adultsin custody

Surveys of Aboriginal men and wonféiin custody have shown that a significant proportio
report being sexually assaulted as children.

Breaking the Silenceaised concerns about the absence of appropeateess for
incarcerated adults who make disclosures of cleidial assault and the absence of an
appropriate supportive response when disclosueemade. The ACSAT recommended that
Corrective Services ‘develop and fund a model twiole child sexual assault
counsellors/program coordinators in correctionailitées’.

In NSW, Justice Healffiis responsible for screening offenders in orderapture any

mental or physical health needs and refers patiehtshave experienced sexual assault to
the Local Health District SAS for management. Ascdssed, adult survivors of child sexual
assault are the lowest priority group for the SAS] as a result, there is a very limited
capacity for inmates who have made a disclosuohitd sexual assault to receive a service
from the SAS.

We noted in our report that in trials by (then) fifits Services of the provision of counselling
services to inmates at two correctional cefitdssth counsellors were operating at capacity
and had a wait-list for further referrals. A sigeoént proportion of the requests for
counselling at that time appeared to relate to aexssault. We commented in our Audit
Report that there would appear to be value in oairig and expanding the trial programs to
correctional centers across the state. We alsal & there appeared to be significant scope

2" The Mandatory Reporter Guide assists mandatory teqsovho have become concerned about possible abusglect
of a child or young person and must make a decisbmut whether or not to report their concern$ieo@hild Protection
Helpline.

8 Keep Them Safe Factsheet No. 3b
(http://www.dpc.nsw.gov.au/__data/assets/pdf_filef067154/MRG_enhancements_list)pdf

29 Responding to Child Sexual Assault in Aboriginaimbaunities NSW Ombudsman, December 2012, p. 112.

%9 Now known as Justice & Forensic Mental Health Nekythis is a state-wide Board-governed Specialtyjndek
delivering health care to adults and young peapleintact with the forensic mental health and arahjustice systems,
across community, inpatient and custodial settings.

31 Dillwynia Correctional Centre and Wellington Correcti Centre.
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to improve responses to disclosures of child seassdult made by inmates and we agreed
with Corrective Services’ suggestion that ‘stafiting in sensitive and effective responses to
disclosure of sexual assault victimisation as &latould be of assistancé.

Victims of intra-familial sexual assault

Although not within the Commission’s remit, it important in the context of allocation of
finite resources to acknowledge the significanpprtion of child sexual assaults which
occur within an intra-familial context. Accuratdiesates of the level and types of abuse are
difficult to determine, however there is growingagnition that siblings are responsible for a
significant proportion of child sexual abuse ansbats. The New Street Adolescent
Servicé® has estimated that half of its cases relate tsabgainst a siblint.There is
evidence which indicates that an appropriate respomvictims and non-offending family
members can be critical to ensuring that apprappabtective measures are put in place to
prevent further abuse being perpetrated by thandée

Our audit identified an urgent need for NSW to egvits current arrangements for providing
therapeutic treatment for children and young pewofie have problematic and abusive
sexual behaviours. Despite the recent expansidleof Street, those who live outside the
areas where these specialist programs are curtegedlyd have little chance of receiving the
help they need And while Juvenile Justice offers important spksigrograms and
interventions there are numerous impediments foitnglyoung people with multiple and
complex needs within the relatively brief time aled by a control order or a community
supervision plaf®

There is a real danger that a small but potentradiir-risk group of young people are falling
through these gaps, and receiving no effective @gesponse to their sexually abusive
behaviours. As a result, we recommended in our tAReport that all agencies and services
with responsibilities in this area come togethecdasider creating a cohesive legislative and
policy framework that explicitly sets out their pestive roles in supporting effective
treatment strategies — including the use of treatraglers37 We also recommended that
consideration should be given to adopting elemeftise scheme introduced by the
Victorian Government in 2007 for identifying andréiting into treatment young people
found to be engaging in sexually abusive behavjSlasd it is pleasing to note that NSW
Health has now recommended that a combined intecggeview consider whether a similar
model to the Victorian scheme could be establishedSW 3

After our audit was finalised, the only serviceNBW which provided specialist support for
children and families affected by intra-familiaks@l assault, the Cedar Cottage program,

2 NSw OmbudsmarResponding to Child Sexual Assault in Aboriginal @amities December 2012, p.113.

33 New Street is NSW Health's therapeutic progranmrésponding to children and young people aged 1¥e&vs who
sexually abuse.

% Review of NSW Health Counselling Services, Final ReNSW Department of Health, 11 February 2011, BRT
Consultants, p.71.

35 Sydney, Newcastle, Tamworth, Dubbo and more regémthe lllawarra and Shoalhaven Local Health st

% See section 16.4 “Juvenile Justice programs toesddyexually abusive behaviours’, NSW OmbudsiRasponding to
Child Sexual Assault in Aboriginal Communifieecember 2012, p. 210.

37 See recommendations 65 — 73. NSW OmbudsRasponding to Child Sexual Assault in Aboriginal Caoimities
December 2012, p. 216 - 217.

% This scheme is outlined in NSW OmbudsmResponding to Child Sexual Assault in Aboriginal @amities December
2012, p. 215 - 216.

%9 Advice provided by NSW Health in implementation ritoring process.
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was closed® While this was developed as a diversion progranofenders, the program
also provided counselling and support to victimd #reir non-offending family members in
order to protect children and prevent further akskunds for the Cedar Cottage program
were re-allocated to the New Street Adolescenti&erWe recommended that the New
Street service be expanded and that modelling drdemand be undertaken to guide this
process. The modelling has now been completed &W Nealth is developing service
standards to support the expansion of New Strettaradditional New Street service is
being established this year. We also note thatdbent Joint Select Committee report on
Sentencing of Child Sexual Assault Offenders recemuhed creating a program to replace
Cedar Cottage, for treatment of low risk offenders.

3. Geographic considerations

Our audit found that agencies struggle filling ceelling positions in regional and remote
areas of NSW. As a result, many victims of chilgus# assault in NSW simply do not have
access to counselling. There are fewer servicatalain rural and remote areas relative to
the major centres, and fewer services availablehvprovide a culturally appropriate service
to Aboriginal clients relative to non-Aboriginaliehts.

Recruitment and retention

WhenKeep Them Safgas released in March 2009, it acknowledged thalevidiSW Health
has a broad network of sexual assault serviceshitiren and adults, workforce recruitment
and retention were ‘significant issues’ requiriigeation in the short terff. Difficulties in
recruiting and retaining staff were repeatedly tded during our audit consultations as a
fundamental barrier to services being able to rdegtand, particularly in rural and remote
locations. Local Health Districts covering thesgioas reported the highest vacancy rates
and the greatest difficulty filling positions.

Vacancy rates have a major impact on the capatiy &AS to provide a service to victims.
For example, one SAS in Western NSW advised ustieatonly counsellor position had
remained vacant for the duration of the positiotdads previous maternity leave, due to
unsuccessful recruitment attempts.

Our Audit Report highlighted the need for a whofegovernment approach to recruiting

staff to high needs areas in NSW, noting the dameies in the incentives offered to staff by
different government agencies and across diffexemiloyment categories. In our view, a
whole-of-government structure for incentives idicaill to resolving these issues. We
recommended that the Public Service Commissionidenthe observations made in our
Audit Report in developing and implementing a wholegovernment recruitment and
retention strategy.

In the absence of such a structure, we recommehdetiSW Health review the locations
and positions with high vacancy rates and poof stééntion and put in place stronger
incentives schemes for these ar&as.

“Ocedar Cottage closed on 19 September 2btd:{/www.wslhd.health.nsw.gov.au/Cedar-Cottageessed 23/10/15.)
4 Every Sentence Tells A Story - Report On Sente@fil€hild Sexual Assault Offendelsint Select Committee on
Sentencing of Child Sexual Assault Offenders, Repta%, October 2014, p.113.

NS Government{eep Them Safe: A shared approach to child wellh&ifg9, p.13.

43 Recommendation 26, NSW OmbudsmBesponding to Child Sexual Assault in Aboriginal Gamities December
2012, p. 115.
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In response to our Audit Report, the NSW Governnhastrecommended the development of
a new incentive scheme for counsellor, casewonkéragher positions in difficult to recruit
locations?* In addition, the reviseMSW Health Professionals Workforce Plan 2012-2022
was released in September 2015 and aims to inctieaseimber of health professionals
working in regional, rural and remote communit®gpport rural training and improve
capacity planning® TheNSW Rural Health Platowards 202%' released in 2014, also
provides a strategic framework to build the rur&8W Health workforce through enhanced
recruitment, training, career development and suppwluding e-Health.

In addition, NSW Health hgsurchased service enhancements from all rural egidmal
Local Health Districts to ensure the availabilify2d/7 integrated psychosocial, medical and
forensic crisis responses for child and adult mstof sexual assatfft.

Outreach

In NSW, each Local Health District has one or miedicated SAS response site to provide
services across the district. However, a numbén@tocal Health Districts located in rural
and regional NSW advised us that they do not cterdly have the capacity to provide an
outreach service to towns which are located futtaesy from the site.

The primary barriers to providing outreach wereabditional travel time required, as well as
the high local demand for services. In additiore dncal Health District identified

difficulties in accessing appropriate, child friigpndooms in outlying areas, which made it
problematic to promote and establish an outreachcse and to operate a drop-in service.

The large geographical distances that need to bered in Western NSW were identified as
the primary barrier to providing effective outreagvices, both for the SAS and for other
service providers. Combined with limited transpmptions to enable the client to travel to the
service, the result in many instances is that trselittle or no access to counselling services
for victims of sexual assault living in these partdNSW. In response to our Audit Report
several Local Health Districts in rural areas heaeeived funds specifically for flights and
vehicle costs to retrieve victims and transport icecand counselling staff.

However, in some communities this service gap Rkasgexl for many years and consequently
there is little knowledge of the SAS. As a restétyeloping the capacity of the SAS in these
communities not only requires the resources fayumsellor to provide direct services to
victims, but also the resources to build relatiopsiso victims feel comfortable using the
service. (We discuss the issue of capacity undawi€e systems issues’ below.)

“4 Advice provided by NSW Health in implementationmitoring process.

“5 http://www.health.nsw.gov.au/workforce/hpwp/pagesdit. aspx

“5 Advice provided by NSW Health in implementationmitoring process.

4 http://www.health.nsw.gov.au/rural/Publicationsaidinealth-plan.pdf

“BNsSwW GovernmentResponding to Child Sexual Assault in Aboriginal @amities: NSW Government’s Progress Report
to the 2012 Ombudsman’s Repaiine 2015, p.13,14.

49 NSW GovernmentResponding to Child Sexual Assault in Aboriginal @amities: NSW Government’s Progress Report
to the 2012 Ombudsman’s Repdiine 2015, pp13,14.
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4. Servicesystemsissues

In addition to the overall capacity challenges thbg services, our review also identified a
range of organisational and structural issuesingldb the effectiveness of counselling
referral pathways; how different services work thge; and the flexibility of services. Our
audit also identified a number of significant gapshe provision of sexual assault services
around the state. This included inconsistent alaiity of outreach services, a lack of
services available for adult survivors of child salxassault, limited specialist services for
victims of intra-familial sexual assault and a ladlservices for prison inmates (See ‘Diverse
victims and survivors’ above).

These problems were exacerbated by the very lincépdcity of the NSW Health SAS, as
the largest provider of sexual assault counseltmgponitor the demand for their services or
the extent to which their services were meeting tl@mand, due to significant shortcomings
in their data collection processes. In our AudipBrt we made recommendations in relation
to specific data which needed to be collected f&A$s to begin to address this isdUm
response (then) NSW Kids and Families, on behalf®¥ Health, undertook an SAS ‘data
build’ project to capture service demand. A minimdata set and report specifications have
been developed to address the requirements in wdit Report. We have also been advised
that state-wide implementation of the databaseduaso commence in the second half of
2015°! Again it is unclear whether and to what extentdtssolution of NSW Kids and
Families will impact on this project.

Need for discretionary funds for SASs

In addition to the overall budget constraints & 8AS, our consultations identified that
some services experienced difficulties in delivgrnquality service due to a lack of
flexibility in managing their budget, and a lackdi$cretionary funds for expenses other than
staffing.

In some parts of the state, we were advised thaeswith vehicle availability, combined
with an absence of brokerage funds to facilitatieraative transport for clients, resulted in
appointments being cancelled due to the inabilfityounsellors to travel to victims within
their outreach area, or vice versa. Counsellostalsl us of having to buy incidental items
out of their own pocket as a result of not havingess to any discretionary funds. Many
SASs did not have a protected goods and serviadgebuand reported *having small or
insufficient funds available to cover expenses @agbffice items and staff trainintf.

It was apparent that individual services needduthige access to flexible funds in order to
meet client needs in relation to counselling. Whilese expenses are not frequent or
substantial, having access to brokerage fundsnh@rgency accommodation, local transport,
or other services or incidental costs, would sigatiitly improve the capacity of the SAS to
provide flexible services to victims.

%0 See recommendation 23, NSW Ombudsniesponding to Child Sexual Assault in Aboriginal @amities December
2012, p. 114.

51 Response provided by the former Minister for Faraitd Community Services, Hon. Pru Goward, 20 Dece@®&R
°2 Review of NSW Health Counselling Services: Child letme Counselling Services, Sexual Assault Servicieiil
Protection Units, Domestic and Family Violence 8=v Mapping, Final Report to NSW Department oflthe&ebruary
2011, ARTD Consultants, p.47
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In our Audit Report we recommended that NSW Headthsider allocating additional funds
to Local Health Districts to provide SASs with ags¢o a pool of flexible funds for
brokerage and other incidentafd\Ve have been advised that one-off and recurrentsfu
have been provided to allow rural and regional Lét=alth districts to implement locally
responsive service models involving a range ofatites. For several Local Health Districts
this has involved funds specifically for flightscamehicle costs to retrieve victims and
transport medical and counselling stiff.

I mproving the coordination and provision of state-wide counselling services

As we noted at the outset, there are a range ofders who deliver counselling services to
victims of child sexual assault in different pawfshe state, with different referral pathways,
eligibility criteria and service options. The trégrsof funding responsibility for CASAC
services from FACS to NSW Health does represenessireamlining of arrangements.
However, it appears that eligibility criteria stithries among services. The counselling
landscape also includes the NSW Health Senior Hé&Hihicians in JIRT. These positions
play an important role in referring children anditmon-offending family members to
appropriate counselling — although they generatiydt provide a direct counselling service.

The involvement of multiple service types and JiRdkes for a confusing system that
vulnerable victims have to navigate. It is also ptex and at times, inefficient for frontline
workers.

In areas where there are multiple child sexualudssaunselling providers to choose from,
our consultations revealed that victims are noagbweferred to a service which is the most
suitable for their needs, or are frequently refiéteea service which does not have the
capacity to respond quickly. We were advised bynselling providers that if a service
cannot be provided in these circumstances, thd ohnitheir family will be given the contact
details of nearby services which may be able tstfem. Given that most services are
operating beyond capacity, this can lead to victianging to make contact with several
services before they are able to find support.

Similar issues applied to cases handled by the JiR€re the JIRT Senior Health Clinician
makes the counselling referral for the child. Te@blishment of the 25 Senior Health
Clinician positions in 2009 was an important invesnt by Health in the JIRT program.
However, against a background of significant cayadiallenges in the counselling sector,
our Audit Report highlighted the need for a revieithe JIRT’s resources including an
examination of Health’s resourcing requirementsrable it to adequately fulfill its JIRT
responsibilities. The decision by NSW Health todwaaditional Senior Health Clinical
positions will provide a significant boost to thepacity of JIRT to respond to the needs of
victims and survivors who have made formal repofigbuse.

In addition, our examination of JIRT found an alzseaf basic performance indicators to
measure, for example, the number of children aatt tton-offending parents/carers referred

*3 Recommendation 24c), NSW OmbudsmRasponding to Child Sexual Assault in Aboriginal @amities December
2012, p.114-115.

> NSW GovernmentResponding to Child Sexual Assault in Aboriginal @amities: NSW Government’s Progress Report
to the 2012 Ombudsman’s Repdiine 2015, pp13,14.
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to counselling and the acceptance ratd/e recommended the review of JIRT also focus on
establishing a solid framework for better ongoingnitoring of JIRT’s performanc?®.

Our consultations also identified that there wtkelknowledge sharing between local
providers across the sexual assault counsellingrsas to how they could work more
collaboratively to meet service gaps and build aliqguAboriginal counselling workforce.

We formed the view that service providers at alltmzel needed mechanisms in place for
communicating with each other about the typesiehts they can assist, as well as their
capacity at any one time. Ideally, this would atemlve arrangements between services for
‘facilitated referrals’ to shift the onus away frdhe victim and onto the service provider to
secure an appropriate referral. Counselling sesvitéigh-need locations should be
sufficiently ‘joined-up’ so that victims and worlseare able to use a single referral process or
inter-face to identify the most appropriate coulisglprovider.

In our view, it is essential for Government to abta clear understanding of the overall
capacity challenges facing the sexual assault @limg sector — including the ability of
children to access services across the state +ebiéftan make informed decisions on
addressing the long-standing inability of the setdaneet demand. For this reason, we
recommended that central agencies — NSW Health §-&@l the (then) Department of
Attorney-General and Justice — jointly review tlapacity of the child sexual assault
counselling services and identify how they can bk integrated. We also recommended
the review consider developing a single referréhyway especially in areas with serious
capacity issuey.

In 2011, NSW Health conducted a review of counsgliervices which similarly concluded
that integration of counselling services within N$Walth would improve policy and
strategic guidance, and visibility. We have alserbadvised that in response to our
recommendations NSW Health is undertaking a retthie sexual assault, domestic
violence and child protection procedures. This imitlude the development of minimum
standards and clinical guidelines that address yeanking arrangements across health
services, information sharing and referral pathwaysnsure better integration and
coordination of all health psycho-social and collmgeservices. NSW Health and FACS
have also indicated support for the scoping ofrthér joint agency project to consider
whether sexual assault counselling services cdretier integrated across government.

If you require further information, please do nesitate to contact Ms Julianna Demetrius,
Assistant Ombudsman (Strategic Projects) on 9226.09

Yours sincerely

LGarer D>

Professor John McMillan Steve Kinmond
Acting Ombudsman Deputy Ombudsman
Community and Disability Services Commissioner

S NSwW OmbudsmarResponding to Child Sexual Assault in Aboriginal @amities December 2012, p.92.

*6 Recommendation 20(b), NSW OmbudsmRasponding to Child Sexual Assault in Aboriginal @amities December
2012, p. 99-100.

57 Recommendation 25, NSW OmbudsmBesponding to Child Sexual Assault in Aboriginal Gamities December
2012, p. 115.

%8 Advice provided by NSW Health in implementation ritoring process.
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