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Executive Summary

Across international jurisdictions and New Zealand, it is widely evidenced that young people
are disproportionately affected by sexual harm and those with existing vulnerabilities
(disability, socioeconomic disadvantage, mental health issues, and previous experience of
abuse) are likely to be at increased risk. Yet despite this evidence, there appears to be a
shortfall in provision of sexual harm crisis support services specifically. This is of concern
because young people engage with services in quite a different manner to adults and children
and they require services that are developmentally appropriate.
It is within this context Aviva commissioned an independent research and evaluation
company, Lebern and Associates, to assemble an empirical and experiential evidence base
to contribute to the design and implementation of a sexual harm crisis support service for
young people in Canterbury. A proactive research design, enhanced with a theory of
change, was selected for the research project. A mixed methods approach was adopted
using in-depth interviews, document review and a literature review. Using the Framework
Model, the qualitative data was collated in a thematic framework and interpreted and
synthesised into general understandings. This data and the empirical evidence were
triangulated to enhance the internal validity of the findings.

Services for Young People: What is Working Well, Not Working Well and Gaps
Despite the fact that there are youth-specific sexual harm services in some places across
New Zealand, most service options are for adults, for children or provide general support for
youth on a range of issues. Within Canterbury there is only one specialist sexual harm
service that offers assistance for youth, but they also offer interventions for adults and
children.
Respondents noted some of the success factors currently operating across the sexual
violence sector including a greater understanding across multiple disciplines about the
effects of trauma and the necessity to intervene early to prevent exacerbating the negative
impacts. In Canterbury they identified 298 Youth Health as a best practice example of
providing services for youth. Young people regard it as a trusted service. It delivers multiple
different types of service (medical, psychosocial etc.) under one roof and it has the flexibility
to allow youth to access it episodically. Youth respondents noted a number of generalist
services stating that they had been helpful because they were youth friendly, socially and
physically accessible and that they referred them to the right services at the right time.
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Of their concerns about the current sexual violence sector, the respondents observed that
there were workforce capacity issues; lack of government funding specifically for youth; and
that there were inconsistencies in identifying and responding to sexual harm by government
agencies. Moreover, they commented that there was a lack of accommodation options for
young people who experienced sexual harm; inequality of access to sexual harm services
for Māori, Pasifika, young people from CALD communities, young people from the Rainbow
Community, disabled youth and young men.
Gaps in sexual violence crisis support services for youth was noted together with a lack of
integrated planning and service delivery. Other gaps in services identified included
inaccessibility of identifying suitable services online and lack of choice.

Needs
The needs of a young person who has experienced sexual harm are dependent on a range
of factors involving their previous experiences, their level of development, the current
vulnerabilities and strengths in their environment and the circumstances of the sexual harm.
Hence, any assessment of need should be holistic as every aspect of their lives will be
affected and such assessments need to be reviewed periodically to assess any changes in
developmental or psychological issues. Provision of services need to be tailored to meet the
individualised needs of a young person. The needs most often noted by the respondents
were needs associated with the trauma response (feeling helpless, out of control, judged);
psychological needs; and needs for information and advocacy. Other needs mentioned
included physiological needs; safety needs; and accompaniment needs. In addition, there
were often relationships needs such as needing to build a system of support or dealing with
relationships when there was intrafamilial sexual harm.

Accessibility
The barriers to accessing a sexual harm crisis support service for young people included:
•

Lack of awareness of helping services and how to approach them

•

Shame, guilt, embarrassment and fear of not being believed

•

Fear that services will breach their confidentiality and privacy

•

Stigma associated with sexual violence

•

Convenience including only being available during business hours; lack of
responses from services when contacted; and lack of money or transport to access
services

•

Fear of retribution from the person who committed the sexual harm
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•

Lack of compassion from those working within the Health and Criminal Justice
systems

Suggestions for maximising service accessibility included communicating to young people
about the benefits of accessing a sexual harm crisis support service; providing choice about
the way the young person engages with services – social media, telephone, online or faceto-face; providing a youth-focused organisational culture; joining up the system so that there
is no wrong door; offering services at times and locations that are suitable to young people;
and funding more youth services.
To encourage equity of access to a sexual harm crisis support service for underrepresented
groups the respondents offered a range of strategies comprising collaborating with agencies
who work with diverse groups; using culturally appropriate approaches and promotional
materials; and employing staff who identify with diverse groups and who adopt a holistic,
whānau/family-centred approach.

Practice and Approaches
The empirical and experiential evidence suggests that a sexual assault crisis support service
should deliver both primary prevention services as well as tertiary prevention services. This
is to ensure that the young person has a consistent and trusted agency and worker to
engage with.
The primary prevention services include psychoeducation to increase knowledge and
understanding among young people and their families about sexual harm, consent, gender
stereotypes, date rape drugs, dating violence, risk reduction/prevention, assertive
responses, rape myths, impact of trauma and healthy relationships, together with help
seeking and appropriate ways to support a young person who has experienced sexual harm.
A number of factors have been found to increase their effectiveness including:
•

Comprehensive coverage of the subject matter

•

Teaching methods are intensive, long-term and interactive

•

Content is relevant to young people’s lives

•

Content includes information about health relationships

•

Content includes what to do if a person has been sexually harmed.

The tertiary prevention services include providing information and advice, advocacy, crisis
social work services, crisis counselling, accompaniment, establishing a system of support for
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the young person and navigation of, referral to and integrated planning of other psychosocial
services.
If these services are to be effective, they need to be delivered in a timely, developmentally
appropriate, individualised and youth-centred manner – timely to ensure that the young
person’s situation does not deteriorate; developmentally appropriate by ensuring that the
young person’s emotional, cognitive and psychomotor development is taken into account
when supporting them; individualised to ensure that it is tailored to meet the specific needs
and circumstances of the young person; and youth-centred to ensure the youth is believed,
safe and in control, for example, they are given choices and full information with which to
make decisions.
The services need to be trauma-informed and use trauma models of practice that ensure the
worker and the young person’s system of support understand the wide-ranging impact of this
trauma and to build the strengths of the young person within the context of their system of
support. Various forms of trauma-focused cognitive-behavioural therapy, psychological first
aid and crisis counselling have been found to be helpful in this context. Moreover, services
need to be delivered with cultural competence – an awareness of one’s own culture and
knowledge and skills to work with young people of different cultures. Services also need to
be delivered in a flexible manner, for example understanding that young people may wish to
access services as and when they need them.
A significant protective factor identified by the empirical and experiential evidence base was
gleaning the support of a trusting adult for a young person who has experienced sexual
harm. Offering support to a parent or other trusted adult by, for example giving them some
psychoeducation, helps the young person reduce the emotional intensity of their post-sexual
harm experience.
Such crisis services could be a number of months in length and provide engagement and
stabilisation services to provide emotional, social and physical safety, establish a family
system around the young person, as well as establish routines such as eating, sleeping and
going to school. A crisis service can also support and prepare young people for when they
are ready for, or a long-term trauma counselling service is available.

Infrastructure Requirements
The infrastructure requirements that underpin an effective sexual harm crisis support service
include housing the service within a youth centre that provides a number of youth-related
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activities and services; ensuring that the organisation housing the services is trauma
informed and socially and physically accessible; that partnerships are formed with local iwi
and Kaupapa Māori agencies and with a range of diverse communities to ensure services
are responsive and integrated; and involve youth in the design and implementation of the
service.
Most importantly employ staff who are qualified, trusted and highly skilled and who have a
commitment to working with young people, adopt a developmental approach and who
understood youth development and the underpinning principles; use trauma-informed
practice which was grounded in creating safety, promoting control and empowerment and
self-care; are culturally competent; and have a good knowledge of the system of
psychosocial support.
Develop a sustainable sexual harm crisis support service by accessing a diverse array of
funding sources; implement employee wellbeing policies and practices; develop and
implement an outcome monitoring framework; implementing a stakeholder engagement plan
with which to ensure stakeholder ownership of the service; have policies and procedures to
guide the agency in legal and ethical matters; and undertake an annual SWOT analysis that
facilitates adaptability to changes in the internal and external environments.
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Part One: Introduction and Context
Introduction
Across international jurisdictions and New Zealand, it is widely evidenced that young people
are disproportionately affected by sexual harm and those with existing vulnerabilities
(disability, socioeconomic disadvantage, mental health issues, and previous experience of
abuse) are likely to be at increased risk (McDowell et al., 2013; Khadr & Herbert, 2011;
Holmes & Sher, 2013). 1
Young people exposed to sexual harm are at risk of adverse physical, psychological,
behavioural and sexual impacts (Maniglio, 2009). Blanco et al., (2015) has found that
exposure to sexual harm changes the neurological brain structures which makes young
people more likely to experience anxiety, depression, substance abuse and other
psychological and behavioural issues. These researchers amongst others have advocated
for young people who experience sexual harm to access trauma-based sexual harm crisis
support early (Blanco et al., 2015; Ko et al., 2008; Veenema et al., 2015).
A 2018 formative evaluation report noted that sexual harm crisis support services are
provided after an incident of sexual harm or a crisis event (an event that triggers the trauma
of sexual harm experienced in the past) 2and use a trauma-informed approach. Such
services provide callout support, advocacy, crisis social work, crisis counselling, advice,
information, and links or referral to services (Malatest International, 2018).
Providers described the different client pathways
through their services
Source: Malatest International (2018)

•

Support through the crisis event only, although providers also
said that some who received support through the crisis event
would come back later for additional support

•

Support through police and justice system processes

1

In New Zealand the age range for young people is generally from 12-24 years (Ministry for Youth
Development, 2009). For the purposes of this report young people include those who are in the age range of
13-25 years.
2

Crisis is not defined by the actual event, but by the person’s response (and the response of their
family/whānau/community) to that event. A victim/survivor may still be considered in crisis if the event is
historical, as crisis episodes can be triggered by events later in a victim’s/survivor’s life.
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•

Holistic and non-specialised social work and counselling
support for refuge, housing, entitlements and other needs

•

Specialist trauma and sexual violence social work support

•

Support to engage with and receive specialist counselling,
either from Accident Compensation Commission (ACC) or
other specialist trauma counsellors

•

Support for people while they waited for specialist support or
for those who did not qualify to for ACC services.

Context
In 2018 the Joint Venture for Family Violence and Sexual Violence was established to bring
government agencies together to work in new ways to reduce family violence, sexual
violence and violence within whānau. Its role is to lead, integrate and provide support for
everyone involved, to ensure an effective, whole-of-government response to family violence
and sexual violence.
In the prelude to the establishment of the Joint Venture, the Ministry of Social Development
was tasked with the responsibility of leading a Sexual Violence Ministerial Work programme.
The aim of this work programme was to ensure the sustainability of the sexual violence
sector. A 2016 consultation process developed a service framework for the crisis sexual
harm sector that included a vision, agreement on a definition of crisis support, agreement on
the elements of a sexual harm crisis support service, and agreement on the length of
service.
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Service Framework for Crisis Sexual Harm Support Services
Vision
Sexual violence crisis support services that are accessible and readily available to those
affected by sexual harm/violence wherever and whenever they need them and that those
services are culturally responsive and based on good practice
Definition of Crisis
Crisis is defined as the person’s internal response/trauma to that event and not limited to a
timeframe and/or a ‘one off’ intervention. Therefore, crisis can arise at the point of
victimisation, or can be triggered by events later in a victim’s / survivor’s life.
Elements of a Sexual Harm Crisis Support Service (SHCSS)
➢ Advocacy: supporting victims/survivors to communicate and seek appropriate
support with other agencies, such as: mental health services, General Practices
(GPs), employers, Work and Income New Zealand (WINZ), Police, Accident
Compensation Corporation (ACC), Immigration New Zealand or lawyers.
➢ Therapy focused support: Integrated services for sensitive claims (ISSC) are the
most appropriate service to deliver therapy-focused support long-term, but SHCSS
providers are required to have this capability internally if they do not have links with
the ISSC. It is also a critical function of support in the earlier stages of recovery
and an on-going need during recovery, as victims/survivors make steps to
recovery and may experience setbacks.
➢ Psycho-education: is focused on providing victims/survivors with the tools that they
can use to manage their recovery.
➢ Support to “navigate” the system: tailored support by managing referrals and
helping the victim / survivor understand their needs and what supports are
available to them. A function of navigating is also liaising with appropriate agencies
and accessing the necessary supports.
➢ Family and whānau support: trauma processing support for those supporting the
victim/survivor can be vital for the recovery of the victim / survivor, especially for
Māori. Psycho-education is also important for family and whānau when supporting
the victim / survivor and knowing how to respond to disclosures and triggers
supportively.
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➢ Survival needs: providing practical support at the time it is needed. It can include
safety planning and goal setting, or meeting basic needs such as access to food,
housing and budgeting.
➢ Psychosocial support through the criminal justice system: preparing the victim /
survivor for court or justice proceedings and liaising and advocating on their behalf
(this can also be provided as part of crisis support).
➢ Group support: creating a ‘therapeutic community’ with other victims / survivors
e.g., male survivors peer support group.
Additional support, providers felt post-crisis support could be complimented by:
➢ Prevention: debunking rape myths, providing targeted prevention programmes,
education, and training in schools and the community.
Length of Engagement
The length of engagement varies and depends on the support required and the support
available. If a victim/survivor requires long-term support but is not eligible to access ISSC,
then the SHCSS could be required to ‘hold’ the person for months or years.
Long waitlists for ISSC in some locations will also impact the length of engagement
required in post-crisis care and recovery through SHCSS. Additionally, some
victims/survivors require practical support alongside long-term counselling support through
ISSC.
This timeframe varies significantly, but there was general agreement that there is a need
for at least between 6-12 sessions of post-crisis care and recovery support.
Short-term Outcomes
➢ Empower victims / survivors
➢ Adequately support them back to independence, or to engage in additional
supports
Source: Ministry of Social Development (2017:13). Sexual Violence Crisis Support Services: Service
Development Consultation Document. Wellington: Ministry of Social Development

Despite this work there now appears to be a shortfall in provision of sexual harm crisis
support services for young people (Beres, 2013). Allnock et al., (2009) observed that
services for young people are either subsumed into adult sexual harm crisis support services
or into services that cater for a wide range of mental health issues. These authors and
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McPhillips et al., (2009) note that young people engage with services in quite a different
manner to adults, often having more short-term interactions and … they require services that
are developmentally appropriate.
In addition to this gap in sexual harm crisis support services for young people, a 2017
Ministry of Social Development consultation report noted that Greater Christchurch was a
very high-risk region and was likely to need an increase in sexual harm crisis support
capacity (MSD, 2017:56).
Within this context Aviva commissioned an independent research project to provide an
empirical and experiential evidence base to support the design and implementation of a
sexual harm crisis support service for young people in Canterbury.
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Part Two: Research Methodology
Research Purpose and Key Questions
The overall purpose of the research was to assemble an empirical and experiential evidence
base to inform investment and operational decisions about the future design, development
and implementation of a sustainable sexual harm crisis support service in Canterbury for
young people aged between 13 and 25 years. In essence this purpose is instrumental and
utilisation focused – a purpose that positions the research to produce information that is useful
for the intended users and supports their decisions and actions (Henry & Mark, 2003; Patton,
2008). 3
The key questions associated with this purpose and identified by those who commissioned
the research are listed in Table 1.

Table 1: Key Research Questions
Key Research Questions
The key research questions are:
➢ Q1 – What is currently being delivered for young people who experience sexual
harm and where are the gaps in the delivery of crisis response services for youth
aged 13-25 years?
➢ Q2 – What is currently working well and what is currently not working well in the
delivery of a crisis response service for young people who experience sexual harm?
➢

Q3 – What is the extent and nature of the diverse needs amongst the defined target
population for an exemplary sexual harm crisis support service for young people?

➢ Q4 - What are the barriers to accessing a crisis response service for young people
who have experienced sexual harm and how can these barriers be overcome?
➢ Q5 - What research-proven practices and approaches can be applied to the
investment, co-design and delivery of an effective model of crisis support service for
young people who have experienced sexual harm?

3

Ramirez and Brodhead (2013) and Patton (2012) offer research and evaluation frameworks for optimising the
participatory nature of such endeavours that are intended to enhance use by the intended users. Such
participation includes engaging the intended users in framing the research purpose, questions and methods.
Within the context of this research, a consultation meeting was held in December 2014 (as well as additional
meetings during the early part of 2015) with those who commissioned the research and those involved in the
management and implementation of the Sexual Assault Support Service Canterbury. These early engagements
provided the opportunity to frame the research questions; identify the principles underpinning the research;
and identify the key research respondents.
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➢ Q6 – What are the infrastructure requirements required to support a model of
service for young people who have experienced sexual harm, including workforce
training and development?

Research Objectives
The specific objectives of this research were:
• To review the literature and identify and describe an empirically-based framework with
which to design a sexual harm crisis support service that is sustainable and based on
models and practices that have proven to make a difference for the target group and the
communities of stakeholders with which the service intersects.
• To collect, collate and report the practice wisdom of stakeholders including young people
and professionals who are engaged in providing sexual harm support services or who
deliver policies and programmes that interact with such sexual harm support services.

Proactive Research Approach
In order to meet the purpose and objectives of this research project, a ‘proactive research
approach has been employed. Owen (2001:231) argues that a ‘proactive research approach’
is ideally suited to situations where evidence is required to synthesise a service innovation,
for example in situations where no programme exists or where stakeholders wish to introduce
radical changes to an existing programme informed by the ‘best and most appropriate
evidence.’ This ‘proactive research’ is concerned with:
• The extent of the demand for and the nature of the need amongst the defined target
population for a sexual harm crisis support service. Owen (2001) observes that this
assessment is fundamental to decisions made by service delivery agencies.

4

• Synthesizing what is known in the existing research and grey literature about models,
approaches and practices associated with sexual harm crisis support services for young
people that have the potential to achieve maximum effects. Head (2008:6) notes that
“these forms of knowledge primarily comprise works of professionals trained in systematic
approaches to gathering and analysing information.”

4

Owen (2001:232) comments that demand and resource information provides a more ‘analytic and rational
approach’ to resource-allocation decisions made within restricted fiscal environments. For example, such
information enables decision makers to “determine priorities in geographic areas, among client groups and
across areas of support; train and allocate staff appropriately; and, locate services and facilities to achieve
maximum effect.”
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• Reviewing ways in which sexual harm crisis support interventions for young people in other
jurisdictions and locations have responded to the needs of the identified target population;
as well as examining the ways in which other services and professionals in the pertinent
community of policy and practice connect with and influence the intervention under
examination (Head, 2008; Owen, 2001; Wenger, 1998).

In order to operationalise this proactive research approach and develop the empirical and
experiential evidence base to support investment, development and implementation decisions
and actions for the crisis sexual harm support service for young people this research has
adopted three key lenses with which to collect the required information. The lenses through
which this information was collected included:
• Assessment of demand and need: A description of the prevalence, impacts and needs of
the target population for a sexual harm crisis support service for young people enabled
through the collection, collation and analysis of administrative data and dated sourced from
key respondent interviews
• Research synthesis: This involved a focused review of the international and national
literature, including journal articles, books, grey literature and official publications and
statistics. This analysis of the literature provided comprehensive background information
for understanding the current knowledge about various elements of a sexual harm crisis
support service for young people and provided the basis for comparing and contrasting the
findings from the qualitative data collected from the key respondent interviews. Moreover,
this examination of the literature continued throughout the qualitative research process as
key respondents introduced new concepts and questions during the in-depth interviews
(Creswell, 2009).
• Practical implementation knowledge: This involved drawing on the experiential wisdom of
key stakeholders, including young people, who had experienced sexual harm and those
working within the sexual violence sector to surface, through an inductive approach, ‘good
practice’ benchmarks of structure and practice associated with implementing sexual assault
support services.

5

This qualitative experiential knowledge was collected via in-depth

5

Wenger (1998) maintains that managers and professionals are communities of learning and provide the
source for information about best and effective practices – practices that frequently become codified within
standards and guidelines.
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interviews with identified key respondents who brought a diverse range of perspectives to
the research – for example, perspectives from young people who had experienced sexual
harm, policy managers, programme delivery managers, programme delivery professionals
and para-professionals and those whose cross-sector services may intersect with a sexual
harm crisis support service for young people (Pawson, Boaz, Grayson, Long & Barnes,
2003).

Research Design, Methods and Procedures
The research study adopted multiple methods design in order to maximise the
comprehensiveness of the information collected to answer the research questions (Brazier et
al., 2008; Flyvbjerg, 2011; Merriam, 2009; Stake, 2006; Yin, 2014). The principal research
methods used included:
• The synthesis of the pertinent international and national literature (secondary data)
• The operationalisation of a survey design through in-depth face-to-face individual and
group interviews and in-depth individual telephone and zoom interviews (primary data).

Green and Caracelli (1997a, 1997b) and others (Green, Benjamin & Goodyear, 2001; Sieber,
1998) maintain that the combination of different methods provides a way to gain several layers
of understanding about the subject of the research and a strategy to clarify the results of the
research – an approach that introduces complementarity to the collection and collation of the
data. Moreover, a mixed methods design enables both methods triangulation (using different
methods) as well as data triangulation (using different sources of data, for example collecting
data from people with different perspectives on the subject of the research) – an approach
that enables an analysis of the convergence and/or cross validation of the findings to enhance
credibility (Denzin, 1978; Greene, Caracelli & Graham, 1989; Yauch & Steudel, 2003) and
increased the internal validity of the research (Stake, 1995).

Enhancing the Design with Theory of Change
The basic design for the research to inform the design of a sexual harm crisis support
service for young people was further enhanced by including an additional feature: the use of
an intervention logic model that included both implementation theory and a service theory.
In combination, the development of implementation and service theories comprising this
service’s intervention logic add value by respectively:
•

‘Surfacing’ and making explicit the activities involved in the service – the
implementation theory; and,
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•

Discovering the ‘how’ and ‘why’ the various mechanisms of change within the service
result in the desired outcomes – the service theory.

In summary, implementation and service theories form the basis for enhancing an
understanding about what impacts might occur and how and why. Thus, the research
findings aimed to make more explicit our knowledge about the mechanisms of change
operating within a sexual harm crisis support service for young people. This offered the
potential to not only benefit this service and any future endeavours to replicate the service in
other contexts, but also provided the opportunity to uncover the conditions that enabled its
success (Wiess, 1995; Wiess, 1997). 6

Table 2: Research Methods and Procedures
Research Method

Procedures

Interviews with

Individual and group face-to-face, Zoom and telephone

professionals (30)

interviews were held during March and April 2021 with
national and local respondents who were providing services
to young people who had been sexually harmed. These
respondents were purposefully selected on the basis that
they possessed a body of knowledge, experience and
diversity of experiences on crisis sexual harm services for
young people. All respondents were sent an information
sheet and consent form before participating in an interview. 7
Structured data collection instruments were used to guide
these key respondent interviews. The interview schedules
included mostly open-ended questions. Interview schedules

6

Baccuhus, L., Aston, G., Murray, S., Vitolas, C. and P. Jordan (2008). Evaluation of an Innovative Multi-agency
Domestic Violence Service at Guy’s and St. Thomas’ NHS Foundation Trust. London: King’s College, University of
London.
Weiss C. (1995) Nothing as practical as good theory: exploring theory-based evaluation for comprehensive
community initiatives for children and families. In Connell AC, Kubisch L, Schorr B, Weiss CH. (Eds), New
approaches to evaluating community initiatives: volume 1, concepts, methods and contexts. Washington DC:
Aspen Institute.
Weiss C. (1997) How can theory-based evaluation make greater headway? Evaluation Review 21: 501–24.
7
Elements of informed consent included in the Respondent Consent Form and the Research Information Sheet
included: identification of the researcher; identification of the agency managing the co-design of the service
and the research project; identification of the research purpose; identification of the benefits of participating
in the research; identification of the type and level of respondents’ involvement; guarantee of anonymity and
confidentiality; assurance that respondents could withdraw at any time; and, provision of names of persons to
contact if questions arise (Sarantakos, 2005).
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were pre-tested to check the cultural appropriateness of the
questions; identify and remove any ambiguities within
questions in order to maximise the way respondents
understood the questions; omit any redundant questions or
add others to ensure all information sought was covered;
and, rearrange some questions to facilitate the logical
progression of themes within the interview schedule
(Gillham, 2007).
All those who participated in the research received letters of
thanks.
Interviews with young

Face-to-face interviews were undertaken with young people

people (4)

aged between 19 and 23 years who had experienced sexual
harm. These interviews were undertaken by Sexual Assault
Support Service Canterbury (SASSC) staff in order to
provide immediate support for the respondents if they were
triggered by the research interview questions. Structured
data collection instruments were used to guide these key
respondent interviews. The interview schedules included
mostly open-ended questions and questions that used Likert
scales. 8

Literature review

The literature review involved a systematic search for and
review of international and New Zealand published and
unpublished research and evaluation studies. Research
literature was sourced from a multi-search database link that
included a range of electronic bibliographic databases
including ERIC, PubMed, EBSCO, Web of Science and CSA.
In addition, the internet was searched using Google Scholar
and Google Books search engines for additional literature.

The review was not exhaustive of all available data sources,
as this could not be achieved in the timeframe and the
resources available for the research. In addition, the

8

The interview questions were developed in conjunction with staff from the Aviva Sexual Assault Support
Service Canterbury to ensure that the language used was appropriate for young people.
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literature review only included studies that involved young
people with experiences of sexual harm. Combinations of
relevant terms were used to source the literature for the
review including: ‘sexual harm and young
people/adolescents/teens;’ ‘effective crisis sexual harm
programmes and young people/adolescents/teens’; ‘sexual
harm statistics and young people/adolescents/teens’; ‘crisis
sexual harms programmes for young people and outcomes;’
‘needs and young people and sexual violence; ‘evidence
base and sexual harm and teens;’ ‘success factors and crisis
programmes for young people and sexual assault;’; and
‘evaluation and crisis sexual harm programmes for young
people.’

The review describes common or divergent findings across
empirical studies and this information is presented in
thematic form around the following categories:
•

Prevalence

•

Risk and protective factors

•

Impacts

•

Maximising access

•

Programmes

•

Approaches

•

Infrastructure

Data Analysis
The Framework approach was used to manage and analyse the data from the key
respondent interviews. This approach involved familiarisation, identifying a thematic
framework, indexing and grouping. The organised data was interpreted and synthesised into
general conclusions and understandings (Pope et al., 2000; Sheikh et al., 2009). These
results were complemented with examples that described each different response grouping,
including the use of quotes.

23

Ethical Considerations
This research recognised that there are potential risks associated with any study carried out
within the sexual violence sector and was committed to put in place adequate precautions to
maintain the safety of all those involved. To counter some of the ethical issues that may
have arisen as a result of this research project a number of preventative measures were put
in place.
Informed Consent: All potential respondents were advised in the information sheet of the
purpose, nature and possible benefits of the research so they could exercise choice about
whether to be involved or not. Informed consent was sought from all potential respondents.
The research was conducted within the premise that it is each individual’s right to decide
whether and how to contribute information. Their judgement on these matters was
respected. In addition, respondents were invited to ask questions at any time.
Freedom to Withdraw: Participation in this research was voluntary and any respondent was
free to withdraw at any time and/or refuse to answer any questions without negative
consequence.
Confidentiality: The anonymity of the respondents and/or the organisations that they
represent was maintained. Notes from interviews do not have any names attached. Rather
names were replaced by a code number. The key that links names or any other identifiers
and codes was kept in a locked file. Information collected from particular individuals has
been collated and presented in aggregate form. At no time is there to be any reference to
the names of particular individuals, organisations or places which might be used as
identifiers.
Conflicting Interests: Research that is conducted within a contestable environment is bound
to be confronted with conflicting interests. For example, there may be subtle pressure to
ignore evidence or suppress negative results. To counter this ethical issue, the research
was conducted without bias and the results have been disseminated in a sensitive manner.
Storage and Use of Data: Data collected during the course of the research has been
securely stored by the researcher to ensure the material is only used for the purpose for
which it was gathered. Respondents have been advised that the data is to be used for the
purpose of gathering information to inform the design of a sexual harm crisis support service
for young people aged between 13-25 years.
Promises to Supply Information Fulfilled: All requests by individual respondents for copies of
their interview notes have been met.
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Wellbeing of Respondents: The research may have exposed the vulnerabilities of some of
the respondents invited to participate.

To counter this ethical issue, the research was

conducted in a sensitive manner and in a way that respects human dignity and worth. All
young people who participated in the research were offered support.

Guided by Internationally Recognised Ethical Standards for Evaluation: The research was
conducted in a robust manner and complied with the Australasian Evaluation Society
Incorporated ‘Guidelines for the Ethical Conduct of Evaluations’ and the American
Evaluation Association’s ‘Guiding Principles for Evaluation’. In addition, the researcher is a
member of the Aotearoa New Zealand Evaluation Association, which aims to promote
excellence in evaluations conducted in Aotearoa New Zealand and in particular, focuses on
the maintenance of appropriate ethical standards for members of the profession.
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Part Three: Literature Review

Defining Sexual Harm and Consent
Sexual harm is the act of coercing another person to engage in sexual behaviour without
their consent. It includes both physical, emotional and/or psychological force (WHO, 2002).
It can range from harassment to rape (Cascardi & Avery-Leaf, 2003).
Sexual assault is a comprehensive term that includes any forced
or inappropriate sexual activity. Sexual assault includes a
situation in which there is sexual contact with or without
penetration that occurs because of physical force or
psychological coercion or without consent, including situations in
which the victim would be unable to consent because of
intoxication, inability to understand the consequences of his or
her actions, misperceptions because of age, and/or other
incapacities (Kaufman, 2008).

Consent is required when two people agree to take part in sexual activity. Without consent
from both people, sexual activity is illegal. In New Zealand, you must be over 16 years of
age to consent to sexual activity. 9

Prevalence
Young people’s experiences of sexual harm in New Zealand
Mayhew and Reilly (2007) reported that young people are at high risk of sexual harm, with
the age group 15 – 24 years being at the highest risk of sexual violence of any age group.
Twelve per cent of women aged 15-24 years reported at least one unwanted sexual harm
incident in 2005, compared with four per cent of women overall.
A survey of a representative sample of 8,500 New Zealand secondary students found that
14% had had unwanted sexual contact with 16–18-year-olds (16.2%) reporting slightly
higher rates than 12–15-year-olds (14%). 10 Nearly eighteen percent (17.6%) of Māori

9

Source: https://www.healthnavigator.org.nz/health-a-z/s/sexual-assault/
Unwanted sexual contact refers to being touched sexually or being made to do sexual things they did not
want to (Youth 2000 Survey).
10
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students and 21.8% of Pasifika students reported unwanted sexual contact (Clark et al.,
2015). Of those who had experienced sexual harm, 36.7% described their last unwanted
sexual harm incident as ‘pretty bad’ or really ‘bad/terrible.’ The majority of the incidents were
committed by a boyfriend, girlfriend (40.1%) or friend (29.8%), with 13.6% committed by a
relative and 2.8% by a parent. 44% stated that they were 14 years or older when the first
unwanted sexual harm occurred.
Disclosing the unwanted sexual harm was reported by 43.1% of those who had experienced
sexual harm. The majority told a friend (69%) followed by a parent (37.9%). 11
Image based sexual harm
14.6% of students in this survey reported receiving unwanted sexual material via mobile
phone or the internet in the last 12 months and these students were three times as likely to
report having an unwanted sexual harm experience.
A study undertaken by Netsafe (2017) reported that 3% of the young people surveyed had
shared intimate images online of someone else without their consent. In 2018 Netsafe
undertook another study and found that those aged between 18-29 years were the most
common group to share intimate sexual content online without the person’s permission.
Image based sexual harm is the most common criminal offence charged under the Harmful
Digital Communications Act since its implementation. 12
Oranga Tamariki substantiated sexual harm
Oranga Tamariki also reports statistics concerning sexual abuse. For example, table 3
shows the number of substantiated sexual abuse findings from 2013 to 2017. 13
Table 3: Total substantiated findings of sexual abuse 14
Type of abuse finding

F2013

F2014

F2015

F2016

F2017

Sexual abuse

1,459 1,329 1,275 1,167 1,038

11

14.4% of students who had experienced sexual harm told a school counsellor and 7.2% told a teacher (Clark
et al., 2015).
12
Source: https//www.nzherald.co.nz/nz/news/artice.cfm?c_id=6&objectid=11888945
13
Source: https://www.msd.govt.nz/about-msd-and-our-work/publicationsresources/statistics/cyf/findings.html#Downloadthelatestnationalandlocalleveldata3
14
Note: A finding of abuse or neglect was made after an investigation or assessment was completed by
Oranga Tamariki and abuse or neglect was substantiated. A child or young person might have had more than
one finding as a result of an assessment or investigation, or might have had more than one assessment or
investigation in the reporting period.
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Table 4 below shows the number of distinct children and young people (i.e., each child or
young person is counted only once in the period) with substantiated sexual abuse findings.
Table 4: Distinct children and young people with a substantiated sexual abuse finding
15

Distinct children and young people by the type of abuse finding

F2013

F2014

F2015

F2016

F2017

Sexual abuse

1,423 1,294 1,231 1,136 1,010

Women’s refuge
During 2019/20, 6% of women who stayed in women’s refuges were aged under 20 years
(Women’s Refuge Annual Report 2020). During 2018/19 16% of women who stayed in
women’s refuges were aged under 20 years (Women’s Refuge Annual Report 2019).

Young people’s experiences of sexual harm worldwide
Nearly 1 in 3 adolescent girls globally report that their first sexual experience occurred under
coercion (WHO, 2010). Likewise, Stoltenborgh et al., (2011) estimated that one out of every
young person worldwide stated that they had been sexually harmed.
International studies report a diversity of rates (15% to 78%) of incidents of sexual harm
experienced by young people (Kanin & Parcell, 1977; Rapaport & Burkhard, 1984;
Muehlenhard & Lindon, 1987; Koss, 1988). Commentators in the literature maintain that, in
part, this diversity reflects a definitional problem. For example, in the Meuhlenhard & Lindon
(1987) study 15% of the sample experienced rape, whilst 78% had experienced an
unwanted sexual activity.
The US National Intimate Partner and Sexual Violence Survey found that rates of sexual
harm were high among young people aged between 11 and 18 years (Black et al., 2011). In
the same survey one in three young people who had experienced rape experienced their
first rape aged between 11 and 17 years (Smith et al., 2017).
Rennison (2001) reported that among high school aged young people, the highest rates of
sexual harm occurred with females aged between 13 and 18 years. Studies have shown
that the risk of experiencing sexual harm increases with age, (Finkelhor, Shattuck, Turner, &
Hamby, 2014; Kloppen, Haugland, Svedin, Mæhle, & Breivik, 2016; Radford et al., 2013)
15

Note: A child or young person might have had more than one type of finding as a result of an assessment or
investigation, or may have had more than one assessment or investigation in the reporting period. A child with
more than one type of finding is counted in each finding type thus the total number of distinct children and
young people does not equal the sum of all the types.
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probably due to a significant proportion of assaults that occur within the peer context. For
example, the US Bureau of Statistics found that women aged between 16 and 19 years were
four times more likely than the general population to report sexual harm (Department of
Justice, 1997).
Studies of young people attending tertiary education in the US have also found high rates of
sexual harm (Belknap & Erez, 1995; Fisher et al., 2000; Koss et al., 1987). For example,
Wilcox et al., (2006) and Abbey et al., (2006) have found that one in four university women
have experienced rape or attempted rape.
Centres for Disease Control (2013) estimated that 1 in 5 adolescent males experience
sexual violence before they are 18 years old. In a US study of secondary school students
15% of females and 4.4% of males stated they had experienced sexual harm from a dating
partner (Bergman, 1992).
The US National Intimate Partner and Sexual Violence Survey of children and young people
aged 0 to 17 years, found that there was a mix of males and females (54.4%) who
committed the sexual harm against young men. Almost half of the males reported being
abused by males, and a little more than 10% of females reported being abused by a female.
The finding of female offending against boys is consistent with other surveys conducted in
the United States (e.g., Dube et al., 2005; Ybarra & Mitchell, 2013). Easton et al., (2014)
writes that stigma concerning ‘homosexual behaviour’ and being subject to sexual harm by
females can delay young men’s disclosure of the sexual harm for years or even decades.
In the United Kingdom about 1 in 20 young people have been sexually harmed. A National
Society for the Prevention of Cruelty to Children (NSPCC) study asked 2,275 children aged
11-17 about their experiences of sexual harm (Radford et al., 2011). 4.8% of 11- to 17-yearolds (7.0% of girls and 2.6% of boys) reported experiencing contact sexual abuse, as
defined by the criminal law, at some point in their lives. The proportion of children who
reported experiencing any form of sexual abuse, including non-contact abuse (such as
flashing or saying sexual things), is much higher. 16.5% of 11- to 17-year-olds had
experienced any form of sexual harm, including non-contact abuse, at some point in their
lives.

Oppression and sexual harm of young people
The Pennsylvania Coalition Against Rape noted that oppression (racism, classism, heterosexism, ableism, etc) is one of the root causes of sexual violence. For example, young
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people who belong to the Rainbow Community and /or are disabled are more likely to
experience sexual violence. 16
A New Zealand study of transgendered and non-binary people’s experiences found that 32%
had sex against their will since they were 13 years old. Additionally, 47% reported that
someone had tried to have sex with them against their will since they were 13 years old. 17
29.9% of lesbian or bisexual teenage girls

25.5% of gay or bisexual teenage boys

stated they had been forced to have sexual

stated they had been forced to have sexual

intercourse

intercourse.

Source: Lindley & Walsemann (2015)
Previous research has shown that young people with disabilities have greater risk of
experiencing sexual harm than those without experience of disability. Moreover, studies
suggest that youth with disabilities are abused for extended periods of time and are at
greater risk of abuse by multiple different people (Plummer and Findley, 2012). The risk of
sexual harm has been attributed to a number of situations, including increased risk of
isolation, dependency as a result of disability, difficulties identifying and naming disability
related abuse, and cultural/societal barriers.
Mueller-Johnson et al., (2014), using data from a Switzerland national school study of 6,749
(5.1% identified as having a physical disability) young people with an average age of 15
years, found nearly half the girls and nearly a third of the young men had experienced noncontact sexual harm.
25.95% of teenage girls with a physical

Over 18.50% teenage boys with a physical

disability have experienced contact sexual

disability have experienced contact sexual

harm

harm

48.11% of teenage girls with a physical

31.76% teenage boys with a physical

disability have experienced non-contact

disability have experienced non-contact

sexual harm

sexual harm

Source: Mueller-Johnson et al., (2014)

16

Source: https://pcar.org/about-sexual-violence/oppression-sexual-violence
Adolescent Sexual Harm Conference 2020 (25 November 2020). Auckland City Hospital, Marian Davis Library
Building, Auckland.
17
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Risk Factors
Vicary et al., (1995) maintained that adolescents’ youth and inexperience make them
vulnerable to sexual harm, especially for those under 15 years. Table 5 notes some of the
factors identified in the literature that make young people vulnerable to sexual harm.
Table 5: Risk Factors Associated with Sexual Harm for Young People
Risk Factor
Family/whānau

•

Being alienated from family and/or being part of a
dysfunctional family where the young person is not
well supervised and has a need for positive attention
(Ageton, 1983; Finkelhor & Baron, 1986; Finkelhor et
al., 1990; Fassler et al., 2005)

Dating behaviour

•

Using coercive strategies such as making promises
that are not kept, continued physical attempts, verbal
threats and physical force (Christopher, 1988; Koss &
Oros, 1982)

Sexual history

•

Earlier age of sexual activity and more sexually active
same-sex friends were significant predictors of
unwanted sexual activity by dates/boyfriends. (Vicary
et al., 1995).

Peer relations

•

Poorer perceived relationships with peers were a
significant predictor of sexual harm among young
people (Vicary et al., 1995)

Behavioural Factors

•

Bullied (Fontes et al., 2017)

•

Used illicit drugs and/or alcohol and had friends who
used them (Fontes et al., 2017) and alcohol and drug
use during a relationship with an acquaintance
(Meuhlenhard & Linton, 1987).

•

Young people may not identify a situation as rape,
especially when incidents occurred in a social setting
and without a great deal of force (Glaresso et al.,
1979)
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Psychological status

•

Access to pornography online (Owens, 2012)

•

Poor self-image was a risk factor associated with
sexual harm (Stets & Pirog-Good, 1989). Vicary et al.
(1995) suggested that young people might be more
likely to accept unwanted sexual advances in order to
keep and/or please a boyfriend.

Socio economic factors

•

Depression (Vicary et al., 1995)

•

Less intention to go further in their education (Fontes
et al., 2017)

Individual and Societal Impacts
There are a number of models in the literature to explain the causative factors associated
with the impacts of sexual harm for young people. Finkelhor and Browne (1985) identified
four factors that underpin such impacts: traumatic sexualisation which impacts a young
person’s sexuality; betrayal which impacts a young person’s level of trust in others;
disempowerment which impacts a young person’s self-efficacy, vulnerability and fear; and
stigmatisation which impacts the young person’s feelings of guilt, shame and reduced selfesteem (Browne & Finkelhor, 1985, 1986; Finkelhor & Browne, 1985). While this model is
largely accepted, Conte (1990) argued that not every young person experience all of the
factors and the extent of experiencing such factors is variable.
Newberger and DeVos (1988) established an alternative model to explain the impacts of
sexual harm on young people. Their model involves three elements: ‘social cognition’, which
is the way in which the young person appraises the sexual harm incident, for example
whether the harm was in some way their fault; ‘environmental sensitivity’ which is the
interactions that the young person receives from others such as family members, Police
and/or employees of sexual violence agencies; and the young person’s emotional- (e.g.,
levels of distress) and behavioural (e.g., aggression, achievement) functioning. Alterations
in any one of the elements can influence alterations in the others.
While the evidence that links these causative factors to the impacts experienced by young
people has yet to be demonstrated, understanding the potential contributing factors may be
useful for providers of services (Hecht & Hansen, 1999).
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Impacts for the Individual 18
post-traumatic stress disorder
substance abuse
low self-esteem

eating disorders
depression

sleep disturbances
anxiety

consider / attempt suicide

Research studies demonstrate the impact of sexual harm for young people, both those
attending tertiary education and training and those who are school aged. For example, Amar
and Gennaro (2005) have found that the psychological and somatic sequelae of sexual harm
experienced by students attending tertiary education include negatively altered selfschemas, disordered eating, chronic pain, anxiety, depression and Post Traumatic Stress
Disorder (PTSD) as well as issues with work, family and relationships (Kaura & Lohman,
2007; Koss et al., 1994).
For high-school aged young people the consequences of sexual harm include feelings of
guilt and shame, depression, anxiety, PTSD, sleep disturbances, eating disorders, alcohol,
use and suicidality (Raj et al., 2006; Silverman et al., 2001; Ackard & Neumark-Sztainer,
2002).
The literature is extensive regarding the consequences of sexual harm experienced by
young people and includes mental health, medical, psychological, behavioural, socioeconomic and sexual issues.
Mental health impacts
The association between experiencing sexual harm and subsequent mental health
conditions is statistically significant and includes conditions such as:

18

The Centre for School Mental Health Assistance (2002: 4) has identified a range of age associated
reactions to trauma. For young people aged between 12-17 years the following reactions have been
identified: withdrawal, isolation, somatic complaints (e.g., nausea, headaches, chills),
depression/sadness, agitation or decreased energy level, antisocial behaviour, poor school
performance, sleep and/or eating disturbance, irresponsibility, risky behaviour, alcohol and other
drug use, diminished bids for autonomy, decreased interest in social activities, conflict with parents,
concentration problems.
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•

Increased depression (Kendall-Tackett et al., 1993; Danielson et al., 2005; Jejeebhoy
& Bott, 2003; Kaufman, 2008; Holmes & Sher, 2013; Martz et al., 2016; Kilpatrick et
al., 2003)

•

Increased anxiety disorders (Andrews et al., 2004; Gilbert et al., 2009; Marshall,
2016; Jejeebhoy & Bott, 2003)

•

Increased conduct/anti-social personality disorders

•

Dissociation symptoms (Herbert et al., 2013)

•

Externalising behaviour problems for example conduct disorder and delinquency
(Ferguson et al., 2008)

•

Greater number of PTSD symptoms (Kilpatrick et al., 2003). In fact, a meta-analysis
of adolescents who experienced sexual harm showed that 57% had experienced
PTSD (Nooner et al., 2012). There are conflicting views in the literature about
whether younger and older young people are more likely to experience PTSD. For
example, a study undertaken by Nooner et al., (2012) found that given their less
mature emotional, cognitive and social capacities meant that PTSD was more
prevalent among younger youth. Whereas other studies have found that older youth
are more likely to experience symptoms of PTSD given their larger exposure to
adverse events, including trauma (Herbert et al., 2013).

•

Substance use disorders (Nickel et al., 2004; Kendler et al, 2000; Kilpatrick et al.,
2000)

•

Self-ham and suicidality (Noll et al., 2003; Anderson et al., 2014; Jejeebhoy & Bott,
2003; Brabant et al., 2012; Martin et al., 2004; Kaufman, 2008; Holmes & Sher, 2013;
Martz et al., 2016) 19

Estimates suggest that exposure to sexual harm accounts for 13.1% of these conditions
(Ferguson et al., 2008:11).
Psychological impacts

19

•

Lower self-esteem (Andrews et al., 2004; Gilbert et al., 2009; Turner et al., 2010)

•

Lower life satisfaction (Ferguson et al., 2013)

•

More likely to feel alone (Fontes et al., 2017).

Ferguson et al. (2008); Ferguson et al. (2013)
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Socio-economic impacts
Less likely to continue school and university (Frothingham et al., 2000) and poor academic
performance (Macmillan & Hagan, 2004; Holmes & Sher, 2013; Martz et al., 2016). 9.7%
missed school.
•

More likely to have no friends (Fontes et al., 2017)

Medical impacts
•

Higher rates of doctor and hospital contact for physical illnesses (Ferguson et al.,
2013)

•

More likely to experience insomnia (Fontes et al., 2017)

•

9.7% were injured during the incident of sexual harm and 11.5% received medical
treatment.

•

Pregnancy, abortion and increased risk of sexually transmitted infections (STI) (Noll
et al., 2009; Krug et al., 2002; United Nations Children’s Fund, 2014; Silverman et al.,
2001; Decker et al., 2014)

Sexual impacts
•

Higher rates of sexual risk-taking behaviours, including failure to use condoms (Krug
et al., 2002; United Nations Children’s Fund, 2014; Ferguson et al., 2013; Lang et al.,
2011; Fernet et al., 2012; Kaufman, 2008)

•

Impact of sexual harm for males and females is different e.g., less of an effect on
male’s sexual functioning than for females (Dunlop et al., 2015; Najman et al., 2005)

The literature suggests that a considerable portion of the impact of sexual harm stems from
shame, stigma, and inappropriate sexual socialization (Finkelhor & Browne, 1985; Kennedy
& Prock, 2018; Mckenzie & Botts, 2018; Kaufman, 2008).
These individual impacts should be taken into account when planning support and services
for young people who experience sexual harm (Ferguson et al., 2013)
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Impacts for Society
The consequences of sexual harm to young people are not only felt by the individual but also
by society. In the UK, it has been estimated that the annual cost of teenager sexual abuse is
3.2 billion euros. This includes costs associated with medical treatment, the legal system
and loss of productivity and future earnings (Saied-Tessier, 2014; Fang et al., 2012; Barrett
et al., 2014).
In the US, Delisi et al., (2010) estimated that the cost of each rape as $151,423.00 and Miller
et al., (1996) stated that the annual costs associated with rape was $127 billion.
In Budget 2016 the New Zealand Government appropriated $45.89 million over four years to
deliver sexual violence services. Of this appropriation $12 million per annum was allocated
to sexual harm crisis support services which delivered 24/7 callout for advocacy and support,
crisis counselling and crisis social work support (Family and Community Services Team
Ministry of Social Development, 2019).

Neuroscience: What it tells us about providing sexual harm
services?
Research shows that the brain of a young person is about 80% developed and is not fully
integrated until mid- to late-twenties (Jenson & Nutt, 2015). 20 Under extreme stress a young
person’s brain is particularly vulnerable because of the release of chemicals such as cortisol,
epinephrine and β-endorphins. The brain stops integrating the young person’s experiences.
Jenson and Nutt (2015) have found that experiences of trauma impact the young person’s
brain in more damaging ways than adults. For example, Fisher & Pfeifer (2011) have found
that experiencing trauma reduces the brain matter in male adolescents in the areas of
impulse control and in female adolescents in areas connected with depression.
The implications of this knowledge about dissociation 21 and hypervigilance 22of a young
person who has experienced sexual harm means that providers of crisis services must be
aware of the following:

20

Under normal circumstances the brain is constantly integrating cognitive, emotional, sensations and
knowledge. In the developing brain, it is still creating the neural pathways that will ultimately result in
seamless integration.
21
Dissociation can result in impaired emotional regulation, emotional numbing and inappropriate emotional
responses
22
Hypervigilance can result in the young person being unable to modulate their level of arousal i.e., unable to
calm themselves down. Sometimes the young person may engage in unhelpful behaviours (substance abuse,
hurting their bodies, risk-taking behaviours) to get some temporary relief from hyperarousal.
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•

Young people may find it harder to forge trusting relationships because they have
experienced unsafe relationships

•

Young people may be described as over reactive

•

Young people may display what others may consider as inappropriate emotions and
behaviour

•

Young people may be triggered by events in the environment

•

Young people may be diagnosed as having hyperactivity or oppositional defiance

•

Young people may appear to not focus

•

Young people may appear to be hypervigilant to stimuli that others cannot pick up

•

Young people may dissociate i.e., find it difficult to recall the trauma

NCTSN (2008:4) and others have discovered that the impact of trauma delays the
development process in the brain …
that would normally enable them to better consider the consequences of their
behaviour, to make more realistic appraisals of danger and safety, to modify daily
behaviour to meet long-term goals, and to make increased use of abstract thinking
for academic learning and problem solving.
Such consequences result in enhanced risk-taking behaviour, living for today, poor school
performance, lack of energy to maintain relationships with peers and making poor choices.
The American Psychological Association (2011) state that providers of services should
encourage young people to adopt healthier coping mechanisms, such as establishing
routines, if a young person presents with eating disorders, substance abuse and selfmutilation as survival mechanisms. Moreover, the National Institute of Mental Health (2017)
advises service providers to be alert to the warning signs of suicide.
More especially, service providers should ensure that young people who experience sexual
harm have access to at least one caring adult who can provide a protective effect.

Reporting sexual harm: What it tells us about providing crisis
sexual harm services?
Sexual harm is often not reported for many years, if at all. The Centre for Disease Control
(2000) have reflected that sexual harm that occurs within the context of teen dating is often
referred to as the ‘hidden crime.’ Mayhew and Riley (2007) stated that despite sexual harm
being the fifth most common crime, it is the least commonly reported to the Police. The New
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Zealand Ministry of Justice (2009) reported that only 10% of sexual harm incidents are
reported to the Police.
While reporting to the Police is uncommon, disclosing to others is also infrequent (National
Sexual Violence Research Centre, 2015). A New Zealand health and wellbeing survey of
young people in school years 9-13 revealed that only 39.9% of individuals had disclosed the
sexual harm to anybody else (Clark et al., 2015).
In the US, Gewirtz-Meydan and Finkelhor (2020) analysis of the National Survey of
Children’s Exposure to Violence (NatSCEV) data found that only 31.0% of incidences of
sexual harm were reported to parents among the 10–17 years age-group, only 33.7% were
reported to other adults, and 66.3% did not disclose to a parent or another adult. Nineteen
percent of cases were reported to the police. Similar findings have been found in other
studies (Alaggia et al., 2017; Easton et al., 2014; Morrison, Bruce, & Wilson, 2018;
Sivagurunathan, Orchard, MacDermid, & Evans, 2019; London et al., 2005; Fontes et al.,
2017). Gewirtz-Meydan and Finkelhor (2020) suggested that there was a need for making
child protection and police involvement more adolescent-friendly and providing educators
and health professionals with guidance about ways in which to ensure adolescents feel
confident that they will receive a supportive response if they disclose.
Studies have found differences in male and female reporting, with males telling someone
else years and even decades after the sexual harm occurred (Easton et al., 2014; O’Leary
and Barber, 2008).
Understanding the reasons why young people tend not to disclose a sexual harm incident
can be helpful for providers of crisis services to create a safe environment in which the
young person feels comfortable to talk about it. Young people’s reasons for not disclosing
described in the research literature include:
•

Fear of not being believed, especially if the person who committed the sexual harm is
somebody, they know

•

Not understanding that the sexual harm is a crime

•

Shame

•

Embarrassment

•

Not want others to know

•

Fear of being blamed, for causing the incident by what they were wearing or that they
had consumed alcohol and/or drugs, rather than focusing on the lack of consent

•

Fear of punishment from parents, (for example being out after curfew) or reprisal
from the person who committed the sexual harm, or being ostracised by their friends
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•

Avoiding the emotional pain of talking about the sexual harm

•

Fear that the sexual harm will not remain confidential

•

Wanting to handle the situation on their own and not worry their parents

•

Traumatic reactions such as shock, confused and not remembering the details of the
sexual harm (Fisher et al., 2000; Abbey et al., 2001; Whitman, 2007)

The National Child Traumatic Stress Network 23 state that if a young person decides to
disclose their sexual harm that the benefits include access to medical assistance, access to
psychosocial evidence-based interventions that assist with healing and prevent the longterm detrimental impacts, as well as access to legal redress.

Protective factors: What it tells us about providing crisis sexual
harm services?
Drawing on previous research Casey et al (2009) and Beres (2017) have proposed an
ecological model to describe protective factors for sexual harm. 24 These factors have been
shown to have moderate or strong association with improved wellbeing of young people who
have experienced sexual harm and can be used as measures for tracking progress of
interventions (Daigneault et al, (2007; Berkowitz et al., 2010; Williams & Nelson-Gardell,
2012). The protective factors have been organised into individual-, relationship- and
community-levels.

23

Source: https://www.nctsn.org/sites/default/files/resources/factsheet/why_dont_they_tell_teens_and_sexual_assault_disclosure.pdf
24
The majority of these studies focused on young people over the age of 12 years.
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•

Sense of purpose is associated with reduced substance abuse and antisocial conduct, and improvements in externalising and internalising
behaviour and performance at school

•

Self-efficacy is associated with improvements in internalising behaviours

•

Self-regulation skills associated with reduction in mental health issues,

Individual

and reduction in stress and anxiety
•

Problem-solving skills associated with enhanced performance at school
and positive internalising and externalising behaviours

•

Relational skills associated with an ability to perform effectively in social
situations

•

Involvement in activities (connectedness to school) is associated with
reductions in negative behaviours

•

Success at school (Williams & Nelson-Gardell, 2012; Berkowitz et al.,
2010; Chandy et al., 1996; Daigneault et al., 2007; Banyard & Cross,
2008; Vagi et al., 2013)

•

Parenting competencies are associated with reductions in internalising

Relationship

and externalising behaviours and reductions in substance abuse
•

Parental wellbeing

•

Strong relationships with family/whānau

•

Positive peers are associated with reduced substance abuse, anti-social
behaviours and suicide and increased school performance (Williams &
Nelson- Gardell, 2012; Perkins & Jones, 2004; Banyard & Cross, 2008;
Vagi et al., 2013)

•

Positive school environment is associated with reductions in substance

Community

abuse and anti-social behaviours
•

Positive neighbourhood environment is associated with increased
resilience

•

Stable living environment is associated with increased success at
school, higher levels of attachment and reduced internalising behaviour
(Croft et al., 2007)

Ratliff et al (2020) have presented a range of protective and compensatory experiences
(PACEs) that increase the resilience and protect young people who have experienced
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sexual harm from physical and mental illness. These authors have identified ten PACEs
including:
•

Parent unconditional love

•

Spending time with a best friend

•

Helping others

•

Being active in a social group

•

Having a mentor outside of the family

•

Living in a safe and secure home

•

Having opportunities to learn

•

Having a hobby

•

Playing sports

•

Having routines and fair rules at home

Recognising that young people who have experienced sexual harm may have trouble
regulating their emotions, Ratliff et al., (2020) advised caregivers to help young people to
identify and label their emotions.

Barriers to accessing a sexual harm service
The literature notes that many adolescents do not access services (Jackson, 2002; Woodley
et al., 2013). Moreover, the barriers to accessing services are many and varied including:
•

Fear of retribution (Jackson, 2002; Selim et al., 2013)

•

Lack of knowledge about existing services (Jackson, 2002)

•

Uncertainty about the professionals, including a reluctance to talk to adults (Jackson,
2002; Woodley et al., 2013).

•

Fear they will be blamed for the sexual harm (Woodley et al., 2013)

Selim et al., (2013) noted that social stigma was a barrier for young people seeking help.
Such stigma was experienced by young women as well as young men. For young women
who experience sexual harm, restrictive gender norms result in feelings of shame and guilt.
For young men who have experienced sexual harm the stigma is compounded by
homophobia and by traditional expectations of masculinity (Together for Girls, 2017; United
Nations Children’s Fund, 2014; Selim et al., 2013).
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Maximising access to sexual harm services
Fleming et al., (2007) noted that many young people who experience sexual harm are not
accessing services and supports (National Sexual Violence Resource Centre, 2018). 25 The
Wisconsin Coalition Against Sexual Assault (2011) noted the reasons for this such as fear of
formal system and retribution; lack of trust due to past experiences; concerns about not
being understood; concerns about accessibility and lack of knowledge about local services.
The Ending Violence Association of British Columbia (EVABC) (2016) found additional
reasons why young people do not access sexual harm services. First, young people may
think that services were only available for adult women. Second, young people may think
that they can only access services with their parent’s permission. Third, young people may
be concerned that they will be rebuked by their family. Fourth, the young person may fear
being subjected to having their independence curtailed. Fifth, young people from some
cultures who have been sexually harmed may find themselves the source of disgrace by
their families.
The literature details a number of themes concerning ways in which organisations can
enhance the accessibility of crisis sexual harm services for young people. These themes are
outlined in Table 6.
Table 6: Enhancing the Accessibility of Crisis Sexual Harm Services
Enhancing the Accessibility of Crisis Sexual Harm Services
Barriers to Accessing Help
20% of young women and 9% of young men report unwanted sexual experiences (MSD,
2017).
•

Barriers to seeking help included:

•

shifting the blame to the victim of sexual harm

•

lack of support

•

negative reactions to disclosure

•

feelings of shame and guilt

•

attempting to maintain the status quo

25

Source: Lifespan: Sexual violence in youth. Retrieved from: https://www.nsvrc.org/lifespansexual-violence-against-youth-young-people
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•

perceived lack of confidentiality and privacy (Diemer et al., 2018; Cheng et al.,
1993; Lemaigre et al., 2017; Foster 2014)
Strategies for Enhancing Access

Accessibility Themes
•

Youth involved in governance, management and
frontline services (Diaz et al., 2004)

Structure

•

Involvement of youth in service evaluation and
decision-making processes in order to increase
youth participation (Whitman, 2007)

•

Incorporate diversity throughout governance,
management and frontline workers as well as in
policies, protocols and practices (Weeks, 2001)

•

Conduct focus groups with underserved
populations such as young people with disabilities,
young people from the Rainbow Community etc to
identify needs and barriers to service (Wisconsin
Coalition Against Sexual Assault, 2011)

Youth friendly location
•

Youth one-stop shops allow young people to access

Youth friendly location

sexual harm services without the stigma of others

Youth friendly environment

knowing. Provides an integrated and youth-specific
model of care which increases access by youth,
particularly those who have higher need
(MacFarlane, Harris, Michael & Jakob, 2009;
Allnock et al., 2009)
•

Service facilities being located centrally and close to
public transport and other areas of interest to youth
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Youth-friendly environment
•

Posters, art and reading materials that are attractive
to young people

•

Using colour schemes and decor that are
interesting and mature (Whitman, 2007; Diaz et al.,
2004)

•

Strive to employ staff who reflect the demographics
of the local community

People

•

Provide employees with cultural competency
training

•

Use cultural consultants to advise

•

Employ an equity worker to engage with various
community organisations to enhance access
(Weeks, 2001)

•

Interact with young people in a welcoming manner
and show respect and genuine concern. If young
people feel that service providers are treating them
with disrespect and indifference, they are not likely
to engage with interventions (Whitman, 2007; Diaz
eta l., 2004)

•

Be aware of the power differential and be relaxed
and laid back

•

Take time to build trusting relationships by keeping
promises and being clear about confidentiality and
its limitations

•

Listen and not give advice unless it was asked for
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•

Be non-judgmental and not stereotype young
people

•

Have some understanding of young people’s
culture

•

Be able to relate to young people

•

Have self-knowledge by being aware of boundaries
and biases

•

Be well prepared for sessions with a young person
but also be flexible (Allnock et al., 2009; Diaz et al.,
2004)

A trusted person was someone the young person
respected and trusted with whom young people …
•

Perceived as reliable, competent, honest and open.

•

Are willing to be vulnerable with and whom they
believe will have their wellbeing at heart

•

Receive support, reassurance, and practical
assistance in a low-key, direct and mutual manner
(Mayer, Davis, & Schoorman, 1995; TschannenMoran & Hoy, 2000; Meltzer et al., 2016)

•

Engaged to coordinate services as having to
receive many services can re-traumatise a young
person. (Ullman & Townsend, 2007; Allnock et al.,
2009; Liang et al., 2008; Ahrens et al., 2011;
Munson et al., 2010)
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•

Outreach within schools is required as young
people generally have limited awareness and
knowledge of services that provide support for

Information and

young people who have experienced sexual

communication

harm
•

Undertake outreach campaigns to educate young
people about the dynamics of teen victimisation
and places to go for help (Bureau of Justice,
2006; Smith et al., 2004)

•

Use a range of media including TV (both adverts
and programme content); community radio;
billboards; buses; leaflets, particularly in GP’s
surgeries and libraries; and on the doors of public
toilets. These media all offered the opportunity to
obtain information anonymously, which is very
important to young people (Allnock et al., 2009)

•

Young people’s perceptions of whom services
appear to be targeted at influenced their decision
making about approaching them. For example, if
services do not appear to target young people,
they are unlikely to access them.

•

Face to face, web forums, phone and email
(Allnock et al., 2009)

Service delivery
mechanisms

•

Provide confidential spaces such as contacting
0800 line, talking to a worker online, sending an
email or posting on the message board were
important for young people concerned about sexual
harm, so that feelings and options could be
explored
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•

Have systems in place to facilitate 24 hour on-call
access to counsellors

•

Youth-friendly opening hours to accommodate
study and work commitments

•

A strong emphasis on privacy and confidentiality for
clients so that trust in the service is established

•

Automated text reminders for appointments

•

A range of services is provided with the ability to
refer to secondary or tertiary services as required.

Services

•

Individual needs of young people being identified
and services being ‘wrapped around’ or integrated
in a seamless and coordinated way.

•

Youth workers provide active support to link young
people in to the services they require.

•

Services being available at little or no cost to the
client.

•

Some services being able to offer recreational and
other facilities, such as computers with internet
access or an indoor skate ramp.

•

Services offer a variety of innovative programmes
and workshops related to art, music, dance,
personal health, esteem building and sexual
diversity which attract a diverse range of young
people into the service and enable them to be
linked into other services they may require
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•

Young people being supported when transitioning
to other / adult services

•

Collaborate with schools, families and the
community in which young people reside because
the more systems involved in assisting the young

Partnerships

person the more likely they are to be successful
(Diaz et al., 2004)
•

Implement an outreach and community
development project to build relationships with
specific communities e.g., CALD communities,
Pasifika community, disability community, Rainbow
Community etc. (Weeks, 2001)

•

Personalised referrals are more effective in
improving access by ensuring that young people
are linked to, and receive, the right service from the
most appropriate agency.

•

Referrals made in partnership with the client are
also strengths based and assist in building the
young person’s confidence in self-advocacy.

The principle of substantive equality recognises that a ‘one size fits all’ model of service
delivery is not effective in meeting the needs of a diverse community, particularly when
coupled with the fact that the impacts of sexual harm are individual and diverse.
Ullman & Townsend, (2007) commented that issues with racism, ableism, homophobia and
transphobia can deter young people from seeking help. Moreover, they advise that in
providing services to young people who experience sexual harm, it is important to
understand and respect the diversity of cultures and communities that young people identify
with.
A number of evaluation and research projects have identified a number of additional
strategies to enhance the access of Māori, Pasifika, young people with disabilities, young
people from the Rainbow Community and young people with refugee and migrant
backgrounds (Wharewera-Mika & McPhillips, 2016; Ending Violence Association of BC,
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2016; Gohir, 2013; Rajan & Waru, 2020; NASASV, 2015; Cram, Pihama & Karehana, 1999;
Du Mont et al., 2017; Tamatea et al., 2016). These strategies are outlined in Table 7.
Table 7: Strategies for Enhancing Equitable Service Access
Barriers to Accessing Help for Māori
The likelihood of sexual harm is nearly twice as high as the general population 26
Maori young people face enhanced barriers to accessing services related to health
literacy, values and culture; fear of experiencing racism, victim blaming and prejudice; and
geographic isolation (Du Mont et al., 2017; Tamatea et al., 2016)
Strategies for Enhancing Access for Māori
Māori Young People
•

Te Tiriti partnership created

•

Engage with local kaumatua and iwi

•

Referrals received by mainstream services are
referred to Kaupapa Māori services or if there
is not a crisis sexual support service in the
region then refer to a Māori therapist

•

Employees are culturally competent i.e., they
are conversant with Te Reo Māori and tikanga

•

Engage with cultural advisors and Kaupapa
Māori services

•

Recognise the central place that whānau have
in supporting a young person who has
experienced sexual harm and provide support
for them

Pasifika young people
Barriers to Accessing Help for Pasifika Young People
Although the prevalence of sexual harm among Pasifika youth is unknown a Youth 2000
study found that 29% females and 19% males reported having unwanted sexual contact.

26

Source: Statistics of Sexual Abuse NZ – https://www.sash.co.nz/information/statistics-sexual-abuse ;
Pihama et al., 2016)
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43% females and 37% males told someone. Barriers to accessing services included not
wanting to make a fuss, cost, not comfortable, fear and lack of privacy (Mila-Schaaf et al.,
2008).
Strategies for Enhancing Access for Pasifika Young People
Pasifika young people
Koloto (2003) found that Pasifika young people
prefer to access support from their families, friends
and church.
•

Access Pasifika support people and services
with both cultural and professional
competence

•

Cultural competence including recognising the
diversity of Pasifika ethnic identities and an
understanding of Pasifika values, such as
including family early in the process, the
importance of spirituality and the role of the
church

•

Access Pasifika workers who speak the young
person’s language

•

Collaborate with “by Pasifika for Pasifika’
service providers (Koloto, 2003)
LGBTQIA+ Communities
Barriers to Accessing Help for Young People from the Rainbow Community

50% of transgender young people experienced sexual harm some time in their lives
(Stotzer, 2009; Stotzer et al., 2013)
Barriers to seeking support included fear of ‘outing’ themselves; fear that the person who
hears about the sexual harm will be unresponsive; shame and embarrassment; not being
believed; high incidence of depression, alcohol and drug issues and poverty; discomfort at
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using a service that has no history of being open or does not appear inclusive (Ending
Violence Association of British Columbia, 2016a)
Strategies for Enhancing Access for Young People from Rainbow Communities
LGBTQIA+ Communities
•

Mirror the language of those who experience
sexual harm

•

Explain confidentiality policies and respect the
right of each person to let the organisations
know about their sexuality and gender identity

•

Establish and maintain relationships with the
Rainbow Community who have the knowledge

•

Collaborate with the Rainbow Community to
provide resources that are appropriate to
those who identify as LGBTQIA+

•

Train employees in sexuality and gender
diversity

•

Create a welcoming environment – one that
celebrates gender and sexuality diversity

•

Create inclusive intake forms that are
appropriate for LGBTQIA+ communities

Young Men
Barriers to Accessing Help for Young Men
Berelowitz et al., (2012) commented that professionals are failing to identify sexual harm
among young men and consequently there is a failure to provide them with appropriate
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support services. Homophobic attitudes and a culture of ‘hyper-masculinity’ make seeking
help difficult for young men. McNaughton Nicholls et al., (2014) and others (Easton et al.,
2014; Brayley et al., 2014) found that the main reasons why men do not seek help include
experiences of discriminatory social attitudes; primary prevention focused on females;
negative emotions (shame, embarrassment, self-blame; disgust, anger); and gender
differences in emotional responses (e.g., young men tend to be emotionally
isolated/lacking communication skills to talk about sexual harm).
Strategies for Enhancing Access for Young Men
Young Men
•

Believe men when they disclose

•

Training for all employees in the needs of men

•

Create a male-friendly reception area using
appropriate posters and relevant information

•

Strengthen interagency connections,
processes and communication with agencies
that provide services for men
Young people with disabilities
Barriers to Accessing Help for Young People with Disabilities

Young people with disabilities are 3.1 times as likely to experience sexual harm (Sullivan
& Knutson, 2000).
Young people with a developmental disability are at increased risk of sexual harm. In the
United States young people aged between 12 and 15 years with disabilities had 2.5 times
the rates of sexual harm compared to youth without disabilities. Moreover, young people
aged between 16 and 19 years with disabilities had three times the rates of sexual harm
compared to youth without disabilities (Harrell, 2012). Davis (2016) reported that young
people with disabilities are more vulnerable to sexual harm because of a decreased ability
to resist the perpetrator, an expectation of increased compliance, an increased tolerance
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of physical intrusion, dependence upon others for physical care and in some cases a
limited means of communicating (Brownlie et al., 2007).
Institute (1994) has identified a number of factors that might influence a young person with
a disability to disclose a sexual harm incident. These factors include: whether the young
person understands that sexual harm has occurred; whether the young person can
communicate to others about the incident; whether the young person has a trustworthy
person to tell; and whether the young person believes they will be believed.
Franklin et al., (2015) discovered that young people with learning disabilities faced a
number of barriers to accessing the help they need. These barriers included a lack of
appropriately trained professionals able to identify when a person with a learning disability
has experienced sexual harm; lack of coordination of sexual harm services and services
for people with disabilities; and not knowing what has happened to them is sexual harm.

Strategies for Enhancing Access for Young People with Disabilities
Young people with disabilities
•

Provide a range of communication resources
including access to the NZ Sign Language
interpreters, communication boards and other
communication assistive devices for meetings

•

Provide information in easy read formats, NZ
sign language and on an accessible website

•

Provide office space that complies with
universal design principles that enables
access for people who experience physical,
mobility, visual, hearing and/or cognitive
disabilities

•

Provide a mobility care park

•

Situate office space in proximity of public
transport
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•

Work collaboratively with disabled persons
organisations. For example, work with those
who have knowledge about the deaf culture
Young People from Refugee and Migrant Backgrounds
Barriers to Accessing Help for Young People from CALD Communities

Gohir, (2013) found that the reason why young people – aged between 16-18 years - from
CALD communities do not disclose and access sexual harm support services include
blackmail connected to shame and dishonour; emotional attachment; fear of violence; not
being believed and getting into trouble; and not believing they are victims.
Shama (2019) reported that reasons for not seeking help for experiences of sexual
violence included lack of culturally safe, aware and competent services; the risk of
revictimizing young people by not responding appropriately; language barriers; lack of
confidentiality with the professional interpreters; and lack of understanding of ethnic
groups.
Strategies for Enhancing Access for Young People from CALD Communities
Young people from CALD Communities
•

Work collaboratively with a range of culturally
and linguistically diverse communities,
including providing information. These
communities can help with understanding the
cultural norms that affect the young person’s
and their family’s perception of sexual harm
(Weeks, 2001)

•

Use the preferred language of the young
person and engage professional interpreters
(Fontes & Tishelman, 2016)

•

Provide workforce development in cultural and
religious needs

•

Recruit people from CALD communities
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•

Develop appropriate resources in different
languages

•

Apply a trauma-informed approach which
includes using strengths-based style to
promote healing; create an inclusive
environment; promote trusting relationships;
ask for permission to discuss the sexual harm
incident; recognise the impact of the trauma
on the developing brain; utilise a twogeneration approach to intervention as
caregivers can be a protective factor; advocate
(Miller et al., 2019).

Evidence-based crisis services for young people who have
experienced sexual harm
Introduction
Beres (2017) notes that there are very few crisis sexual support services for young people in
New Zealand. Currently when young people disclose a sexual harm incident to a service it
is likely that this service will mainly focus on adults or provide a broad range of services for
young people.
Klugman et al., (2014) stated that crisis sexual assault services that support young people
who have experienced sexual harm should in the first instance (within 72 hours) facilitate
their access to the following services:
•

Medical services that provide pregnancy screening and emergency contraception;
contraceptive counselling and services; STI testing and post-exposure prophylaxis;
and medical treatment for injuries.

•

Psychosocial counselling and social work support

•

Referral to legal redress.

Gavril et al., (2012) and others (Breslau, 2009) argue that follow up after the initial support
should occur within 1-2 weeks. This follow-up service should provide an assessment of the
young person’s mental health functioning (as they are at high risk of PTSD and other post-
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trauma disorders), referrals to counselling and appropriate referrals to social services as
needed. Khadr et al., (2018) urged sexual assault services to provide holistic support for
young people addressing such needs as deprivation, special education needs and
psychiatric comorbidity.
Backe (2018) wrote that key roles for a crisis sexual harm service should be crisis
intervention (disclosure, assistance with services, navigating police reporting, medical
checks, brief tele-counselling), short-term counselling and community education.
The evidence suggests that providing first-line services to young people who have been
sexually harmed need to be both adolescent-centred and gender sensitive (Campbell et al.,
2013; Funston, 2013; Jones et al., 2010; Backe, 2018). Analysis of over 22 studies
elucidated some common needs noted by young people and their families following an
incident of sexual harm. These needs included:
•

Providing age-appropriate information, explanation and timely support about what
interventions will be offered to them, whether the sexual harm needs to be reported
to the relevant care and protection agency etc. (Campbell et al., 2013; Collings,
2011; Davies & Seymour, 2001; Davies et al., 2001; Du Mont et al., 2016; Jones et
al., (2007)

•

Inquiring about the young person’s worries or concerns and needs, and answering all
questions 19

•

Taking actions to enhance the young person’s safety and minimize harms, including
those of disclosure and the likelihood of the harm continuing, where possible

•

Attending to them in a timely way and in accordance with the young person’s needs
and wishes (e.g., triaging where necessary to avoid long waiting times, but without
rushing them) (Davies et al., 2001; Du Mont et al., 2016, 2014; Rohrs, 2011;
Wangamati et al., 2016; Watkeys et al., 2008)

•

Prioritizing immediate medical needs and first-line support

•

Providing emotional and practical support (such as encouraging good sleep hygiene,
nutritious eating, regular exercise and engaging with support system) by facilitating
access to psychosocial support (including referrals to counselling, social services,
child protection services, police and legal services if appropriate) for the young
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person and their non-offending caregivers (Copeland et al., 2003; Campbell et al.,
2013; Denis et al., 2016; Du Mont et al., 2016; Jones et al., 2010; Rosenthal et al.,
2003; Runyn et al., 2014; Wangamati et al., 2016)
•

Privacy (including visual and auditory privacy) and confidentiality (Du Mont et al.,
2014; Rohrs, 2011; Wangamati et al., 2016)

•

Making the environment and manner in which care is being provided appropriate to
age, as well as sensitive to the needs of those who might face discrimination

•

Appreciating the young person’s autonomy (Campbell et al., 2013; Collings, 2011;
Davies et al., 2001; Du Mont et al., 2016; Wangamati et al., 2016)

•

Non-judgemental responses that demonstrate to the young person that they are
believed and are not blamed for the sexual harm (Campbell et al., 2013; Collings,
2011; Du Mont et al., 2016; Jones et al., 2010)

•

Acting in the best interests of the young person

•

Active, respectful listening to the information provided by the young person

•

Prioritising the assessment of medical and psychological needs

•

Operating in a youth-friendly environment (Jones et al., 2007)

•

Engage care givers to provide support to young people by empowering them with
information to understand possible symptoms and/or behaviours that the young
person may show in the coming days and months and when to seek further help
(Broaddus-Shea et al., 2019).

For adolescents who have experienced sexual harm such psychological first aid should be
offered for at least one month after the incident.
Given that previous research has shown that young people are disproportionately affected
by sexual harm, especially those with pre-existing vulnerabilities, 27 a holistic and

27

Pre-existing vulnerabilities could include disability, socioeconomic disadvantage, mental health issues
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comprehensive package of support may well be required (Khadr et al., 2011; Holmes &
Sher, 2013; Vesina & Herbert, 2007). Moreover, establishing and maintaining links between
crisis sexual assault service for youth and youth mental health services is likely to be
advantageous. For example, studies have found an association between pre-existing
psychopathology, not accessing social support and low social support and higher likelihood
of psychiatric disorders following sexual harm (Darves-Bornoz et al., 1998; Khadr et al.,
2018)

Early intervention 28
Early intervention with young people who have experienced sexual harm can decrease the
likelihood of post-traumatic disorders and can reduce the distress experienced by them
during the days and weeks following the incident (Berkowitz et al., 2011; Denson et al.,
2007; Kassam-Adams & Winston, 2004; Blanco et al., 2015; Ko et al., 2008; Veenema et al.,
2015).
Early intervention programmes often include:
•

Elements of cognitive-behavioural therapy (e.g., trauma narrative, some kind of
exposure, training in coping skills)

•

Involve the caregiver

•

Psychoeducation (e.g., likely outcomes of trauma; use of effective coping skills; how
to decide whether further support is needed and where to find that support)

Despite the usefulness of early intervention there are very few models available to address
the trauma of sexual harm. Moreover, there is not a strong evidence base available on early
interventions with young people (Kramer & Landolt, 2011). Those that appear in the
literature include:
•

Psychological First Aid

•

The Child and Family Traumatic Stress Intervention

•

Crisis Intervention

•

Trauma-Focused Cognitive Behavioural Therapy

•

Integrated Treatment of Complex Trauma for Adolescents

•

Adjunct Trauma Treatments

•

Preventative Programmes
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A review of evidence-based longer-term interventions for young people can be found in Landolt & Kenardy
(2015) Evidence-Based Treatments for Children and Adolescents in Schnyder, U. & Cloitre, M. (eds.) Evidencebased Treatments for Trauma-related Psychological Disorders: A Practical Guide for Clinicians. Switzerland:
Springer International Publishing.
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•

Group Programmes

Psychological First Aid
Providers of a crisis sexual assault service should apply psychological first aid (PFA) with
young people who have experienced sexual harm. The literature states that applying PFA
within the first days and weeks of the sexual assault is important. This is because youth are
especially vulnerable since the trauma can disrupt their developmental trajectories and/or
they may remain silent to protect their caregivers from worry (Cieslak & Henretig, 2003;
Pynoos & Nader, 1988; Silverman & La Greca, 2002; McDermott & Plamer, 1999;
Schonfeld, 2002). Moreover, Kar (2009:1) commented that without PFA young people are
vulnerable to experiencing acute stress reactions, adjustment disorders, depression, panic
disorder and PTSD.
Raphael (1986) maintains that providing Psychological First Aid achieves the following
purposes:
•

Increased adaptive functioning

•

Increasing self-efficacy / control

•

Facilitating access to longer-term support

•

Facilitating social reintegration

Psychological First Aid is a structured way of helping that seeks to support short- and longterm adaptive functioning. It includes a number of actions including:
•

Contact and engagement: To respond to contacts initiated by the young person, or
to initiate contacts in a non-intrusive, compassionate, and helpful manner. Frank &
Frank (1998) advise workers not to argue, not to confront and to find something to
agree upon.

•

Safety and comfort: To enhance immediate and ongoing safety, and provide
physical and emotional comfort

•

Stabilisation: To calm and orient emotionally overwhelmed or disoriented young
people.

•

Information gathering: To identify immediate needs and concerns (e.g., medical
needs, food, water, shelter, etc.), gather additional information, and tailor
Psychological First Aid interventions. Everly and Flynn (2006) have suggested a
number of interventions that could be used: Empathetic listening; stress management
techniques such as cognitive reframing, problem solving, suggestions concerning
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interpersonal support; reassurance to reduce anxiety; and providing psychosocial
information to aid normalising and to foster resilience and self-efficacy.
•

Practical assistance: To offer practical help to young people in addressing
immediate needs and concerns.

•

Connection with Social Supports: To help establish brief or ongoing contacts with
primary support persons and other sources of support, including family members,
friends, and community helping resources.

•

Information on coping supports: To provide information about stress reactions
and coping to reduce distress and promote adaptive functioning

•

Linkage to collaborative services: To link young people with available services
needed at the time or in the future.

Ruzek et al., (2007) have integrated available research about working with youth in a crisis
situation into guidance for delivering PFA. In particular, these authors maintain that providing
support to the young person’s care givers is one of the most effective ways of helping to
alleviate their distress (Norris, Friedman & Watson, 2002; Pynoos & Nader, 1988). For
example,
•

Providing them with strategies to keep the young person safe, such as keeping them
near calm adults and peers.

•

Focus gaining information about the development impacts the sexual harm
experience has on the young person, such as performance at school

•

Providing information on coping, such as how post-traumatic reactions manifest
themselves in the young person’s behaviour and how to respond to such behaviours

While Ruzek et al., (2007) stated that delivering PFA to the young person’s caregivers is a
priority, talking to young people directly is also regarded as respectful of their efforts to
progress towards independence. Using developmentally appropriate language, discussing
ways in which to seek help and ways in which to discuss feelings and needs are some of the
strategies suggested for use by the PFA worker.
While there is little outcome data regarding the effectiveness of PFA those who have
received it find it useful and would recommend it to others (Hambrick et al., 2013; Dieltjens
et al., 2014).
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Child and family traumatic stress intervention
The youth and family traumatic stress intervention is an evidenced based programme
designed for implementation between crisis intervention and longer-term counselling for
sexual harm. The target group is young people aged between 7 and 18 years and is
facilitated over five sessions involving:
•

Holding separate meetings with the young person and their caregiver to gather
information about the traumatic stress as well as providing information about the
effects of trauma and common traumatic stress symptoms

•

Holding a joint session with the young person and their caregiver to compare their
individual understandings about the young person’s post-traumatic experiences. This
provides an opportunity to clarify for the young person and their caregiver that the
behaviours identified are traumatic stress symptoms.

•

Further joint sessions work on highlighting the benefits of communicating;
acknowledging existing strengths in the support provided; and highlighting the way in
which the shared understanding about the traumatic stress symptoms enhances the
connection between the family members (Berkowitz et al., 2011).

The sessions partially focus on helping the caregiver to manage their distress. This is
important because exposure to their parents’ stress and upset can result in negative posttraumatic experiences and impact the young person’s healing process (Elliott & Carnes,
2001). Increasing the support of families following a young person’s sexual harm is a
primary goal of child and family traumatic stress interventions. Previous research has shown
that such support helps the young person’s emotional and behavioural adjustment follow a
traumatic experience (Caffo & Belaise, 2005; Elliot & Carnes, 2001; Fjermestad et al., 2009;
Tyler, 2002).
Two strategies for working with caregivers achieve more positive outcomes for the young
person. First, increase the communication between the caregiver and the young person
about the traumatic stress symptoms and provide them with the tools to cope with such
symptoms. Second, provide help with external stressors that might impede the families’
engagement with the intervention. In the short-term it reduces feelings of helplessness and
loss of control. In the medium term the intervention has reduced PTSD symptoms and
anxiety as well as PTSD diagnoses (Berkowitz et al., 2011).
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Crisis Intervention
The responses that young people and their caregivers receive from a crisis intervention
service can play an important role in their recovery (Danielson & Holmes, 2004). The crisis
phase for young people and their families begins at the disclosure of the sexual harm
incident and will continue and intensify through the investigative and litigation process if
crisis support is not provided. McCubbin and McCubbin (1987) stated that crisis develop
when a young person and their family discover that it does not have the ability to cope
effectively with certain life situations. Haugaard & Reppucci (1988) stated that few families or
young people who are faced with sexual harm have ever had to resolve a situation with
similar emotional and legal consequences. Most people, therefore, would not have
developed coping strategies that can be used when the sexual harm is revealed.
Gomes-Schwartz et al. (1988) found that the greater the delay between the time young
people and their families were referred to a crisis intervention and the time they received
treatment, the less likely they were to benefit from the intervention.
Crisis intervention seeks to mitigate the social and psychological effects of the sexual harm.
Crisis intervention strategies include restoring the young person’s sense of equilibrium,
providing information and providing coping strategies (Centre for School Mental Health
Assistance, 2002). This involves connecting the young person to a trusted person to provide
safety; to return the young person to the present, such as returning to daily routines; to
encourage emotional expression, such as reflecting their feelings; and help young people to
understand what might happen next (Sandoval, 1985, 2000; Shaw, 2000).
A study of Sexual Assault Nurse Examiner (SANE) / Sexual Assault Response Team
(SART) interventions 29 noted that crisis intervention services are often the first point of
formal contact with young people after a sexual harm incident and that the provision of
evidence-based practices, including manaakitanga, can provide a safety net for teens
(Danielson & Holmes, 2004: 387). Campbell et al., (2011) found that providing a crisis
service in a non-judgemental manner and with compassion increased the young person’s
willingness to tell their story. Moreover, being given options about whether or not to

29

Sexual Assault Nurse Examiner (SANE) programmes are staffed by specially trained forensic nurses who
provide 24-hours-a-day, first response crisis intervention and medical forensic exams for child, adolescent, and
adult sexual assault/abuse victims (Department of Justice, 2004; Ledray, 1999). Second, many SANE
programmes operate as part of Sexual Assault Response Teams (SART), which are multidisciplinary community
efforts that bring together police officers, detectives, prosecutors, doctors, nurses/SANEs, victim advocates,
and crisis intervention counselors to coordinate and improve the community-wide response to rape (Barkhurst
et al., 2002; DOJ, 2004; Hutson, 2002; Littel, 2001).
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participate in a medical examination and continue with the criminal justice process resulted
in an increased engagement with these services.
Armsworth (1989) reported that young people who had experienced sexual harm rated
highly the crisis help they received and found that validation of the incident, advocacy,
empathetic understanding, and the absence of contempt were the most helpful attributes.

Trauma-Focused Cognitive Behavioural Therapy
Saywitz et al., (2000) noted that trauma-focused cognitive behavioural therapy has proved
useful to young people who have experienced sexual harm. Weiner et al., (2009) and others
(Deblinger et al., 2011) have advised that this is the strongest treatment model for young
people who have experienced the trauma of sexual harm. A number of meta-analyses have
provided evidence of the effectiveness of cognitive behavioural programmes to improve the
psychosocial functioning of young people (Macdonald et al., 2012; Arellano et al., 2014).
The target group for trauma-focused cognitive behavioural therapy is 3–18-year-olds who
have experienced sexual harm. It has been used effectively with a variety of ethnic groups.
Essential components of trauma-focused cognitive behavioural therapy comprise
psychoeducation about trauma; a parenting component; relaxation skills; affective
modulation skills; cognitive coping by connecting thoughts, feelings and behaviours; trauma
narrative and processing; mastery of trauma reminders; and enhancing safety and the future
developmental trajectory.
Such studies demonstrate a number of outcomes for young people including decreased
PTSD symptoms, decreased anxiety, reduced depression, reduced feelings of
embarrassment, improved interpersonal trust, improved social competence and reduced
behavioural issues (Cohen et al., 2004; Cohen et al., 2005).

Integrative Treatment of Complex Trauma for Adolescents (ITCT)
ITCT is a developmentally appropriate and culturally adapted treatment for 12–21-year-olds.
The intervention can include multiple modes for example, cognitive therapy, exposure
therapy, mindfulness skill development, affect regulation, trigger management, relationships,
and psychoeducation. The relationship with the worker is a crucial aspect of this intervention
with safety and trust being necessary components.
Outcomes from this intervention include reduced anxiety, depression, anger, post-traumatic
stress and dissociation (Briere & Lanktree, 2012; Lanktree & Briere, 2013).
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Adjunctive Trauma Treatments
Edmond et al., (2020) noted that there is emerging evidence for the effectiveness of a range
of adjunctive trauma treatments for young people who have experienced sexual harm.
These treatments involve art and play therapy as well as approaches that make mind-body
connections such as mindfulness, somatic experiencing and sensorimotor therapy.

Prevention Programmes
The National Sexual Violence Resource Centre (2014) stated that providing an opportunity
for young people to understand healthy relationships, consent, boundaries and how to
engage safely in sexual behaviours empowers young people to seek support when they
need it. They argue that prevention programmes help young people to make informed
decisions and recognise sexual harm and to seek help and support when it occurs.
In the United States of America, a number of sexual victimisation prevention programmes
have been developed for high schools and tertiary institutions. Examples of such
programmes include Men Can Stop Rape, Together Against Acquaintance Rape, The Safe
Dates Programme and the Community Awareness Rape Education Programme. The
American College of Obstetricians and Gynaecologists (2000) have identified a number of
common factors about such programmes that might contribute to their effectiveness
including:
•

Comprehensive coverage of the subject matter

•

Teaching methods are intensive, long-term and interactive

•

Content is relevant to young people’s lives

•

Content includes information about healthy relationships

•

Content includes what to do if a person has been sexually harmed.

Outcomes recorded from such programmes include increased clarity about defining sexual
harm; increased knowledge about risk-reduction strategies and knowledge about where to
seek help and support from service providers (Foshee et al., 2000; Wright, Akers & Rita,
2000).
Cocciolone et al., (nd) described ten Rape and Sexual Assault Prevention Education
programmes facilitated in Michigan from 2003 to 2005. The target group was 13–18-yearolds who were attending middle and high school. The content of these programmes
included sexual harassment, sexual assault, gender stereotypes, self-esteem, date rape
drugs, dating violence, bullying, risk reduction/prevention, assertive responses, rape myths,
healthy relationships and local resources. Outcomes reported included increased knowledge
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of sexual assault resources and intolerance of sexual violence. Two of the programmes also
measured behaviour change (e.g., before I go out with someone, I decide what I will and
won’t do).
Fontes et al., (2017) reports on a number of prevention programmes provided in schools.
These authors maintain that such programmes are important because some young people
may not have the support of their families and the school becomes their only source of
safety and care. Outcomes reported from such programmes include less guilt and
victimisation; increased disclosure; greater understanding about sexual violence and
strategies to manage at-risk situations (Taal & Edelaar, 1997; MacMillan et al., 2009; Walsh
et al., 2015; Finkelhor & Dunne, 2013)
Smothers and Smothers (2011) reported on findings from a preventative programme that not
only targeted young people but also the systems (family/whānau, schools) that shape them.
They used role plays as a way of immersing the young people in the content of the
programme together with providing the programme over a longer period of time – both
factors which contributed to its effectiveness. The outcomes reported from this programme
included increase knowledge about self-protection and healthy relationships.
Prevention programmes for caregivers of young people have also been successful at giving
them the skills to support their children after an incident of sexual harm (Herbert et al., 2002;
Kenny, 2009; Self-Brown et al., 2008)

Group Programmes
Group therapy sessions have been found to be effective in reducing depression, anxiety and
PTSD (Habigzang et al., 2009).

Effective Approaches to Working with Young People Who Have
Experienced Sexual Harm
The literature describes a number of good practice approaches to working with young
people. These approaches include:
•

Young People- Centred

•

Trauma-Informed

•

Providing Familial and Peer Support
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Young People Centred
Cascardi & Avery-Leaf (2003) advised that effective interventions for young people include
those that they perceive are directly relevant to their own experiences. The literature
described a number of young people-centred practices when working with youth who have
experienced sexual harm. These included the worker:
•

Building rapport with the young person by asking open-ended questions about
themselves (Campbell et al., 2011). This rapport building facilitates the young
person feeling comfortable to share information about the sexual harm incident
(Ahern et al, 2014; Hershkowitz et al., 2006; Hershkowitz, 2009; Jones et al., 2010;
Katz, 2015)

•

Providing information about when it might be useful to seek support and information
about available services (Jackson, 2002; Woodley et al., 2013). Moreover, WHO
(2017) commented that information should be given to caregivers about possible
behaviours displayed by the young person following the sexual harm so that they
know when to seek further assistance.

•

Offer services in a way that respects the young person’s culture (Woodley et al.,
2013)

•

Offering clear age-appropriate information and explanation about what to expect
during the initial response, the next steps and follow-up services provided (Campbell
et al., 2011; Campbell et al., 2013; Collings, 2011; Davies & Seymour, 2001; Davies
et al., 2001; Du Mont, Macdonald, Kosa, & Smith, 2016; Jones, Cross, Walsh, &
Simone, 2007; WHO, 2017). Several studies have documented the distress
experienced by a young person about not knowing what to expect following an
incident of sexual harm. Moreover, these studies commented that young people
liked full information so that they could exercise choice and control about what
happened to them (Marks et al., 2009; Collings, 2011; Davies et al., 2001;
Wangamati et al., 2016; Eruera & Dobbs, 2010; Jackson, 2002; Woodley et al.,
2013).

•

Offering timely support without long wait times (Davies et al., 2001; Du Mont et al.,
2016, 2014; Ro¨hrs, 2011; Wangamati et al., 2016; Watkeys, Price, Upton, &
Maddocks, 2008; WHO, 2017)
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•

Offering explanations about confidentiality and privacy (Du Mont et al., 2014; Ro¨hrs,
2011; Wangamati et al., 2016; Jackson, 2002; Woodley et al., 2013; Eruera & Dobbs,
2010)

•

Respect for young person’s autonomy and wants, including no pressure to disclose
information or undergo procedures (Campbell et al., 2013; Collings, 2011; Davies et
al., 2001; Du Mont et al., 2016; Wangamati et al., 2016; WHO, 2017)

•

Non-judgemental responses that indicate that the young person is believed, that the
sexual harm is not their fault and that they have acted appropriately in disclosing it.
Several studies reported the importance of not placing any blame on the young
person, particularly if they stated that alcohol and drug use preceded the incidence of
sexual harm (Campbell et al., 2011; Campbell et al., 2013; Collings, 2011; CrawfordJakubiak et al., 2017; Du Mont et al., 2016; Jones et al., 2010; WHO, 2017)

•

Responses that prioritise the young person’s safety and minimise harm (Collings,
2011; Palusci, Cox, Shatz, & Schultze, 2006; WHO, 2017)

•

Active and respectful listening to the information that the young person wants to
share (Campbell et al., 2013; Du Mont et al., 2016; Jones et al., 2010; WHO, 2017)

•

Being patient and providing the young person with choices (Campbell et al., 2011).
Given that the young person is growing their autonomy and the lack of control that
often accompanies an experience of sexual harm, Sutton and Dixon (1986) state that
the young person may resist help. Lundquist and Hansen (1998) advised workers to
be empathetic, involve the young person in the selection of goals and actions,
advocate for the young person and involve the young person’s system of support
(e.g., school counsellors).

•

Psychosocial support for both the young person and their caregiver as well as
minimising the need to go to multiple different locations for assistance (Campbell et
al., 2013; Du Mont et al., 2016; Jones et al., 2010; Rosenthal, Feiring, & Taska,
2003; WHO, 2017)

67

•

Resources for the caregiver that ensure that they have the capability to support the
young person emotionally (Campbell et al., 2013; Du Mont et al., 2016; Runyon,
Spandorfer, & Schroeder, 2014; Sowmya, Seshadri, Srinath, Girimaji, & Sagar, 2016;
Wangamati et al., 2016; Woodley et al., 2013; Eruera, 2015)

•

A youth-friendly environment – an environment in which young people congregate
and which is accessible by public transport and accessible using technology (Jones
et al., 2010; Beres, 2017; WHO, 2017). For example, Crawford-Jakubiak et al.,
(2017) reported that providing such environments encourages the young person to
describe a clear history of what happened, access medical services and engage in
counselling.
Moreover, a study undertaken by Krause-Parello and Friedmann (2014) found that
young people found having therapy dogs in the office helped to reduce their stress.

•

Inquiring and assessment of psychosocial concerns and needs of the young person
(including those unrelated to the sexual harm), answering any questions and
prioritise the interventions (Denis et al., 2016; Girardet et al., 2006; Ro¨hrs, 2011;
Sowmya et al., 2016; WHO, 2017)

Trauma-informed
In designing a sexual support service for young people, it is important to minimise the risk of
re-traumatisation (Knight, 2015). Introducing trauma-informed practice is one way of
countering this risk (Azeem et al., 2011; Chandler, 2008; Domino et al., 2006; Gatz et al.,
2007; Greenwald et al., 2012; Messina et al., 2014; Morrissey et al., 2005; Weissbecker and
Clark, 2007).
Elements of a trauma-Informed service
Source: adapted from Sweeney et al., 2016

Operationalising elements
Recognition of trauma

•
•

Experience of young person

Recognise the signs &
impact of trauma

Feeling validated, safe and

To avoid re-

hopeful

traumatising the young
person, sensitively ask
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them if any trauma has
happened to them
Avoid re-traumatising

•

Practices and power
differentials between

Feeling in control

the worker & the young
person can result in retraumatising both (i.e.,
workers suffering
secondary trauma)

Cultural, historical &

•

Be transparent

•

Acknowledge the

gender contexts

trauma of colonialism
•

Unique identity recognised

Culturally and gender
appropriate services

•

Recognise individual
identities

Trustworthy and

•

transparent

Being transparent

They do what they say they

about what you are

will do

doing and why
Collaboration & mutuality

•

•

Understand the power

Hope that through the

imbalance between

worker/young person

staff and survivors

relationship healing can begin

All relationships based
on mutuality, respect,
trust, connection and
hope.

Empowerment, choice and

•

control
•

Use strengths-based

Young person feels

approaches

empowered

Support young person
to take control of their
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lives and develop selfadvocacy
Safety

•

Create a work

Young person feels physically,

environment that is

emotionally and socially safe

physically,
psychologically,
socially, morally and
culturally safe
Partner with young person

•

Co-design services

Young person feels the

•

Peer support

mutuality in relationships

programmes are
introduced
Pathways to services
based on trauma models

•

Develop relationships

Young person feels confident

with evidence based,

about being referred to

trauma-specific

services

services

Studies have shown that working with young people in a trauma-informed manner can
reduce post-traumatic stress symptoms and general mental health symptoms, increase
coping skills, improve physical health, improved engagement and retention in service
interventions.

Familial and Peer Support
Since a number of studies have found that a high percentage of young people who
experience sexual harm are likely to disclose to peers, having their support is a factor
contributing to positive outcomes (Priebe & Svedin, 2008). Nelis and Rae (2009) found that
young people with a secure attachment to their peers were less likely to be depressed and
anxious.
Campbell et al. (2011) found that young people generally disclose their experience of sexual
harm to their peers, then to an adult (mostly their mothers) and then to the system of
response (e.g., sexual violence sector, including Police, medical assistance and sexual help
support agencies). These researchers stated that making decisions about when, how and to
whom they disclose is important to maintaining their control over their situation – a factor
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which not only characterises their developmental stage when they are wanting
independence and autonomy, but also in the context of their ‘loss of control’ during the
sexual harm.
Elliot and Carnes (2001) and other researchers have found that supportive parents have a
positive influence on the short- and long-term outcomes of young people who experience
sexual harm (Lovett, 2004; Rosenthal et al., 2003; Norris et al., 2002; Hecht & Hansen,
1999; Pynoos & Nadar, 1988). This support can involve ‘not taking over.’ Rather providing
the time and space for the adolescent to make their own decisions about, for example,
whether to report the sexual harm to the Police. Ruzek et al., (2007) have found a number
of strategies that help caregivers support their young person. Such strategies included
making sure that people near the young person are calm, providing emotional stabilisation,
providing practical aid to families and providing information about the way in which trauma
impacts on young people. In a twelve-month follow up study undertaken by Rosenthal et al.,
(2003) found that young people who had supportive parents experienced less depression
and higher self-esteem.
Positive relationships with siblings can also have a positive impact on outcomes for youth
who experience sexual harm. A metanalysis undertaken in 2013 found that having
supportive siblings is linked to having less internalised and externalised behaviour problems
(Buist et al., 2013). These authors argue that such supportive relationships promote
emotional regulation strategies.

Infrastructure Requirements
The literature provides some guidance about the infrastructure requirements for providing
services to young people who have experienced sexual harm. This guidance included:
•

Principles Underpinning the Service

•

Delivery of High-Quality Services

•

Effective Systems and Governance

Principles Underpinning the Service
Campbell et al., (2013) and others (Funston, 2013; Jones et al., 2010) have noted the values
and preferences of young people who receive sexual harm services. These preference and
values include providing information, explanation and timely support; respecting
confidentiality and privacy; respecting the autonomy and wishes of the young person;
receiving a non-judgemental and validating response that communicated belief in the young
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person’s account; acting in the best interests of the young person; careful and respectful
listening of the young person’s and their caregivers’ accounts; prioritizing assessment of
medical and psychological needs and support; and providing a youth-friendly environment.
In addition, to drawing on feedback from young people about what they value about sexual
harm services, Allnock et al., (2009) makes reference to Article 39 of the United Nations
Convention on the Rights of the Child (1989) guided the development of principles that
should underpin the provision of services for young people who experience sexual harm.
The WHO (2017) identified a number of principles including:
•

Best Interests of the young person including provider actions to provide safety, offer
non-judgemental and empathetic responses to disclosure, and promote the
confidentiality of information (e.g., storing securely, informing the young person if there
are obligations to report to the care and protection agency) and privacy in the delivering
services and supports.

•

Evolving capacity of the young person to make decisions about the support they will
receive depending on their age and developmental stage. This involves providers of
sexual harm services to provide information that is tailored to the young person’s age,
ethnicity, sexual orientation, disability and socio-economic status using appropriate
language. Moreover, they must, in most cases, seek the consent of the young person
regarding decisions and actions taken regardless of the legal age of consent; respect
the autonomy to give information and receive services; and be offered choices.

•

Non-discrimination in which providers need to take into account the inequalities that
can impact some groups (i.e., indigenous peoples; disability; LGBTI; culturally and
linguistically diverse groups) access to services

•

Participation in which providers need to provide the opportunity for young people to
have input into the decisions that affect them as well as participate in the design and
implementation of services that they are involved in (WHO, 2017).

Huriwai and Baker (2016) stated that core Māori principles and values are universally
applicable to the care, support and respect of young people who have experienced sexual
harm. Moreover, they advocated for the use of Māori models of care and principles when
delivering a service for young people. 30The principles underpinning a Kaupapa Māori
approach to delivering a sexual harm service include:

30

The Maori models of care noted included Te Whare Tapa Whā (Durie, 1994); Te Wheke (Pere, 2014); and
Tihei-wā Mauri Ora (Piripi & Body, 2010).
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•

Tino Rangatiratanga: The principle of self-determination which allows Māori to make
decisions about their aspirations for their lives

•

Taonga Tuku Iho: A principle that considers Māori ways of knowing, doing and
understanding the world are valid in their own right

•

Kia piki ake i ngā raruraru o te kainga: This principle asserts the need to assist in the
alleviation of disadvantages experienced by Māori communities.

•

Whānau: This principle is at the core of Kaupapa Māori. It acknowledges the
relationships that Māori have to one another and to the world around them. Whānau,
and the process of whakawhanaungatanga are key elements of Māori society and
culture.

•

Kaupapa: This principle refers to the collective vision, aspiration and purpose of Māori
communities.

•

Manaakitanga: Hospitality and caring for others through aroha, respect and sharing of
food.

•

Wairuatanga: The belief that there is a spiritual dimension to people’s lives often
expressed through their connection with their maunga (mountain), their awa (river), their
marae and their tūpuna (ancestors).

•

Whakapapa: Family tree.

•

Ata: This principle relates to the building and nurturing of relationships

•

Te Tiriti o Waitangi: This principle defines the relationship between Māori and the
Crown in New Zealand. It affirms both the tangata whenua status of whānau, hapū and
iwi in New Zealand, and their rights of citizenship (Pihama, 2001; Pōhatu, 2005).

Delivery of High-Quality Services
Trauma-informed organisation
Treisman (2017) wrote ‘moving towards becoming more trauma-informed and trauma
responsive provides an organisation with a lens, a framework, a guide and a language to
consider and reflect on their purpose, principles, mission, vision, values, practices … This
creates a sense of identity, meaning and connection. 31
Lane et al., (2011) proposed building a trauma-informed organisation with reference to a
number of principles including:

31

Source: Adversity, Culturally, Trauma-Informed, Infused, & Responsive Organisations & Systems |
Safe Hands Thinking Minds
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•

Understanding trauma by taking the perspective of young people who have been
traumatised in designing and implementing such services

•

Safety and autonomy in which the young person has the autonomy and control to
make informed choices. This principle also includes providing an emotionally safe
environment in which the young person is free to express themselves.

•

Hospitality and inclusiveness in which the young person feels welcomed and
respected. The organisation embraces the diversity of ways that people find it
meaningful to engage with the services. It also addresses the power dynamics that
may exist between the young person and the provider of services. It does this by
forming relationships that are mutual so as to minimise the possibility of
retraumatising the young person.

•

Accessible in the broadest sense, for example, creating an accessible physical and
people environment

According to SAMHSA (2014) an agency that is trauma informed:
•

Realises the widespread impact of trauma and understands potential paths for
recovery

•

Recognises the signs and symptoms of trauma in young people, their families and
employees

•

Resists re-traumatisation

•

Responds by fully integrating knowledge about trauma into policies, procedures and
practices

Hales et al. (2019) found that applying the trauma-informed principles (safety,
trustworthiness, peer support, collaboration, empowerment and responsiveness or cultural
considerations) improved employee satisfaction, safety and transparency within the
organisations and brough positive changes to policies, procedures and practices (SAMHSA,
2014).
Culturally Competent Agency
If a crisis sexual harm support service agency delivers a youth centred response and
contribute to the healing of young people, it must display a commitment to integrating
cultural competence into its policies and procedures, its written materials and any evaluation
of its services. The Wisconsin Coalition Against Sexual Violence (2011) provide some
examples of such organisational cultural competence. These examples included using the
young person’s language, providing professional interpreters and having a zero tolerance for
discrimination.
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Olavarria et al., (2009) noted that the main goal of a culturally competent organisation was

to tailor its services to resonate with the perspective of each young person, so that they may
be served effectively. They define a culture of diversity as embracing race, ethnicity,
language, cultural practices, religious beliefs, values, gender, sexuality, age, ability,
socioeconomic status, political views, geographic location, lifestyle and living conditions.
Suarez-Balcazar, et al.’s (2011) model of a culturally competent agency described three
necessary factors: (1) developing cultural awareness/knowledge of differences, specific
practices, people’s experiences of oppression and marginalisation, discrimination, and
becoming aware of one’s own cultural biases. (2) developing the cultural skills in
professional practice to modify, adapt and improve service delivery. (3) organisational
context/support for multicultural practice and the demonstrated commitment to developing
cultural competency across the organisation.
Shama (2019) suggested some principles to underpin a new service that supports young
people who have experienced sexual harm and who are from a range of ethnic communities.
These principles include respect for cultural and ethnic diversity; client driven; holistic,
professional and innovative; advocating for change; safety is paramount; and community
grounded.
The National Standards of Practice for Services Against Sexual Violence (2015) described
two main best practice elements for a culturally competent service:
•

Has a comprehensive and integrated framework to improve its cultural competency
at all levels including: a continual process of research, engagement, learning,
planning, action, reflection, and evaluation

•

Seeks the input of diverse cultural groups to its planning and evaluation.

Integrated Service Delivery 32
Wharewera-Mika and McPhillips (2016) have identified that providing a wraparound service
requires a youth sexual harm crisis support service to have collaborative relationships with a
range of providers of psychosocial services as well as those working within the Health and
Criminal Justice Systems. For the young person this means that they build a trusting
relationship with one person who provides support throughout their journey of healing.

32

Ministry of Social Development (2017) discussed integration within and across services. The across services
response involved the whole-of-system integration (i.e., prevention, early intervention, crisis response and
long-term recovery) as well as an appropriate cross-sector response to sexual violence.
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Appropriate Staffing
As a specialist response to young people who have experienced sexual harm, the National
Association of Services Against Sexual Violence (NASASV) (2015) maintained that the
workforce needed to be tertiary qualified, have at least 3 years counselling experience and
be registered with a professional association.
A 2017 Ministry of Social Development Service Development Consultation report and others
(Woody & Beldin, 2012) outlined the skills, knowledge and attributes required for the sexual
harm workforce. These competencies included empowering, approachable, self-aware,
empathetic, non-judgemental, knowledge of trauma and its affects, a team player and an
ability to function in an integrative manner across sector and across discipline, and to
engage with others in a culturally safe way (i.e., recognise their own culture and how that
affects the young people with whom they are working. Additionally, the Family Violence,
Sexual Violence and within Whanau Workforce Capability Framework 33 specifies that
workers need to follow legislative requirements (e.g., requirements of the Oranga Tamariki
Act, the Privacy Act, the Health and Safety Act, etc.); follow indigenous models of practice;
and an ability to work with young people from culturally and linguistically diverse
communities.
Similarly, to Sweeney and Taggart (2018) the 2017 Ministry of Social Development report
recognised the importance of empathetic relational practice. Relational practice involves
respectful, compassionate, and authentically interested inquiry into the experiences of a
young person. Sweeney and Taggart (2018) noted that engaging young people so that they
receive support from a crisis support service may be challenging (e.g., rejecting help) – a
symptom of the underlying trauma – and Khadr et al., (2018) noted that workers needed
expertise in supporting young people with high levels of complexity and vulnerability. To
facilitate the helping relationship, patience is needed so that the young person can build trust
which is a key element of trauma work (Sweeney and Taggart, 2018).

33

Source: Workforce Capability Framework | New Zealand Ministry of Justice
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Location
There are a variety of places to house a crisis sexual harm support service including in a
general practice or health centre, in a neighbourhood house, in a school, in a multi-agency
complex, in a youth centre or in an outreach facility (WHO, 2002). 34
Grefe (2011) maintained that a crisis sexual harm support service for young people should
be located within a school environment where they are every day and where the school
psychologist engages and retains the young person in receiving support. However, Winnard
et al., (2005) noted that not all young people attend school. In their study Woodley et al.,
(2013) found that young people agreed that an ideal physical location for school students
would be at a school and for those not at school, a youth centre was the preferred option.
The Māori students in their study were less sure about locating a service within a school
setting because of confidentiality issues, but were inclined to favour a youth-focused facility
or a whānau house.
Skype or internet-based services were preferred by many of the respondents in Woodley et
al’s., (2013) study, particularly by the students who identified as Chinese and Korean.
The Ministry of Health and Communio (2009) found that young people prefer to access help
via a youth centre with multiple different services and recreational services because there
was increased privacy.

Effective Systems and Governance
Wellbeing of Sexual Harm Workers
Good practice in the literature suggests that one of the most important elements of a sexual
harm support services infrastructure is to take care of the agency’s staff.
Esaki & Larkin (2013) found that levels of trauma are higher among staff in the sexual
violence sector. 35 Hindle and Morgan (2006) stated that the emotional impact of working
with people who have experienced sexual harm can negatively affect the workers’
relationships with family and friends. In light of these observations organisations delivering

34

Woodley et al., (2013) found that the students in their study did not support locating a sexual harm support
service within a general practice because they mostly visited such venues with their families.
35

This experienced of trauma is known as vicarious trauma. Pearlman and Saakvitae (1995) define
vicarious trauma as the emotional residue experienced by sexual harm workers as a result of hearing trauma
survivors’ stories. This emotional residue might be experienced by the worker in various ways including
intrusive reactions such as experiencing nightmares; avoidance reactions such as being numb to clients’
trauma; and hyperarousal reactions such as difficulty concentrating
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sexual harm services have a responsibility to protect the psychological as well as the
physical safety of their employees by providing a supportive work environment and putting in
place appropriate policies and procedures.
Sexual harm organisations can put in place a number of strategies to counter the emotional
and traumatic risk associated with this type of work. First, Wasco and Campbell (2002)
recommended that caseload management is one way to maintain the wellbeing of
employees. This involves limiting the number of cases that each employee has, providing
diversity within the clients (i.e., working with children, adolescents and adults), and working
across multiple levels (i.e., community education, training, research and counselling).
Second, Bell et al., (2003) state that the organisation needs to provide both clinical and
administrative supervision for each of its workers. They state that clinical supervision should
be provided by a senior person with whom the worker can trust and speak openly about their
worries and fears (Bernard & Goodyear, 1992; O’Donovan et al., 2011).
Third, Bell et al., (2003) recognise the importance of providing social support within the
organisation. This support can take a number of forms including critical incident debriefing (a
method of processing a traumatic event) with a peer; peer group case conferencing, clinical
seminars or professional reading groups; and providing opportunities for social support
among the members of the team.
Fourth, providing a level of homeliness and comfort within the work environment by
encouraging employees to have personally meaningful items in their offices and by providing
a comfortable break room (Pearlman and Saakvitae, 1995; Bell et al., 2004).
Fifth, in order to work safely and sustainably employees need to engage in reflective practice
(particularly in relation to their own relationship to interpersonal trauma) and on-going
professional development (Taggart, 2018).

WHO (2017) state that such training needs to

focus on assessment and providing adolescent-centred support as well as on countering
gender inequality, stigmatising young people based on their sexual orientation or gender
identity or blaming the young person. Bober and Regehr (2006) maintained that training
improves the employees’ feelings of effectiveness and may reduce the likelihood of burnout
and vicarious trauma.
Last, providing a workplace culture that encourages employees to take care of themselves
by making self-care as part of the agency’s mission; by educating them about protective
factors to counter vicarious trauma; by encouraging flexible working hours; actively involving
employee in providing suggestions about ways in which to provide a supportive environment

78

and decisions affecting staff; and discussing positive aspects of the work such as celebrating
achievements with clients (Wasco & Campbell, 2002).
Governance
Bradfield and Nyland (2002) argued that any organisation that is delivering a sexual harm
crisis support service for youth needs to have a structure and systems that deliver on the
stated principles and purpose for the service. This included:
•

Having sufficient policies and practices focused on delivering a quality service for
young people

•

Having risk management strategies in place to facilitate the wellbeing, health and
safety of its staff

•

Having transparent communication systems

•

Having lines of accountability clearly articulated

•

Being responsive to relevant legislation and codes of professional practice

•

Ensuring that all staff have the resources and support to carry out their roles

Evaluation
For the management of the sexual harm crisis support service to remain sustainable and
appropriate the necessary resources needed to support the service an evidence base needs
to be gathered about the impact of the service on the young people it provides services with
and their family/whānau. Klein (2000) stated that data needs to be collected that informs
stakeholders about whether the service is reaching the target group, about the quality of the
service and the outcomes achieved. Gavin (2004) states that youth self-report is a moderate
or highly sensitive and specific measure and should be used to assist with quality
improvement.
The New Zealand Ministry of Social Development (2021) advised providers of sexual harm
crisis support services to develop a monitoring framework that aligns with their Results
Measurement Framework. The data collected answers three questions: How much? How
well? and Is anyone better off? 36

36

This document includes a client feedback form which was supplied by Catherine Buckley, Bay of Plenty
Sexual Assault Support Service.
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Other infrastructure requirements
The evidence in the literature suggests a number of strategies that organisations can put in
place to facilitate an enabling and supportive environment for employees who work with
young people who have experienced sexual harm and the clients they work with.
•

Adequate staffing and adequate resources, including funding, to ensure timely
provision of services

•

Providing clinical specialists to provide advice and prevent professional isolation –
strategies known to prevent burnout and support vicarious trauma

•

Establish multidisciplinary team to enhance coordination

•

Establish a policy and procedure for managing reports of concern

•

Providing support for caregivers to prevent burnout

•

Develop monitoring tools to collect outcome data (Cangwa & Pather, 2008; Funston,
2013; Greaney & Ryan, 1998; Bechtel et al., 2008; Edinburgh et al., 2008)

Sustainability: Understanding the Success Factors
Heady, Kail and Yeowart (2011:3) define sustainability as the extent to which services can
safeguard both their likelihood of success, and also the success for the future in the coming
five to ten years. Moreover, Pluye, Potvin and Denis (2004) and Scheirer (2005) maintain
that such success is dependent upon maintaining the activities and resources required to
achieve service objectives.
Commentators in the literature have described multiple models of service sustainability
(Beery, Senter, Cheadle, Greenwald, Pearson, Brosseau, et al., 2005; Goodman & Steckler,
1989; Johnson, Hays, Center, and Daley, 2004; Mancini and Marek, 2004; ShediacRizkallah & Bone, 1998). These models include a range of success factors for sustainability
– factors that they maintain need to be considered when services are being designed.
Indeed, a number of authors maintain that sustainable services engage in purposeful,
strategic planning for sustainability during the service design phase and throughout the life of
the initiative (Beery et al., 2005; Goodman and Steckler, 1989; Johnson et al., 2004; Mancini
and Marek, 2004; Shediac-Rizkallah and Bone, 1998). Factors supporting sustainability and
identified in the literature include:
• Shared ownership
• Funding
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• Sustained workforce
• Policies and procedures
• Responsiveness to the external environment
• Demonstrating results

Shared Stakeholder Ownership and Sustainability
According to the majority of commentators in the literature, stakeholder ownership both
within and external to the organisation that hosts a service is a critical success factors for
sustainability. For example, Weiss, Coffman & Bohan-Baker (2002) and others (Goodman &
Steckler, 1989; Johnson et al., 2004; Mancini & Marek, 2004; Pluye, Potvin & Denis, 1989;
Scheirer, 2005; Shediac-Rizkallah & Bone, 1998) argue that sustainable services are
‘owned,’ supported, and championed by both internal and external partners who believe in
its principles and objectives and understand the way in which it contributes to the broader
outcomes sought by the range of services within a particular sector. Moreover, sustainable
services are embraced by a host organisation that has a culture that is accepting of change
and that fully integrates the service into its ongoing operation (Johnson et al., 2004;
Goodman & Steckler, 1989). According to these authors, such ownership may be secured
by involving internal and external stakeholders in service design, implementation, evaluation,
and decision making; maintaining ongoing engagement; and, for those stakeholders involved
in the delivery of the service, having clearly defined roles and responsibilities.

Funding Considerations and Sustainability
Heady, Kail & Yeowart (2011) and others (Johnson et al., 2004; Mancini & Marek, 2004;
New Philanthropy Capital, 2011) suggest that funding matters have a significant influence on
the sustainability of a service.
New Philanthropy Capital (2011) noted that a number of factors place a service’s stability
and sustainability at risk. These identified risk factors included reliance on one source of
government funding; not securing full-cost recovery – a situation that may threaten its
stability because the agency would have to separately fundraise for its core costs; and, the
lack of specific funding sources for specialised services. 37

37

The Interim Report of the Social Services Select Committee from the inquiry into the funding of
specialist sexual violence social services listed similar funding and workforce issues to those
identified by New Philanthropy Capital (2011). Identified issues included “There is a lack of stable
funding for specialist sexual violence social services––all the submissions said that services are
under-funded and are struggling to meet demand. Many services are relying on unpaid work and
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In order to maximise opportunities for service sustainability, the Altarum Institute (2009)
recommends that those involved in designing services need to give early consideration to
identifying possible funding sources to replace ‘seed’ funding. Moreover, the Centre for
Mental Health Services (2008) and Mancini and Marek (2004) urge organisations designing
new services to create a fund development plan that prescribes a course of action for
systematically identifying and pursuing funding. They note a number of strategies that can
be addressed within such plans including diversifying funding sources (for example,
donations, grants and contracts) and developing capacity to attract, nurture and sustain
relationships with funding bodies.
In addition to developing a fund development plan to support service sustainability, the
literature also notes that demonstrating good financial management skills is a prerequisite
for obtaining funds from varying sources. Identified best practices for effectively managing
resources include: keeping good records, making sure that financial data are kept up to date,
and using generally accepted accounting principles; meeting reporting requirements of
funders; establishing and maintaining effective communication with funders regarding
assistance with budget preparation or when there is a chance that some budgeted funds
cannot be spent; ensuring that the budget is driven by the mission and objectives and
supports operations and evaluation; and, ensuring that the annual budget is tied to
outcomes (Centre for Substance Abuse Treatment, 2008).

Sustained Workforce
Hellman and House (2010) argue that the sustainability of the sexual harm sector
workforce should be a critical concern for those who deliver services within this sector.
Moreover, they maintain that while there is some guidance in the literature, more is required
to understand ways in which organisational management can support staff to continue
working within a sector that previous research has shown to be psychologically stressful
(Wasco, Campbell & Clark, 2002).
Penner (2002) states that a sustained workforce can be defined as the continued
membership of effective and committed individuals; and other commentators state that this
volunteers to support service delivery, and this is not sustainable in the long term. Funding
arrangements are disjointed and ad hoc, and an overarching comprehensive strategy is needed to
guide the Government in purchasing services. Funding limitations at times mean organisations are
not always able to deliver on their commitment to be client-focussed, holistic, wrap-around, and
family- or whānau-friendly, as per the sector’s standards for best practice. The impact on staff
working in the sector under difficult conditions (Social Services Select Committee, 2014).
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means securing and retaining a workforce with the necessary knowledge and skills (Johnson
et al., 2004: Kelly, L. & Dubois, L., 2008; Padgett, Bekemeier & Berkowitz, 2005; Mancini &
Marek, 2004; New Philanthropy Capital, 2011).
In order to support a sustained workforce, researchers have identified a number of strategies
that organisations can integrate into their recruitment, training and management practices.
For example, Omoto and Snyder (1995, 2002) have found that recruiting people who are
motivated to service and have a ‘helping personality,’ and providing them with a supportive
work environment, are all factors linked to satisfaction and duration of service. More
recently, Hellman and House (2010) found that providing a supportive workplace
environment and monthly training meetings were the most significant correlates to the
commitment and intent to remain in service amongst those who work within the sexual harm
sector.

Policies, Procedures and Sustainability
Strong management through the development and implementation of robust policies and
procedures is also regarded as a mark of a sustainable service (Johnson et al., 2004; New
Philanthropy Capital, 2011). Moreover, Beery, Senter, Cheadle, Greenwald, Pearson &
Brosseau (2005) and others (Johnson et al., 2004; Mancini & Marek, 2004) maintain that
organisations need to ensure their policies and procedures align with funders’ requirements
and that are maintained with integrity.
For those designing a sexual harm crisis support service, there are a multitude of service
standards that have been developed across international jurisdictions that provide good
practice guidance about the array of policies and procedures required to support sustainable
services. These guidelines include examples of service principles and values; organisational
management standards; guidance on strategy and governance; guidance on working with
service users/tangata whaiora; guidance on protecting service users/tangata whaiora and
staff/volunteers; guidance concerning working with diversity and ensuring equality and
access; and guidance on organisational development matters. 38

38

Examples of service standards from a range of international jurisdictions include:
Kelly, L. & Dubois, L. (2008) Combating Violence Against Women: Minimum Standards for Support Services.
Strasburg: Directorate General of Human Rights and Legal Affairs, Council of Europe.
Schachter, C.L., Stalker, C.A., Teram, E., Lasiuk, G.C. & Danilkewich, A. (2008) Handbook of Sensitive Practices
for Health Care Professionals: Lessons from Adult Survivors of Childhood Sexual Abuse. Ottawa: Public Health
Agency of Canada.
Rape Crisis National Service Standards: Summary Information for Partners, Funders and Commissioners.
London and Glasgow: Rape Crisis (England and Wales) and Rape Crisis Scotland.
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Responsive to the External Environment and Sustainability
Many commentators in the literature link service sustainability to the host organisation’s
ability to be adaptive and respond to the changing socio-political factors in the external
environment and the changing needs of the community within which the service is located
(Beery, Senter, Cheadle, Greenwald, Pearson & Brosseau, 2005; Mancini & Marek, 2004;
Shediac-Rizkallah & Bone, 1998).

Demonstrating Results and Sustainability
Demonstrating results is another key element in service sustainability (Goodman & Steckler,
1989; Mancini & Marek, 2004; New Philanthropy Capital, 2011).
In the current service environment that emphasizes evidence-based best practices, funders
are increasingly looking to purchase services that are based on the best available evidence
and that address the diverse needs of people who have been sexually harmed, recently or in
the past (Macy, Giattina, Sangster, Crosby & Montijo, 2009). Decker and Naugle (2009)
advise that optimal service strategies can be identified by combining the sexual harm and
trauma intervention literature. Moreover, these authors suggest that sexual harm crisis
support services be conceptualised as a form of early intervention and support service for
those affected by sexual violence. Quixley (2010) and others (Decker and Naugle, 2009;
Henderson, 2012; British Columbia Ministry of Public Safety and Solicitor General, 2007)
draw attention to the body of research that provides clear evidence about the elements of a
sexual harm crisis services that positively contribute to outcomes sought.
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Part Four: Qualitative Findings

Psychosocial needs of young people who experience sexual harm
The respondents were asked to describe the presenting psychosocial needs of young
people who had experienced sexual harm. Most importantly, they emphasised that each
young person’s response to sexual harm is individualised and depends on their previous
experience and their current development level. These varying responses resulted in
differing presenting needs.
All incidents have meaning and dynamics around that person so needs are based on
a case-by-case basis. Raped at party … have secure attachment, good relationships,
good sense of self … freaked out but reach out for support because got good
messages that reinforced sense of self as a good person that something shitty
happened to. Reach out as not ashamed, access support quickly; had an intense
experience but have anchors that are healthy.
Same scenario but have healthy dose of shame, attachment issues, peer group who
says it’s your fault, stoned or pissed at the time, self-blame … quite different needs
(professional respondent).
Moreover, the respondents advised that as a result of every area of life (being) affected by
sexual harm (job, no money, drugs and alcohol, relationships) that a holistic assessment of
need be undertaken. Moreover, some respondents stated that often a range of other things
are happening in an adolescent’s life that need attention as well as the needs arising from
the experience of sexual harm.
… crisis support to deal with things other than sexual violence … join up the dots
(professional respondent)
At times victims use porn as a way of trying to understand their abuse experience …
sometimes victims harming others as a way of trying to process and understand their
abuse experience (professional respondent)

The needs identified fell into a number of categories including physiological, safety,
psychological, accompaniment, information and advocacy, trauma response and
relationships. Of those noted, the needs associated with trauma response, information and
advocacy and relationships were most frequently noted by the professional respondents.

85

Needs Identified by Professional
Respondents

Physiological needs such as

Professional Respondent Comments
•

… poverty, housing

•

Access to supports …accommodation,
basic needs

•

Not have any money to get to therapy,
go to the Police … not know they can
claim that back

•

Protection … know how not to let it
happen again … physically moving to a
safe space or emotionally moving

•

Immediate safety … other young people
in the house … make sure they are not
exposed to the offender … liaise with
the Police and OT

•

Ensure physical safety … system
around the young person is as safe as
possible

•

… disengage from school and friends …
isolated

•

… meeting friends to overcome isolation

•

… explaining the medical procedures
and the Police process, not understand
the justice system

•

Accompaniment to Cambridge Clinic …

•

Need to ensure that the person has the
correct information and assistance
about emergency contraception and STI
… get a free sexual health assessment

•

… make calls, fill out victim support
forms …up to $500 to spend on petrol,
accommodation, clothes

•

Contacting professional e.g., when
haven’t heard about the case from the

accommodation, financial assistance,
clothing

Safety needs

Psychological needs such as anxiety,
isolation, anger, self-harm and suicidality
and PTSD

Accompaniment needs, for example
support at the medical / forensic
examination and at interviews with the
Police

Information and advocacy needs
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Police will ring the detective involved to
get an update
•

Needing guidance on what to do … help
with moving accommodation … how to
navigate being near perpetrator …
practical things … connect with
counsellors

•

Stabilisation … looking at what needs to
be put in place to get things going in life
… going back to school, keep
friendships going, sleeping and eating
well

•

… self-blame

•

… ashamed

•

Change of attitude in society … provide
training and giving way more support to
families.

•

Somatisation of physical symptoms
being tied into the trauma loop. A
medical lens can go on a physical hunt
and overlook the message or the
trauma that is presenting as physical
symptoms.

Trauma response experience as threat to
life; shock; feelings of helplessness and out
of control; self-blame;39 not believed; judged
40

Assistance with relationships was another theme that featured frequently among the
respondents. This theme included a range of scenarios including:
•

Understanding what constitutes a relationship involving sexual harm
Sexual harm is prevalent with young people, so need to work on inappropriate
relationships … violent relationships, controlling relationships, abusive
relationships … and define what sexual harm is as a lot of them are not
aware. Desperate need to engage them in programmes such as ‘Loves Me
Love Me Not’ and health classes in schools where they learn about what a
healthy relationship is … many miss out on attending these programmes
(professional respondent).
.

39

Hammerslough, J., (2014). Guilt, Self-Blame and Shame, in Katz, L. (Ed.) Warrior Renew. New York: Springer
Publishing
40

Baum, Cohen & Zhukov (2018) describe the effects of a rape culture on whether those who experience
sexual harm are believed.
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•

Relationships where the sexual harm was intra-familial
Dynamics within the whānau … perpetrator living at home … love my Dad
even though I know what he is doing is wrong. Mum loves Dad … now it’s out
in the open I feel guilty (professional respondent).
Split families … girl stays at home and boy is removed … financial struggle
for family and how do they manage their emotions. Lot of families have
moved to New Zealand and do not have extended families to go to
(professional respondent).

•

Involving a family member or adult in supporting the young person, especially if they
are aged 13-17 years
Daughter and Mum presented to service and the Mum said you’re the first
service to come back to me with information … privacy stuff and left out of
plans for young person. What you’ve got to do is agree with the young
person what you’re going to tell parents because they have to be part of the
team … train them up to be a good member of the team … don’t know what
they are saying is doing harm because nobody has told them (professional
respondent).
Effect families a lot … girls feel they are not cared for enough (professional
respondent).

•

Provide assistance for members of families who have also experienced historical
sexual harm
Often brings up past sexual harm for parents … relive what happened to them
… provide care for parents (professional respondent).

Youth Respondents’ Views about Need
The youth respondents also identified information and advocacy as a high priority need with
information about the feelings and behaviours associated with sexual violence, referral to
counsellors and other services and support to work with the Police among the needs they
identified.
Moreover, the youth respondents identified a number of psychological needs that they
experienced including behavioural issues and being labelled as a problem; anxiety; coping
with negative emotions; and struggling with their mental health.
Assistance with their trauma response was another need identified by the youth respondents
including their need for empathy, reassurance and that I was going to be alright. Two other
young people stated that they just wanted to hide away and needed time to process my
thoughts.
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Of the need to find assistance with relationships the youth respondents noted that three of
the four had told their mothers (one of whom was told by her partner about one and half
years after it happened and they had since not found an opportunity to talk about the sexual
harm) while the fourth had not told her parents. 41 Of the three whose parents had been told,
one stated that they had had a neutral response and hadn’t since talked about it; one said
that they had talked to anyone who would listen … lot of people have since left me; and one
stated that her mother had empowered her but she had never identified that she had any
needs. Of the youth respondent who had not told her family, they reflected that they wished
their siblings had been told so that they could defend me at school with all the rumours going
around.

The current system of response for young people
The professional respondents were asked to identify the services currently available for
youth aged between 13-25 years who had experienced sexual harm. They identified
services at national and regional levels as well as those available in Christchurch.
Respondent Identified National, Regional and Christchurch Services which provide
services for young people who experience sexual harm

Overarching

Te Ohaakii a Hine – National Network Ending Sexual Violence
Together – support direct service providers

41

Note that two of the youth respondents who had told their mothers reported that they had not been
supportive (i.e., not talked about it again).
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Youthline -generalist service with youth perspective
Accident Compensation Corporation sensitive claims
Shakti Youth – empower youth; understand what works well in
National 42

terms of engaging youth within their communities; sexual
violence from a family member
Safe to Talk (24 hr service) 0800 044 334) – receive calls from
young people, provide immediate help and link them to more
comprehensive support.
Oranga Tamariki
New Zealand Police
Health Information website
298 Youth Health – provide a safe space without judgement,
accepted (for YP who experience) chronic effects of abuse …

Christchurch

recall, reset and restore … so they don’t have to continue as a
victim … engages holds them and lets them go
School counsellors
Family Planning
Sexual Assault Support Service Canterbury
Cambridge Clinic
Sexual Health Clinic
ACC counsellors
General Practices (GPs)
Victim Support
Mana Ake and Leading Lights (support for intermediate students)

42

While these services were the only ones identified by the respondents, more national services for young
people who experience sexual harm can be found at the following links https://www.wellstop.org.nz/links-toother-agencies-and-resources.html; https://www.healthnavigator.org.nz/health-a-z/s/sexual-assault/
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Society of Youth Health Practitioners – multidisciplinary teams
set up for special needs students by Resource Teachers
Learning and Behaviour
Presbyterian Support Upper South Island Youth Parent payment
Student Health Centre counsellors
Oranga Tamariki
Police
Schools
Gateway Clinics
START
Shakti Ethnic Women Support
Male Survivors
Qtopia
Te Puna Oranga
Shama Ethnic Women’s Trust, Hamilton
Auckland HELP
New Zealand regions
43

SASH (Sexual Abuse Support and Healing): SASH: www.saatslink.nz
INP Medical Clinic has teams of specialist doctors and nurses
based in Nelson and Blenheim who provide medical care and
examinations for survivors of sexual abuse and sexual assault for
the top of the South Island.

Youth Identified Services
The youth respondents also identified services for young people who experience sexual
harm. The most frequently mentioned services were START, ACC and Sexual Assault
Support Service Canterbury (SASSC).
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While these were the regional services for young people who have experienced sexual harm noted by the
respondents more regional services can be located at the following link
https://sexualabuse.org.nz/resources/find-sexual-assault-support-near-you/
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ACC amazing at their job … go to counselling when you want to … flexible with
options (youth respondent)
ACC really safe, government funded and well-funded, protect confidentiality, easily
accessible … got to therapist really quickly and sorted the paper work very efficiently
(youth respondent).
Like START as a service … great job with a number of people on site so that you can
easily change counsellors (youth respondent).
Other services noted by the youth respondents included Purapura Whetu, Princess
Margaret, Hillmorton, Cambridge Clinic and the school counsellor.
All of them feel safe and are used. Had positive experiences (youth respondent)
The most helpful services were described by youth as those who referred them to other
services that met their self-identified needs, those which were youth-centred and youth
friendly and those which were physically and socially accessible.
Good that the Police asked me whether they could give my name to SASSC to get in
touch with me … only way I knew to access a service. Police asked me rather than
pushing services on me (youth respondent).
Services that re accessible both physically and socially (youth respondent)
Having services located on metro bus routes (youth respondent)
Youth specific services (youth respondent)
Most helpful if service asks youth what they need (youth respondent)
The youth respondents commented that most unhelpful ways in which services were
delivered to young people included situations where they could not find any services online
to access and when they were not given choices about which services they accessed.
… don’t promote and educate people about services. The only time I knew about
services was when I was referred to them … really daunting … Why am I here? It’s
the worse experience (youth respondent).
Made me feel helpless when I couldn’t find services (youth respondent)
When services are pushed onto youth (youth respondent)
Trying to push me a certain way … the process should be decided by the youth
(youth respondent)

What’s working well
Respondents commented on some aspects of the system of support for young people who
have experienced sexual harm that are currently working well. First, they noted that
professionals are more aware of the effects of this traumatic experience and are more aware
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of the importance of early support and intervention. Moreover, across the broader system
there was a culture being created that it’s OK to talk about it.
For those who refer victims there is an awareness of the need to support victims,
knowledge that they need to be safe, awareness that the key thing is providing
support (professional respondent)
More training in terms of trauma informed care and adverse experiences … Looking
underneath the presenting behaviours … higher level of suspicion … asking the right
questions, ACEs questionnaire (professional respondent). 44
The MeToo Campaign is beginning to lift the taboo associated with sexual harm and
providing an avenue to seek help (professional respondent).
They also noted the accessibility of the ACC Sensitive Claims process.
Process of getting ACC counselling is easy … not have to be current sexual harm,
not have to report to the Police, can go through your GP to access it (professional
respondent)
Finally, they stated that the features of a local youth service, 298 Youth Health, offered an
accessible and responsive model of service for young people.
298 Youth Health is a perfect model … trust built, episodic option for young people …
one stop shop that delivers to a continuum of needs … such variety of needs for
those between 13 and 25 years (crisis, long-term recovery and medical on site) a
multiple access point … in and out and no one knows (professional respondent)

What’s not working well
Of the aspects of the system of support that is not working so well for young people, the
respondents identified included:
Workforce and service capacity: Insufficient workforce capacity (e.g., nurses, school
counsellors, ACC counsellors) was identified as a major issue confronting the sexual harm
system of response for young people.
Not many people want to work with young people … (professional respondent)

Getting them into ACC counselling … shortage of counsellors and waitlists
(professional respondent)
Not getting to ACC counsellors in a timely manner – waitlist … so busy and not do it
as the whole of their job. When do see them after 1-2 months wait, then significant
time lapses between therapy sessions. Can refer to (generalist) counsellor but not
44

The Adverse Childhood Experiences questionnaire can be found at the following link:
https://www.apa.org/pubs/books/adverse-protective-childhood-experiences-sample-chapter.pdf
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specialists in this area and only a stop gap measure. Unless we can get them into
counselling early there are not a lot of services for young people to connect
(professional respondent).
This insufficient capacity across the system of support for young people had a number of
consequences including putting pressure on the mental health system; therapist burnout
from not having enough time away from providing services; and creating waitlists.
The Joint Venture is dealing with the waitlist problem … brave step to ask for help
and then to have to wait is a barrier for youth needing help. With the aging workforce
… hard to get people into the sector and then to balance that with other private work
… creates a professional burden. Need to get tertiary providers to create a career
path (professional respondent)
Need to deal with wait times … with sexual harm a young person is ready to access
help then they have to wait several months by that time their thinking has changed
about accessing support or their needs have changed (professional respondent). 45
Government funding: Some respondents believed that there were gaps in government
funding which resulted in services that were inaccessible or not responsive to young
people’s needs. In addition, some of the respondents noted that there was insufficient
government funding invested in primary prevention to prevent sexual harm happening in the
first place.
Piecemeal approach … split contracting between MSD and OT in 2017 with not all
MSD contracts funding services for under 18-year-olds (professional respondent)
ACC funding … youth’s needs don’t fit the ACC framework They come to us with
relationship issues, not want long therapy. They want to engage when they want to
… least intrusive. Need flexibility with services for young people to meet their needs
rather than the funders’ needs i.e., come in and out of services (professional
respondent)
ACC … fund whānau only if young person is involved with counselling. The caregiver
often needs more help than the young person. Young people want to be out in the
community finding their own edge and own safety (professional respondent)
Inconsistent approaches: Practice inconsistency was another aspect of the system that
respondents reported did not work well. They reported inconsistencies in the way that the
Police and Oranga Tamariki investigated non-familial sexual harm, inconsistencies among
Oranga Tamariki staff about what is defined as sexual violence and inconsistencies among
Police in the way in which teen date rape is investigated. Moreover, some who worked with
young people did not take account of the early- middle- and late-developmental stages of

45

Consequences noted in the literature of waiting for services include increased harm, prolonged distress,
increased anxiety among family members, decreased motivation to address issues and fragmented service
delivery (Anderson et al., 2003; Centre on the Developing Child Harvard University, 2008; Guralnick, 1997;
Postl, 2006; Brown et al., 2002; MacKillop et al., 1996; Hicks & Hickman, 1994; Schraeder & Reid, 2014).
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young people. 46 Reportedly there were also inconsistencies about whether parental
consent to access services was needed for 13–16-year-olds.
Inconsistency in working with young people … not seen as a specialist role with
developmental needs considered … rather treated as adults (professional
respondent)
Inconsistency in approach to non-familial sexual harm … confusion about where the
investigation sits … Police and/or Oranga Tamariki (professional respondent)
Oranga Tamariki … huge inconsistencies about what is considered sexual violence
… have similar cases and one site operates in one way and another site operates in
another way … Oranga Tamariki not trained well in this area (professional
respondent).
Whether the youth have to have the consent of their parents before they participate
in services. Need to have sound clinical training and knowledge … and guidelines as
parents can be a protective factor … provide safety or not great support. Easier when
youth is over 16 years (professional respondent)
Police do not know how to deal with teen date rape … what is serious and what is not
serious (professional respondent).
Respite accommodation: Tending to the physiological needs of young people after an
experience of sexual harm was not always carried out. For example, accessing emergency
accommodation for young people was considered a major problem in many parts of New
Zealand.
Young person assaulted … not safe for them to go home … need a place where they
feel safe, nurtured and can rest … hostels only place and full of older men
(professional respondent).
Government has provided a couple of organisations for homeless kids but not
enough (professional respondent).
Disclosed sexual abuse and not in a position to work through the trauma as have
high immediate needs (professional respondent).
Accessing help and support: Despite the benefit of accessing medical and psychosocial
services as a result of disclosing, many young people chose not to disclose or to disclose
sometime after their experience of sexual harm. There are many reasons for not disclosing
including not being believed, shame, fear of reprisal and the limits of confidentiality.

46

Source:
http://www.amchp.org/programsandtopics/AdolescentHealth/projects/Pages/AdolescentDevelopment.aspx#:
~:text=Researchers%20suggest%20adolescence%20undergo%20three,and%20late%20adolescence%2Fyoung
%20adulthood.&text=Early%20Adolescence%20occurs%20between%20ages%2010%2D14.
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After experiencing sexual violence reaching out for help is a significant step for a
young person … disclosing that to someone else they always think will I be believed?
(professional respondent)
Additionally, respondents reported difficulties accessing help by young people who have
experienced sexual harm.
Health inequality across NZ … the struggle young people have accessing health
services in some parts of New Zealand. If young people happen to access INP or an
outreach service at their school they get a better service than if they went to their GP
– barriers include people knowing them, cost, having credit on their phones … and
only having 2 family planning services in (our city) means that many young people
cannot access help… transport is challenging for youth (professional respondent)

Gaps in services for youth
Most respondents agreed that there was a lack of specialist crisis and trauma support
services for young people and workers especially trained to work with them.
Need a dedicated youth team of crisis workers trained to work with young people
(professional respondent)
Services not designed with young people in mind … Auckland HELP research …
need to provide in a prevention and support space (professional respondent)
Need to set up a specialist centre for trauma. Had a Mum come in here with teenage
daughter … become withdrawn … eventually broke down and told her Mum two
years after it happened … taken to lots of services GP, Hillmorton, Psych Services …
none of them got anywhere with her … don’t know how to deal with trauma. They
only know how to deal with mental health and they couldn’t address her problems
with drugs (professional respondent).
Moreover, some of the respondents believed that the system was not set up to support
victims and that more was needed to give those who experience sexual harm confidence to
disclose their experience.
Peer to peer youth sexual harm … Family Group Conferences are geared towards
the harmful person and do not take account of the victim’s needs. This is a practice
issue and Oranga Tamariki needs to support the person harmed to go through the
process (professional respondent)
Limited support for young people … making a sexual harm complaint involves
complicated systems and processes. The system is not set up for victims … mistrust
in the Criminal Justice System and people in power are scary for young people
(professional respondent).
More particularly, respondents commented that there was a gap in services for young men
who had experienced sexual harm.
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Young men who have been harmed are not legally raped and there is extra shame if
men have been sexually harmed … gap in services for vulnerable men (professional
respondent)
An emerging service gap identified by a few of the respondents was the increasing incidence
of revenge porn that was not covered by the Crimes Act and therefore not covered by the
ACC Sensitive Claims process. 47
A case of a woman who had broken up with her husband … He had posted explicit
sexual material of her that she had not known about … experienced PTSD … need
to update the ACC Act and the Digital Harms Act (professional respondent).
The youth respondents noted the following gaps in services including:
•

Support for males who experience sexual harm

•

Support for young people who are going through the Police system

•

Integration of services for young people

•

The relationship gap between staff who are older and young people
Some counsellors are very old … hard to relate to them technologically and
socially … have different views … conservative (youth respondent).

Barriers to access
A number of barriers to help seeking by young people were identified by the respondents.
These included:
•

Lack of knowledge and awareness of services

•

Shame, guilt, embarrassment and not being believed 48

•

Breaching confidentiality and privacy

•

Stigma

•

Convenience

•

Retribution

•

Lack of compassion

47

ACC Sensitive Claims are only accessible to people who have experienced sexual harm categorised in
Schedule 3 of the Crimes Act 1961.
48
On the Intensity of Experiencing Feelings of Shame in Mental Disorders. Annette Kämmerer
in Psychotherapie, Psychosomatik, Medizinische Psychologie, Vol. 60, No. 7, pages 262–270; July 2010.
Tracking the Trajectory of Shame, Guilt, and Pride across the Life Span. Ulrich Orth et al. in Journal of
Personality and Social Psychology, Vol. 99, No. 6, pages 1061–1071; December 2010.
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Lack of knowledge and awareness of services
Both the professional and youth respondents identified that lack of knowledge about helping
services for those who experience sexual harm is a significant barrier to accessing supports.
The reasons for not knowing what to do if a person experiences or is told about an incident
of sexual harm included lack of education, inaccessibility of online information and lack of life
skills among young people who have not previously referred themselves to services and not
previously had the experience of attending a service appointment.
There is a gap between child and adult services … most services are structured for
adults, but young people need the life skills to be able to refer themselves to
services; know what it’s like to access a service … (professional respondent)
Knowing what supports are available … and making the call (youth respondent)
Inexperience going for help … Unknown experience … hardest thing is to get them to
go for the first time … Are they going to judge me? Who’s going to be there? I
haven’t experienced this before. 16–18-year-olds not been to counselling before.
What’s it going to look like? If I need to tell someone about the sexual harm what is
that going to look like? (professional respondent)
Not enough people are educated in how to help someone … how to deal with
emotions … how to deescalate a situation (youth respondent)
Not knowing that seeing a counsellor can help themselves (youth respondent)
Not very easy … because not know about services … google and find that services
are very niche … for Māori, Pasifika, low income, DV … none of them fitted with my
circumstances (youth respondent)
Wish I had known about the medical examination … (youth respondent)

Shame, guilt, embarrassment and not being believed
Feelings of shame, guilt, embarrassment and not being believed and / or being judged were
also identified as major reasons for not accessing support services. 49 Professionals noted
that adolescents feel shame more intensely than adults do and that this is a function of their
personality and identity development. They believed that young people are expected to
conform to all manner of norms that define their place in society and that their uncertainty as
to how to deal with these external expectations may make them quicker to feel shame.
Guilt is also known to preclude young people from accessing support and services – guilt
about behaviours such as leaving their home without their parent’s permission or guilt that
they were drinking alcohol.

49

Shame refers to one’s negative emotion about one’s sense of self. Guilt is one’s negative emotion about
one’s behaviours (Manion, J. (2002). The moral relevance of shame. American Philosophical Quarterly, 39, 7390)
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While believing young people when they disclose their experience of sexual harm enables
them to feel validated and supported, many young people perceive that their account of the
incident will be questioned (by Police, by parents, by community). The respondents stated
that not disclosing to anyone is a survival mechanism for young people.
Self-blame and mind games are why youth don’t come for help … societal messages
don’t help either (professional respondent).
Lot of shame … alcohol consumed … drinking and drugging before 18 years and fear
of prosecution … fear of people not believing them and others finding out
(professional respondent)
Not disclose because of guilt, shame, fear and embarrassment, not being believed,
trauma of talking about it (professional respondent)
Scared they will not be believed … self-doubt that their experience was sexual harm.
SHARMA believes that sexual harm has been normalised within this country
(professional respondent)
Shame, silenced, fear and whakama (professional respondent)
Police not believe them and not do anything about it (youth respondent)
When vulnerable, feel rejected or shamed by them telling you you’re not eligible for
the services they provide (youth respondent)

Breaching confidentiality and privacy
The risk of breaching the confidentiality and privacy of their information is another reason
why young people do not disclose their sexual harm and get help. Fear of retaliation from
the person who harmed them, fear of experiencing stigma and harassment from their peers
and fear of their parents finding out were the reasons offered by the respondents for not
taking the risk of privacy breaches.
Think their parents will be told … many won’t go to CAF because they know their
parents will be told (professional respondent)
Fear of confidentiality breaches … everybody will know and call me a slut if I show up
at a service (youth respondent)
Not going to the GP because the receptionist knows who the young person is
(professional respondent)
Not want to leave school to go for support as stigmatising … a privacy issue
(professional respondent)
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Fear of running into someone they know (youth respondent)

Stigma
A few of the professional respondents commented that young people who experience sexual
harm who perceive themselves as stigmatized (due to their status as a sexual assault victim)
will be less likely to seek support.
There are a lot of rape myths within society (professional respondent)
This was particularly associated with Māori, Pasifika and young people from culturally and
linguistically diverse groups.
Some groups struggle with the idea of going to counselling … Pasifika, Māori
refugees … (youth respondent)
Difficulty accessing support because of the stigma associated with getting help
(professional respondent)

Convenience
Some of the professionals and youth respondents noted that the lack of availability of the
support at convenient times, lack of response by services, lack of money and lack of
transport were also barriers to help seeking. Moreover, the extensive paper work associated
with accessing help can also be a barrier to accessing help.
Once they’ve decided they want help now … crisis response not always available …
weekends (professional respondent)
ACC paperwork a nightmare (youth respondent)
Location … counsellor located far away from them … need to be aware of taxi chits
via ACC … time of day … need to be available at any time as some services only
open during office hours. Young people want services when they are ready to receive
them (professional respondent).
Money … couldn’t afford to pay for counselling … not worth the money as there are
lots of different types of counselling and some of them don’t work (young person)
Getting in contact … not a phone person … emailed a lot of places and they never
replied after 4 years (young person)
Some young people won’t use their computers to access support because they fear
their parents will find out (professional respondent).
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Retribution
Some of the youth respondents stated that they did not contact the Police because they
feared that the person who sexually harmed them would seek vengeance.
The reason I put off talking to the Police was because I was scared of my rapist …
knew where I lived … terrified … enraged talking about him, get angry and come to
my house. I wish I knew that the Police were confidential (youth respondent).

Lack of compassion
All of the youth respondents reported a lack of care and concern by the police, court and
medical examiner for them as young people who had experienced sexual harm. They
believed that such experiences made others reticent to approach these and other services
for assistance.
Police, court, medical … cold, emotionally unintelligent places where they do not
know how to deal with victims in a caring manner. Not have best interests of youth in
mind (professional respondent).
Police trying to get the facts they can be too pushy when they ask questions.
Interviewed by a man … felt very vulnerable … felt very confronting (youth
respondent).
Medical examiners just took my clothes off and started touching me. Need to respect
boundaries … ask for permission before touching you (youth respondent).
To counter the adverse experiences of these young people, the youth respondents
recommended that the youth crisis response service remain independent of the Police, court
and the forensic/medical examiners, but at the same time develop relationships with these
services so that they can advocate on behalf of young people.

Maximising the accessibility of a service for youth who have
experienced sexual harm
Communication
The respondents all noted that more was needed to provide information to young people to
answer their questions about: What is sexual harm? What is consent? What services are
available for whom? What are the benefits of accessing helping services?
Hearing the voice of the other side … health literacy is poor … need information to
address fear of help and what happen next (professional respondent)
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They advised that using social media … TikTok, Instagram … rather than websites was the
preferred communication source for young people. Moreover, communication needed to
include age- and gender-appropriate messages that relate to them … simple, use slang.
Getting messages out … promotion in a gentle way e.g., information about Safe to
Talk; information about what is sexual harm … most people think it is rape, brutal and
committed by strangers, but it can also be about the subtle, insidious kind of sexual
harm like sexual harassment. If people knew more about it, then they’d identify that
they needed to talk to someone (professional respondent)
More access to ACC’s Mates and Dates … session 4 is about help seeking
(professional respondent)
Reaching out to employers by putting a flyer into work places to let them know about
the services available (youth respondent)
In addition, respondents noted that phone calls and online services give easy access and
means someone is protected as not being face to face …’easy-to-hide’ kinds of services are
good.
The youth respondents recommended giving information to peers that showed them how to
help someone experiencing intense emotions … how to de-escalate a situation (youth
respondent).
They also suggested using text messaging as it feels more instant than emails when I’m
reaching out for help (youth respondent). In addition, they suggested that communications
be written in a way that is accessible to a range of genders and ethnicities.
Make sure that the information is not specific to Māori, Pacific Peoples … refer to
sexual assault and what it’s about so that anybody can access it … female, male,
gender diverse (youth respondent).

Organisational culture
Many respondents noted that a youth-friendly organisational culture improved the
accessibility for young people who have experienced sexual harm. Such a culture would be
designed by young people, include a youth-friendly environment and most importantly be a
safe physical and psychological place for both young people and the staff who work there. A
cross-discipline team would be available to assist young people – a team that holds similar
values, ways of thinking and responding and which takes a holistic approach that caters to
all of their needs.

102

… young people direct it and help set it up, one person driving it preferably a teen,
doctor, nurse, counsellor and youth worker, everybody on the same wavelength as a
team to create an environment that is safe (not feel judged, feel people listen to you
and take you seriously) (professional respondent)
Create a safe, private place for people to disclose and ask for help … meet young
people’s needs; feel heard; be protected; staff know what to do; have a therapeutic
relationship with the professional (young people friendly environment; genuine,
empathetic, trustworthy and non-judgemental staff) … it’s about the staff attitudes.
Knowing that if you tell someone they will deal with it … confidential (professional
respondent).
There is a physically accessibility and safe place to access but also people need to
be empowered to access … knowing what has happened to them is sexual harm
(professional respondent).
Educate professionals about the process … that sexual assault care needs to be
holistic (professional respondent).

Building a system of support
Respondents also talked about the importance of building cross-sector relationships so that
there is no wrong door to access support for a young person who has experienced sexual
harm.
Community of stakeholders around the young person e.g., school counsellors … the
relational space (professional respondent)
Have youth centres know about the crisis youth sexual violence support service
(professional respondent)

Convenient
The youth respondents noted that young people need money to access support services
which they stated needed to be easy to access and not too far away. They also
recommended that sexual harm services needed to be known about, but included in an
umbrella of different types of support services to protect young people’s privacy.

Funding more youth services
Finally, a few respondents mentioned that more services needed to be funded by the
Ministry of Social Development and the Ministry of Health to ensure that young people can
access them. This was particularly noted for rural communities and large cities.
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Equity of access and inclusion for diverse communities
The literature suggests that access to supports for indigenous, disabled and members of the
Rainbow Community is poor. The respondents were asked about how equity of access to
support services for youth who have experienced sexual harm can be improved for these
groups.

Collaboration
Building relationships and working collaboratively, with communities and non-government
agencies who specialise in working with diverse groups, was considered a key strategy for
improving equity of access. This collaborative practice involves providing wraparound
services that include services that meet the cultural and other needs of young people whilst
they are accessing specialist sexual harm services. Some of the respondents described how
young people might access their communities’ services and then after a period of time
disclose that they have experienced sexual harm.
Building relationships … know who in the community is best to offer the service for
whānau … whānaungatanga (professional respondent)
No wrong door … pick them up from other services … children access other services
and takes 3-4 years before they disclose, they have been sexually abused
(professional respondent)
Marginalised communities … Rainbow have support within their own communities so
best to partner with them. They feel safe within their own identity … strong online
support groups. Reputation spread everywhere. Be proactive and put up a Rainbow
flag in service’s office (professional respondent).
Work with Rainbow communities; work with Pacific churches, Et Tu Pasifika, Pasifika
youth workers (professional respondent)
Engage with Te Puna Oranga – waitlist for ACC counselling but will take people on
their general counselling services – go out to the home and awhi the families
(professional respondent)
Can have individual services that refer to a Māori Health model or within a
mainstream service have visibility that they are connected to other Māori, Pasifika etc
services as not everyone wants to go to a Māori service but they want to feel safe
(professional respondent)
Work with support worker from Rainbow youth and come to us for therapy
(professional respondent)
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Getting more wraparound and people willing to work together … work with others to
get a plan of action … not being territorial about your path … what best for young
person about who’s working with them when (professional respondent)

Diversity of staff
Employing a team of staff who identify with a range of cultures was the second most
frequently noted way to improve equity of access for diverse groups. Seeing someone you
recognise in the service was regarded as an important element of improving the access of
diverse groups.
Predominantly see New Zealand European people at services – need more Māori,
Pasifika and CALD workers (professional respondent)
Having people in the service … visible Māori, Pasifika, Rainbow … not see many
refugees within mainstream services (professional respondent)

Practice approach
Some of the respondents believed that a culturally competent approach was important to
improving the equity of access for young people. In particular they understood this to mean
that workers recognise that their culture and values influence their interactions with young
people and that they need to build a respectful and understanding relationship with each of
them.
Accessible by including a caring process … flexibility by going to people who are
challenged with accessing services (professional respondent)

Clinician understand the impact of their beliefs on diverse groups of people and
create a nurturing relationship (professional respondent)
Need to read the client in front of you … lengthy appointments … need time
(professional respondent)

Cultural support (professional respondent)
In addition, the respondents recommended providing outreach to facilitate young people’s
access to support services.
Outreach to young people via the New Zealand Prostitutes Collective, City Mission,
Hagley High, Te Puna Wai … remember invited into their space and need to build
trust (professional respondent)
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Moreover, recognising that specialist services are unlikely to be available in every part of
New Zealand, a few of the respondents suggested using technology to provide advice and
services from one region to another.
One region might be able to support capability issues in another region. The
important thing in crisis support work is to make sure that the advice given about a
particular group is correct and given by experts … Health Pathways, Shakti and
TOAH-NNEST all have resources on their websites (professional respondent)

Promotion
A few respondents suggested promoting the sexual harm crisis support service using
culturally appropriate promotional materials.
Focus to reach Māori and Pacific Peoples … advertisements developed by cultural
advisor and Māori artist (professional respondent)
Shakti have developed some great promotional videos in different languages
(professional respondent)

The youth respondents offered their views about the issues confronting diverse groups and
some possible solutions to improve equity of access.

Issues
Men

•

•

Rainbow
Community

Men struggle to receive help …
stigma … society struggles to
accept that men can be sexually
abused by women
Female dominated services … not
know if taken seriously

•

Conviction rate for females is
lower than for males … inequality
in justice system

•

Not trans persons responsibility to
teach a service what it’s like to be
a trans person, asexual …

Solutions to assist equity of
access
• Make welcoming
•

All Right? campaign posters …
men don’t have to be strong all
the time and it’s OK to seek
help

•

Employ male staff

•

Knowledge about rainbow
community for staff

•

Rainbow-only support groups
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Māori

Pasifika
peoples

Refugees
& Migrants

Disability

•

Stigma … lesbian relationship …
How can a woman sexually abuse
another woman?

•

Inequality of access

•

•

Shut down and don’t talk about it

Lack of knowledge about what
they have been through

•

Diversity of staff … someone
you can relate to …being
around someone who you
recognise and will understand
you

•

Prioritise engagement with iwi,
hapu and whānau in design
phase

•

Holistic approach

•

Get family involved

•

Interconnect with whānau,
hapu and iwi

•

Work with churches …
communities to address issues

•

Train staff in culture …
collective group

•

Staff training about countries of
origin
Use professional interpreters

•

•

Limited support system in New
Zealand

•

Some refugees could access
Shakti for women …

•

Language barriers

•

•

Lack of knowledge about system
of support

Ability to go to somewhere … a
separate space … for
marginalised communities as
small communities … abused
by husband but not access
counselling because of
husband’s position in the
community

•

Having a support service designed
for able-bodied people

•

Universal design of buildings

•

Easy read

•

Supported decision making

•

Provide transport

•

Access to someone trained to
work with people with Autism
and can respond to their needs

•

Noise and light for people with
Autism
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Principles/values to underpin a sexual harm crisis support service
for youth 50
The values of a service can be defined as beliefs about desirable results or actions that
are explicitly or implicitly shared by members of an organization. They function as a guide
to decisions and actions within a service and as such are an important element in the
design of a new service.
The most important values in order of frequency of response that the youth and
professional respondents identified are included in the following text box.

Value
Manaakitanga

Respondents Comments
•

Caring, kindness, understanding, patience
(professional respondent)

Diversity and inclusion

•

Listening and hearing (youth respondent)

•

Non-judgemental (youth respondent)

•

Trustworthy (professional respondent)

•

Culturally diverse … continuum of identity and
culturally appropriate responses (professional
respondent)

•

Acceptance, tolerance and celebration of
diversity (professional respondent)

•

Understanding that different cultures approach
services in different ways … Meihana, Te Pae
Mahutonga … models embedded in the service
(professional respondent)

Best interests of youth

•

Very important … a priority as it means the
service really cares about the young person and
is trying to understand their situation (youth
respondent)

50

King, L.M. (2017). Indigenous social work practice development: The contribution of manaakitanga to Manaenhancing social work practice theory.
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Self-autonomy for youth

•

Youth needs to have a solid degree of control
over the situation … making decisions (youth
respondent)

•

Informed decisions in the help you receive is
really important … giving options and deciding
what they want (youth respondent)

Privacy and confidentiality

•

Christchurch is a small city … not getting out
there if you tell someone (youth respondent)

•

Privacy very important … not share information
with others for not good reasons … services
have been criticised for privacy breaches (youth
respondent)

Youth centred

Young people need to be recognised as a unique
age group … evolving capacity to independence
(professional respondent)

Safe

•

Safety … physical and emotional … what do
you need to lead your life (youth respondent)

•

Have one safe adult who loves them
(professional respondent)

•

Calm space … safe for everybody (professional
respondent)

Participatory

It’s the reason for going to services is so you can do
something that helps you. If you have no control
over what you are participating in it doesn’t help ….
Feels like you’re losing control again (youth
respondent)
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Meihana models of health 51

Other values noted by the respondents included mana enhancing, non-judgemental,
aroha, whānaungatanga, gender sensitive, accessible, collaborative and references were
made to the youth development principles.

52
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To access these Meihana models of health click on the following link:
https://www.google.com/search?rlz=1C1EJFA_enNZ771NZ772&source=univ&tbm=isch&q=meihana+model+of
+health+pictures&sa=X&ved=2ahUKEwiuqZOV8K_yAhUA7HMBHVoSBEsQjJkEegQIBRAC&biw=1536&bih=754
52
There are 6 principles: 1) youth development is shaped by the big picture 2) youth development is about
young people being connected 3) youth development is based on a consistent strengths-based approach 4)
youth development happens through quality relationships 5) youth development is triggered hen young
people fully participate 6) youth development needs good information (sourced from: www.myd.govt.nz )
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Locations: Benefits and Difficulties
While generally the professional respondents preferred to locate the sexual harm crisis
support service in a ‘hub’ of other services, the youth respondents had mixed views about
the desirability of this location. Of the benefits of the hub location, they stated that it provided
a degree of anonymity and made a range of services available to young people. From the
other perspective, having a hub of services within the context of a mall was difficult as
people in your local area would know you were seeking help (youth respondent).
Hub where young people can drop in that incorporates other services that they can
access … not focus on sexual harm and provides anonymity … like 298 Youth
Health where there are youth workers, where they can meet and access a range of
service to meet needs (art therapist for teens, cook something for whanau, careers
advisor from Ara – a safe nurturing and helpful place where they can build skills for
the future practical and resilience skills … ground floor place that is open and bright
and welcoming … give sense of positivity for the future and put in place a plan that
gives them the steps to get there (professional respondent)
Drop-in centre, 24 hours … discrete, friendly, welcoming reception, hospitality and
refreshments available … can disclose and seek immediate support with a range of
paths forward. One stop shop needs to be collaborative with other agencies also
(professional respondent)
Torn between having a sexual harm service as part of a wellbeing centre or a
standalone centre … University of Otago research has found the standalone services
are most supportive … (professional respondent)
Several of the professional respondents believed that delivering a sexual assault service in a
client’s home was a viable option for some people especially immediately after an event
when they may not be comfortable going out anywhere …and for people with disabilities who
might find it difficult to leave the house. However, worker safety was a concern with this
option. The youth respondents on the other hand were not supportive of this location for
service provision because of their reticence to disclose their sexual harm to their families.
Locating the sexual harm service within the context of a General Practice was assessed as
poor or fair by the youth respondents.
Depends on whether you have a close relationship with your doctor or whether they
are impersonal and insensitive. Not a good idea to sit in the waiting room with people
who have not experienced the same things you have. Dealing with sexual harm is not
just a medical issue … look at it from a holistic perspective. (youth respondent)
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Poor as rushed appointments, only look at the physical side and expensive (youth
respondent)
On the other hand, a few of the professional respondents believed that locating a sexual
harm service within the context of a General Practice was a good idea for some young
people.
Some of the models being introduced into GP practices might fit with this …. Nurse,
doctor and having a person there to deal with cases of sexual assault … benefit of
going to the doctors … nice hiding thing (professional respondent).
Some would find it easier to discloses to a GP under a more medical model, others
not (professional respondent).
Locating the sexual harm crisis support service in a neighbourhood was regarded as a
suitable option by a few of the professional respondents, although they believed that
transport could be a problem. The youth informants on the other hands were very positive
about this location.
My favourite option … good place to establish a hub that youth can just wonder in of
the street … make yourself a coffee in the kitchen, sit down in the living room and
chill out … nice way to make you feel comfortable (professional respondent)
House – non threatening and welcoming (youth respondent)
One professional respondent was of the view that an office was a suitable place to locate a
sexual harm service.
Office … needs to be a reason why not deliver service in an office where you can
make it homely and comfortable, offer a cup of tea (professional respondent)
The youth respondents scored this location option fair.
Only a few professional respondents stated that delivering a sexual assault crisis support
service online was a good option for young people because of the anonymity it offered them.
However, they believed that it was an important option to include despite the fact that some
young people may not have access to Wi-Fi. The youth respondents scored this option as
fair.
If it was solely on line, you would not get the proper support … need personal
interaction (youth respondent)
All respondents commented that delivering a sexual assault service from a school location
would not be suitable.
School … maybe risk of spotlight on someone … (youth respondent)
School … not get good level of engagement with young person as where peers and
teachers are (professional respondent).
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Range of services delivered by a sexual harm crisis support
service
Ideally the respondents advised that a sexual harm crisis support service for young people
would comprise of an integrated suite of services to prevent youth having to run around to
different places with different people. This suit of services would take account of the primary
prevention services delivered to youth as well as the immediate, intermediate and longerterm needs of young people who experience sexual harm. The services noted by
respondents included:
•

Preventative services, for examples programmes about healthy relationships

•

Immediate crisis service involving supporting a young person who has recently
experienced a sexual harm or who has been triggered some time after the incident.
Services could include stabilising the young person, put a safety plan in place,
accompany them to a forensic medical examination and/or a health check,
accompany them to a Police interview and meeting their physiological needs (e.g.,
accessing the youth benefit, obtaining accommodation, etc.)
Warm, friendly, skilled triage process … nature of the disclosure … date rape
last night, abused 3 years ago, 14-year-old who does not want to disclose to
mother but has told a social worker … need a skilled team to manage many
scenarios of disclosure (professional respondent)
… immediately, do they require medical attention? … assessing their safety
(professional respondent)
Parent/caregiver support … grief, shock, minimising, triggers, distress … how
to support (professional respondent)
De-escalate … people heightened and need to bring back to a space where
they are rational … hear what you are saying (professional respondent)

Understanding that a person harmed may cope in various ways one of which
is to act out, be more vulnerable (professional respondent)
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Crisis services have profound impact … three to four months can prevent
PTSD … includes affect regulation, validation, settling and stabilising
(professional respondent).
Wish I had had help with school … doing so poorly, facing backlash from
teachers. Why are you so unfocused? Why are you not doing the work all of a
sudden? Tell them on behalf of the youth within educational settings. (youth
respondent)

Great if they could connect with WINZ to access disability benefit for mental
health (youth respondent).
•

Intermediate crisis service that involves providing social work support, building a
system of support (e.g., family, peers and community) for the young person as well
as providing support for the family, providing support through the police, Family
Group Conference and court processes, advocacy, brief intervention, facilitate peer
mentoring programmes and working collaboratively with other NGOs to provide
wraparound services.

Support the process post harm recognising the impact on the victim and their
families … often a medical examination done, pregnancy test, morning after
pill, STI swabs, suppository for constipation and many intrusive processes
(professional respondent)
Connect with services … work with the Police, school counsellors … connect
with them on a regular basis (professional respondent)
Offer good support during the disclosure and process … Police need to have
both male and female available Parent/caregiver support … grief, shock,
minimising, triggers, distress … how to support (professional respondent)
For victims walking through an FGC process to have an equivalent to a victim
advisor … people who have been harmed if they chose to go, no support
through that process and follow up (professional respondent)
Advocacy … young person assaulted in a park and work with council to
change the playground to make it safer (professional respondent)
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Arrange a safe adult for the young person to talk to … parent (often not tell
parents as don’t want them to worry), family friend, peer, professional that the
young person identifies with and who can provide appropriate support
(professional respondent)
Help with getting back to school … how navigate when everybody knows …
do brief intervention about going to school … important as could become
socially isolated (professional respondent)
… crisis service includes young person having access to support and
someone to talk to alongside equipping the parents. If you can’t get them into
therapy straight away, can hold them. So, shore up the family system by
giving them information and education to stabilise and support the young
person (professional respondent)

Build systems around the young person could be school counsellor who
engages with young person throughout the day and brings the young person
to counselling (professional respondent)

The youth respondents stated that all the services noted above need to be in place for youth
when they require them. They were of the opinion that having one person to guide, help and
mentor them to navigate the different services was important.
Provision of information to help them decide whether to go to the Police or medical services
and to learn about the social services that are available to young people was considered
important. Accompaniment was also considered useful as those processes can be daunting
(youth respondent).
Chart 1 shows that most of the youth respondents wanted a sexual harm crisis support
service for youth to provide accompaniment to Police interviews, medical/forensic
examination and court appearance as well as navigating the support system.
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Youth Respondents' Views about Types of Support
from a Crisis Sexual Harm Support Service
navigating support system
court accompaniment
medical/forensic accompaniment
police accompaniment
0

0.5

unknown

1
no

1.5

2

2.5

3

3.5

yes

Crisis intervention and longer-term therapy were highly rated by the youth respondents.
With crisis intervention, the youth respondents recommended not talking about the sexual
harm incident as they needed to process it first before they were ready to talk. All youth
respondents reported that the quality of the therapy they received was effective. They highly
recommended follow-up services because mental health is not something you can fix in a
year … comes in waves.
Therapy for six months … feel amazing, give it a rest for six months and then
something else arises … really struggles with that (youth respondent).

Approaches and Practices
Client-centred
Most of the professional respondents and all of the youth respondents stated that clientcentred approaches were essential for working with youth who have experienced sexual
harm. This kind of approach involves tailoring interventions to fit with the unique needs and
experiences of each young person, and beginning work from where the young person is at.
Young people’s experiences are likely to differ from each other along many sociodemographic variables such as cultural background, religion, age, gender, sexuality, and
particular sub-cultural affiliations. There is also wide variability among young people
according to developmental stage or maturity, and the strengths and other resources that
they bring with them.
It is the individual that is going through the trauma … should focus on them …
provide supports that they need (professional respondent)
Right throughout the healing journey … individualised approach with each person …
stabilising through to therapy (professional respondent)
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Make the approach more client centred than client centred (professional respondent)
Fit the individual … aware of people’s cultures, situations and personal preferences
(youth respondent)

Wraparound and integrated services
Most of the professional respondents and almost all of the youth respondents stated
interventions for a youth’s sexual harm experience must also take into account the multiple
and complex needs (e.g., mental health problems, accommodation, unemployment, and
problems associated with school among others) that they may present with and that multiple
services may be required to address these issues. They reasoned that taking a holistic
approach takes account of the multiple and interlinked determinants associated with sexual
harm including psychosocial factors operating at the levels of the young person, their
families, communities and whole societies. Moreover, these closely associated problems
may work to reduce the young people’s ability to access and engage with treatment
interventions.
Holistic approach to meet all their needs … not always about the sexual harm, often
other things going on for them (professional respondent)
Collaborative approach where services talk to each other (professional respondent)
Collaborative approach with other key support agencies e.g., Cambridge Clinic, not
a stand-alone agency that does not work with other pre-existing agencies doing
great work (professional respondent)
The other message that respondents conveyed was the need to integrate sexual harm
services from primary- through to secondary- through to tertiary prevention services. They
believed that this would enhance the accessibility of the client pathway to various types of
short- and long-term interventions.
Outreach to accompany young people to hospital ... to the Police … need to ling
aftercare to crisis counselling to therapeutic counselling … follow with the school
counsellors (professional respondent)
Biggest message I want to convey is that services need to be more connected,
streamlined for the young person to flow to the different types of help they might
need (professional respondent).
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Solution-focused therapy
Two of the professional respondents noted the utility of taking a strengths-based, solutionfocused approach to working with young people who have experienced sexual harm. They
believed that this approach is closely related to the client-centred and holistic approaches
because the individual strengths and social assets to be worked with are individualised and
dependent on each young person’s situation. The aim of solution-focused therapy is to assist
young people to identify and develop their coping and problem-solving skills.

Development approach
Most professional respondents noted that working with young people who have experienced
sexual harm requires services that are developmentally appropriate. They described
developmentally appropriate services as those that meet the unique development needs of
young people and that these services need to be responsive to the ways such needs change
over time as development progresses. Moreover, they commented that those who
experience sexual assault experience disruptions to the social processes that drive
development and that such disruptions need to be taken into account by the provider of
services.
Developmentally appropriate approach that is tailored to the ages and stages
reflected in those aged between 13-25 years (professional respondent).

Flexible approach
The majority of professional respondents stated that working with young people demands a
high level of flexibility and adaptability from the workers. They noted that a tailored approach
was needed for each young person and that that might need to be changed over time.
Moreover, there was a need for practitioners to be patient with young people who miss
appointments and /or come in and out of service. In sum, working with young people may
not be linear or consistent.
Understand their needs and wants and be flexible about how to meet the individual’s
and their system’s needs (professional respondent)
Flexibility is required as whatever is going on for them can change on a daily basis
(professional respondent)
The sexual harm service needs to have an elastic open door … for some it’s episodic
for others it’s long-term … need the opportunity to come and go (professional
respondent)
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Flexibility to understand that if a young person does not turn up to an appointment it’s
about the space, they are in … no money on the cell phone, no money for transport,
received text from friends and missed the bus, moods too low … need to be patient
(professional respondent)

Working with the young person’s system of support
Most of the professional respondents recognised that family support was an important
component of developmentally-appropriate practice. Families can play an important role in
supporting young people who have experienced sexual harm.
A critical role for care givers is coregulation – providing immediate support to reduce the
emotional intensity of the young person’s post-sexual harm experiences. This was regarded
as important for early and middle stage adolescents but may still apply to young people in
late adolescence.
If immediate family members are unavailable, the potential contribution of other significant
adults should be considered, for example, family friends or other social systems such as
schools.
Foster good relationships with parents and educate them as they are a protective
factor (professional respondent)
Developmentally young people belong in systems and the younger they are the more
the system has to be thought about … young person choses their support people and
wraparound them to make them feel safe. This systemic approach is aligned with
Kaupapa Māori approaches (professional respondent).
If sexual harm breaks down the relationship with their family and they don’t want their
family involved … this is too much of a generalisation. This is why you need a
clinician at the start of the process of the engagement … we know you’re scared but
let’s work with you to get a system around you. Teens need big people in their lives
and the task is to work out with them who they are … ethically and legally need to
(professional respondent).

Trauma-models of practice
For most of the professional respondents, trauma-informed practice reinforced the
importance of acquiring trauma-specific knowledge and skills to meet the specific needs of
young people; and of acknowledging that services can retraumatize young people by, for
example, having to retell their experience of sexual harm again and again to multiple
different providers of services.
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They emphasised the importance of tailoring the service to meet the young person’s needs
rather than applying general treatment approaches. In addition, young people are more likely
to engage with services that practice manaakitanga and that provide an approach that is
Rogerian 53 in nature, offers a sense of safety and that treats young people with gentleness
and is welcoming.
Key steps identified in providing a trauma informed service identified by the respondents
included providing service to young people in a way that empowers them; not retraumatize
young people; and building on the strengths of young people in the context of their system of
support.
Trauma … not having to share their stories (professional respondent)
Trauma informed support … awareness of trauma and not retraumatising for
example passing from service to service and having to retell your story (professional
respondent)
Trauma informed relationships and trauma work models (professional respondent)
Very good … immediate aftermath … dealing with the trauma, understand why all
over the place, understand the physical and emotional reactions to trauma is
important (youth respondent)
Trauma and sexual harm go hands in hand … knowledge is good about the effects of
trauma (youth respondent)
Specific models of practice identified by the respondents included:
•

Acceptance therapy

•

Acceptance and Commitment Therapy (ACT)

•

Dialectical behavioural therapy (DPT)

•

Eye Movement Desensitization and Reprocessing (EMDR)

•

Psychological First Aid

•

Art therapy

•

Brief intervention

•

Solution-focused therapy

•

53

Rogerian or non-directive therapy is based on the idea that the client knows best. The therapist is
empathetic, authentic and accepts the client as they are. Their role is to facilitate their decisions
about what to discuss during each session (Stephen, 2018)
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•

Not just talking therapies, body centred therapies … yoga, dance, movement, art

•

Family therapy

Moreover, respondents noted that approaches need to be stabilising, not labelling, nonjudgemental, relaxed and involve active listening – approaches that facilitate the young
person feeling accepted and which result in their being more likely to open up to the worker.
Not destabilise, support emotion and support resilience (professional respondent)
Listening ear understand what they are experiencing … empathy (professional
respondent)
Non-judgemental relationships (professional respondent)
Knowing … walk in another person’s shoes … validating what a young person’s life is
in that space … young person can pick up judgemental attitudes from a hundred
paces (professional respondent)

Young people’s views about practice and approach
The youth respondents were of the view that behaviourally-focused interventions and
intervention tailored to meet their individual circumstances were the most helpful. Traumafocused, culturally safe and contextually sensitive services were rated as very good and
good. 54

Youth respondents' views about
intervention approach options
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Individually focused (intervention focused on the individual)
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Frequency and Length of Service
The youth respondents were asked for their opinion about the frequency and length of
service. Most of the youth respondents commented that weekly sessions were adequate for
them but they recognised that some young people might want to see a service provider more
often especially after a recent sexual harm.
Tailor to the individual. Lot of people do well with once a week … some people need
to check in every day, especially when sexual harm has just happened (youth
respondent).
Weekly … prepare myself, go home and not think about the abuse all the time. If I
had to go a few times each week that’s all I’d be thinking about (youth respondent).
Weekly to stay connected (youth respondent).

Family focused (intervention with youth and their whānau consisting of psychoeducation, family
communication, and problem-solving).
Eco-system focused (examining the psychological impact of sexual harm through an ecological perspective to
understand how factors at multiple levels of the social ecology contribute to post-assault sequelae)
Contextually sensitive (An approach specifically designed for people with experience of sexual harm. It is
grounded in the observation that contexts beyond abuse trauma, especially restrictions in psychological
development stemming from growing up in an ineffective family environment, appreciably impact the
adjustment of many people. Contextual therapy proposes that remediation of developmental gaps is essential
to equip them to move beyond symptom reduction to the attainment of adequate social and occupational
functioning).
Tailored to the individual (service individualised to meet the specific needs of an individual)
Behaviourally focused (An approach that explores how someone's thoughts and beliefs influence their actions
and moods. It often focuses on a person's current problems and how to solve them. The long-term goal is to
change a person's thinking and behavioural patterns to healthier ones).
Strengths-based (concentrate on the inherent strengths of individuals and their families, deploying personal
strengths to aid recovery and empowerment)
Culturally safe (cultural safety seeks to achieve a better service through being aware of difference,
decolonising, considering power relationships, implementing reflective practice, and by allowing youth to
determine whether an encounter with a professional is safe)
Trauma focused approach to therapy recognizes and emphasizes understanding how the traumatic
experience impacts a youth’s mental, behavioural, emotional, physical, and spiritual well-being
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With respect to the length of service, most of the youth respondents preferred an integrated
approach whereby they saw a crisis service for a period of time followed by a longer-term
counselling service.
Dealing with the immediate crisis services should be between 3-6 months before you
move on to another type of support. Sexual harm … dealing with things that pop up
and trigger several years later. If I couldn’t go back, I think my choices would be
limited (youth respondent).
How long is a piece of string … until the person is feeling better. Nobody goes back
to the place they were at before the sexual harm occurred … at a point where they
are at peace with themselves, got the skills to deal with it on their own and go back to
service if needed. Lot of people take at least 1 year to get some substantial results
(youth respondent).
More than two years … sometimes I have a really bad day … the experience of
trauma … It’s a stop start thing. Need a long-term service with breaks … flexible to
access when needed (youth respondent).

Workforce Background and Competencies
Employing a diverse workforce of all genders, all ethnicities and all ages was important to
those interviewed. The respondents were all of the view that a qualified workforce was
necessary.
Psychologist, social worker, clinical nurse specialist … professionals because of the
complexity of the sexual harm work (professional respondent)
Qualified in the area as need to have a framework to work from … good concept of
human development (professional respondent)
They noted that it was important that the workforce was committed to working with young
people, had a good understanding of youth development and had experience working with
people who had been harmed and experienced trauma. In addition, respondents advised
that it was necessary to employ people who were trained in crisis intervention and had the
therapeutic tools to work with young people.
Clinicians with an understanding of the impact of porn, sexting and social media has
on youth culture. So many blamed for sending nude photos but has no weight on
harm that may occur. No means no (professional respondent).
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Clinicians have an understanding and awareness that the impact of the trauma is
ongoing (professional respondent)
The characteristics the respondents wanted for staff included a non-judgemental,
compassionate and empathetic approach, emotionally intelligent and able to engage with
young people at their level whilst maintaining professional boundaries.
Able to read a person in that particular moment so you can pitch your interaction with
them … not wordy, not talking too much, not talking too clinically, intuitive knew how
to act … move slowly, got down on her knees … flight and fright thing … she read it
beautifully (professional respondent).
Culturally competent … need to be able to work with identity, socio-demographic
diversity, cultural identity, work in respectful manner … cultural awareness of refuges
and migrant communities … certain views about the body … religion may underpin
their thoughts and values, males higher in the hierarchy than women and
acknowledging that (professional respondent).
Knowing about the system of support was also considered important as was being a team
player.
Knowing what services are available and knowing who to talk to (professional
respondent).
A few respondents noted employing people with lived experience as acceptable as long as
they were well down their healing journey and were not easily triggered.
Some respondents spoke about the lack of specialist training for working in the sexual harm
sector in tertiary education facilities. This issue and the fact that not every professional wants
to work with people who have experienced sexual harm, meant that the pool of people
available to do this work as small.
Lack of specialism in tertiary education and therefore not the people to draw on to
recruit … use an apprenticeship model (professional respondent).
Whoever is recruited needs to be retrained as there is no training pathway postuniversity (professional respondent)

Youth respondents’ view about workforce capability
The youth respondents had mixed views about whether qualifications were necessary for an
employee working with young people who have experienced sexual harm. Whilst all
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favoured working with someone with lived experience as long as their experiences did not
breach professional boundaries.
Support me and not have their experiences impact me then it’s OK (youth
respondent)
Lived experience … if someone has this and is now living well … able to build
relationship based on what trauma does to someone. Breaks done the barriers …
some people struggle with a professional being above them … lived experience
closer to the same level (youth respondent)
All believed that cultural competence and practicing with trauma models was important.
Everyone needs to be culturally competent … respectful of other cultures (youth
respondent)
Trauma-informed practice needed to deal with situations … knowing what is needed
(youth respondent)
All believed that building trusting relationships as an important competency of workers in a
youth sexual harm service.
Trusting relationships most important attribute … not going to bond with a person if
you can’t trust them … personable, communicate with people, kind, helpful,
empathetic (youth respondent)
The characteristics of staff that the youth respondents noted were important to them
included being a good listener, caring, empathetic and having the best interests of the youth
at the heart of their practice (youth respondent).
Not putting words in my mouth or finishing my sentences. Give me a platform to
speak freely and to be able to be heard and understood (youth respondent).
Understanding my feelings and thoughts (youth respondent)
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Infrastructure
Governance
The respondents agreed that youth representation on the board of trustees was important to
hold the service accountable. They also advised those on the governance group to model
tolerance, flexibility and have strong boundaries for management and frontline workers and
hold the vision strongly over the long term because achieving results can take up to ten
years.

Staff
Valuing staff was of great importance to the respondents who noted the risk of employees
experiencing vicarious trauma and burnout.
Being valued … personally thanked, given a koha. manaakitanga … having nice tea
and cake in the cupboard (professional respondent).
They suggested a number of strategies to counter these health and safety risks including:
•

Providing a safe nurturing workplace environment

•

Access to regular, free supervision and debriefing processes
Provide supervision for all staff including the reception staff … hear dreadful
stories day after day … keeping boundaries so that they can keep themselves
safe … not getting so upset and realising that this is someone else’s life and
that it’s your job to be there and help … debriefing within the team
(professional respondent)

•

Having variety in the work and seeing progress to maintain empathy and emotional
intelligence (professional respondent)

•

Having sustainable workloads and human resources that match the service demand
Time, space and resourcing for staff … if we don’t do that then we burn
people out (professional respondent)

•

Appropriate remuneration for the level of expertise

•

On-going professional development, for example in-service training by experienced
clinicians (professional respondent)
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•

Frontline workers supported by clinical and management leadership
Not feel you’re on your own … for example, don’t report to Oranga Tamariki
on your own. Consult with somebody first (professional respondent).
Mandatory reporting … all people under 18 years … discuss within a
multidisciplinary meeting and develop a plan and support. Not make decisions
on your own (professional respondent).

Policies
Having a range of policies concerning staff health and safety, practices when working with
youth, cultural practices and organisational culture were noted by respondents.
Strength-based policies … What can we do to grow? How can we provide an
environment that is trusting, accepting and tolerant? (professional respondent)
Policies … pathway to making a notification to Oranga Tamariki … explain the
process of making a report of concern when a young person discloses (professional
respondent)
Policy about how to behave when working with youth (professional respondent)
Policies about looking after staff … giving them mental health days if they need it …
(professional respondent)

Legislation, Policies & Regulations:
What a sexual harm crisis support service needs to consider?
Children’s worker safety checking helps
The Children’s Act 2014

56

identify the small number of people who
pose a risk to children. The government
safety checking regulations made under
the Act require all paid employees and
contractors who work with children for
state-funded organisations to be safety
checked. The regulations also apply to
people doing unpaid work with children

56

Source: https://www.legislation.govt.nz/act/public/2014/0040/latest/whole.html
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as part of an educational or vocational
training course (e.g., trainees or
students).
Reports of concern for young people
Oranga Tamariki Act 1989

57

under 18 years (professional
respondent)
Reporting to OT … consult with
somebody first … not feel like you are
on your on (professional respondent)
Information sharing (professional
respondent)

Health and Safety Act 2015 58
The Privacy Act has 13 principles that
Privacy Act 2020 59

cover the collecting, storing, using or
disclosing (sharing) personal
information.
The Privacy Act says you can, if
necessary, disclose (share) personal
information to prevent or lessen a
serious threat to either:
•

Public health or public safety; or

•

The life or health of that person, or
of another person

Oranga Tamariki Act 1989
Information Sharing Guidelines 60

Family Violence Act 2018

57

Source: https://www.legislation.govt.nz/act/public/1989/0024/latest/DLM147088.html
Source: https://www.legislation.govt.nz/act/public/2015/0070/latest/DLM5976660.html
59
Source: https://www.legislation.govt.nz/act/public/2020/0031/latest/LMS23223.html
60
Source: https://orangatamariki.govt.nz/assets/Uploads/Working-with-children/Informationsharing/Information-sharing-Guidance-OT-Act-1989.pdf
58
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Privacy Act 2020
Ability for workers with consent to pass
on the story between each other so the
victim is not repeating the story of the
abuse to mum, Police, counsellor, ACC
etc (professional respondent)
Need to have consent to engage with
Consent to receive services 61

our service regardless of the age of the
young person … parents and young
person if under 17 years and young
person if over 17 years (professional
respondent).

MSD Operating Procedures
ACC criteria for operating (number of
ACC Criteria for Operating

sessions, timeframes, trained people,
follow process to engage people and
that we are operating within scope; if
can’t help person then find something
else for them; safety and child protection
legislation, health and safety
procedures) (professional respondent)

61

Source: The consent of all children and young people should be sought or, if they are too young, health
practitioners should find out the child's or young person's wishes and take these into account.
Young people aged 16 or over have the same rights as adults to consent to treatment. There are situations
when a health practitioner finds that a child or young person aged under 16 years has the understanding and
maturity to form a balanced judgement about the proposed treatment and then the child or young person can
be treated without parental consent. If the child or young person does not have such understanding, parental
consent must be secured before treatment is given. Retrieved from:

https://www.kidshealth.org.nz/principle-7-children-young-people-need-information
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The youth respondents were asked to reflect on information sharing amongst agencies.
They were all of the view that the benefits outweighed the negatives, for example not having
to retell the details of their sexual harm, as long as information security was tight.
Sharing information can be good … someone working with youth knows exactly what
the person has told them rather than relying on their memory. Switch over a service
… not want to discuss the trauma again … if it’s written down it can be shared with
other agencies (youth respondent).
Having information written down means that the agencies have listened and heard
what I’ve said (youth respondent).

Outcomes
The respondents were asked to identify the outcomes that might be achieved for young
people who attended a sexual harm crisis support service. The professional respondents
noted the short-, medium- and long-term outcomes that may be achieved from delivering a
sexual harm crisis support service for youth. These outcomes are noted in Table 8.
Table 8: Outcomes Identified by Professional Respondents
Short-term outcomes
•
•
•
•
•
•
•
•
•
•

Experienced
confidentiality & privacy
Engaged in service
Voice heard & understood
Felt accepted
Stabilised
Safe
Physiological needs met
Feel validated & believed
Understand Police
investigation processes
Understand the forensic &
medical check processes

Medium-term outcomes

Long-term outcomes

•
•

•
•
•

•

•
•

•

Needs fulfilled
Positive whānau,
peer and community
relationships
Ready for &
participating in longterm therapy
Whānau coping &
supportive
Positive & trusting
experiences with
social services
Resume everyday
activities

•
•
•
•
•
•
•

Reduced revictimization
Reduced suicide rates
Reduced rates of selfharming
Engaged in education,
training or employment
Reduced substance
abuse
Create your own family
Experiencing healthy
relationships
Positive life functioning &
wellbeing
Less frequent memories
of trauma
Feel safe, confident &
powerful
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The success factors identified by the professional respondents that result in such outcomes
included:
•

Working with staff who are non-judgemental, accepting, flexible and who take a
positive youth development approach

•

A long-term (1-2 years) relationship with a counsellor who sustains the young person
and develops their strengths.

The short-, medium- and long-term outcomes for youth who participate in a youth sexual
harm crisis support service identified by the youth respondents are outlined in Table 9.
Table 9: Outcomes Identified by Youth Respondents
Immediate outcomes
•

Improved
understanding of
consent
Improved
understanding about
the red flags of an
unhealthy relationship
and the green flags of a
healthy relationship
Feeling safe
Improved
understanding about
reactions after a trauma
Understand how to
manage the symptoms
of psychological trauma
Understanding about
how the brain works
after a trauma

•

•
•

•

•

Intermediate outcomes

Long-term outcomes

•

•
•
•

•
•
•

•

Higher rates of
conviction for those who
commit sexual harm
Knowledge about how
to feel better
Improved self-worth
Return to school with an
understanding about
how to support the
young person
Knowledge of how to
access help

•
•

Personal closure
Empowered
Feeling safe from the
person who caused the
sexual harm
Find employment, return
to study, get a hobby
Inner peace & calm

The success factors identified by the youth respondents that contribute to the achievement
of such outcomes included:
•

Developing a trusting relationship in which the young person feels listened to and
heard 62

62

The youth respondents reflected that it was difficult for them to trust others after their experience of sexual
harm as their relationships of trust had been compromised (youth respondent).
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•

Providing therapy and support group services that assist the young person with their
emotional and mental health and with their relationships

•

Providing services that advocate for young people within the school system, to
access the Sexual Health Clinic and to access a WINZ disability allowance

•

Providing education programmes to help young people understand what is an
unhealthy relationship? What is consent? etc.

•

Deliver services in a flexible manner … as and when people need it not for a certain
amount of time and at times when youth are available … a lot of people can’t afford
to take time off work

Sustainability
Respondents were asked to identify the factors they thought were important to ensure the
sustainability of the new sexual harm crisis support service for young people. They identified
three factors: human resources, funding, and drawing on the target group’s expertise in
designing the service.

Human resources
The most important factor in sustaining the service identified by the respondents was looking
after the health, safety and wellbeing of the employees who delivered the service.
Good quality employment conditions (professional respondent)
The most significant tool is the human being … so chose well, look after them,
realistic workloads and time to do the work, debrief … have a team approach when
things get thorny (professional respondent)
An onerous job … scratching the underbelly, harsh stories … not full time as hightrauma contact, workloads to match (professional respondent)
Value staff … look after them … give them decent wages … provide supervision …
look after their wellbeing (professional respondent)

Funding
The second most frequently identified factor that respondents believed contributed to service
sustainability was for organisations to access a viable level of diverse funding sources to
enable them to operate a high-quality service.
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Not be reliant on government funding … get diverse funding sources (professional
respondent)

Co-design with target group
The final factor associated with service sustainability was to have young people involved in
the service’s design and to use the youth development principles as the foundation for all
management and clinical decisions.
Young people involved in the development of the service and base the service on
youth development principles (professional respondent).
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Part Five: Pulling It All Together with a Theory of Change
Unpacking the Outcomes and Success Factors
A programme theory has been developed for the sexual harm crisis support service for
young people that explains how the necessary preconditions (i.e., the resources and aspects
of the intervention) are understood to contribute to a chain of results that produce the
intended impacts. This programme theory has been developed using the respondents’
views together with the empirical evidence about the factors that contribute to the short and
intermediate outcomes.

Long-term Outcomes
The New Zealand Ministry of Social Development (2017) described the ultimate outcomes
that a sexual harm crisis support service contributes to in their intervention logic model.
These outcomes included:
•

Safe, attentive and responsive communities of care

•

Healthier youth, families and whānau, and more vibrant communities

•

Decrease in sexual harm within communities and an increase in youth wellbeing

•

Reduction in costs of sexual harm impacts on NZ society.

Working backwards from these ultimate outcomes, the long-term outcomes that the
empirical and experiential data indicated could be achieved from a sexual harm crisis
support service included:
•

Reduced revictimization

•

Reduced psychiatric disorders such as reduced rates of self-harming, reduced
suicide, reduced substance abuse and reduced PTSD symptoms such as anxiety
and depression

•

Healthy relationships with family, peers and community

•

Re-integration into positive life functioning such as returning to employment,
returning to study, getting a hobby

•

Personal closure which includes feeling safe, calm, an inner peace, empowered and
uniting the trauma into the young person’s life
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Intermediate Outcomes
The intermediate outcomes identified by the respondents included:
•

Increased coping skills such as breathing and relaxation exercises and mindfulness

•

Increased knowledge about how to access help

•

Increased levels of connection to support systems (family, peers, community)

•

Stabilised including more regulated (to allow relational and cognitive experiences to
impact), increased feelings of emotional, psychological and physical safety, returning
to life routines (sleeping, eating, school, interacting with peer group)

•

Increased readiness for long-term trauma therapy

•

Improved engagement and retention in helping services which is facilitated by
building trusting and positive experiences with the sexual harm crisis support service

Short-term Outcomes
Short-term outcomes identified in the literature and by the respondents included:
•

Increased participation in medical and criminal justice systems through
understanding the forensic and Police processes

•

Increased participation in integrated psychosocial services as a result of receiving
crisis services from a worker who gained the young person’s interpersonal trust, who
responded in a youth-centric, developmentally appropriate manner and with integrity
and who was not judgemental

•

Increased feelings of control

•

Increased access to protective factors such as having a supportive and trusting adult
to assist the young person

•

Increased understanding about the impacts of trauma through receiving
psychoeducation

Inputs
The inputs which are some of the preconditions for an effective sexual harm crisis support
service include:
•

Qualified, trusted & highly skilled workers: Such workers have a commitment to
working with young people, adopted a developmental approach and who understood
youth development and the underpinning principles; used trauma-informed practice
which was grounded in creating safety, promoting control and empowerment and
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self-care; were culturally competent (an ability to interact effectively with young
people of different cultures); and have a good knowledge of the system of
psychosocial support
•

Trauma informed organisation that promotes physical and interpersonal safety; that
employs transparent decision-making practices; that applies mutuality to level power
differences between employees and young people; that empowers young people by
recognising their strengths; that maximises opportunities to exercise choice and
control; that promotes inclusiveness and addresses issues of inequality; and that
performs as a learning organisation

•

Accessible services as a result of providing an adolescent friendly and inclusive
environment; manaakitanga; diversity incorporated throughout structure, policies &
practice; located in youth one-stop-shop situation that is centrally located & near
public transport; and able to be accessed via multi-modal forms of communication
(text; phone; Zoom & Skype)

•

Family system supported

•

Partnerships to deliver integrated services

•

Youth involved in design and implementation (governance, management & delivery
of services)

•

Develop a sustainable service by accessing a diverse array of funding sources;
implanting employee wellbeing policies and practices; developing and implementing
an outcome monitoring framework; implementing a stakeholder engagement plan
with which to ensure stakeholder ownership of the service; and undertaking an
annual SWOT analysis that facilitates adaptability to changes in the internal and
external environments.

Activities
The empirical and experiential evidence suggests that a sexual assault crisis support service
should deliver both primary prevention services as well as tertiary prevention services. This
is to ensure that the young person has a consistent and trusted agency and worker to
engage with. The primary prevention services include psychoeducation to increase
knowledge and understanding among young people and their families about sexual harm,
consent, impact of trauma and healthy relationships, together with help seeking and
appropriate ways to support a young person who has experienced sexual harm. The tertiary
prevention services include providing information and advice, advocacy, crisis social work
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services, crisis counselling, accompaniment, establishing a system of support for the young
person and navigation of, referral to and integrated planning of other psychosocial services.
If these services are to be effective, they need to be delivered in a timely, developmentally
appropriate, individualised and youth-centred manner – timely to ensure that the young
person’s situation does not deteriorate; developmentally appropriate by ensuring that the
young person’s emotional, cognitive and psychomotor development is taken into account
when supporting them; individualised to ensure that it is tailored to meet the specific needs
and circumstances of the young person; and youth-centred to ensure the youth’ is believed,
safe and in control, for example, they are given choices and full information with which to
make decisions. The services need to be trauma-informed and use trauma models of
practice that ensure the worker and the young person’s system of support understand the
wide-ranging impact of this trauma and to build the strengths of the young person within the
context of their system of support. Various forms of trauma-focused cognitive-behavioural
therapy have been found to be helpful in this context. Moreover, services need to be
delivered with cultural competence – an awareness of one’s own culture and knowledge and
skills to work with young people of different cultures. Services also need to be delivered in a
flexible manner, for example understanding that young people may wish to access services
as and when they need them.
Another protective factor identified by the empirical and experiential evidence base was
gleaning the support of a trusting adult for a young person who has experienced sexual
harm. Offering support to a parent or other trusted adult by for example giving them some
psychoeducation helps the young person reduce the emotional intensity of their post-sexual
harm experience.
Such crisis services could be a number of months in length and provide engagement and
stabilisation services to provide emotional, social and physical safety, establish a family
system around the young person, as well as establish routines such as eating, sleeping and
going to school. A crisis service can also support and prepare young people for when they
are ready for, or a long-term trauma counselling service is available.
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Figure 3: Theory of Change
Ultimate Outcomes 63
•

Safe, attentive and responsive communities of care

•

Healthier youth, families and whānau, and more vibrant communities

•

Decrease in sexual harm within communities and an increase in youth wellbeing

•

Reduction in costs of sexual harm impacts on NZ society.

Problem statement: young people who have experienced sexual harm are at risk of
adverse physical, psychological, behavioural and sexual impacts
Inputs

Activities

Short-term
Outcomes

Medium-term
Outcomes

Long-term
Outcomes

Outcomes for young people

Qualified &
highly skilled
workers

Young people
aged 13-25
years

Supportive
family systems

Deliver primary
prevention
programmes to
young people &
their whānau

• Reduced
normalisation of
sexual harm
• Increased
awareness of
actions to take if
you or someone
else is sexually
harmed
• Increased
knowledge of
risk-reduction
strategies

Accessible
agency &
services

• Increased
understanding
of consent

Traumainformed &
culturally
competent
agency

• Improved
understandings
about the red
flags of an
unhealthy
relationship

Diversity
incorporated
throughout
structure,

63

• Healthy relationships
• Early disclosures and
more immediate positive
responses to youth
experiencing sexual
harm
• Enhanced community
awareness and prosocial responding to
sexual harm.

• Increased
knowledge
about help
seeking

Source: Ministry of Social Development (2017)
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• Increased
disclosure

policies &
practice

Partnerships to
deliver
integrated
services

Youth involved
in design &
implementation
of services

Sustainable

Deliver timely,
development &
age appropriate,
trauma informed
trauma specific &
culturally
competent
services
Two-generation
approach to
intervention
Build
relationships with
diverse
stakeholder to
enable integrated
services

• Increased
participation in
medical,
forensic,
criminal justice
& psychosocial
services
• Increased
feelings of
control

• Increased coping skills
• Increased access to
helping services
• Increased connection to
support systems
• Stabilised
• Increased readiness for
long-term therapy

• Increased
access to
protective
factors

• Improved service
engagement and
retention

• Increased
understanding
of impacts of
trauma

• Reduced long-term
impacts for youth and
greater
resiliency/productivity

• Reduced
revictimization
• Reduced
psychiatric
disorders
• Healthy
relationships
• Re-integration
into positive
life
functioning
• Personal
closure

• Increased selfesteem/efficacy and
restoration of mana.

This theory of change provides a visual representation of the outcomes of a sexual harm
crisis support service for young people and the way in which the results will be achieved. It
can be used for a variety of purpose including service planning, as a communication tool that
captures the complexity of delivering the service and the performance story; and a blueprint
for measuring indicators of success and as the basis for reports to funders and governance
groups.

In the light of this theory of change for a sexual assault crisis support service the following
recommendations are offered:

I.

Select qualified and highly skilled employees who are committed to working with
youth in a youth development, developmentally appropriate, trauma informed and
family systems manner. They must be compassionate, empathetic and nonjudgemental, have strong interpersonal relationship skills, be culturally competent
and be flexible and adaptable

II.

Deliver the service from a centrally located youth centre which offers a range of
activities and services for youth as well as offering services via technology – both of
which have been found to protect the privacy and confidentiality of young people
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III.

Deliver primary prevention and tertiary prevention services to provide a trusted and
consistent agency for young people to access as well as providing a balanced
workload for workers to prevent vicarious trauma and burnout.

IV.

Provide sexual harm support services for a number of months and deliver
engagement and stabilisation services. These services are intended to provide
emotional, social and physical safety and meet those needs, establish a family
system around the young person, establish routines and prepare the young people
for when they are ready for, or a long-term trauma counselling service is available.

V.

Structure the service in a way that is tight as well as loose – loose to address the
flexible approach taken by young people (adaptable) and tight in terms of providing
services that only engage and stabilise the young person without entering into longterm trauma therapy

VI.

Tailor the service and information to meet the developmental stages of the diverse
range (age, gender, ethnicity, diversity of environmental circumstances etc.) of young
people accessing the service

VII.

Utilise research-informed models of practice such as psychological first aid, crisis
counselling, trauma informed cognitive behavioural counselling, strengths-based
counselling

VIII.

Explore ways in which the sexual assault crisis support service can include Te Ao
Māori and Te Reo in the delivery of services; reflect the bicultural nature and diversity
of cultures within New Zealand; and include cultural competency and cultural safety
professional development opportunities for staff.

IX.

Develop a trauma informed and culturally competent organisation to support the
sexual harm crisis support service

X.

Develop a service that is accessible for young people by providing a youth friendly,
welcoming and inclusive environment – a service that incorporates manaakitanga

XI.

Include family or an adult support system for all young people especially for those in
their early and mid-teens

XII.

Establish and maintain partnerships with a range of psychosocial services especially
those with whom there is often inequality of services access and responsiveness

XIII.

Involve youth in the design and implementation of the sexual harm crisis support
service (governance, management & delivery of services)
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XIV.

Enhance the sustainable of the service by accessing a diverse array of funding
sources; implement employee welling policies and practices; develop an outcome
monitoring framework; develop and implement a stakeholder engagement plan with
which to ensure stakeholder ownership of the service; and undertake an annual
SWOT analysis that facilitates adaptability to changes in the internal and external
environments.

XV.

Undertake a longitudinal research and evaluation project as part of the ongoing
programme that considers the longer-term psychosocial outcomes from the
implementation of a sexual harm support services. The detrimental impacts of sexual
harm warrants gathering evidence about its impact on the psychosocial and
economic outcomes for young people as well as outcomes for their whānau and their
communities.
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Appendix

PARTICIPANT INFORMATION SHEET

1) What is the research project about?
While there are currently best practice crisis response models available to support
adults, who have experienced a sexual assault, there appears to be a gap in best
practice crisis response services for youth aged 13-25 years. More often than not the
crisis response for youth, at present, involves applying adult best practice models –
models that do not take into account the developmental milestones and needs of
youth.
This research project has been commissioned by Aviva to assemble an empirical and
experiential evidence base that will support the co-design of a youth crisis response
service for young people who have experienced sexual harm.

2) Who is carrying out the research project?
The research project is being carried out by an independent researcher from Lebern
and Associates. The researcher’s name is Dr Lesley Campbell. She can be
contacted at camfam1@slingshot.co.nz.

3) What does the research project involve?
The research project includes two parts. First, it involves exploring what is known in
the existing literature about sexual assault support services for youth that are
effective. Second, to engage a range of key stakeholders and agencies to ascertain
their views about the current gaps in services and future design of support for youth
who have experienced sexual assault that is effective and sustainable.
For participants, the research study involves participating in an interview. Each
interview will explore your experiences of, and opinions about, ‘best practice’ sexual
assault support services for youth. If you agree, the interview will be digitally-taped.
If you wish, a copy of the information you provide that is included in the research
report will be provided to you and you may make corrections or changes.

4) How much of my time will participation in the research take?
Participating in an interview is expected to take about one hour. However, it could
take more or less depending on how much you have to say.
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5) Can I withdraw from the research?
Participating in the research is completely voluntary. You are not under any
obligation to participate. If you do decide to participate, and change your mind, you
can withdraw from the research at any time before, during or after the interview up
until the research report is written. There will be no negative consequences,
whatever your decision about participation.
6) Will anyone else know about the information given by people interviewed for the
research?
The anonymity of those interviewed for the research will be maintained.
All aspects of the research will be strictly confidential. The researcher will be the only
person with access to any information that could identify particular individuals and
this information will be securely stored to ensure it is only used for the purposes for
which it was collected. All written material will be kept for one year after completion of
the research and then destroyed.
There may be publications and reports from the research, but information collected
from individuals will be collated and presented in a way that protects people’s
identity, unless individual participants give their permission to be identified.

7) What will be the benefits of participating in the research project?
The research will have benefits for youth with experience of sexual assault, the family
and friends that support them, and those who work within the Sexual Violence sector.
It will increase our knowledge and understanding about success factors associated
with what works and what’s helpful for youth who have been sexually assaulted, their
families/whānau, friends and professional supports.
8) Can I tell other people about the research?
You can tell other people about the research and if they wish to obtain further
information, they could contact Sofia Ayushi, SASSC Clinician on 027 722 7286 or
sofiaA@avivafamilies.org.nz
9) What if I require further information or have any concerns?
If you require further information, or have concerns about, the research please
contact Sofia Ayushi, SASSC Clinician on 027 722 7286 or
sofiaA@avivafamilies.org.nz

We appreciate your time and consideration in participating in this research.

This information sheet is for you to keep
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Aviva
PO Box 24161
Christchurch 8141
Free phone: 0800 28482 669
Email: enquiries@avivafamilies.org.nz

Interview Consent Form
Research for Sexual Harm Crisis Support Service for Canterbury Youth Project
I have read the information sheet for this research and, understand the nature of the
research and why I have been asked to take part in it.
I have been given the opportunity to discuss and ask questions about the research and have
had them answered to my satisfaction. I understand that:
•

I do not have to take part if I do not want to

•

I can withdraw my participation and information provided at any time up until the
research report is written without affecting my relationship with the researcher, the
service or Aviva now or in the future

•

My name or identity will not be revealed in any part of this research project

•

This consent form and what I say will be stored safely

•

The findings from this research will be used to inform decisions and actions
associated with co-designing and implementing a sexual assault support service in
Canterbury for youth

•

The interviews will be audio-taped so that the researcher can accurately record my
comments

•

I give consent for my comments to be included in the research

•

A transcript of my interview will be available from the researcher on request

I understand this consent form and am happy to take part in this research
Name: _______________________________

Signed: ______________________________

Date: ________________________________
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Interview Questionnaire
Demographics
Name of participant:

Designation:

Interview Date & Time:

Interview duration:

Section 1: Respondents and their Agency’s Role in the Sexual Violence Response
for youth

1. Can you describe your role within your agency?
2. Can you describe your agency’s role within the context of responses for youth aged
between 13 and 25 years who have experienced sexual harm?

Section 2: Current Situation

I’m wanting to map the services that are currently available for youth who have experienced
sexual harm and to identify what currently working well and where are the gaps …
3. What services are currently available for youth aged between 13-25 years who
experience sexual harm?
•

Across NZ?

•

Within Christchurch?

4. What is working well for these services for youth aged between 13-25 years?
5. What is not working so well for these services for youth?
6. Where do you see the gaps in services for youth?

Section 3: Design of Service Elements

Anticipated Demand for Service and Presenting Needs
I am interested in estimating the size of the potential target client population for a service for
youth who have experienced sexual harm and the demographic and social history
characteristics that might need to be considered when the service is designed ...
7. In your experience what is the prevalence of sexual harm of youth in NZ? Canterbury? in
any 12-month period? What percentage of this group report such harm? Of those who
report, what percentage might access a sexual harm support service?
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8. If we think about youth who have experienced sexual harm and their families/whānau and
others who support them, can you identify the sorts of presenting needs that a youth
sexual harm support service might assist with?
Accessibility
9. What are some of the barriers to accessing a sexual harm support service for youth and
how can these barriers be overcome?
10. If we are thinking about maximising the accessibility of a service for youth who have
experienced sexual harm, what advice would you give about ways to do that?
11. The literature suggests that access to supports for indigenous peoples, people with
disabilities and members of the Rainbow community is poor. How can access be
improved for these groups?
Principles
12. In your view what principles/values might underpin a sexual harm support service for
youth?
Structure
13. There are a number of different possible locations to deliver a support service for youth
who have experienced sexual harm. I will read out a list of such locations and I would
like you to think about the benefits and difficulties associated with each?
• Part of a hub of agencies
•

At home

•

At school

•

At a General Practice

•

A house in a neighbourhood

•

In an office

•

Online

•

any other options?

Service Elements
14. In your view what range of services and supports should a sexual harm support service
deliver?
15. From your experience, what practices and approaches are effective in providing a
sexual harm support service for youth?
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Workforce
16. If we think about the workforce required to deliver a sexual harm support service for
youth, do you have any advice about the competencies and/or background required to
competently carry out the role?
Infrastructure
17. What organisational infrastructure factors do you think need to be considered to
maximise the success of a sexual harm support service for youth?
Legal/Regulatory Frameworks
18. Are there any legal, regulatory or policy frameworks that need to be taken into account
when designing a sexual harm support service for youth? In your experience, what is
the best way to operationalise these frameworks within this context?
Outcomes
19. In your view, what outcomes might a sexual harm support service for youth seek to
achieve or contribute to? Short-term? Longer term?

Section 3: Sustainability

20. Do you have any advice about ways in which to ensure the sexual harm support service
for youth is sustainable over the longer term?

Section 4: Summary and Conclusion

21. Do you have any other advice about the design of sexual harm support service for youth
that we haven’t discussed that you would like to comment on?
22. Can you suggest any papers or information about designing a sexual harm support
service for youth that might inform the design and implementation of this service in
Canterbury?

Thank you for your participation
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Acronyms
ACC

Accident Compensation Corporation

EVABC

Ending Violence Association British Columbia

GP

General Practice

ISSC

Integrated Services for Sensitive Claims

NASASV

National Association of Services Against Sexual
Violence, Mildura, Victoria Australia

NatSCEV

National Survey of Children’s Exposure to Violence
(United States of America)

NSPCC

National Society for the Protection of Cruelty to Children

PFA

Psychological First Aid

RTLB

Resource Teacher: Learning and Behaviour

SANE

Sexual Assault Nurse Examiner

SART

Sexual Assault Response Team

SASH

Sexual Abuse Support and Healing

SASSC

Sexual Assault Support Service Canterbury

Shama

Shama Ethnic Women’s Trust

SHCSS

Sexual Harm Crisis Support Service

WHO

World Health Organisation

WINZ

Work and Income New Zealand
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