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introduction

This paper will examine the prevalence and impact of childhood sexual abuse, and the responses of the main health agencies involved with the treatment of sexual abuse. Women who have been sexually abused in childhood and have a co-existing mental health disorder are not well served by the current health services and some policy changes in the type and distribution of services are required if their needs are to be better met.

Sexual abuse has, until recently, been invisible. This invisibility had its antecedents in the nature of the abuse, the structure of society and the victims' lack of ability to create a platform to bring it to notice. As was the case in other fields, little attention was paid to the victims of abuse until they were championed by a political movement. However, recognition of the existence of sexual abuse is important in that it legitimises the feelings of the survivor (McDonald 1993). The anti-war movement, which arose in response to the Vietnam war, raised awareness of the extent of psychological trauma of war veterans. Links began to be made between the traumas suffered by men in war and by women in the domestic sphere. The symptoms of the trauma of war were the same as those experienced by survivors of rape, domestic battery and incest (Herman 1992).

There are a number of possible reactions to trauma and there are certain features which are clearly recognised as effects of trauma. The trauma of sexual abuse in childhood creates long-term effects in a fairly high proportion of those abused. Given that childhood is when the personality is formed, the experience of abuse, neglect, and trauma during this period will interfere with normal development.

The health system has responded to survivors of sexual abuse in various ways. Indeed, in the past, this has involved the same denial as found in the community. However, over time the mental health system has become politicised to the extent that some attention is now paid to the issues women bring to that system. The recognition of sexual abuse as a claimable injury by the Accident, Rehabilitation and Compensation Insurance Corporation (ACC) went far to legitimate sexual abuse claims and provide for treatment possibilities. Nevertheless, there is much evidence that women with histories of sexual abuse and a co-existing mental health problem have particular needs which are not being met in the current set of arrangements for their treatment. This is partly due to the nature of abuse issues (they tend to be painful and associated with feelings of fear, shame and the need for secrecy), and partly because of the way services have emerged over the years. There are many women whom this system does not suit. Women with a co-existing mental health disorder often fall through the cracks between various agencies and services. It is this group, especially, who still require an effective policy to be put in place. The aim of this paper is to examine some service delivery options which would enable them to be successfully treated.

Gender has been shown to be an important factor which affects health. Female health, particularly mental health, is always influenced by contextual, cultural factors. The paper will focus on the abuse of women and girls as they form a large group of those seeking treatment for mental health disorders. This is neither to deny the abuse of boys and men, nor to underestimate its prevalence and impact.

The paper outlines the contours of the problem in terms of the prevalence and effects of sexual abuse, and the response of the health services. The various survivor groups are identified and a composite group of those who have a co-existing mental health disorder is described. Three policy options are developed which are explored against the criteria used by the Core Services Committee (the role of which is discussed in the section below on analysis of policy options). These criteria are efficiency, effectiveness, equity and community values.

incidence and effects of sexual abuse

Research shows that sexual abuse affects a significant portion of women. In 1983, a US survey of 900 women found that 16 per cent reported sexual abuse (defined as unwanted physical contact of a sexual nature) by a relative, and five percent by a step-father or father, before age 18 (Russell 1983).

In New Zealand, the Otago Women's Health study of 3,000 women found that nearly one third reported having at least one unwanted sexual experience before they were sixteen years old. Ten per cent had been subjected to abuse involving genital contact before the age of twelve. The vast majority of the abusers were young men known to the victims. Only 7.5 per cent of all abuse disclosed in the study was ever reported to statutory agencies. There were no significant differences in prevalence rates between urban and rural women, nor between the various age groups surveyed - from 18 to 65 years (Anderson et al.1993).

Psychiatric Sequelae

Between 31 per cent and 51 per cent of inpatients and outpatients of mental health services have been found o be sexual abuse survivors. New Zealand and U.S. studies found that, in clinical samples, survivors are twice as likely to be depressed as those who were never abused and are more prone to suicide attempts (Mullen et al. 1993), Pribor et al. 1992). Those with a diagnosis of Borderline Personality Disorder (who can occupy a great deal of psychiatric service energy) have high rates of sexual abuse, probably around 70 per cent to 80 per cent (Briere 1992).

Drug and alcohol abuse patterns are more prevalent among survivors compared with controls who had never been abused. The more severely abused show considerably higher rates of substance abuse (Mullen et al. 1993).

The Physical Sequelae

U.S. studies of women attending primary health care centres found there were higher rates of health problems among women who had been sexually abused when compared with those who had not. Gastro-intestinal problems were present among 64 per cent of survivors vs. 39 per cent of controls (Springs and Freidrich 1992). In a gastro-intestinal clinic sample, 44 per cent of those attending had been sexually abused (Drossman et al. 1990).

Epidemiological Measures

Epidemiological measures (measures of the health of the community as opposed to measures of individual health) are widely used in public health applications. For example, a classic study on tobacco smoking and lung cancer noted that between 56 per cent and 92 per cent of lung cancer cases can be attributed to smoking. In other words eliminating smoking would eliminate between 56 per cent and 92 per cent of all lung cancer cases (Scott 1992). Scott, in a population-based study looking at impact on the health of the community, concluded that a history of child sexual abuse triples one's odds of developing a psychiatric disorder. In addition, between 16 per cent and 19 per cent of drug abuse dependence cases in the general population, and 70 per cent among sexual abuse survivors, could be prevented if childhood sexual abuse was eliminated as a risk factor (Scott 1992).

the current situation

In New Zealand at present, the public mental health services offer general psychiatric treatment services and some counselling for sexual abuse survivors. In addition, New Zealand's Accident Compensation scheme pays for counselling for those who have been sexually abused. These two areas are explored below. (There is also some funding from the Department of Social Welfare, mainly from the Community Funding Agency (CFA), to groups that provide counselling and support).

Mental Health Services

When looking at policy options, access and entry criteria into the mental health services and the type of treatment that could be offered are aspects which need to be examined. There has been a gradual tightening of access and entry criteria in the health system over recent years. Access to mental health services for a range of problems has been severely curtailed in many areas in order to provide resources for those with the most severe mental health problems (the long-term mentally ill). The move to treat this group would be seen by most in the health services as appropriate and commendable. However, this increasing focus on the long-term mentally ill effectively creates an entry barrier for those who have sexual abuse issues at the core of their current mental health problems and who may be in extreme distress. While they may gain entry on their mental illness grounds, the sexual abuse trauma is not as well treated as it could be. Access has also been a big issue in some large rural areas because there have not always been ACC-accredited counsellors available in these communities.

ACC-Funded Counselling

ACC-funded counselling, by world standards, is an unusual method of funding treatment for sexual abuse. However, it has given large numbers of women who would not have met the criteria for entry to a mental health facility for counselling or who could not have afforded private counselling, the opportunity to receive counselling.

There are several problems with this method of delivering counselling (Haywood 1993). The first is that sexual abuse is treated as a single issue. The counselling is not supposed to focus on any issue other than the abuse. As the effects of abuse tend to be broad and invasive of many aspects of the life of a survivor, it is difficult to separate out specific abuse aspects. The ACC model, while appropriate for broken bones and cuts, does not fix sexual abuse particularly well. To be effective, abuse therapy needs to treat all aspects of the person. Secondly, the counselling is generally funded for 20 sessions, although it can in some circumstances be extended. The counselling is therefore more suitable to treat those who have been recently raped as an adult and require acute trauma counselling. It addresses less well the situation where the abuse was ongoing in childhood, interfering with the individual's psychological development and thus having a diffuse effect on many areas of functioning.

polIcy options and issues

Survivor Groups

When developing policy options for public sector mental health services for sexually abused women, several categories of people need to be considered. These categories are described below.

1
Women for whom sexual abuse is a painful and ongoing issue, but one which does not disrupt their general life functioning in a major way.

2
Women who have been sexually abused and who make contact with the mental health services with Anxiety Disorders, Major Depressive Disorders or because of attempted suicide. More severe difficulties occur within this group.

3
The third group of women is a smaller one, but its members have an extremely severe set of mental health difficulties. They require constant, intensive, crisis-oriented long-term management services in order to maintain any semblance of life within the community (Clarke et al. 1995, Harris 1994). They often fall into the diagnostic category of Personality Disorder (particularly Borderline Personality Disorder) which is typically characterised by self-damaging and suicidal behaviour, as well as severe emotional and psycho-social disturbance. They have a lifetime suicide rate of about 10 per cent (Links 1993). There is a general concern by mental health professionals around the country that these individuals are notoriously high users of services. Service provision for them is often reactive and unproductive. They have resource usage rates approaching the rates of those with Schizophrenia (Links 1993). They often stretch the physical and emotional resources of mental health professionals and services.

4
This fourth group of sexual abuse survivors are those with long-term mental illnesses such as Schizophrenia and Bipolar Disorders. These are chronic ongoing mental health disorders.

5
A fifth group is composed of those survivors who are receiving drug and alcohol services, who have either alcohol problems or drug addiction disorders for which their sexual abuse is likely to be an antecedent factor.

Currently the first two groups are generally well catered for within the ACC-funded or other agencies providing sexual abuse counselling services. They are able to have a choice regarding the counsellor they would like to see, and they can access and maintain therapy at an appropriate level.

It is the last three groups which are the focus of this paper and for whom a set of policy options are evaluated below, as these are the women who form a core group requiring an integrated approach. (They will be referred to as the "identified group"). They all have major mental health problems and the drug and alcohol group have other difficulties relating to their drug abuse patterns which require a specialised service. The identified group generally presents a problem to both the mental health service and the ACC-funded counselling services, with the exception perhaps of a few broadly trained and experienced practitioners.

Options for policy

Three options are presented and evaluated below for treatment of sexually abused women with a mental illness. There are other possibilities beyond these three options. However, these options have been chosen by the author after observing the New Zealand situation. They seem to be the most practical, taking into consideration current resources and the historical situation.

1. To Continue with the Status Quo.

This means that ACC funding would continue to be available for survivors of sexual abuse without regard for mental health factors, and that these women could freely choose to use these services. They include, in certain localities, options such as rape crisis services, Māori mental health services, other services provided by voluntary agencies such as women's health collectives, and services provided by a wide range of private ACC-registered counsellors. Likewise, the mental health services would continue to see women who present with sexual abuse trauma underlying their mental health disorders, but few would receive therapy which specifically dealt with their sexual abuse trauma. Generally, resources are not available in the mental health services to provide the kind of long-term options which may be required for such individuals.

2. Separate Teams of Staff.

These teams would need to be able to provide a total package of management and treatment. This would include treatment of mental illness as well as appropriate care of patients' sexual abuse trauma. Staffing would need to include the usual range of mental health professionals who would also need to have extra skills in dealing with and treating sexual abuse trauma. They would need to be based over a spread of localities to ensure that services would be broadly accessible and they would be funded by the mental health service budget and perhaps by ACC.

3. An Integrated System

As at present, a distinction would be made between those who could use the ACC-funded services, and those who could not. Sexual abuse counselling would continue to be provided under the ACC umbrella and mental health treatment under the mental health umbrella. At a certain level of psychiatric disorder, sexual abuse counselling services would also be offered as a specific component of the mental health services. This would require mental health services to have increased funding which would open the door to longer term and more intensive support and treatment of those individuals for whom sexual abuse is an antecedent to their mental health disorder.

analysis of policy options

The options outlined above are examined below in the light of the criteria used by the National Advisory Committee on Core Health and Disability Support Services (Core Services Committee). Inclusion in the core services ensures that particular treatments will be contracted for by the Regional Health Authorities. If sexual abuse trauma were covered by the core services, it would be a clear indication that their treatment would be in the mainstream of health delivery. Like tobacco smoking, alcohol consumption, and depression, which are funded for treatment through the public health system, sexual abuse has significant implications for the personal, social and financial costs to this country.

The Core Services Committee was first established in March 1992. It provides a guide for the public health sector on what services should be included in the core and is currently systematically outlining best practice guidelines for the delivery of specific services. The guidelines have included depression, dyspepsia and (soon to be released) gambling addition. A service is included in the core when the principles of efficiency, effectiveness, equity and consistency with the community's values are met (National Advisory Committee on Core Health and Disability Support Services 1995).

The four core services criteria of efficiency, effectiveness, equity, and community values are an appropriate set of measures against which to assess the policy options which are proposed for the treatment of sexually abused, mentally ill women. They allow for assessment from an economic perspective, as well as from the perspective of social values and fairness.

Efficiency Aspects of the Three Policy Options

There are two aspects to the concept of efficiency. The first is technical efficiency which is concerned with whether the treatment is offered at the least cost. The second is allocative efficiency which is concerned with whether the right amount of resource is allocated to treat the problem when compared with all the other competing claims on the resource.

In the status quo option, there is an attempt at technical efficiency, by not offering sexual abuse counselling within the mental health services as an overt part of the service. As previously mentioned, there is a perception that because those who have been sexually abused have access to funding from ACC, it should be left to ACC to fund sexual abuse counselling. However, the identified group cannot always access ACC funded services because of the severity of their mental health problems. This means that there is potential for a poor use of resources if subsequently there is an increased use of mental health services by the identified group who are managed in crisis and receive treatment only for their symptoms (Menzies et al. 1993). The target group is often poorly treated because adequate resources have not been available in any one part of the system.

In the status quo option, allocative efficiency would also seem to be poor. Interventions at a symptomatic and crisis level are likely to be as costly in the long term as attending to the causal factors (Menzies et al. 1993). Allocative efficiency may be improved for the public health system in part by allocating ACC funding to assist with treating this group.

The separate team approach would provide some efficiency gains, in that there would be a clearly defined group of staff skilled in management of the issues. There would probably also be losses, as any service that is separate creates its own transaction costs. One large problem is that if 30 per cent of people attending mental health services have been sexually abused this option is tantamount to creating a second mental health service rather than just a small dedicated team.

The integrated service approach would yield an efficiency gain in a technical sense, but only if there was an explicit mandate to treat the sexually abused and mentally ill group (since it is possible otherwise that funding might be allocated, but not get to the intended recipients). There would be costs for extra training but there would also be gains through a transparent commitment to this group and nationally available services. There would be greater efficiency than with the team approach as a separate management and support service would not be required to run it.

In comparing the three options, the integrated service option would be the most technically efficient due to its being built onto existing services. The same option would also allocate resources in the most efficient manner as there would be only a slight redistribution to utilise current resources more effectively.

Effectiveness in Health Care

Effectiveness and benefit are often difficult to measure in health care. One issue concerns whether we believe that lives should be saved (or treatment given) whatever the economic cost and regardless of the cost in terms of quality of life. A secondary issues is that it is notoriously difficult to measure what the true costs and the true benefits are in the health sector.

Measuring gain from treatment touches on what rights the individual has to treatment. This raises the spectre of rationing, which is often seen as amoral as it involves value judgments regarding who should be treated. There are always going to be people at the margins about whom there is disagreement regarding their entitlement to treatment. Health care interventions are often seen as an effective way of saving lives, but survival alone as a criterion fails as an overall measure of effectiveness in that it ignores the value of improvements to quality of life.

Effectiveness Aspects of the Three Policy Options

Assessing effectiveness involves the measurement of gains from interventions. There have been many studies which show that there are gains to be made from treatment of psychological problems. There are also many methods of treatment which have proven effectiveness. However, for the purposes of this paper, it is less useful to discuss treatment modalities than to consider treatment as a global concept.

The status quo option currently offers a patchy effectiveness. In some areas there are skilled ACC-registered counsellors available who have the experience and training necessary to treat people with more severe mental health problems. However not all ACC-registered counsellors have this level of skill. To be registered as an ACC counsellor certain minimum training requirements must be met, but these do not include the depth of training and experience needed to treat the target group. Within the mental health services, staff are skilled in treating mental health disorders, but not always in treating sexual abuse trauma.

The team option would provide increased effectiveness as it would be set up specifically with a view to treating the identified group. Appropriate staff would be employed who were adequately trained. They would also constitute a visible and identifiable service within the community. They would be able to measure treatment outcomes as well as explore in greater depth appropriate methods of treatment. These teams would help raise the consciousness of the community about sexual abuse and mental health issues and would furnish a place for the community to locate information and resources.

The integrated service option would have the effect of utilising the current resources of the mental health services but under the terms of an explicit policy to manage this group of clients, providing there was shifting of funding for this purpose. This group of clients would be involved with the mental health service anyway, so this option would provide them with a more comprehensive service. If patients were appropriate identified and staff skills were available, effective treatment could be offered.

Equity in Health Care

Social justice or equity is not a matter of individual preference. Social justice is derived from a set of principles concerning what a person ought to have as of right. There is another important, but overlooked, distinction in the literature. This is the distinction between equity objectives that are couched in terms of equality and those that are couched in terms of minimum standards. Policies whose objective are couched in terms of equality aim at eliminating inequalities. Policies whose objectives are couched in terms of minimum standards aim merely at ensuring that nobody falls below some specified minimum level.

There are two other ways of measuring equity. The first is vertical equity which is concerned with whether unequals are treated differently. An example of vertical equity would be where poorer people would be offered financial assistance while the wealthy would not. Horizontal equity is concerned with whether equals are treated alike. An example of horizontal equity would be where a male and female on the same salary would be taxed at equal rates. 

Equity issues for the Policy Options

The status quo option offers poor vertical equity. Those who have stables live and reasonable mental health can access ACC funding for sexual abuse counselling. The identified group often do not have this opportunity, as their needs are not as well met by the traditional counselling and therapy offered by ACC. They need a broader range of services, to deal not only with their abuse trauma with appropriate sensitivity, but also with the mental disorder.

The team option would offer greater equity, on the face of it, as it would provide the identified group with an effective treatment option. This would depend, of course, on how well distributed across the country the teams were deployed. In order to satisfy a requirement for horizontal equity (alikes being treated the same), access would have to be provided at an equal cost, taking into account travelling time, transport costs, time off work and other costs associated with accessing treatment. Rural areas would face particular problems under all three options as they do generally under most current health services.

Other horizontal equity issues concern gender-matching between counsellor and client, and whether pro-female institutional processes should be developed. The gender of the therapist is generally of paramount importance in sexual abuse counselling. The human rights legislation, however, does not allow gender-biased advertising when advertising for staff, which would create difficulties in setting up and maintaining an appropriate team. Yet for women who have been sexually abused by a male (95%), there are serious implications for equity if they are unable to access a female therapist. These women would be likely to remain inadequately treated, since they will be more inclined to decline treatment, or not to engage fully in treatment. A separate team which developed a female environment could offer a service which would be attractive to the target group. In addition, in a separate team, a culture could be more easily developed which responded positively to gender equity issues, such as resourcing of child care.

The integrated service option has many of the same equity gains and losses as the team option. It does not lend itself to a feminising process in quite the same way, as it would still be part of the established institutions. This would have to be weighed against the increased likelihood, in this option, that the client would receive adequate care by one agency which is part of the mainstream psychiatric service. It avoids the problems of clients being referred between the ACC counselling system and the mental health services (as in the status quo option) with the attendant danger of their dropping through the cracks. One of the problems in transferring from one system to another is that clients find it extremely difficult to move on to another therapist once trust has been established. Vertical equity would be established in this option as a different sexual abuse counselling service would be offered for a group who cannot access ACC funding but who have the same counselling needs as those who do. Horizontal equity could also be served by offering treatment to all who have been sexually abused in a manner from which they can benefit.

Community Values

David Seedhouse (1992) sees the Core Services' key problem as the need to decide between two possible central principles:

· health services should enhance the liberty of the individual as he or she perceives it; or

· health services should help correct inequalities of opportunity caused by ill health and disability in our society.

For the Core Services Committee, Seedhouse's options translate into the following dilemma: should the services selected as a core be those which maximise the quality of life for the most productive, or should the core services be those which do most to bring the weakest New Zealanders closer to the level of the strongest? This is not a simple choice. In New Zealand, it is not clear that everyone should be allowed equal access, even to a core of health services.

That the status quo of the mental health system is of concern to the public of New Zealand was highlighted by the recent Mason Report (Inquiry Under Section 47 … 1996). The inquiry set out to assess various aspects of the mental health service and the public response indicated a generalised dissatisfaction. The public is unlikely to become more enthusiastic about the status quo unless there is a considerable shift in funding. Perhaps there also needs to be a change in society's view, with mental health being seen as vital for all areas of functioning. The attitude that mental illness should be hidden away from public consciousness has a similar character to the hiding away of sexual abuse issues.

The team option offers the possibility of combining both secondary and public health functions. It would provide a specific reference point from which the public could get information, and it would provide an opportunity for outreach to communities, aimed at prevention, to be developed. Community women's groups, generally suspicious of the traditional system, would be likely to be supportive and the approach would be likely to provide a greater link to current voluntary and community groups. The higher profile of this approach may, of course, lead to resistance by those who do not think the issues is as large as it is professionally recognised to be and would like to minimise its importance.

The integrated service option would help to meet the community’s expectations as there would be an increased resourcing of this group within mental health. There may, however, be some scepticism that the targeted money would not reach the intended recipients.

Conclusion

This paper discusses three options for providing a better level of services for women who have been sexually abused in childhood and who have a co-existing mental health problem. These options could be explored by the Core Services Committee as a step towards defining the problem and providing guidelines for best practice in providing these women with treatment. The three options are: adhering to the status quo, developing a separate team and integrating sexual abuse treatment into existing services. All have some advantages and disadvantages. The three options were measured against the four Core Services Committee guidelines of efficiency, effectiveness, equity and meeting the values of the community.

The status quo option offers reasonable efficiency, but poor equity and effectiveness, while the community has clearly been saying for some time that the status quo for the mental health services, in general, is not satisfactory. Given that 30 per cent of those in the mental health system are in the target group, this dissatisfaction has implications for them as well. The separate team approach is not as efficient but does have good prospects for meeting the other three goals, particularly community expectations. The integrated service option has the greatest potential for meeting the criteria laid out by the Core Services Committee as this would target the treatment by using different systems of delivery according to need. This option also has two other advantages, in that the money allocated for the treatment of the identified group could be ring-fenced to ensure that it reached the targeted group of clients, while it does not incur the extra costs of a separate team. The integrated service approach should be more efficient because it uses existing resources, should be more effective because it provides a “one-stop shop” for mental health needs, and may meet the community’s expectations if the targeted resources actually get to the intended recipients. As in other parts of the mental health service, there has been serious underfunding in the past and increased funding would be required to meeting the pressures of adequately treating this group whichever option is chosen.

Recommendations

· That a clear statement about the responsibility of the mental health services be made by the Core Services Committee, which would drive the RHA purchasing of services for the identified group. Such a statement would be within the mandate of the Core Services Committee to recommend the content of the corer health services and would provide a clear signal, at Ministry of Health level, that this is a serious issue that needs to be effectively addressed. The necessity for this has been shown in this paper by exploring the inequitable access and treatment offered to women who have been sexually abused and who have a co-existing mental health problem.

· That those without a co-existing mental disorder receive counselling funded under current ACC provisions. This system seems to be working well for the majority of survivors who do not have a co-existing mental disorder.

· That there be a defined policy that those survivors who have mental health problems be offered skilled treatment within the mental health service for both aspects of their difficulties. This is because, currently, each of their problems can be partitioned off into different services (primarily ACC-funded treatment and mental health services). An integrated approach is required to ensure effective and consistent treatment.

· That a set of best practice guidelines and clinical standards be established. Best practice guidelines have been developed for depression, peptic ulcer and gambling. This should also be done for sexual abuse trauma. This could be partly achieved as a result of developing guidelines for the treatment of those people who are diagnosed as having Personality Disorders, because they are often in the same group as those who have been sexually abused. Guidelines would ensure that consistent high-quality treatment was offered and its effectiveness would be monitored. It would also ensure that the public would have access to information on the type of service they could expect to receive.

Furthermore, best practice guidelines would create a standard to which mental health workers would need to be trained in order to treat the identified group effectively. High quality training provides for a skilled workforce and leads to a more pro-active development of services and more effective treatment of clients. As indicated, patients in the identified group are often the most difficult to manage. Skill, ongoing support, and training, allow staff to engage positively, professionally and personally with their clients in difficult circumstances. When relating to an individual client with both a mental disorder and the sequelae of sexual abuse, the availability and attitudes of staff are key factors in bringing hope and change for these individuals.
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