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Overview
People accessing mental health services have a right to feel and to be safe. It is crucial for mental
health services to avoid traumatising, re‐traumatising or compounding previous trauma and to
foster a culture where people feel and are sexually safe.
Unfortunately this is not always the case. Reviews, research and reports from many jurisdictions
have long shown that many people accessing mental health services do not feel sexually safe and
sometimes experience sexual assault or harassment. For example, a survey of acute mental health
inpatient services by the Women’s Mental Health Network Victoria found that 68% of women felt
unsafe during their inpatient stay, 55% had experienced harassment, intimidation or assault from
another and 60% indicated that their inpatient admission was traumatic. [1] In WA in 2018/2019, 48
incidents of sexual assault or sexual contact within mental health services were notified to the Chief
Psychiatrist, of which 54% related to alleged sexual assaults, 29% to consensual sexual contact and
17% to inappropriate sexual behaviour. [2]
There are particular sexual safety issues faced by women accessing mental health services, and these
are most problematic in mixed gender environments. The majority of complaints about sexual safety
breaches, including harassment and alleged sexual assaults in inpatient environments, are reported
by women with men as the alleged perpetrators in the vast majority of cases. [3] Nonetheless men
also experience sexual assault and harassment including during mental health inpatient admissions
and in the community and may have more difficulty coming forward to report feeling or being
unsafe.
It is well recognised that childhood trauma, in particular sexual abuse, is a powerful predictor of
both the occurrence and severity of mental illness. [3] There is increasing recognition that a large
proportion of consumers accessing mental health services have experienced previous trauma. It has
been estimated that 40‐90% of women and about 40% of men accessing inpatient mental health
treatment have experienced sexual abuse and/or family violence. [4, 5] The Royal Commission into
Institutional Responses to Child Sexual Abuse found that many people came forward who had been
using mental health services but never disclosed their sexual abuse. Survivors who spoke to them
took on average 23.9 years to tell someone about the abuse, and men took longer to disclose than
women. [6]
These identified issues drive the development of these Guidelines to actively promote sexual safety
within mental health services and prevent sexual safety incidents.

Purpose‐Intended Outcomes
Under the Mental Health Act 2014 (MHA 2014) the Chief Psychiatrist is responsible for overseeing
the treatment and care of a range of voluntary and involuntary consumers of mental health services,
both as inpatients and in the community, including those in private psychiatric hostels. The Chief
Psychiatrist is required to discharge that responsibility by publishing Guidelines and standards.
Under Section 547, the Chief Psychiatrist may publish Guidelines, relating to the treatment and care
of people who may have a mental illness, that the Chief Psychiatrist considers appropriate.[7]
A need was identified, in consultation with stakeholders, for Guidelines to promote the sexual safety
of consumers of mental health services. The purpose of these Guidelines is to provide practical
strategies and advice on how mental health services can ensure the sexual safety of mental health
consumers and respond appropriately to incidents that compromise this safety.
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A further intention of the Guidelines is to provide specific information and advice in order to assist
mental health services to:







Establish a service culture that promotes sexual safety.
Empower consumers to participate in promoting a culture which supports sexual safety.
Improve recognition of factors that impact on the sexual safety of consumers.
Enable early identification and response to sexual safety risk.
Facilitate the development of local policies, processes and procedures that are specific to
the needs of the consumers accessing the service.
Provide support and training to staff to respond appropriately to the sexual safety needs of
consumers.

Scope/Setting
The Guidelines apply to all Western Australian (WA) mental health services that fall within the
oversight remit of the Chief Psychiatrist in the MHA 2014. This includes public and private inpatient
mental health units, public community mental health services, private psychiatric hostels and non‐
government organisations (NGOs) providing clinical mental health services.[7]
The scope does not include detailed processes for each individual type of service, but rather
encourages services to develop and embed their own tailored local procedures and processes that
best meet the particular sexual safety needs of their services’ clientele and setting.
These Guidelines apply to the care of all consumers of mental health. Where particular
considerations are needed, such as in the case of children and young people or other groups with
particular needs, these are addressed specifically.
Where we refer to staff of mental health services, we are referring to employees of the mental
health service as well as peer workers, volunteers and contractors.

Development of the Guidelines
Expert Reference Group
The Office of the Chief Psychiatrist (OCP) convened an expert reference group to advise on and assist
with the development of the Sexual Safety Guidelines, chaired by the Deputy Chief Psychiatrist. The
reference group included people with expertise in:













Lived experience as consumers of mental health services
Lived experience as carers of mental health consumers
Gender diversity services
Adult mental health, acute inpatient, extended inpatient (rehabilitation) and community
services
Child and adolescent inpatient and community mental health services
Youth mental health services
Older person’s inpatient and community mental health services
Forensic mental health services
Aboriginal mental health services
WA Police Department
Private psychiatric hospitals
WA Sexual Assault Resource Centre
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Mental Health Advocacy Service
Mental Health Unit, Department of Health WA

From the above reference group, a steering group was established to meet regularly and guide the
development of the Sexual Safety Guidelines.

Key background literature
We reviewed the approach taken by services within WA, jurisdictions across Australia and
internationally. A literature search identified key papers and recent publications of relevance to the
sexual safety of consumers of mental health services. We would like to acknowledge the following
documents which were particularly influential in the development of these Guidelines:








The Right to be Safe ‐ Ensuring sexual safety in acute mental health inpatient units: sexual
safety project report. Victorian Mental Health Complaints Commissioner, 2018: State of
Victoria. [3]
Sexual Safety of Mental Health Consumer Guidelines. NSW Ministry of Health, 2013, NSW
Government. [8]
Sexual Safety on Mental Health Wards. UK Care Quality Commission, 2018: Newcastle upon
Tyne.[9]
CAMHS Policy on Sexual Safety. Child and Adolescent mental health services, 2008: Health
Department of Western Australia
Responding to an allegation of sexual assault disclosed within a public mental health service.
WA Health Department, 2012
Responding to a recent sexual assault, Sexual Assault Referral Centre, 2017
Responding to a recent sexual assault, Sexual Assault Referral Centre, 2017 (Supporting
document)

Consultation
Our lived experience members of the steering group consulted widely with their network of
consumers to inform the development of the Guidelines.
The draft Guidelines were also sent out for wider consultation to the people and groups listed in
Appendix 1.
This feedback was incorporated into the final version of the Guidelines.

Thanks and acknowledgment
We would like to thank all of those who have contributed to the Guidelines, in particular the steering
group who devoted much time and effort to developing this document, consulting with their
networks and ensuring that the is a useful and robust tool for ensuring sexual safety.

Definitions
The definitions used in this document have been selected from overarching professional bodies with
due respect to legal implications and in consultation with the reference group. A list of definitions
can be found in Appendix 2.
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Use of terms
Aboriginal
Within Western Australia, the term ‘Aboriginal’ is used in preference to ‘Aboriginal and Torres Strait
Islander’, in recognition that Aboriginal people are the original inhabitants of Western Australia. No
disrespect is intended to our Torres Strait Islander colleagues and community. [10]
Consumer/patient
We have used the term ‘consumer’ to refer to people who access mental health services except
where we are quoting from the MHA 2014, in which case we have used the term ‘patient’ as this is
the term in the Act.
LGBTI
In Australia the Commonwealth Government uses the initials LGBTI to refer collectively to people
who are lesbian, gay, bisexual, transgender and/or intersex. We recognise that these five groups are
part but not all of what we mean when we speak about LGBTI communities, and many people and
communities have additional ways of describing their distinct identities, needs and experiences
beyond the five letters LGBTI. We have used the term LGBTI in order to be in line with the
terminology that is widely used and understood. When using this term we also wish to include other
sexuality, gender and bodily diverse people.
The National LGBTI Health Alliance (https://lgbtihealth.org.au/) is a peak organization in Australia for
LGBT and intersex organisations in Australia.

Guidelines structure
These Guidelines are in four broad sections:


The first section of these Guidelines defines sexual safety and is devoted to the universal
approaches to sexual safety. That is the measures that all services can adopt with everyone
to promote sexual safety. This includes the overall culture and approach of the service,
including trauma informed and gender sensitive care; the role of leadership and governance
in building a sexually safe service; empowering and supporting consumers and staff to
promote safety and healthy sexual expression; and the safety of the physical environment.



The second section is dedicated to more targeted approaches to keeping people safe. That
is identifying people who may be at particular risk of being sexually unsafe and adopting
strategies to maximize their safety.



The third section provides guidance on how to manage a situation where sexual safety has
been breached.



The rights and responsibilities of consumers, carers, staff and mental health services are
summarised in section four
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Section 1
1. Promoting Sexual Safety ‐ Universal Approaches
Ensuring people’s sexual safety in mental health services requires detailed consideration of a
number of key areas and practices that affect a person’s experience of safety. [11]
Universal approaches refer to the approaches that all services can take to actively promote sexual
safety. This includes the overall culture and approach of the service, including trauma informed and
gender sensitive care; the role of leadership and governance in building a sexually safe service;
empowering and supporting consumers and staff to promote safety and healthy sexual expression;
and the safety of the physical environment.

1.1 Definition of sexual safety
Sexual safety refers to being and feeling psychologically and physically safe, including being free
of, and feeling safe from, behaviour of a sexual nature that is unwanted, or makes another person
feel uncomfortable, afraid or unsafe. This includes sexual assault and harassment. It also extends to
being spoken to using sexualised language or observing other people behaving in a sexually
disinhibited manner, including nakedness and exposure or masturbation, being made to watch or
shown pornographic images and lacking privacy and dignity when naked. [3, 12]
A sexually safe environment:










Is trauma‐informed, gender sensitive and emphasizes recovery.
Balances personal autonomy and decision making with a duty of care to provide a safe and
therapeutic environment for all consumers.
Recognises the common needs of individuals for privacy and personal space, and that these
needs vary between individuals, regardless of gender or gender orientation.
Recognises the need for routine identification of sexual risk in all people who receive care
from mental health services.
Recognises the particular vulnerability of some consumers due to past history, illness,
emotional turmoil or need.
Promotes treatment and early recovery, and actively manages potential disruptions to
treatment and wellbeing as a result of breaches of sexual safety.
Promotes personal self‐care, respect, resilience and self‐determination.
Responds sensitively to disclosures of past or current sexual assault abuse
Listens and responds sensitively and appropriately to all concerns raised about sexual
safety

1.2 The role of leadership and governance in promoting sexual safety
Leadership at all levels is important in establishing and leading cultures that prioritise the sexual
safety of people accessing mental health services and an essential element of any strategy to
promote safe and high quality care and prevent the avoidable harms caused by breaches of people’s
sexual safety in mental health services. [11]
The literature shows that in order to provide high quality, safe care boards and health service
executives must prioritise, pursue and assure high quality care. This sets an example for all staff and
supports them in delivering a safe culture. Consumers want a service that acknowledges their
concerns, takes appropriate action to respond to their concerns including taking action to prevent
further harm. [11]

Page | 11

Ways in which mental health service management and leadership at all levels including boards can
contribute to promote sexual safety include:

1.2.1 Culture






Developing a culture that promotes, encourages and models mutual respect in its
relationship between staff, between staff and consumers and between consumers. [8, 13]
Considering and prioritising sexual safety in all aspects of service planning and delivery.
Ensuring clear responsibility is allocated within each service for building capability of
ensuring sexual safety.
Establishing accessible complaints mechanisms that support consumers to speak out and
recognize they may need someone such as staff member, consumer consultant advocate or
significant other to help them do so. [13]
Involving consumers and carers in co‐designing safe services at all stages of planning and
delivery.

1.2.2 Monitoring




Making sexual safety one of their key indicators for reporting and monitoring within their
safety and quality framework. [11]
Ensuring a robust system of data reporting and analysis with escalation for adequate
oversight and action [11] by service leadership, HSP boards and the Chief Psychiatrist.
Develop a system for monitoring all sexual safety breaches and including these in service risk
registers or an equivalent mechanism for monitoring serious quality and safety issues. [11]

1.2.3 Policies



Developing systems, policies and procedures that promote sexual safety and respond to
incidents that compromise sexual safety.
Ensuring that policies and processes relating to identifying and responding to concerns
about sexual safety are clear and easy to follow and create supportive tools and resources to
support staff to fulfil their responsibilities. [11]

1.2.4 Staff training and support




Ensuring sexual safety is a key consideration in mental health workforce development to
build staff knowledge and understanding of sexual safety, gender sensitivity, trauma
informed care and recognition of sexual harassment and sexual assault. [11]
Ensuring staff education includes assessing and responding to people with histories of sexual
abuse. [13]
Having clinical supervision systems in place to support staff in developing their
understanding of gender sensitive practice, trauma informed care, professional boundaries
and the importance of sexual safety. [13]

1.3 Empowering consumers to promote sexual safety
Consumers have a critical role to play in contributing to the sexual safety of the service environment,
their own sexual safety and that of others. Consumers can participate more effectively in promoting
and maintaining sexual safety if they have access to the relevant information, and education
programs and are involved in decisions about their safety.
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1.3.1 Consumer participation in individual and service safety planning
Consumers should be encouraged to participate as much as possible in decisions about their own
care and safety. They should be actively engaged in collaborative individual safety planning. See
section on ‘Consumer participation in individual and service safety planning’ for more detail on
individual assessment and safety planning.
Consumers should also be involved in developing any policies or standards of expected behaviours in
the service to improve sexual safety for everyone.

1.3.2 Information
All consumers should be provided with information on:











Their right to be and feel sexually safe, including the right to be free from sexual harassment
as well as other sexual safety breaches. [11]
What to do and who to speak to if they have an experience with which they are
uncomfortable while in the service.
What to expect by way of response.
What is expected from consumers regarding their own behaviour in relation to respecting
the rights, privacy and safety of other consumers, staff and people visiting or accessing the
service. This should include explicit information that sexual harassment is not acceptable.
On an acute inpatient unit this also needs to include specific information that sexual activity
is not permitted with an explanation that this is for safety reasons and not to disempower or
restrict them. [11]
Clear information is given to consumers in residential settings about the sexual safety
standards in that setting (see section xxx)
Information about what privacy consumers can expect whilst masturbating ‐ ie. staff knock
before entering the room.
How to make a complaint or report any sexual incidents.
What will happen if they are sexually assaulted or harassed or they sexually assault or
sexually harass someone else?

Information should be provided in a format and language that is accessible to and considerate of the
diversity and developmental state of people accessing the service. This may also include the use of
interpreters, Aboriginal mental health workers and/or an advocate.
Orientation of consumers to inpatient or residential units is the first step in establishing a
therapeutic relationship, familiarising them with their surroundings, and beginning the discussion
about expectations and how their care will be organised. Information should be provided as soon as
is practical following admission as part of this process; and where appropriate, the service should
prominently display information on a notice board or in an area that is accessible to all clients, family
members and other relevant people accessing the service.
Staff can continue to approach these issues as part of their care and therapeutic relationships. These
issues can be regularly addressed at community meetings on inpatient units, so they become part of
the culture.
Examples of sexual safety standards of behaviour that services may wish to adapt to their settings
are provided below.
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Example of Sexual Safety Standards of Behaviour for an Acute Inpatient Mental Health
Service
All consumers involved with this mental health service are asked to adhere to the following
standards of behaviour in relation to sexual safety.
Standard 1

I respect myself.

Standard 2

I treat others with respect, dignity and courtesy.

Standard 3

I do not engage in any sexual activity with another person while on the grounds of the
service.

Standard 4

I do not try to talk someone else into engaging in sexual activity, or harass another
person sexually.

Standard 5

I try to be aware of how my behaviour makes others feel, and will change my
behaviour if someone tells me it makes them uncomfortable, or I will ask for help with
this if I need to.

Standard 6

I respect the rights of others to space and privacy to fulfil their sexual needs through
masturbation.

Standard 7

I understand that fulfilling my own sexual needs through masturbation must be
conducted privately and discreetly.

Standard 8

I speak up if I have been hurt, harassed or assaulted either physically or sexually.

Standard 9

I speak up if I see or hear about someone else being hurt, harassed or assaulted either
physically or sexually.

Adapted from New South Wales Sexual Safety of Mental Health Consumers Guidelines. [8]

Example of Sexual Safety Standards of Behaviour ‐ Residential settings.
All consumers involved with this mental health service are asked to adhere to the following
standards of behaviour in relation to sexual safety.
Standard 1

I respect myself.

Standard 2

I treat others with respect, dignity and courtesy.

Standard 3

I only engage in sexual activity with another person when they have given their
consent.

Standard 4

I do not try to talk someone else into engaging in sexual activity, or harass another
person sexually.

Standard 5

I only engage in sexual activity with another person in the privacy of my own or the
other person’s room, or a room that is provided by the service, while on the grounds
of the service.
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Standard 6

I understand that I must stop engaging in sexual activity when the person I am with
says ‘stop’.

Standard 7

I always practice safe sex and use a condom and contraceptive when engaging in
sexual activity with another person.

Standard 8

I try to be aware of how our behaviour makes others feel, and will change my
behaviour if someone tells me it makes them uncomfortable, or I will ask for help with
this if I need to.

Standard 9

I respect the rights of others to space and privacy to fulfil their sexual needs through
masturbation.

Standard 10 I understand that fulfilling my own sexual needs through masturbation must be
conducted privately and discreetly.
Standard 11 I speak up if I have been hurt, harassed or assaulted either physically or sexually.
Standard 12 I speak up if I see or hear about someone else being hurt, harassed or assaulted either
physically or sexually
Adapted from New South Wales Sexual Safety of Mental Health Consumers Guidelines. [8]

1.3.3 Education
Helping consumers to develop respectful relationships, and promoting alternative ways of relating
that are non‐violent and non‐sexual, can provide an important contribution to the establishment
and maintenance of a sexually safe environment. This can also help to prepare consumers to enjoy a
healthy, positive and safe sex life. Communicating with consumers verbally about how some of their
behaviour can impact on consumers who may have experienced past trauma can also be an effective
education strategy.
Such education could include information about:






Building self‐esteem and resilience.
Developing the social skills to cultivate and maintain relationships.
Different types of relationships.
Coping with relationship difficulties or rejection.
Recognising and identifying inappropriate sexual behaviours, their own and others.

1.3.4 Sexual and reproductive health
A significant proportion of consumers are sexually active and may participate in high‐risk behaviours,
placing them at an increased risk of sexually transmitted infections (STIs), as well as unwanted
pregnancy. [14]
Mental health workers have an important role to play in assessing the sexual health needs of
consumers in their care and providing educative information that promotes sexual health as part of
routine care whether as inpatients or outpatients. Mental health services should endeavor to link
clients to other services that meet broader sexual health needs, including GPs.

Page | 15

Promoting and assessing sexual health needs:




Contraception and pregnancy.
Safe sex.
Screening for and education about transmissible diseases.

1.4 Supporting healthy sexual expression
Sexuality is a normal and important part of life. Sexuality can be a source of pleasure and wellbeing
and contribute to overall fulfilment and satisfaction.
Sexual health is described by the WHO as “a state of physical, emotional, mental and social
wellbeing related to sexuality; it is not merely the absence of disease, dysfunction or infirmity.
Sexual health requires a positive and respectful approach to sexuality and sexual relationships, as
well as the possibility of having pleasurable and safe sexual experiences, free from coercion,
discrimination and violence. For sexual health to be attained, the sexual rights of all persons must be
protected and fulfilled” [15]. The right to sexuality is a fundamental aspect of the human condition
and individuals with mental illness have the same needs for intimate relationships and sexual
expression as everyone else. There is evidence that sexual and relationship wellbeing can enhance
the recovery process.[16] Just because a consumer has a mental illness does not mean they do not
have normal sexual needs.
The challenge for mental health services is to balance the rights of consumers to sexual expression
and the rights to sexual safety. In an acute inpatient setting, the paramount concern is safety. Sexual
activity between two people, even if it appears consensual, can be damaging due to the extreme
vulnerability of the consumers involved as well as the vulnerability of the consumers that may
witness or hear any such activity. When people are acutely unwell it is very difficult to confirm that
any activity is truly consensual. Therefore, acute inpatient units should make consumers aware that
sexual activity with another person is not supported on the unit.
However, people can still be supported to express their sexuality in a healthy and non‐damaging way
‐ for example, by being allowed privacy to masturbate or use legal pornography.
In a residential setting such as a psychiatric hostel or long stay inpatient unit the balancing of the
right to sexual expression and safety becomes more difficult. Whilst these settings become the
consumer’s home and consensual sexual activity is recognised as a normal and healthy part of life,
consumers can still be vulnerable to sexual assault and harassment and/or sexually abusive
relationships and can be traumatised by hearing or witnessing others’ sexual activity.
Consumers in non‐acute/residential and community settings have the same rights as the rest of the
community to engage in sexual activity so long as both parties consent, demonstrate capacity to
make decisions and any activity takes place privately.
Services developing policies regarding sexual relationships between clients in an extended treatment
inpatient setting, staff should be guided by an assessment of the service environment, consideration
of responsibilities of the service to clients, and the individual circumstances and issues for each
client.
Intimate and sexual relationships between clients in extended treatment services require careful
examination in the context of informed consent, impaired judgement and vulnerability and
availability of privacy to pursue a sexual relationship, as well as the impact on others.
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Information obtained during the mental health assessment and risk assessment should be
considered when applying policies about intimate and sexual relationships between individual
clients

1.5 Recognising families, carers and personal support people
A consumer’s family, carer or personal support people are an integral part of the care team.
Accordingly, they will require information to enable them to understand the importance of sexual
safety for the consumer they support and how they can help to ensure it is maintained. Families and
carers also have a right to be sexually safe when visiting mental health services.
Families and carers should be provided with advice and information about:









The consumer’s and visitors’ rights to sexual safety within the service setting.
Visitors’ responsibilities while involved with the service and the sexual safety standards that
define appropriate behaviour for the visitors involved with the service.
Consumer’s responsibilities while involved with the service and the sexual safety standards
that define appropriate behaviour for the consumers involved with the service.
Pathways for complaint if these rights to sexual safety are not upheld.
What will happen if the consumer they support is sexually assaulted or harassed, or sexually
assaults or harasses someone else.
What will happen if a visitor is sexually assaulted or harassed, or sexually assaults or
harasses someone else?
The referral services that are available to help with understanding issues around sexual
assault.
Relevant clinical information to help them to help the consumer manage their behaviour. [8]

They should be actively involved, with consumer consent, in formulating a safety plan that takes into
account the needs of the consumer and their particular vulnerabilities.
It must be recognised that a family member’s view on a consumer’s sexual activity and sexual safety
plan may differ from the view of the consumer themselves. Sometimes a family member or carer
may present a sexual risk to a consumer and vice versa.

1.6 Promoting a sexually safe culture
1.6.1 Trauma informed care
Trauma informed care is a framework for human service delivery that is based on knowledge and
understanding of how trauma affects people’s lives, their service needs and service usage. [17] It is a
core part of the universal and targeted approaches to promoting sexual safety and to the responses
to incidents that have compromised sexual safety. Consumers of mental health services have
experienced high rates of previous trauma and are at high risk of retraumatisation. Trauma informed
services seek to avoid retraumatisation.
There is clear evidence that experiences of trauma, especially in early life are significantly associated
with developing mental illness or distress in later life as well as affecting interpersonal relationships,
physical health, sexual identity, gender identity, sexual behaviour, connection to culture, spirituality
and interactions with society and education and economic functioning. [6] Childhood trauma, in
particular sexual abuse, is a powerful predictor of both the occurrence and severity of mental illness.
[11]
Thus a very large proportion of consumers accessing mental health services have experienced
previous trauma. Between 40 and 90% of women accessing inpatient mental health treatment have
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experienced sexual abuse and/or family violence. [11] A significant proportion of adults who were
sexually abused as children are male, and male consumers who are gay, bisexual or transgender
(refer to Section 7.4, p. 63) may have increased vulnerability to sexual victimisation. One study
showed 40% of men on an inpatient unit had experienced childhood sexual abuse [4, 18].
The types of trauma experienced by those accessing mental health services tend to be interpersonal,
intentional, often prolonged and repeated and occur in childhood and adolescence as well as in
adult life. Consumers may present to services with a range of complex symptoms and behaviours
related to trauma which neither they nor those working with them have linked to previous trauma
exposure. As a result they may face an uninformed and fragmented response that is potentially
retraumatising. [17]
Trauma informed services provide services in a way that:








understands the prevalence of trauma in consumers and its impacts;
understands the connection between trauma and presenting symptoms or behaviours;
recognises that previous experience of trauma renders people vulnerable to further trauma;
promotes safety, supports consumer choice, control and autonomy,
offers hope for recovery;
actively seeks to avoid doing further harm to already traumatised people; and
acknowledges that usual operations may be an inadvertent trigger for exacerbating trauma
symptoms

Trauma informed services also need to consider and respond to trauma experiences within the work
force. Practices such as restrictive interventions can be traumatic for staff as well.
Examples of trauma informed practice in relation to sexual safety are given below. These are
adapted from the Victorian Mental Health Complaints Commissioner’s The Right to be Safe report.
[3].
Recognition
 Services recognise the prevalence; signs and likely impact of sexual trauma including that
people may not always identify or disclose their experiences.
 Services recognise and respond to the particularly high prevalence of trauma associated with
sexual violence to women.
 Services are aware of and sensitive to the high prevalence of sexual trauma in certain
groups, especially women and particularly women with Intellectual disability and Aboriginal
women, people who identify as LGBTI and people from migrant and refugee background.
 Services recognise that people’s experiences of trauma may be compounded by experiences
of discrimination.
Preventing re‐traumatisation
 Services recognise that operational practices, power differentials between staff and people
accessing treatment, authoritarian interactional styles, poorly handled trauma disclosures,
blaming language and other features of mental health treatment including providing mixed
gender care, experiences of compulsory treatment or coercive practices can re‐traumatise
people.
 Services take steps to minimise the potential for re‐traumatisation.
 Services take steps to minimise or eliminate restrictive practices.
 Services recognise and address the behaviour of people who may re traumatise others.
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Trustworthiness and transparency
 Services ensure organisation and individual decisions are open and transparent in order to
build trust.
 People are asked about and provided with the supports they need to make their own
treatment and recovery decisions.
Collaboration and mutuality
 Services focus on creating environments where therapeutic relationships between staff and
people accessing treatment can be developed.
 Support offered by peers both formally and informally is recognised, supported and built on.
Choice and control
 Services provide people with the supports they need to make their own decisions, including
engaging support people, advocates and nominated persons to support an individual to
make decisions about their treatment.
Safety
 People are routinely asked about what would help them to feel safe.
 Reports of feeling unsafe are validated and specific actions are identified and agreed with
the person and acted on to support them to feel safe.
 The provision of a safe physical environment is prioritised [11].
Pathways to trauma specific care
 Services ensure that all staff are able to respond empathically to disclosures of sexual
activity, harassment or assault and support the person to access appropriate eservices.
 Services have protocols to ensure that any follow up enquiry treatment or care is
undertaken by skilled and experienced individual who are able to provide trauma specific
care.
 Services have clear protocols with trauma‐specific services to support effective and efficient
referrals.

1.6.2 Gender sensitivity
Health policies that are gender neutral assume that all people are affected equally or in a similar
manner by ill health. However, there are sex differences in the biological vulnerabilities and
adaptation to mental and physical ill health. In addition there are gender differences in the
prevalence and course of mental illness; and the impact of social, and psychological factors in the
causation of illness. [19] There are also gender differences in the responses from health systems, in
health‐seeking behaviour and health outcomes. [15] To improve the outcomes for people, services
therefore need to be gender sensitive.
In the context of sexual safety, throughout their lifetime, women are more likely to be affected by
physical and sexual abuse [15] and have a higher degree of lifetime exposure to sexual abuse and
violence.[20] Nonetheless, there should be no bias or any assumptions made by services when a
sexual assault is reported or disclosed by a consumer who is a man.
There are particular sexual safety issues faced by women accessing mental health services and
particularly in mixed gender environments. The vast majority of complaints about sexual safety
breaches, including harassment and alleged sexual assaults in inpatient environment, were reported
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by women, and men were the alleged perpetrators in the vast majority of cases. [11] A recent survey
of acute mental health inpatient services by the Women s Mental Health Network Victoria found
that 68% of women felt unsafe during their inpatient stay, 55% had experienced harassment,
intimidation or assault from another and 60% indicated that their inpatient admission was
traumatic. [1]
Gender sensitive mental health care requires the planning, delivery, monitoring and quality
improvement initiatives of mental health services to be informed by a knowledge and understanding
of gender differences, with respect to childhood and adult life experiences (eg, violence and abuse),
day to day social, cultural, family and economic realities; expression and experience of mental ill
health and treatment needs and responses. [19] Many of the gender sensitive practices listed below
are also examples of trauma informed practice.
Evidence suggests that services which are ‘gender‐sensitive’, achieve better health outcomes for
women, men, trans and gender diverse people. [20]
Gender sensitive sexual safety practices include:













Policies and practices acknowledging the way that women’s and men’s personal
circumstances and socioeconomic status affects their mental health.
Policies and practices promote women’s safety, privacy and dignity (NHS mix sex
accommodation MH units).
Policies and practices are culturally sensitive to women from outside the dominant culture
Policies and practices are sensitive to the needs of trans and gender diverse people.
Asking clients how they prefer to be identified and stick to it.
Being mindful of the impact of misgendering.
Understanding the difference between biologically determined sex and gender which is
socially determined.
Offering choices about the type of support consumers receive, and who provides it to them
(e.g. a choice between a male or female doctor, care coordinator and advocate.
Promote dignity by allocating female staff during examinations and assistance with activities
of daily living such as bathing and showering for female patients.
Promote dignity by ensuring access to appropriate toiletries and sanitary protection.
Have a physical environment and systems for managing the environment that support sexual
safety (see physical environment section).
Conduct regular audits to assess the current level of gender sensitivity within the service to
determine priorities for action to increase safety and gender sensitivity.
Gender sensitive restrictive practices

Where seclusion or restraint is used, there needs to be additional sensitivity as these practices can
be intensely retraumatising. Where this is unavoidable as much as possible should be done to
maintain some dignity:



Same gender staff , both mental health and security staff if involved, should be allocated
Consumers should be adequately clothed.

1.6.3 Maintaining Professional boundaries
Mental health care relies on trust between people providing mental health care and treatment and
consumers and their families. The relationship between consumers and mental health service
workers is inherently unequal, leaving consumers vulnerable and open to exploitation. Professional
boundaries are rules imposed by legal, ethical and professional bodies that determine the limits of a
relationship between a mental health service worker and a consumer and their family [21, 22]. They
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define expected and accepted psychological and social distance between practitioners and their
consumers.[23] Boundaries promote good clinical care, protect all parties and maximise
trustworthiness.
The therapeutic relationship between a mental health professional and a consumer is established
purely for the purpose of treating the consumer and meeting their needs. Whenever this
relationship deviates from the basic goal of care and treatment, it is called a boundary violation, and
becomes nontherapeutic and exploitative.
Sexual misconduct is an extreme form of boundary violation and includes any behaviour that is
seductive, sexually demeaning, harassing or reasonably interpreted as sexual by the person who is in
a therapeutic relationship with a mental health professional. Even if the consumer consents or they
initiate sexual conduct it is the professional’s responsibility to maintain the professional boundary.
[24].
Professional boundaries are demonstrated in the following ways:





Clearly established limits that allow for safe connections between service providers and their
consumers.
A clear understanding of the limits and responsibilities of the clinician’s role.
Being friendly, not friends.
The needs of the consumer are always central to the relationship between consumer and
professional.
Assessing changes in professional boundaries

A number of signs can indicate that professional boundaries between the mental health professional
and consumer are shifting. [25]
A staff member may:
•
•
•
•
•
•
•
•
•
•
•

Find him or herself giving personal or irrelevant details about his or her own life.
Become aware of a strong attachment to a consumer.
Set aside a lot of time for one particular consumer.
Stay back after hours with a particular consumer on a regular basis and may offer non urgent
appointments at unusual times or places when other staff are not present.
Become aware of strong feelings of dislike for a consumer.
Meet with a consumer socially on a regular basis.
Become aware that a consumer will do whatever he or she suggests, without question.
Become aware of sexual attraction to a consumer.
Start keeping secrets with the person receiving care and/or becomes guarded or defensive
when someone questions their interaction.
Make unnecessary comments about a consumer’s body or clothing or other sexually
suggestive comments.
A consumer may start talking about or displaying inappropriate feelings or sexualised
behaviour towards the professional.
Strategies to minimise risk of boundary violations

•
•
•

The primary responsibility for boundary protection lies with the professional.
All staff have a responsibility to raise any concerns with service managers and staff involved.
Ensuring the service has a culture which supports staff to discuss ethical conduct regularly
and to report or raise concerns and observations.
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•

Having policies in place to maximise dignity during examinations of a physical or intimate
nature such a chaperones, explaining the procedure, gaining consent, respecting cultural
requirements.

Clinicians are careful not to display any sexualised or inappropriate behaviour towards
consumers such as:
• Revealing intimate details to a consumer
• Giving or accepting social invitations
• Visiting a consumer’s home unannounced
• Seeing consumers outside of normal practice
• Clinically unnecessary communications
Strategies to help mental health professionals to maintain professional boundaries when
there is potential for boundary infringements with a consumer:
•
•
•
•

•

Always seek advice. Discuss the issue during personal supervision session, during peer
supervision or arrange a specific consultation with a senior colleague.
Discuss with your line manager or service co‐ordinator.
Strategies which may then be considered are: arranging to share the case with another
worker, altering workplace arrangements so that the person is moved to a new worker.
Ensuring consumers have clear information about:
- sexual boundaries between healthcare professionals and consumers,
- why they are important,
- what behaviour is expected from professionals and consumers,
- how to look after themselves
- how to report a breach of sexual boundaries by a healthcare professional. [26]
Review your relationship with the consumer and act to:
- Respect the parameters of your role in relation to consumers.
- Develop a clear understanding with the consumer about boundaries.
- Re‐establish boundaries with the consumer by clarifying your role.
Strategies to minimise boundary infringements in online settings
Online searching

Mental health professionals should not search for consumers or their family members on the
internet. Exceptions may be made during times of crisis; however, it is essential that any such search
is conducted with the person’s best interests as the primary motivation, rather than the curiosity of
the worker. [27] If a worker feels that using a search engine is a clinical necessity, he or she should
document any occurrences in the person’s record, providing clear person‐centred justifications for
conducting the internet search and discuss the need for use of a search engine with a senior
colleague or manager. [25]
Appropriate use of social media
Mental health professionals must take care to maintain professional conduct and boundaries online.
Staff should not connect with or accept consumers, their family members or other support people as
‘friends’ or connections on social media, networking or dating sites as they could be at risk of
breaching their therapeutic relationship. If a consumer requests to be a ‘friend’ on social media,
‘ignore’ the request online and discuss this with the consumer in person, reinforcing the need to
keep a boundary between the professional and personal. [25, 27] Most professional guidelines
provide recommendations relating to the use of social media. The conduct of staff should promote
confidence and trust.
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Staff are strongly recommended to consider the following actions:
Examples of actions staff can take
• Regardless of whether you use social media, conduct regular online searches of your name to
be aware of the information that is available. If information is inconsistent with your
responsibilities as a health professional, take measures to have it removed (if possible).
• Register social media accounts to display a nickname or alias rather than your professional
name and do not include workplace information in your profile.
• Profile pictures are typically searchable to all users of the social media platform. Consider
using a non‐identifiable image rather than a photo, or keep the widest audience in mind when
selecting a profile picture.
• When posting status updates, photos or video, select friends / contacts rather than ‘public’. A
‘public’ setting enables anyone on the social media platform and external search engines to
see your posts.
• Only accept requests from people you know.
• When setting up an account with a new platform, investigate privacy settings thoroughly to be
aware of how your profile and content would appear to all users and selected users such as
friends, friends of friends (who you may not know), followers and connections.
Things to reflect on in supervision or consultation to maintain boundaries
• Think carefully about the best interests and therapeutic needs of the consumer. Are they
being served?
• Is your behaviour consistent with relevant codes of conduct and ethics and organisational
codes of conduct?
• Is there anything you could do differently or proactively now to support sexual safety?

1.7 Physical environment – design and use of space
We have so far discussed how therapeutic approaches, leadership culture, information and training
for consumers, carers and staff can promote sexual safety. The design of the physical environment
and how it is used can also contribute to improving sexual safety. This is important in inpatient units
and hostels where residents live in close proximity to one another 24 hours a day. However,
attention should also be paid to the design and use of space in community settings to ensure that
consumers and carers visiting the service feel and are safe. This includes in waiting areas but also in
consultation rooms. For example, someone with a history of sexual abuse may feel unsafe alone
with a clinician in a small consultation room with the door closed.
The literature shows that the majority of sexual safety incidents in inpatient settings consist of male
to female breaches and that many women report feeling unsafe during inpatient stays [11]. The
evidence available suggests that establishing women only areas in mental health inpatient units is
effective in improving the safety and experience of care for women [11, 16, 28] and that having a
choice to access single or mixed gender mental health treatment may be the most important factor
in improving women’s experiences of inpatient care. Separating genders may also enhance the
capacity of nursing staff to concentrate on therapeutic engagement with consumers instead of
having to spend all of their time monitoring and observing. [11]
However, the work of the Royal Commission into Institutional Responses to Child Sexual Abuse has
shown that men underreport sexual victimisation and men are subject to sexual safety incidents in
mixed and single gender units. This means that the needs of vulnerable men must also be taken
seriously in the design and running of inpatient units. [11]
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Other concerns raised about single gender inpatient units or areas are the challenge of
accommodating people who identify as gender diverse in a system with a binary concept of gender.
[11]
People should be accommodated according to their self‐identified preference and to the availability
of flexible space to accommodate individual needs and preferences. [11]
Some barriers to providing sexually safe physical environments have been identified in the literature
[11]. These include; difficulties retrofitting gender specific spaces in older units, moving women into
the men’s corridor or vice versa due to pressure of beds, lack of visibility of the access point to
gender‐specific space by staff, propping open doors between gender specific areas for convenience,
shared bedrooms. shared bathrooms, broken or no locks on bedroom doors and lack of shower
curtains in shared bathrooms.

1.7.1 Environmental features that promote sexual safety
Recommended features of the design and use of the physical environment to promote sexual safety
and preserve consumers’ privacy and dignity are listed below. Whilst it is recognised that
implementing these changes in some facilities may be difficult, services should work towards
introducing similar changes to their facility’s physical environment where the layout of the existing
facility allows this, and taking account of these suggestions when upgrading services or planning any
new facilities.









1. Access to gender specific areas and spaces
Including establishing corridors/accommodation and bathroom facilities that are gender
specific
With flexible areas to meet the needs of varying inpatient populations
Where possible women should have the opportunity to associate together in women only
lounge areas if they so wish and to take part in women only therapy groups and social
activities. This should apply particularly in units where women are in the minority such as
some secure settings.[29]
That meet the needs of trans and gender diverse people and support their self‐identified
preference
With access visible by staff
With systems in place to prevent access by those who are not supposed to be there
Designs should also allow for short term flexibility in allocating activity spaces. [29]

2. Lockable bedroom doors
Being able to lock themselves in their bedrooms can greatly contribute to a consumer’s feeling of
security at night. [8]



3. Safe access to bathrooms and toilets
Ensuite bathrooms and toilets preferably
Gender specific bathroom and toilets in separate areas where ensuites are not available
placed where people do not have to walk through opposite gender area to reach toilets or
bathroom. [29]
4. No dormitories or shared bedrooms for those who feel vulnerable and are distressed by
the lack of privacy and dignity
5. Family visiting areas that facilitate privacy and safety

6. Nurse call buttons ‐ means to summon help
The provision of nurse call buttons enables consumers to call for staff assistance in case of
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emergency. Nurse call buttons could be located in both bedrooms and bathrooms and promoted to
consumers within their orientation so that they are aware of their existence.
7. Sensory motion detectors/CCTV
Sensory motion detectors installed in bedrooms can be activated at night and alert staff if
consumers leave their rooms. These detectors can support staff to monitor consumer movement
and to prevent inappropriate access to other consumer’s rooms, promoting safety and privacy.
8. Signage
Clear signage in inpatient units can help to stop inadvertent accessing of gender specific areas. When
the consumer is acutely unwell their usual cognitive abilities may be impaired, so signage and clear
labelling can support consumers to read environmental cues. Labels should be easily understood,
with accepted symbols given preference over written language where possible
9. Increased vigilance
Increasing vigilance and observation at particular times when staff are less available is a simple yet
effective way to increase the safety and security of the service environment. This could include
night‐time, when handover occurs and during ward rounds, when consumers are more vulnerable. A
constant staff presence is required in acute inpatient units, including overnight. Communal or
outdoor areas where there is a reduced staff presence are high risk areas that may require an
increased level of observation.
10. Monitoring maintenance
Systems of audit to monitor the appropriate use and maintenance of infrastructure to support
sexual safety and for reporting on breaches and the extent to which these areas are not used as
intended. [11]
11. Policies for the management of the environment
Policies that do not permit consumers in each other’s rooms on inpatient units and clear policies for
hostels protecting those who are vulnerable.

1.8 Supporting mental health staff to promote sexual safety
Staff need to be adequately supported in their workplace and trained to provide therapeutic care
that promotes the sexual safety of the consumers and prevents traumatization or retraumatisation.
This support should be in the form of training, clinical supervision, organisational supports and
referral pathways where necessary for help with trauma.
Many staff want to keep consumers safe but often feel ill equipped to manage incidents including
where they themselves are subject to sexual assault, abuse or harassment or have allegations made
against them, including false allegations. [9] Any training and education must include gender
sensitive and trauma informed care practice principles.

1.8.1 Induction and orientation
Services should ensure staff, including agency staff, are provided with training and information as
part of routine induction and orientation to manage sexual safety.
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Staff training should include:











Developing the skills and confidence to have conversations with consumers and with
colleagues about the sexual health and sexual safety of consumers, using appropriate
language to support consumers to feel comfortable talking about their experiences.
Understand the prevalence of sexual trauma in consumers and its impact on their
presentation, interaction with others and vulnerability.
How to appropriately and sensitively take a consumer’s sexual trauma history and screen for
family and domestic violence.
Sexual safety risk identification and its relationship to the broader risk assessment and
trauma focused care framework.
Planning and implementation of mitigation strategies to maximise sexual safety.
Understanding the policy and procedures that outline staff responsibilities in relation to
preventing potential sexual assault and harassment.
Processes for responding if an assault or harassment occurs.
The management of disinhibited behaviours.
How to get support if they feel traumatised or unsafe as a result of anything that has
happened on the unit

1.8.2 Ongoing education and training
Services should create opportunities to provide information in relation to sexual assault and sexual
safety at regular intervals in appropriate forums such as staff meetings or in‐service training. The
training needs of line managers should be considered to enhance their skills in providing clinical
supervision to staff about sexual safety. Training might involve relevant local services and/or
providing staff with information about external education and professional development
opportunities.
Staff awareness about sexual assault, harassment and sexual safety can be raised by displaying
appropriate materials either on a notice board, policy manual, on Service intranet pages, or in an
area to which staff have access.
In non‐acute residential settings where a consumer’s right to consensual sexual activity is respected,
staff can be supported through education on topics such as assessing a consumer’s capacity to
provide sexual consent and understanding the tactics of coercion.
Staff in community based and residential services who are involved in case management will also
need information and advice regarding how to manage the particular issues that exist when home
visiting.

1.8.3 Clinical supervision
Having clinical supervision systems in place supports staff in developing their understanding of
sexual issues encountered in clinical practice, promoting the sexual health and safety of consumers
and maintaining professional boundaries. It also helps to develop their understanding of and
practice of trauma informed care and gender sensitive care[30] and may help identify if staff are
being adversely affected by vicarious trauma.

1.8.4 Organisational staff supports
Staff need to feel sexually safe at work and may need support coping with vicarious trauma either
when incidents occur or in relation to taking trauma histories. Staff need to have access to
debriefing after incidents and support such as the employee assistance programme. The culture
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needs to be such that staff are encouraged and feel able to seek support if they need it and are
provided information about sources of support such as employee assistance programmes.
Staff need to be appropriately supported if they are faced with allegations of a sexual nature. [9]

1.8.5 Support for peer support workers
Consumers often feel a particular level of trust in confiding in and disclosing to peer support
workers. This makes consumer workers vital members of the service environment.





Peer support workers must be provided with education and training that mirrors the training
provided to service staff.
This will support them to play a pivotal role in providing advocacy in the event of sexual
harassment or assault within services and to gain information from a trauma focused
perspective.
Peer support workers and representatives also need to be able to access training and
ongoing support in terms of reflective practice around appropriate boundaries and ethical
practice within the context of their workplace roles. [8]

1.8.6 Volunteers
Anyone who carries out volunteer work within a mental health service does so to enhance services
for consumers. Accordingly, they should be provided with adequate support to help them to be
aware of and understand sexual safety issues for consumers.
Volunteers will need education and training regarding:






The rights and responsibilities of the consumers who use the service.
Their own responsibilities and the relevant Code of Conduct that applies to their health
positions or roles.
How to respond if they receive a disclosure of sexual assault, suspect someone has been
sexually assaulted or witness a sexual assault.
How to respond if they become aware in the course of their duties that a child or young
person may be at risk of significant harm.
What to do if they feel at risk.[8]

1.8.7 Screening of staff
The screening of staff (including volunteers) who apply for roles within a mental health service must
be managed in accordance with the service’s policies on recruitment and employment screening and
should be considered as part of an overall sexual assault prevention strategy.[8]
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Section 2
2. Targeted Approaches to Sexual Safety
This document has so far concentrated on universal approaches to promoting sexual safety in
mental health services. This section concentrates on individualised approaches to promoting safety
and prevents incidents that compromise sexual safety. This requires assessing the risks and
developing a safety plan for addressing the identified risks.

2.1 Risk assessment and safety planning
All consumers of mental health services should be assessed for the risk of being vulnerable to
having their sexual safety breached or compromising someone else’s safety as part of a
comprehensive holistic assessment of the person’s health, treatment, support and safety needs
and considered along with other risks such as risk to self and others, risk of physical and sexual
violence, physical health risk or other vulnerabilities. (Refer to the Chief Psychiatrist Standards for
clinical care‐ assessment standard and risk assessment and management standard).
Assessing risk requires more than simply assessing an individual’s characteristics to determine their
vulnerabilities and strengths or their propensity to breach others’ sexual safety. In order to inform
management, the assessment should include assessing risk factors associated with the physical
environment context (see section xxx) and the social/relational context, eg [13].
This leads to a formulation of how individual vulnerabilities and the physical and social environment
interact to inform what measures are put in place to maximise safety.
Assess individual risk factors
Assess social/relational context risk factors
Assess physical environment risk factors
Formulate how the factors interact to increase or decrease risk
Develop a safety plan
If a consumer is assessed as being vulnerable to breaches of sexual safety, this assessment must
be:




Documented within the admission clinical documentation, progress notes and
management/care plans,
A safety plan developed in collaboration with the person and their family and carers if
outlining what steps are being taken to mitigate the risk; and
Communicated to all staff on the treatment team.

A safety plan should include:






Individual specific triggers and individual, relational and environmental circumstances that
may compromise safety
The responsibilities and actions agreed for the consumer, their family and carers and
clinicians in maintaining safety
The strategies aimed at reducing risk and enhancing safety.
The actions to be taken, when and by whom in the event of a crisis
How changes in risk will be monitored
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A useful starting point for the discussion will be asking: ‘What will help you to feel safe?’

2.1.1 Assessing individual risk factors
All consumers are potentially vulnerable by the nature of their illness and/or the experience of being
hospitalised. A number of factors have been identified as placing some consumers at particularly
high risk of experiencing a breach of sexual safety: [11]
Personal characteristics (see section below about vulnerable groups):







Female
From a CALD background [3]
Identifying as LGBTI [3]
Being an older or a younger person [3]
Having a disability [3]
Being Aboriginal or Torres Strait Islander [8]
Trauma history






Previous sexual trauma
Childhood trauma
Being a refugee/torture and trauma survivor
Being a victim/survivor of family and domestic violence [3]
Vulnerability associated with mental illness













Things which compromise decision making and capacity potentially result in vulnerability to
predatory behaviour
Sexual disinhibition
Being heavily sedated
Being intoxicated and/or having a comorbid drug and alcohol condition
Experiencing a psychosis
Having a condition that affects neurocognitive functioning eg. delirium or acute psychosis
Impaired communication skills eg. English competence, hearing speech or visual impairment
Having an intellectual disability
Impulsivity, risky behaviours
Confusion and disorientation
Distress and social isolation [11]
Lack of capacity to manage sexual behaviour and relationships

Assessment of capacity on an inpatient unit should include:
 assessment of mental status,
 level of orientation, and
 level of understanding of the rules on the unit, including the psychological and physical
consequences of sexual behaviour, such as pregnancy and infection [13].
In a residential setting such as a hostel, this might be assessed in conjunction with the community
mental health service. (see section XXX) in relation to assessing capacity

2.1.2 Assessing relational/social context risk factors
This involves looking at the social and relational context the person is in, whether in an inpatient unit
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or in the community and will involve consideration of issues such as:
 staff levels
 mix of consumer gender
 acuity of consumers
 family situation including family and domestic violence
 any concerns relating to visitors that may contribute to the person’s vulnerability

2.1.3 Assessing environmental risk factors
This is particularly relevant in an inpatient or residential setting and involves assessing risk factors in
the design and use of space on a unit that may present risks to that individual’s sexual safety.

2.1.4 Assessing the risk of breaching someone else’s safety
A comprehensive, holistic mental health assessment should include assessing the risk of breaching
someone else’s sexual safety. Breaching other people’s sexual safety can result from opportunistic
events to more deliberate planned assaultive or harassing behaviour.
Some people may be both at risk of breaching others’ sexual safety and vulnerable themselves, for
example those with disinhibited behaviour due to dementia or mental illness. As with assessment of
any other risk, it should involve assessment of individual, relational and environmental contextual
factors that contribute to the risk.
Individual risk factors for breaching others’ sexual safety
Individual risk factors that have been associated with breaching the sexual safety of people accessing
treatment include:











Being male
High levels of non‐sexual aggression
Sexual disinhibition
Minimal insight into consequences of sexual activity
History of sexual offending
History of non‐sexual violence, including domestic violence
Abusive language
Threatening behaviours
Intimidating behaviours including sexual harassment
Acute drug intoxication

Key factors to consider within this assessment include:








The form sexual behaviour takes and the context in which it occurs
The frequency of the behaviour
Contributing factors or triggers
Whether the behaviour is problematic and if so to whom
The harm the behaviour might cause
Any factors which make the behaviour less likely
Any factors that make the behaviour more likely [8].

As for assessing any type of risk the relational /social context and environmental risk factors should
be taken into consideration. The risk should be formulated in a safety plan.
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2.1.5 Taking an appropriate sexual assault and harassment history
Knowledge about a consumer’s previous history of being subjected to sexual assault or harassment
can inform staff of the consumer’s particular needs and what may or may not be problematic or
‘triggering’ situations for them. [8] Feeling safe within services is essential for healing and for
decreasing vulnerability to further victimisation. Research indicates that people who have
experienced sexual abuse that occurred within an institutional environment are unlikely to disclose
the abuse unless they are asked directly. [8] The Royal Commission into Institutional Responses to
Child Sexual Abuse found that many people came forward who had been using mental health
services but never disclosed their sexual abuse, and also found that survivors who spoke to them
took on average 23.9 years to tell someone about the abuse. Men took longer to disclose than
women. [6]
This reluctance is due to a range of factors, including denial, fear of stigmatisation, inability to trust,
loyalty to the perpetrator, feelings of shame, inability to identify the experience as abuse or realise
that they have a right to safety, fear of retaliation by the perpetrator or others, fear of being labelled
as a liar, attention‐seeking or out of touch with reality, or efforts to avoid thinking about past
trauma.
Many staff don’t feel competent or feel unable to follow up if they uncover a trauma history leading
to avoidance. [31] Some fear they may distress the consumer. People most at risk of not having a
sexual trauma history taken are males, people over 60, people with a diagnosis of psychosis, people
being assessed by a male clinician or a clinician of a different gender to the consumer, or people
whose clinician has strong biogenetic beliefs about causation of mental illness. [32]
Research shows that clinicians do not routinely take histories of previous trauma [31] but most
service users are in favour of direct inquiry and would like their experiences to be acknowledged
[33]; and that far more consumers make a link between trauma and their mental health than
clinicians do. [34]
Taking this history depends on establishing trust with the consumer, and the skill and sensitivity of
the clinician. Accordingly, taking a consumer’s sexual assault history when they are admitted to a
mental health service is important to enable staff to adequately support the consumer, both in
terms of their illness and their sexual safety while involved with the service. [8]
It is important, however, to ensure that this process is carried out when the consumer is
comfortable to do so in a quiet place, in an appropriate way. For acute admissions, taking such a
history might be delayed until the consumer is stable. For this reason the Guidelines do not suggest
a uniform screening instrument.
Useful principles of taking of a sexual abuse history







Ask all consumers [32]
At initial assessment (or if in crisis as soon as the person is settled) [32]
Ask in the context of a general psychosocial history (not at the outset of an assessment
nor out of the blue with no context) [32].
Use a funnel of enquiries that goes from the general questions about their experiences
to specific questions about sexual trauma [32].
Adequate time is set aside for the assessment – the consumer should be allowed to
proceed at their own pace[8].
An appropriately private space is allocated to support the assessment to be
undertaken – privacy, confidentiality and feeling safe are key concerns[8]
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Many professionals are concerned about how to respond if someone does disclose past sexual
trauma.
Suggested principles for responding:









Affirm it was a good thing to tell.
Eg. ‘Thank you for telling me about such a difficult experience.’
‘I’m sure that was hard for you to talk about, but it’s good that you did.’[8]
Don’t try to gather all the details.
Ask if the person has told anyone before, and how did that go.
Eg ‘Have you had the opportunity to talk to anyone about this before?’
‘Have you had any support or help to deal with your feelings about what happened?’ [8]
Offer support.
Ask whether the consumer relates the abuse to their current difficulties.
Check current safety from ongoing sexual trauma.
Check emotional state at end of session.
Offer follow up /check in.[32]

In non‐acute settings, ensure the availability of clinically trained support if and when required.[32]
Discussion of past trauma can then lead to discussion about what the consumer needs in order to
feel safe and be safe whilst using the mental health service. Every effort must be made to not place
the consumer back in the same environment and/or to discuss what might be helpful for the
consumer in decreasing the risk of re‐traumatisation.[8]
If the consumer discloses past sexual trauma that they want help with then a further assessment by
an experienced clinician may help.
Where there is no disclosed history of previous sexual assault, clinical practice can still operate
from the premise that this history is a possibility. The consumer should also be advised that
support is available in the future if they wish to re‐visit this topic at a later date.
Taking a sexual assault history may also be traumatic for a staff member that has experienced sexual
assault or violence themselves. Staff should be cognisant of their own feelings about sexual assault
and seek management support to ensure they do not experience re‐traumatisation themselves as a
result of their involvement in the sexual assault history assessment. [8] Clinical supervision for staff
is a key component of all aspects of promoting sexual safety in mental health services (see section
xxx).

2.2 Managing sexually disinhibited behaviour
Sexual disinhibition is difficulty controlling sexual behaviour where sexual thoughts, impulses or
needs are expressed in a direction or disinhibited way such as in inappropriate situations, at the
wrong time or with the wrong person. [8] Behaviours exist on a continuum and can escalate in
severity from an increase in sexual thoughts through to indiscriminate sexual activity.
Sexually disinhibited behaviour is important to address. When demonstrating sexually disinhibited
behaviour a person’s’ ability to make informed choices and decisions may be impaired. Their
behaviour may make them or other clients vulnerable to exploitation or abuse.
Even where the behaviour does not lead to sexual harassment or assault, it can cause distress to
and/or retraumatise those witnessing it and cause them to feel sexually unsafe. [12, 35] This impact
is often under‐recognised in mental health settings. [12]
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Staff should be are aware of the impact of witnessing sexually disinhibited behaviour and provide
support to the person witnessing the event whether they are a consumer, family or visitor. [35]
Disinhibition and inappropriate sexual behaviour are common features of dementia, so units that
manage people with dementia needs space for people to move about but also sufficient rooms to
allow privacy. [29]
Assessment of people with sexually disinhibited behaviour should support the development of an
appropriate, agreed and comprehensive management plan.
In developing the management plan, services should consider: [8]
 The need for a higher level of supervision and monitoring, and the capacity of the service to
provide this.
 How to reinforce appropriate behaviour and clothing.
 Any medication that should be prescribed in the treatment of the sexual disinhibition.
 Strategies to distract the consumer should their behaviour be associated with dementia.
 How and what to communicate to the consumer and their family and carer/s about the
behaviour and how it can be managed.
 Any feedback to the person about their behaviour should be clear, simple and unambiguous.
 Any changes required to the service setting to provide safety for other consumers and staff
and privacy for the consumer who may exhibit the behaviour.
 Any existing management plan should be reviewed and updated after an incident of sexual
disinhibition.
 The management plan should be agreed with and communicated to all mental health staff
involved in the consumer’s care as well as the consumer’s family and carer so they receive a
consistent approach to their behaviour.
If a consumer has assaulted another consumer or been assaulted themselves the protocols for
responding to this type of incident should be followed (see section xxx. Responding to sexual safety
incidents).

2.3 Consumers in the community
Professionals working with consumers of services have a responsibility to consider the vulnerability
of clients even in community settings. Clients have a right to enjoy a healthy and safe sex life.
However, where a client’s vulnerability puts them at risk of sexual assault or harassment or there
may be family and domestic violence, workers have a responsibility to consider their capacity to
consent and intervene, where appropriate, if the client’s safety is compromised and to support
consumers in keeping themselves safe. Where there are concerns about family and domestic
violence staff should refer to FDV Health Guidelines References.[36]

2.4 Consensual sexual activity in an inappropriate context or setting
2.4.1 Understanding consent and capacity
As discussed in section xxx, sexuality is a fundamental part of being human. The challenge for mental
health services is to balance the rights of consumers to sexual expression and the rights to sexual
safety. It can be difficult to confirm in some situations that sexual activity is consensual (see
supporting sexual expression)
When sexual activity occurs, in all cases it must be easily recognised as consensual, voluntary and
mutual in nature and the persons involved must have given informed consent. [8]
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Consent exists only when a person freely and voluntarily agrees to engage in sexual activity and can
only be said to be valid if the person knows what they are consenting to, and has a real option of
saying yes or no. Additionally, Western Australian law recognises that there is no consent where the
person who has agreed or submitted to the sexual act does not have the capacity to understand the
sexual nature of the act or is unable to protect themselves from exploitation.
Other factors which might make a person’s consent to sex invalid include:








If a person does not really understand what is being asked
If a person does not know they have the right to refuse sex
If a person does not know how to refuse sex
If a person is afraid to refuse sex
If a person does not know that sex is not meant to be painful or uncomfortable
If a person does not know that he or she is being exploited when a reward/incentive or
payment for sex is used
If a person does not know that some relationships are illegal, such as those within families,
or between health staff and consumers.

It is important, therefore, for mental health staff to have an understanding of the capacity of the
consumers under their care to consent to sexual activity. When this capacity is in doubt, an
assessment should be undertaken of the consumer’s clinical mental health status, communication
skills and current level of knowledge and understanding regarding sexual and personal
relationships.[8]
Specific questions to be considered within such an assessment include:





Is the consumer aware of the relationship? Is the consumer aware of who is initiating the
sexual contact? Does the consumer believe that the other person is a spouse, or do they
know the other person’s identity and intent? Can the consumer state what level of sexual
intimacy with which they would be comfortable?
What is the consumer’s ability to avoid exploitation? Is the behaviour consistent with
formerly held beliefs or values? Moreover, does the consumer have the capacity to say no to
uninvited sexual contact?
What is the consumer’s understanding of the parameters and impact of the relationship? If
the consumer realised that the relationship may be time limited, can they describe how they
will act if the relationship ends

2.4.2 Staff attitudes in assessing whether sexual activity is consensual
There are situations where consumers may be engaging in activities which other people view as
morally wrong or not in the best interests of the individual. Mental health staff are not expected to
judge the rightness of any sexual activity that has taken place. However, they are expected to be
sensitive to the possibility of assault and abuse, and to raise any concerns with their line manager or
the senior clinician if they believe a consumer’s behaviour is putting them at risk. [8]
It can be difficult for staff to decide whether sexual activity involving a consumer is consensual or
should be recognised as an assault. An assessment that is specifically about the consumer’s abilities
to understand sexual and personal relationships, and therefore provide informed consent, will
support staff in this regard. This assessment must be recorded in the consumer’s notes and reviewed
on a regular basis. [8]
When assessing whether consent has been provided, evidence of mutuality should also be
considered to rule out coercion. Factors to consider could include: – both parties seeking each other
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out – spending spare time together shared resources – shared leisure activities – restriction of
activities with other potential partners. [8]
If the sexual activity is deemed to be assault or harassment, the Guidelines for responding to sexual
assault or harassment will need to be followed.
Even where the sexual activity is deemed consensual, staff should be cognisant of the need to
provide counselling or other additional care or treatment, for either the participants or those who
have witnessed the activity, to avoid retraumatisation for those who have experienced prior sexual
assault or harassment. [8]
Staff will also need to ensure that the sexual safety standards for the service are reiterated to the
consumer and their families and carers as well as the requirement to adhere to these.
In an acute inpatient setting, care should be taken to ensure that the consumer or consumers
involved understand that sexual activity is not supported due to the vulnerability of those in care. [8]
Consumers in non‐acute/residential and community settings have the same rights as the rest of the
community to engage in sexual activity so long as both parties consent, demonstrate capacity to
make decisions and any activity takes place privately. [8]
In a non‐acute/residential setting, where one or both individuals lack the capacity to consent,
mental health staff should work with these individuals to explore solutions. Where a sexual
relationship is established, staff should monitor the general wellbeing of the consumers involved and
attempt to obtain an understanding of how this relationship may be impacting upon their wellbeing.
[8]

2.5 Recognising and responding to vulnerable and diverse groups
Targeted strategies to improving the sexual safety of consumers of mental health services must be
informed by an understanding of the diversity or needs and the particular risks and challenges that
are associated with people’s culture, language, disabilities, age, religion, sexuality, and gender
identity. [3]

2.5.1 Aboriginal and Torres Strait Islander people
Aboriginal women experience sexual violence at a rate between two to five times higher than is
experienced by non‐Aboriginal women and much is not reported.[37] This places them at increased
risk of feeling unsafe and being retraumatised when accessing mental health services.
Aboriginal people are likely to face additional barriers to reporting sexual victimisation including
shame, stigma and a lack of trust in government services due to historical experiences of
discrimination, racism and past practices of institutionalisation and forced removal. [37, 38] The
concept of shame is very important within many Aboriginal communities. Shame can be
overwhelming and can act as a barrier to seeking help. Individuals may fear ‘payback’ from members
of the community. [39].
Disclosing or discussing sexual health matters may be viewed as breaching cultural practices and can
evoke feelings of shame or internal disharmony. The gender of the staff caring for the Aboriginal and
Torres Strait Islander consumer is vital, as in some communities it is considered taboo for men and
women to discuss sexual behaviour with each other. [35, 40] Consultations by the Mental Health
Complaints Commission, Victoria noted Aboriginal women and men may be more likely to raise or
discuss concerns about their sexual safety with someone of their own gender and feel more
comfortable in a single gender environment. [3]
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Practice points





Services must be aware of and responsive to these factors in providing care of Aboriginal
people and the implications for providing a sexually safe environment. [3]
Mental health staff should consider sourcing culturally appropriate and sensitive material
that supports advice to the consumer and family about sexual safety when accessing mental
health services and about responding to sexual assault and violence.
Interpreters may be required for Aboriginal people whose first language is not English.
Involve Aboriginal people and communities in planning sexually safe services.

2.5.2 CALD backgrounds, including refugees
Western Australia’s population is highly heterogeneous. More than 240 languages are spoken in
Western Australia and the 2016 census showed that 17.7% of Western Australians speak a language
other than English at home. [41]
Individuals from culturally and linguistically diverse (CaLD) backgrounds are diverse in language,
culture, ethnicity and religion. In addition, this community also comprises people with different
migration experiences. The health and well‐being of newly arrived migrants, humanitarian entrants
and more settled migrants are varied and are influenced by pre‐ and post‐arrival conditions and
experiences. [39]
Some migrants and refugees have experienced violence as part of their pre or post migration history,
which may include sexual violence. Additionally, they may have past experiences impacting on their
ability to trust systems or services. Past experiences of trauma have the potential to hinder the
relationship with services providing support, if those experiences have not been disclosed to or
understood by the service provider. [35]
Once in Australia, a number of factors increase the risk of physical and sexual violence for some
individuals from CaLD backgrounds. Some of these are:
 Failure to recognize sexual and physical violence
 Physical, social and emotional isolation
 Language barriers
 Cultural barriers, such as shame, honour, ritual and beliefs
 Residency fears
 Stigma associated with the abuse
 Lack of knowledge of rights, law and the system
 Racism and discrimination
 Previous sexual trauma
 Disconnections from their community [8]
Fear of brining shame on the family [42]
For refugee women, the experience and effects of domestic violence following resettlement in a
new country can be particularly devastating, given that many have endured sexual and gender‐based
violence prior to their arrival. This also makes them more vulnerable to further violence in their
current relationships. [39]
Language
Communication is key to understanding an individual’s needs, assessing risk and safety planning and
to ensure that people can participate fully in decisions relating to their care. Therefore, it is essential
to provide interpreter services. This is also relevant for any written information that may be given to
a client.
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Cultural sensitivities
There may be particular cultural sensitivities that exist for individuals and families from particular
cultural backgrounds in relation to sexual activity, harassment and assault. Cultural background may
influence the impact and disclosure of any sexual behaviour.[3] The use of an interpreter is crucial to
enable clinicians to make accurate assessments of people’s needs and to better understand the role
of culture in the person’s beliefs and experiences about mental illness and sexuality.
Practice points









Care should be taken in respect to providing a service which is culturally competent and
gender‐appropriate to an individual’s CaLD background. [39]
It is important to engage a professional interpreter, but keep in mind that interpreters can
sometimes be part of the same community as the victim. One way to avoid that is
requesting a phone interpreter from the eastern states.
Family and friends of the consumer are inappropriate substitutes for professional
interpreters and their interests may be different or in conflict with the consumer’s.
Staff have a window of opportunity for engaging clients and addressing barriers by providing
culturally and linguistically appropriate information to individuals on their rights and options
and access to services to help meet their needs. [39]
Services will need to consider the literacy level of the consumer and be prepared to explain
the written information in a clear and concise way. [8]
Services need to develop targeted prevention strategies and responses to breaches of sexual
safety that recognise and respond to the specific needs related to the cultural and religious
background and beliefs of the person and their family. [3]

2.5.3 Children and young people under the age of 18
Children and young people will display sexual behaviours on a continuum ‐ ranging from healthy and
age appropriate to unhealthy and problematic. Consensual sexual activity between adolescents over
the age of 16 years is an age appropriate activity when in an appropriate setting.
Adolescent females between 15 and 19 year are considered most at risk of being sexually assaulted.
[39]. Research suggests that young women receiving mental health treatment are more likely to
engage in high risk sexual behaviours and test positive for STDs than young men [43, 44] Prevalence
of previous trauma is extremely high in young people admitted to acute inpatient units. These risk
factors may result in particular vulnerability to breaches of sexual safety [3].
Many of the risk factors that place children and young people at particular risk are the same as for all
other consumers of mental health services [45].
The following groups are at particular risk of abuse:






Children with a cognitive impairment (including cognitive impairment from mental illness),
particularly those who are homeless, living in boarding houses or institutional settings. [46,
47] Conditions such as organic brain syndromes may include sexually aggressive behaviours
and require appropriate supervision.
Young females who have a history of physical and sexual abuse.
Gay, bisexual or transgender young people.
Children who are heavily sedated.

While children and young people may be vulnerable to sexual safety breaches they may also pose a
sexual risk to others. Therefore age specific services for children and young people should not be
automatically assumed free from risks to sexual safety. [35]
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There are barriers to adolescents reporting breaches of or concerns about sexual safety including:








Fear of getting into trouble
Fear of having to disclose risk taking behaviour
Concern over mandatory reporting
Fear of the perpetrator
Fear of not being believed
Feeling responsible for any abuse that occurred
Not identifying an incident as a breach of sexual safety [39]

Adolescent males are even more reluctant to report sexual safety breaches than adolescent females.
[39]
Child safe services
The Royal Commission into Institutional Responses to Child Sexual Abuse emphasises the
importance of creating an environment where child abuse could be better prevented, identified,
reported and responded to. [6] They define a child safe institution as an institution that consciously
and systematically creates conditions that reduce the likelihood of harm to children, creates
conditions that increase the likelihood of identifying and reporting harm and responds appropriately
to disclosures, allegations or suspicions of harm.
The Royal Commission has articulated the essential standards of a child safe institution.

Child Safe Standards
Standard 1:

Child safety is embedded in institutional leadership, governance and culture

Standard 2:

Children participate in decisions affecting them and are taken seriously

Standard 3:

Families and communities are informed and involved

Standard 4:

Equity is upheld and diverse needs are taken into account

Standard 5:

People working with children are suitable and supported

Standard 6:

Processes to respond to complaints of child sexual abuse are child focused

Standard 7:

Staff are equipped with the knowledge, skills and awareness to keep children
safe through continual education and training

Standard 8:

Physical and online environments minimise the opportunity for abuse to occur

Standard 9:

Implementation of the Child Safe Standards is continuously reviewed and
improved

Standard 10: Policies and procedures document how the institution is child safe.
Criminal offences
According to the WA Criminal Code (1913):



Sexual activity with a child under the age of 13 is illegal in all circumstances.
Sexual activity with a child under sixteen years but over thirteen years of age is illegal unless
the age difference between the two people is less than three years and the other party can
show they had reasonable grounds to believe that the child was over sixteen years of age.
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Sexual activity between a child under 18 but over 16 year of age and any adult who provides
care, supervision or authority to the child is illegal (eg health practitioner, step parent,
teacher, foster parent, coach, priest etc.)[48].
Mandatory reporting

If significant risks are identified in relation to children in their care environment a notification to the
Department of Communities should be made, consistent with legislation and in accordance with
mandatory reporting procedures. [25] In Western Australia the Children and Community Services
Amendment Act 2004 places a legal obligation on doctors, nurses, midwives, teachers, police officers
and boarding supervisors to report if they believe on reasonable grounds that a child is being, or has
been sexually abused. Mental health services must ensure their staff know how to respond if they
become aware in the course of their duties that a child or young person may be at risk of
significant harm.
Practice points







A robust system of risk assessment and management strategies, suitable for this cohort,
needs to be maintained to ensure sexual safety.
The decision making capacity of young people under the age of 18 years, their
developmental stage and their communication styles may require additional consideration
in devising strategies to support them in keeping themselves safe.
Information and education about sexual health and sexual safety should be tailored to their
communication and developmental needs.
Assessment of a child’s sexual risk should include present or past history of exposure to
abuse or inappropriate sexual activity as part of a developmental history.
All clinicians have a professional obligation on behalf of a child they believe is being, or likely
to be abused or neglected. [49]

2.5.4 LGBTI ‐ Sexuality, gender and bodily diverse people
Sexual safety issues are not restricted to heterosexual and cis‐gender people. They can also affect
lesbian, gay, bisexual, asexual, transgender, intersex and queer/questioning people and other
sexuality, gender and bodily diverse people. There is evidence that inpatient settings can be unsafe
environments for LGBTI people with people reporting harassment or threatening behaviour from
others accessing inpatient care. [50, 51]
Sometimes sexual orientation and/or gender identity of an individual can increase their risk of being
sexually assaulted [42]. In addition, risk‐taking behaviours that some LGBTI individuals may engage
in such as sex work or visiting ‘beats’, make them some more vulnerable to current and future harm
[42].
One of the main issues in managing sexual safety for LGBTI mental health consumers is the adverse
impact of discrimination and prejudice [8] . Discrimination or prejudice against LGBTI people is a
common problem in Australia, including in health settings.
Discrimination or prejudice can include:
 Heterosexism ‐ a system of attitudes, bias and discrimination in favour of opposite‐sex
sexuality and relationships.
 Homophobia, Biphobia and Transphobia ‐ a range of negative attitudes and feelings directed
towards LGBTI people. [42]
 Cissexism – the assumption that all people fall into one of two genders and that their
gender always corresponds with their sex assigned at birth.
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Homophobia can occur in obvious and subtle ways and can include: [8]





Applying cultural stereotypes about acceptable forms of conduct around lesbian, gay,
bisexual and asexual people that degrades their sexual orientation.
Discounting the severity and impact of a sexual assault/harassment incident between people
of the same‐sex, due to a misconception that the behaviour is less traumatic because of the
gender of the perpetrator.
Condoning homophobia by not addressing inappropriate language/behaviour by others.

The impact of homophobic behaviours can be devastating, reducing someone’s sense of personal
safety or increasing their vulnerability to sexual incidents.
Transphobia refers to discrimination against transgender people because they do not conform to or
transgress societal gender expectations and norms.
While many of the ways in which homophobia manifests itself can also impact on transgender
consumers, there are additional issues to consider in relation to the sexual safety of this group, such
as [8]:




The assumption that having a transgender identity is a disorder and is therefore the
individual’s presenting issue.
A misconception that gender identity and sexual orientation are the same. Gender identity
and sexual orientation are two distinct issues. Transgender people can be heterosexual, gay,
lesbian, bisexual or asexual.
An inability to accept a transgender person’s expressed gender. This can impact on
transgender women’s access to single sex spaces, thus increasing vulnerability; and increase
the vulnerability of transgender men in male single sex settings.

Negative experiences include being misgendered through use of inaccurate pronouns or first names,
having to educate the practitioners, experiencing paternalism and feeling pathologised. [3] Other
negative experiences include privacy issues including invasive and inappropriate curiosity about a
person’s body as well as disclosure about the person’s gender identity without their consent (for
example publicly identifying them as trans or gender diverse). [3]
Barriers to reporting sexual assault for individuals who identify as LGBTI include fear of
discrimination, social exclusion and abuse. In addition, there may be a fear of negative stereotypical
and uninformed responses from health care workers and mainstream providers. Mental health staff
at all levels should be mindful of prejudice to ensure this does not influence the treatment of clients
and affect professional responsibility.
Practice Points
Creating a culture of acceptance that normalises diverse sexual orientations and gender identities
will assist in promoting sexual safety as well as encouraging openness in reporting sexual safety
incidents. [8] Mental health services can create safe and non‐judgemental environments for LGBTI
consumers through actively promoting the service’s acceptance of diverse sexual orientations and
gender identities and having a clear protocol or policy in place that dictates the unacceptability of
homophobic, biphobic and transphobic behaviour from either providers or consumers.
Language can sometimes create a barrier to health service provision, which can lead to poor health
outcomes. The language used by health professionals is important:



Always ask consumers how they wish to be identified and stick to it.
Ask clients directly about their preferred language and how they wish to be described and
referred to, especially their preferred names and pronouns.
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Allow people to self‐determine their gender and have this documented in their records.
Don’t use language that assumes a person’s identity, sexuality or relationship.
Use language that is gender neutral.
Use inclusive language when talking about people’s relationships. For example, use the term
‘parent’ instead of ‘mother/father’ or the term ‘partner’ instead of ‘boyfriend/girlfriend’ or
‘husband/wife’.

See Working Therapeutically with LGBTI Clients a Practice Wisdom Resource for more information.
[52]

2.5.5 People who are deaf or hearing impaired
Significant issues and access barriers exist for clients who are deaf or hearing impaired. Culturally,
Deaf who use Auslan are a particularly vulnerable group as they do not share the dominant language
of the population. Sexual assault can go unreported and unrecognised. The deaf and hearing
impaired population is diverse, including clients who are late deafened, deaf‐blind and may be from
non‐English speaking backgrounds. A culturally sensitive response should be provided, considering
environment and need for interpreters. [35]

2.5.6 People with intellectual, developmental and cognitive disabilities
People with disability must be acknowledged as sexual beings and have access to information and
resources to make informed choices about their sexuality and sexual and reproductive health.
(improving sexual and reproductive health for people with disability, sexual health and family
planning Australia disability special interest group‐ this could be a something to refer to at the
bottom of this section).
While many adults with mild ID engage in fulfilling consensual sexual relationships, some people will
find it more challenging to keep themselves safe and some people with ID will lack the capacity to
make decisions in relation to this area. [8]
People with intellectual and cognitive disabilities are more vulnerable to sexual assault and
exploitation. Women with an intellectual disability are 50‐90% more likely to experience a sexual
assault than the general population. [42] This requires special consideration in a mental health
service context, as women with intellectual disability may be particularly vulnerable to the predatory
behaviours of others. [3] A number of issues place people with intellectual and cognitive disabilities
at risk and make it more challenging for them to participate in keeping themselves safe:






Deficits in adaptive behaviour such as social problem solving and social judgement. [8]
When a person with ID also has a mental illness or disorder, this risk can be substantially
increased. [8]
People with disability are often excluded from sex education training programs. [42]
Health promotion material is often not appropriate for people with intellectual disability.
[42]
The person who poses a sexual risk to the person with disability is most likely to be a known
male: another resident in a group home, a carer or other family member (including intimate
partner), or a paid support worker.

In WA, under the Criminal Code 2013 it is a criminal offence to have sex with an incapable person.
An incapable person is defined as a person who is so mentally impaired as to be incapable of
understanding the nature of the sexual act or incapable of guarding themselves against sexual
exploitation. [48]
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Practice points











Basic sex education, tailored to individually suit the communication and comprehension
level of the consumer with ID, can help to combat vulnerability to sexual safety breaches by
providing the consumer with the knowledge to understand the difference between normal
sexual activity and sexual assault. Armed with this knowledge, consumers with ID can more
effectively identify when they are being victimised and develop self‐protective behaviours.
[8]
Consumers with ID will also benefit from being provided with clear advice about their rights
in relation to sexual safety, such as their right to say ‘no’ to sexual activity. As people with ID
can lack the confidence to assert their rights even when they are aware of them, education
will also be required to help consumers with ID learn how to ensure these rights are upheld.
This in turn will support them to speak up should they experience a sexual safety incident.
Consumers with ID will benefit from an assessment of their communication skills and current
level of knowledge and understanding regarding sexual and personal relationships to ensure
they have the capacity to consent to sexual activity and to assess their vulnerability to sexual
safety breaches. [8]
It is important to assess and meet the communication needs of both client and carer. For
example, it may be necessary to use interpreters or hearing loops. [8]
Speak using simple language and avoid using jargon or abstract concepts.
Carers and family members are often a vital element to a better outcome, as long as they
are safe.
If another person is brought in to assist with support or communication, check that they are
a safe person. Ask the client who they would prefer to assist them.

2.5.7 Older people
Societal attitudes traditionally under recognise the continuing place of sexuality and sexual
behaviour in the lives of older people. These perceptions can lead to staff responses to sexual
behaviour which reflect a lack of awareness and identification of risk issues and appropriate
responses to sexual health considerations and sexual safety incidents in this population group.[53]
This in turn can discourage older mental health consumers from reporting or freely discussing sexual
safety issues; [8] lead to an inappropriate categorisation or intervention of sexual activity or
expression from an older mental health consumer; and overlook the needs of older mental health
consumers that are particularly vulnerable to sexual safety incidents. [8]
Older people have been identified as a group at higher risk of sexual assault in both community and
residential settings. [39] Older women have been identified as particularly vulnerable. [39] Older
people are more likely to be sexual assaulted by family members, friends or care workers than a
stranger.
Research has identified that more than half of elderly victims of sexual assault have died within a
year of the experience.[39]
Particular issues to consider in relation to the sexual safety of older people include:
 The older person may be dependent on the person who poses a sexual risk to them for
financial, emotional, physical or social support. It is also possible for the perpetrator to be
dependent on the older person.


The presence of any cognitive or health impairments such as BPSD (dementia complicated
by behavioural and psychological symptoms such as inappropriate sexual behaviour,
intrusiveness and wandering); physical frailty; mobility issues and sensory and
communication deficits (hearing, sight and speech) [35]may reduce the ability of the older
person to protect themselves.
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Older people with disabilities are more likely to require assistance with intimate personal
care so there needs to be sufficient staff of appropriate gender to meet these needs in a way
that ensure older people feel sexually safe and are treated with dignity.[29]



Older people, especially women, tend to find mixed sex accommodation less acceptable
than young people do but are less willing to voice complaints.[29]

Services need to ensure the inclusion of older adults in local sexual safety policies and procedures.
These policies should prompt sensitive and specialised responses to sexual safety incidents in this
group.

2.5.8 Vulnerable males
Although the evidence is clear that the overwhelming majority of victims of sexual assaults are
women, men also experience assault including during acute mental health inpatient admissions and
in the community. [3]
The risk factors that apply for women are also relevant to men including a history of childhood
sexual abuse. A significant proportion of men admitted to inpatient units have experienced
childhood sexual abuse but many have not ever disclosed this. [3] Men who are heavily sedated are
more vulnerable to sexual assault. When consumers who are sedated experience a sexual assault,
the powerlessness they feel will often be magnified due to their loss of control and choice in such a
situation. The impact of such an experience for a man will not in any way be more significant than
for a woman but may give rise to particular issues because of cultural/social expectations of men.
Males are usually sexually assaulted by another man. [42]. This does not mean that the perpetrator
is necessarily a homosexual. Some men are sexually assaulted because those perpetrating the
assault are homophobic and believe a person is homosexual, or that they should be punished for
being homosexual. For men who are sexually assaulted by females, it can be even more difficult to
disclose and access support. Just like there are sexual assaults in heterosexual relationships and in
the straight community, there are similar rates in same sex attracted or gay couples. Males are less
likely to report a sexual assault for fear of judgement, stigma or being treated differently. It can lead
to them questioning their masculinity, sexuality and self‐identity. This can lead to increased distress
and isolation.
It is likely that breaches of men’s sexual safety in acute mental health inpatient units are under‐
reported due to issues of shame and stigma. Services therefore need to be alert to preventing and
responding to sexual safety breaches experienced by men in acute mental health settings and
consider targeted intervention strategies and messages that support men to speak up about their
concerns. [3]. Some environmental safety measures such as gender specific areas or units will not
protect most vulnerable males from sexual assault, so services need to consider approaches to
keeping them safe.

2.5.9 Women in the perinatal period
Pregnancy, childbirth and gynaecological interventions (eg pelvic examination) can be distressing for
women with a past history of trauma, in particular those with a history of childhood sexual abuse.
There is a risk of psychological decompensation, including re‐traumatisation and dissociation. Being
naked, in a lithotomy position or having lost pelvic sensation from epidurals may trigger acute
anxiety. In many women, there can be avoidance of care episodes, or there are onsets of
complicating problems such as tocophobia (fear of childbirth). Hospital based care can sometimes be
inflexible and rushed, which may make the women less likely to disclose their anxiety.
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Practice points
Strategies that have been suggested [54, 55] to identify and manage these difficulties to not only
make the women feel safe, but also gain a sense of personal agency over their obstetric and
gynaecological care include:








Aiming for respectful maternity care emphasising non‐judgemental culturally sensitive and
timely communication.
Screening for past trauma and DV and referring at risk women for psychological and social
work support.
Continuity of carer (eg same midwife/obstetrician) for the whole period of care.
Clearly explaining all obstetric or gynaecological in advance (ideally with a support person
present) and exploration of ways of managing or lessening anxiety.
Ensuring a chaperone or supportive person is present when carrying out pelvic examination
or doing a pap smear.
Planning for childbirth, including a sensitive birth plan, tour of delivery suites or
psychological rehearsal
Exploring and advocating for the woman’s preference in the mode of delivery, if there is a
risk of retraumatisation with vaginal birth.
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Section 3
3. Responding to Sexual Safety Incidents
This section provides a framework for a comprehensive and consistent response to any allegations
or concerns about a sexual safety incident involving a person currently accessing care and treatment
from a WA mental health service.
This section is relevant to responding to all types incidents and includes additional specific guidance
on responding to sexual assaults.
A sexual safety incident is any behaviour of a sexual nature that is unwanted, or makes another
person feel uncomfortable, afraid or unsafe. This includes sexual assault and harassment. It also
extends to being spoken to using sexualized language or observing other people behaving in a
sexually disinhibited manner, including nakedness and exposure or masturbation where that makes
a person feel uncomfortable, afraid or unsafe. [9]
Sexual safety incidents may come to attention in four main ways: [8]





The consumer tells someone
The incident is observed by a third party
The behaviour of the consumer changes significantly, or
The consumer complains of physical symptoms.

3.1 Principles when responding to all sexual safety incidents
Disclosing a sexual safety incident can be traumatic. People may fear not being believed or feel
shame or that their concerns are not legitimate. [8] Services should endeavour to create a climate
that encourages disclosure and supports those affected. People making disclosures must be
confident they will get a response, whatever the nature of the incident.
Regardless of the nature of the incident, all disclosures of incidents that compromise sexual safety
must:












Be taken seriously
Be dealt with empathically, nonjudgmentally, without disbelief, criticism or blame‐
On the understanding that the person who has had their sexual safety breached is not
responsible or at fault for what happened to them regardless of the circumstances.
Be addressed promptly
Be acted upon appropriately and proportionately
Have utmost regard for the person’s privacy and dignity, past trauma, diversity and the
nature of their illness. [25]
Make no assumptions about the person’s feelings or what happened
Making no assumptions about the person based on the person’s mental state
Supporting and encouraging the consumer’s personal control. [56]
Supporting and encouraging consumers to make choices and decisions. [56]
Respecting the consumer’s informed decisions unless disclosure if required by law.

For example, if someone is distressed by another person’s sexually disinhibited behaviour it is not
acceptable for staff to say that that other consumers are harmless and they should ignore it. Failure
to believe disclosure and acknowledge the person’s distress and failing to provide support
compound a person’s trauma. [3]
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3.2 Care for the person who has disclosed a sexual safety incident
This section outlines the steps that should be taken in all cases where someone discloses a sexual
safety incident. The specific medical, police and forensic considerations where the incident is a
sexual assault are then outlined in the following section.

Listen to disclosure

Ensure immediate safety

Ensure a senior staff member in charge is advised of the alleged incident

Offer/facilitate a support person

Provide any urgent medical care

Assess mental state and provide immediate psychological care and support

Assess capacity and get consent for and arrange forensic and police involvement in cases of
recent sexual assault

Make a safety plan

Risk management of person who has breached sexual safety

Provide ongoing psychological care, psychosocial support and referral as appropriate

Discharge planning and handover

Documentation and reporting
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3.2.1 Listen to disclosure
All staff should be able to hear a disclosure of a sexual safety incident with empathy and take action
to ensure immediate safety. [3]
Allow time to let the consumer tell what has happened in their own words and at their own pace
about their experience and concerns and, once they feel able, details of who has done what and
where and when the incident took place and any injuries that may need medical attention. [8]
Any questions should be open and not closed to prevent any risk of contamination of evidence if a
matter proceeds to court. Open ended questions may include ‘Can you tell me more? What
happened next? Did anything else happen?’ These are clarifying questions. [8]

3.2.2 Ensure immediate safety
Ensure the immediate safety and welfare of the person. This can be done by enquiring what
immediate help or support the person may need and develop a plan jointly with the person.
Provide a safe, quiet and private space and allocate an appropriate staff member to remain with
them and support them. Preferably ask the person who they would like to support them
Arrange for an assessment or the persons’ physical and emotional wellbeing by a senior clinician.
[56] Assess the risk and make any necessary referrals. For consumers in the community who are at
immediate risk this may include referral to refuge or emergency accommodation, domestic violence
services and Department of Child Protection and Family Support. The police and VRO process may
assist in community settings and should be discussed with clients. See the Department of Health
2014 Guidelines for responding to family and domestic violence for more details. [36]
If the person is at high risk of suicide then referral under the MHA 2014 may be necessary.
The person who has allegedly breached the sexual safety of the person should be kept away from
the person while the ongoing risk is being assessed and a plan developed (see point XXX).
Physical safety – Is the person safe from the person who has allegedly breached their safety and/or
their own family?
Emotional safety‐ is there any imminent risk of suicidality and/or self harming?
Safety of others – are there others who may be at imminent risk of harm?

3.2.3 Ensure a senior staff member in charge is advised of the alleged incident
Systems must be in place to ensure that response to sexual safety incidents are led by an
experienced and senior clinician. Services should have clear procedures which outline the
responsibilities of on call staff in respect of assessment and decision making in response to reports
of sexual safety incidents.

3.2.4 Offer/facilitate a support person
Advise the person they are entitled to access to a support person of their choice and facilitate this.
This person may be a partner, friend, carer, community support worker, nurse, counsellor, family
member or advocate. If they do not want their carer or family informed, their wishes should be
respected within the limits of legislation. [8]
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3.2.5 Provide any urgent medical care
If there has been any loos of consciousness, head injury, strangulation or any serious injury provide
urgent medical care. See section on Medical/Forensic police considerations in responding to sexual
assault.

3.2.6 Assess mental state and provide immediate psychological care and support
Systems must be in place to enable medical reviews to be conducted by senior clinical mental health
staff, including on call staff if necessary. [3] This should be as soon as possible, whether an inpatient
or in the community. This is to ensure they receive appropriate immediate psychiatric and
psychological care.
Ensuring support is provided includes:





Ensure that there are adequate social supports for the individual;
Offer practical assistance;
Provide information
Provide interpreters or translation services for individuals from culturally and
linguistically diverse backgrounds, [42]

3.2.7 Assess capacity and get consent for and arrange Forensic and police involvement in
cases of sexual assault
In cases of recent alleged sexual assault, staff should assess capacity to consent to forensic
examination and police involvement; obtain consent for forensic examination and police
involvement and organise forensic examination and police involvement. If the client may want to
pursue police involvement and forensic examination, their capacity to consent is vital and should be
assessed immediately due to the narrow timeframe for collecting forensic evidence (see section on
medical, forensic and police considerations below).

3.2.8 Maintaining safety ‐ make a safety plan
Clinicians should:






Calmly outline the available options so the consumer can make an informed decision about
how they want to proceed.
Assure the individual that they have a choice in whatever happens next;
Not rush or pressure the individual into anything;
Discuss options with the individual so that they can make informed choices;
Make the individual aware of the limits of confidentiality, eg in relation to reporting of child
abuse.

Staff should develop a safety plan collaboratively with the individual which should include [56] :






Identifying specific triggers and circumstances which may compromise safety again.
Describes how responsibility for safety will be shared by specifying agreed actions and roles
for the clinicians and the consumer and personal support persons in implementing the plan.
Formulating strategies to reduce risk and enhance safety which take into account the view
of the consumer and their family and personal support people in identifying which
interventions are likely to work and enhance the consumer’s capacity to keep him or herself
safe.
Identify how the consumer, their family and personal support person and the clinician will
regularly monitor the person’s safety.
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Details the responsibilities of clinicians for follow up.
Identify the actions to be taken, when and by whom in the event of a crisis.

Clinicians should also update the consumer’s care plan with them with details of any referrals and
treatment needs in relation to the sexual safety incident.
If the consumer who has disclosed breach of sexual safety wishes to be moved to another room or
unit or facility this request should be accommodated where possible. [8]
If the consumer does not ask to move and they need to be separated from the person who breached
their sexual safety, it is the person who breached safety who should be moved unless there are
other extenuating circumstances. This helps to address the feelings of self‐blame and guilt that
people sometimes experience. [8]

3.2.9 Maintaining safety ‐ risk management of person who has breached sexual safety
If the person who is reported to have breached someone else’s safety is a consumer, staff should
assess whether there are ongoing risks to the person or other people and take reasonable steps to
minimise the risk, including developing comprehensive ongoing risk management strategy to
prevent further harm (see section below about caring for the person who has breached sexual
safety).
If the person who is reported to have breached sexual safety is a staff member, an immediate risk
assessment should be conducted to determine whether there is any risk to consumers, staff or
others and the risk mitigated pending review of the incident. HR policies on criminal behaviour will
need to be followed.
Where the person who is reported to have breached sexual safety is a family member or person of
continuing power or authority over the consumer, staff should consult with their supervisor or
appropriate senior manager to explore how to establish and maintain safety of the consumer. This
may involve considering restricting visits from that person under the MHA 2014 if the person is an
involuntary inpatient; considering appointing a Guardian under the guardianship and Administration
Act; supporting the person to take out a violence restraining order, involving child protection
services if children are at risk (including mandatory reporting where applicable) and/or referral to a
refuge. The Guidelines for responding to family and domestic violence, [36] provide guidance on
these issues.

3.2.10 Provide ongoing psychological care, psychosocial support and referral to
appropriate services
All consumers who have been involved in sexual safety breaches should be offered the opportunity
for counselling and support. [3]
The mental health service should be familiar with the full range of formal and informal resources
available locally for people who have been sexually assaulted or harassed and for people
experiencing family and domestic violence and services should support consumers to identify and
choose the most suitable options for their particular requirements. [8] [36]. Services may consider
developing a joint protocol with trauma specific services to improve consumer access to these
services following an alleged or suspected assault. [3]
SARC offers short term counselling post assault and then a detailed trauma recovery therapy service.
Not all mental health consumers will qualify for trauma recovery therapy as lack of stability and risk
can prevent engagement.
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Mental health services will need to continue to remain engaged in caring for the consumer in
collaboration with any specialist trauma therapy.

3.2.11 Discharge planning and handover
It is important the need for further support and referral is included in discharge planning processes,
and that information is transferred to community mental health teams if it is an inpatient being
discharged. [3]
Services must have systems in place to ensure that any trauma history is transferred from
community teams to inpatient staff when a consumer is admitted and that information about
trauma experienced during inpatient admissions including any required follow up by community
teams is efficiently and effectively transferred. [3]
Discharge documentation should include clear and factual descriptions of breaches of sexual safety
as well as clearly outlining the referrals and supports required. [3]
Part of discharge planning from an inpatient unit should include plans for future admissions by
developing advance statements and safety plans to ensure the person is and feels sexually safe if
they need inpatient admission again. [3] For example the safety plan may also include specifying that
the consumer will not be provided with the same room or bed where they were previously
assaulted, or the consumer may request that they be admitted to a different unit.
The needs for referrals and support for families and carers should be considered where necessary as
part of discharge planning. [3]

3.2.12 Documentation and reporting
Comprehensive and contemporaneous documentation and maintenance of accurate records is
important to ensure an appropriate response, effective management and handover. See section on
Record keeping below.

3.3 Responding to sexual assault ‐ medical, forensic and police
considerations
If a person discloses a recent sexual assault there are additional considerations because a crime has
potentially been committed and evidence may need to be collected and the police involved.
The procedure below outlines the measures to be taken, in addition to the general measures above,
in cases of sexual assault.
Sexual assault is any unwanted sexual act or behaviour which is threatening, violent, forced or
coercive and to which a person has not given consent or was not able to give consent. [42]
Sexual assault can happen to anyone regardless of age, gender, ethnicity or culture. When it occurs
within the context of an intimate relationship or family it is considered family and domestic violence.
This may be in indicator for ongoing risk concerns such as possible harm to self or children. [42]
A sexual assault is a traumatic experience and can be extremely distressing for an individual. Each
person responds differently. It can affect an individual physically, emotionally, psychologically and
spiritually and have long and short term consequence.
The recommended course of action outlined here is based on the Sexual Assault and Resource
Centre (SARC) procedures. [42] Services offered to individuals who have experience a recent sexual
assault must include:


Medical care
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Forensic examination and specimen collection
Psychosocial support

Where a person is being cared for in the community, the responsibility of the mental health service
will be to support and facilitate the person to seek help from the relevant agencies such as SARC
and/or an emergency department if there are injuries.
In an inpatient unit the responsibility of the service is to organise and facilitate the appropriate
examinations, treatment and notification to the police with the individual’s consent.
(See section xxx about children including mandatory reporting.)

3.3.1 Urgent medical care for injuries and life‐threatening conditions.
Medical concerns are priorities over forensic examination and specimen collection. Urgent medical
concerns can include head injuries, loss of consciousness, anogenital bleeding or pain, general body
injuries and attempted strangulation (See section xxx for further medical care.)

3.3.2 Seek advice from SARC Perth
Medical and forensic advice is available from Perth SARC at any stage during the assessment and
examination process. This may take the form of tele‐consultation in regional areas.
In the metropolitan area, SARC Perth provides a specialist consultation service that includes medical
care, forensic examination and psychosocial support. This service is available 24 hours a day, seven
days a week. They provide a tele‐consultation service across regional WA. Health professionals in
metropolitan‐based public hospitals are encouraged to consult with SARC regarding all sexual assault
presentations where management and care is required. In regional areas, emergency department
health professionals will be required to manage the medical and forensic care of people alleging a
sexual assault within the service. While access to psychosocial support may be limited, sexual assault
support services may be available to provide psychosocial support to rural community members.
If the person is under 13 years old contact the Child Protection Unit Perth Children’s Hospital.
If the individual is between 13 and 16 years old consult with a senior member of staff and consider
contacting the Child Protection Unit

3.3.3 Assess the individual’s capacity to give informed consent to forensic examination
and to consent to police involvement
Forensic examination and reporting to police can only occur with the informed consent of the victim
so it is important as a first step to assess the capacity of the individual to make those decisions.
Where concerns exist regarding a consumer’s capacity to make an informed decision about forensic
examination and/or police involvement this capacity should be assessed by a psychiatrist.
Capacity is decision specific and a consumer may have the capacity to make decisions about forensic
examination and/or police involvement even if they are an involuntary patient and deemed to lack
capacity for treatment decisions relating to their mental health.
Capacity can fluctuate so although they may be unable to make an informed decision at one point in
the process, they may be able to do so at a later date. It is important to monitor the person’s
capacity and provide all possible support to enable them to fully participate in the process and make
their own decisions [13]
Assessment of the capacity will include evaluating:
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The consumer’s ability to understand the process of reporting an allegation to the police and
what it might mean for them.
The person’s ability to understand the process of forensic examination and specimen
collection and reporting the findings to police and what it might mean for them.
The person’s capacity to weigh up the information and likely consequences and
communicate the decision.
Any support the person may need in making the relevant decisions.
Assessing the decision‐making ability and not the decision itself.

3.3.4 Obtain consent to contact the police or facilitate the consumer contacting the police
It must not be assumed that an individual will want police involvement. It should be made clear to all
consumers over the age of 18 that it is their decision whether they wish to involve the police. See
section on children below for issues relating to people under 18.
Staff may assist in facilitating reporting to the police, but it is not the decision of mental health staff
members to report the allegation to WA Police even where a person may be involuntary. If mental
health staff assist or facilitate the report to the WA Police information should only be disclosed in
accordance with the written consent of the alleged victim or their substitute decision maker. If
mental health staff report to the police without the approval of the victim this may constitute a
breach of confidentiality. [56]
The individual needs to be reassured they can access services without reporting to police.
If a person is undecided about whether or not to involve the police, advice can be sought from SARC
about the implications of reporting or not reporting.
If the alleged victim does not consent to report the matter to the police, but staff think that the
matter should be reported in the public interest to protect other potential victims, then disclosure to
the police can be justified in some circumstances. Legal advice should always be sought prior to
disclosure to WA Police in the public interest.
If the person lacks capacity to consent to police involvement, then the provisions of the Criminal
Investigations Act 2006 dictate the rules around consent. In this case a responsible person as defined
in the Act can give consent for the person to undergo a forensic procedure.

3.3.5 Obtain consent for forensic examination
Forensic sampling should be conducted at the first possible opportunity in cases of recent sexual
assault.
The individual must give informed consent for a forensic examination. An uncooperative participant
may be further traumatised or distressed by forensic examination. An intimate forensic
examination therefore requires both legal consent and individual cooperation.
A forensic examination is considered a non‐urgent medical examination, so a forensic examination
cannot be performed without the consent of the person or their substitute decision maker. If the
person lacks capacity to consent to forensic examination then every effort should be made to
identify whether the person has a legal guardian or whether a substitute decision maker can be
identified under Section 110ZD of the Guardianship and Administration Act 1990 who can make the
decision as to whether to consent on the person’s behalf. For consent issues related to children see
below. (Section xxx.)
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Consent must be obtained for each component of examination and treatment including physical
examination, genital examination, collection of medical specimens, collection of forensic specimens,
verbal report to police and provision of medico legal report to police [42].
Access to forensic examination should be offered even where the individual has not yet chosen to
contact police. Forensic examination will support legal requirements in the incident is reported to
police in the future. Without a comprehensive medical and forensic examination the likelihood of a
perpetrator of sexual assault being convicted may be reduced [42].

3.3.6 Support person –obtain consent to contact a sexual assault support worker
Individuals should be encouraged to have a SARC/support worker present throughout the medical
and forensic examination.
The role of the support worker during the assessment and treatment is to assist the individual
throughout the process, assess risk and safety issues and offer general support, information and
referrals to help meet psychosocial needs.
SARC Perth or regional sexual assault support services should be contacted to provide support
during the assessment and examination process, where access is available and the individual
provides consent to do so [42].
Where no sexual assault support services are available every attempt should be made to have a
support person eg social worker, nurse or Aboriginal health care worker present for the assessment
and examination if appropriate to the individual.
Individuals may request to have a family member present. This is not encouraged in the forensic
examination[42] but is a valid option for the interviews and medical examination.

3.3.7 Mandatory reporting
The Children and Community Services Act 2004 requires doctors, nurses, midwives, police and
teachers to report when they have a reasonable belief that sexual abuse of a child has occurred or is
occurring.
Verbal reports can be made by phoning 1800‐708‐704. This is the preferred method of first
reporting. This must be followed up by a written report as soon as practicable, ideally within 24
hours of submitting the verbal report.
Written reports are submitted online or the mandatory reporting forms can be printed off and sent
to:
Fax: 1800‐610‐614
Post: PO Box 8146, Perth BC, WA 6849
Email: mrs@dcp.wa.gov.au

3.3.8 Await arrival of SARC or sexual assault support service
It is ideal to have the SARC/support worker present for the assessment if they have been contacted.

3.3.9 Provide medical care
Ideally medical and forensic examinations should be managed by referral to a specialised service
such as SARC but may need consideration at a mental health service if:


There is a long delay in seeing a SARC doctor
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The consumer does not want to be seen by SARC
The incident occurs at a regional centre where there is no specialised sexual assault service

In this case, the SARC procedures for responding to a recent sexual assault should be followed.[56]
If a person does not agree to a forensic examination, they should be advised they are entitled to
speak with a doctor and have a general medical examination and be provided with advice and
preventive treatment if they consent.
Medical care for those who consent following a recent sexual assault should include :







Asking and documenting relevant medical history
Treating any injuries as required
Offering emergency contraception if required
Screening for sexually transmitted infection and blood borne viruses and consideration of
prophylaxis
Medical certificate for work if appropriate
Discussing medical follow up at one and three months for STI screening, pregnancy testing
and Hep B vaccination if indicated [42].

3.3.10 Forensic examination and specimen collection – where consent is given
Forensic sampling must be conducted at the first possible opportunity by a doctor or an
appropriately qualified nurse or midwife. Urgent medical care must not be compromised in order to
obtain forensic specimens. Ideally, the medical and forensic components of the examination and
treatment are parallel processes and should be completed simultaneously. Failure to do so may
compromise the integrity of the forensic specimens and the criminal investigation.
Forensic examination includes injury documentation and interpretations and collection of forensic
specimens. Forensic examinations and specimen collection must be completed by a doctor, or a
nurse or midwife who has received specialised forensic training in responding to sexual assault
including performing forensic examinations and collection of forensic specimens, using a SARC
Forensic Kit. In country areas the collection process includes tele‐consultation with SARC Perth.
The clinician performing the examination and specimen collection should not be involved in the day
to day management of the consumer. In regional areas with limited staffing this may need some
consideration.
In the instance that a doctor or a nurse or midwife with specialist training is not available (which may
occur from time to time, particularly at remote sites), specimens may be self‐collected by the
individual using the Early Evidence Kit (EEK), and the individual may then return for further forensic
examination and specimen collection at a time when a doctor or trained nurse or midwife is next
available.
If a doctor or appropriately qualified nurse or midwife is available and there are no urgent medical
concerns provide a private setting for taking history and conducting the examination.
Ensure 2‐3 hours is allocated to facilitate forensic sampling and for providing emotional support.
When a doctor or appropriately qualified nurse or midwife is not available, assessment and
examination of cases must not be delayed more than 12 hours from initial presentation. Delays of 12
hours or more should be discussed with SARC doctors.
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3.4 The role of mental health staff in relation to forensic examination
The role of mental health staff in relation to forensic examination includes:






Contacting a specialised sexual assault service such as SARC as soon as possible for
inpatients and supporting and facilitating consumers in the community to contact SARC.
Ensuring the victim understands they have the right to decide whether or not they have a
forensic examination.
Explaining to the consumer the purpose of avoiding showering, changing clothes, going to
the toilet, eating and drinking prior to a forensic medical examination.
Assessing capacity.
Providing psychological support.

At the completion of the examination, offer a shower, clothing if required, food or drink if on an
inpatient unit

3.5 Children and young people under 18 years ‐ additional considerations
When a sexual safety incident is disclosed involving a child, the same general principles of
management apply but there are special considerations as a result of their developmental age and
vulnerability.
The definition of a sexual safety incident is much broader, as any sexual activity with a child under 16
is a sexual offence except in some very circumscribed circumstances and some sexual activity with a
child under 18 is also illegal. There are also mandatory reporting requirements to protect children
from sexual abuse, specific rules around consent to forensic examinations and particular services to
assist in responding to a sexual safety incident involving a child.
The Royal Commission into Institutional Responses to Child Sexual Abuse have developed child safe
standards to guide what services need to do to be child safe (see section on children XXX). Services
responding to sexual safety incidents involving children need to ensure their practice and policy
aligns with these standards.
Services are encouraged to develop local service policies and procedures, consistent with existing
legislation, to effectively respond to these issues.
These policies should include the need for comprehensive documentation about the incident, the
client’s expressed wishes, the process of advising parents and carers and the appropriate actions
taken.

3.5.1 Criminal Legislation ‐ sexual activity with a child
According to the WA Criminal Code (1913):
 Sexual activity with a child under the age of 13 is illegal in all circumstances.
 Sexual activity with a child under sixteen years but over thirteen years of age is illegal unless
the age difference between the two people is less than three years and the other party can
show they had reasonable grounds to believe that the child was over sixteen years of age.
 Sexual activity between a child under 18 but over 16 year of age and any adult who provides
care, supervision or authority to the child is illegal (eg health practitioner, step parent,
teacher, foster parent, coach, priest, etc) [36].
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3.5.2 Mandatory reporting of child sexual abuse
The Children and Community Services Act 2004 requires doctors, nurses, midwives, police and
teachers to report when they have a reasonable belief that sexual abuse of a child has occurred or is
occurring. [49]
Childhood sexual abuse occurs when and adult, adolescent or child uses their power or authority to
involve a child in sexual activity. It includes sexual behaviour where:
a) a child is subjected to bribery, coercion, a threat, exploitation or violence; or
b) a child has less power than the person/s involved; or
c) there is a significant difference in the child’s developmental age or maturity and that of the
other person involved.

3.5.3 Consent for medical examination ‐ children and young people
It is acknowledged that the issue of sexual assault within adolescent mental health services may be
complex and multifaceted. For clients under 18 years of age, conflict may arise in relation to the
wishes of the client, the expectations of parents and the obligations on staff when reporting or
responding to allegations of sexual assault.
Generally, parents may authorise examinations on behalf of their children where it is in the child’s
best interest. However, as the child gets older if they are assessed as having sufficient intellectual
and emotional maturity and competence to understand information relevant to a proposed course
of action including its risks, benefits and alternatives, then they can consent to or decline treatment
on their own behalf. In this case they are considered a ‘mature minor’. An assessment of a child as a
mature minor must be made in the context of the capacity to consent to forensic examination.
If a young person under the age of 18 is assessed as being a mature minor, then they can decide
whether or not to consent to medical and forensic examination and this decision must be respected.
However, it should be noted that under the Children and Community Services Act 2004 adolescents
who are considered to be mature enough to consent cannot be owed the same duty of
confidentiality as adults because of the mandatory reporting requirements. It is important that
they are informed of this legislation. The importance of this is highlighted by the fact that
adolescents are much more likely to access healthcare if they are given some assurance of
confidentiality. Conversely, they are more likely to avoid seeking help for sensitive medical/health
problems if some degree of confidentiality is not assured.

3.5.4 Consent for forensic procedures ‐ children and young people
The ‘mature minor’ principles will apply to a child of any age who possesses sufficient intellectual
capacity and emotional maturity to understand the nature and consequences of the procedure to be
performed.
If the police are not involved and the child is capable of giving consent, consent to the forensic
procedure does not need to be obtained from the parent or legal guardian. If the child is not capable
of giving consent, consent only needs to be obtained from the parent or guardian. In either case it is
good practice to involve the child and the parent or guardian as much as possible in the decision
making and have regard to the wishes of both parties.
If the police are involved, the rules around consent are detailed in the Criminal Investigations Act
2006. The consent of both the child and the responsible person is required if the child has reached
ten years of age and there are no reasonable grounds to suspect that he or she is an incapable
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person. If the child is under ten or is an incapable person, consent only needs to be obtained from
the responsible person.
Under the Criminal Investigations Act 2006, the responsible person in relation to a child means the
parent, guardian or other person who has responsibility for the day to day care of the child. Consent
to a forensic procedure cannot be given by the Department for Child Protection unless the child has
been taken into the care of the Chief Executive Officer of that Department, in which case consent
can be given by the Chief Executive Officer of that Department.

3.5.5 Sexual assault support services for children
Child Protection Unit, Perth Children’s Hospital
If the child is under 16 years of age, they should be referred to the Child Protection Unit (CPU) at
Perth Children’s Hospital (PCH) for medical/ forensic examination and appropriate treatment,
including for possible pregnancy or STI.
SARC services for children over 13 years of age
SARC also offers a medical, forensic and counselling service to adolescents aged over 13 years. As
there is an overlap in services between PCH and SARC, where children in the 13‐16‐year age group
will be seen will depend on the individual case and maturity of the child.

3.6 Concerns about a person’s mental state and/or plausibility of allegations
Some consumers of mental health services are subjected to repeated assaults and people who have
previously been victims of sexual assault are at high risk for future sexual assaults. Occasionally
allegations may occur, and it is not clear if there is a factual basis. These presentations are likely to
involve complex issues and may be in the context of ongoing psychosis, severe borderline or other
personality disorders and intellectual disability.
It is not appropriate for individual clinicians to decide on the validity of an allegation. Care should
be taken in assessing allegations so that they are not minimised, and consumers’ rights not infringed.
There is often no supporting information available or self‐evident in many cases of sexual assault
[13]. Disclosures of sexual violence by people with mental illness are often not coherent or made in
plausible terms but this has no bearing on the validity. [3] The allegation may be based on fact
despite some of the details or observations appearing unusual of incoherent.
The threshold for excluding the possibility of sexual assault should be high. [3] For instance there
should be clear evidence that the alleged perpetrator could not have had access to the individual
alleging assault. [3] All cases therefore need to be thoroughly considered on a case by case basis,
even where there is no apparent adequate basis.
All allegations:






should be listened to non‐judgmentally and the person provided appropriate support for
their distress and to feel safe
should be clearly documented in the medical record
should be investigated to the extent necessary to determine if further investigation is
required, balancing the possibility of a false or delusional allegation against the
understanding that people with a mental illness are highly vulnerable
must to be referred to a senior clinician for a documented case discussion
should be discussed with SARC for further advice where appropriate
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should lead to the development of a safety plan with the person and efforts made to
increase their feelings of sexual safety even where there is no clear factual basis for the
allegation.

A routine forensic response may not always be the best way forward where preliminary
investigation suggests there may be no factual basis for the allegation as it can reinforce
inappropriate behaviours and distract from providing medical and psychosocial support. [56]

3.7 Retracted disclosures
Consumers may at times retract a disclosure. This may be due to a failure of staff to believe them,
and /or because of undue pressure or distress with negative outcomes for a consumer who persists
with a disclosure. [8]
Aboriginal people and those from a refugee background may mistrust authorities such as health
services due to previous adverse experiences, contributing to a retraction.
A retraction does not mean that a breach of sexual safety did not happen and that no assessment
should take place. [8]
Pursuing the issue may be difficult and forensic examination and police involvement cannot occur
without consent. However, the retracted incident should still be reported and recorded (see section
xxx) and the mental health service should investigate the incident to the extent necessary to
determine if any action is needed to keep the person or others safe.

3.8 Where a breach of sexual safety is suspected but not disclosed
Sometimes clinicians may have a suspicion that a breach of sexual safety has occurred when there
has not been a disclosure by the consumer. While staff should be cognisant of the signs that might
indicate this, it is extremely difficult to tell by observation alone if someone has been sexually
assaulted or harassed. [8]
If someone suspects that a consumer has been sexually assaulted or experienced another breach of
sexual safety it is important to ask directly by gently asking the person and offering help. In some
cases the consumer may not wish to confirm they have been sexually assaulted. The clinician should
discuss what they have observed and why they are concerned.
Asking the question ‘What would help you to feel safe?’ Is helpful in these circumstances (see
section XXX) Safety Planning
The consumer should be advised they have the right not to discuss the matter but are welcome to
come and speak about it at a future time if they wish to.
Information and advice about sexual assault and harassment should be offered with advice about
SARC and how to contact them.
Even if the consumer does not confirm that sexual assault has taken place, the suspicion should be
reported internally via the relevant mechanisms and the mental health service should investigate
the incident to the extent necessary to determine if any action is needed to keep the person or
others safe.

3.9 Care for a consumer who has breached someone else’s sexual safety
Where the person who has allegedly breached someone else’s sexual safety is a consumer, then the
mental health service has a duty of care to them as well. Being accused of breaching someone’s
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sexual safety is psychologically stressful and can lead to a heightened risk of suicide. Staff need to be
mindful that allegations are yet to be proven. [56]
It is important that different mental health service staff members are responsible for and provide
appropriate support and assistance to person who has breached someone else’s sexual safety as
well as to the person whose sexual safety has been compromised. The same clinician should not
assume responsibility for both individuals. [56]
The following action should be taken in relation to the person who has been reported to have
breached someone else’s sexual safety.












Ensure the immediate safety and welfare of person and advise them of the allegation in an
appropriate manner;
If the consumer is an involuntary adult, a voluntary or involuntary child, or a psychiatric
hostel resident consideration should be given to contacting MHAS who will offer an
advocate to the consumer.
If the person remains within close proximity to the victim, allocate a different, appropriate
staff member to remain with them and ensure that their rights and privacy are not violated
in the process;
Determine if the person requires an interpreter and arrange for an appropriate person to be
available throughout the process, including during any medical examinations or police
interviews;
Provide one‐to‐one support if required;
Arrange for a mental health assessment and ongoing risk assessment including suicide risk
and violence risk;
Develop a safety plan to mitigate further risks;
Advise the perpetrator of their rights in relation to accessing medical advice, appropriate
acute forensic testing and legal advice;
Advise the police if there is reasonable suspicion of impairment of their decision‐making
capacity;
Provide ongoing support through the days and weeks following the allegation;
Remind the person of the behaviour expectations of the service[56] (see section xxx)

Any safety plan developed to mitigate future risks should;
 Recognise the individuality of risk by identifying specific triggers and circumstances that may
compromise safety, allowing the safety plan to be used proactively and in a preventative
way to avert breaches of sexual safety.
 Describe how responsibility for safety will be shared by specifying agreed actions and roles
for the consumer, their family, personal support person and clinicians in implementing the
safety plan.
 Formulate strategies to reduce risk and enhance safety which also:
o take into account the views of the consumer and their family and their personal
support person in identifying which interventions are likely to work;
o link strategies to the consumer’s strengths and their recovery / life goals;
o enhance the consumer’s capacity to keep himself / herself safe;
o empower parents/guardians to safeguard the child / adolescent by being active
participants in the safety plan.
 Identify the actions to be taken, when and by whom in the event of a crisis;
 Identify how the consumer, their family, personal support person and the clinician will
regularly monitor the person’s safety;
 Detail the responsibilities of clinicians for follow up;
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Schedule times for regular reviews of the safety plan. Additionally, reviews are to be
conducted at times where it is identified that safety arrangements may need to be reviewed
and at times that are recognised to be periods of heightened risk. [57]

When a consumer exhibits sexually disinhibited behaviour staff should provide clear and
unambiguous feedback about the inappropriateness of the actions in a gentle but firm manner [8]. A
management plan will need to be developed to manage any further behaviour of this nature which
should be communicated to staff as well as the consumer’s family and carers. [8] (see section xxx on
managing sexual disinhibited behaviour).

3.10 When a staff member breaches sexual safety of a consumer
At no time is it acceptable for a staff member, volunteer, consumer consultant or peer worker
working in a service to engage in sexual activity with a consumer. This is regardless of whether it
may be considered consensual and who initiated it.
Health professionals are bound by the relevant Australian Health Practitioner Regulation Agency
code of conduct as well as their employer code of conduct. They risk losing their professional
registration and facing disciplinary sanctions from their employer. In addition, they may be engaging
in a criminal act if they have any sexual contact with a mental health consumer. The Mental Health
Act 2014 does not specify that sexual contact with a consumer is automatically unlawful but the
Criminal Code Compilation Act 1913 states it is a criminal offence to engage in sexual activity with an
incapable person. An incapable person is defined as a person who is so mentally impaired as to be
incapable of understanding the nature of the sexual act OR of guarding himself or herself against
sexual exploitation. Because of the inherent power imbalance, it is difficult for many consumers of
mental health services to guard themselves against sexual exploitation.


All allegations or disclosures of a staff member breaching a consumer’s sexual safety must
be reported to a relevant line manager and to senior management.



Any allegations that involve staff members must be managed in accordance with local
policies for managing child related or criminal allegations against staff and for managing the
disciplinary process. [8].



An immediate risk assessment must be conducted to determine whether there is any risk to
consumers or employees and whether the staff member subject of the allegation requires
relocation, supervision or suspension. [8].



Consumers should be protected from any further contact or association with the staff
member until any investigation is concluded. [3]



A decision should be made as to whether registration authorities need to be informed ( see
section on reporting to AHPRA below).

The staff member’s rights should be protected and they should be given advice about the supports
available to them including union and legal representation and appropriate support people. [3] The
staff member should be informed of the allegation made against them, the responsibility of the
service to investigate the allegation, how the investigation will proceed and the immediate
implications for the staff member. [3]
The employment status of the staff member should be determined by the circumstances and local
protocols for managing professional conduct issues. [3]
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3.11 The care of other people in an inpatient or residential unit
Where an incident has occurred on an inpatient or residential unit, the risk to other consumers
should be assessed and the immediate safety of the rest of the unit maintained.
Where a consumer has disclosed sexual assault or sexual abuse to another consumer of the service
or another consumer or consumers have witnessed a sexual safety incident, appropriate support
should also be provided them. [56]

3.12 Support for staff after a sexual safety incident
A sexual safety incident, particularly an assault, can also be stressful for staff. Support and an
opportunity to debrief should be offered to the staff member to whom the disclosure was made,
including if this is a consumer advocate or workers and to all staff connected with the incident. [8]
Staff should take time to care for themselves and take opportunities to seek support and assistance
if they are feeling ‘burnout’, ‘compassion fatigue’ or ‘vicarious trauma’.
Staff should be provided with the opportunity to seek independent support, should they choose, to
ensure that their involvement in the incident does not contribute to ‘compassion fatigue’ or other
emotional and psychological trauma.
Senior management should lead in providing mechanisms and opportunities for staff to debrief on
both personal and operational issues, as well as in seeking guidance and support from line
managers. [56]
Education and information about issues affecting clients who experience sexual assault and sexual
abuse can contribute to increased staff knowledge and understanding. It can also enable staff to
understand how they can contribute to providing clients with the best possible response, as well as
improving knowledge about existing services that can provide additional support, referral options
and assistance to both staff and clients [8].
Training about policies and procedures in relation to responding to sexual safety incidents, and
access to comprehensive and relevant information resources to assist them in responding in an
effective and appropriate response to issues of sexual safety incidents should be included as part of
overall sexual safety training ( see section 2 ‐ Universal approaches).

3.13 Record keeping
All sexual safety incidents need to be clearly and accurately recorded in the file of the consumer who
has disclosed the incident and in the file of the person who breached someone else’s sexual safety if
they are a consumer. Comprehensive and contemporaneous (written down at the time)
documentation and maintenance of accurate records is imperative to ensure an appropriate
response, effective management and service accountability;
Issues with documentation can significantly affect the effectiveness of investigation and review
processes including processes undertaken by the service and safeguarding and oversight bodies and
the service’s capacity to respond to legal claims. In the case of alleged sexual assault poor
documentation can also negatively affect reporting to and evidence available to the police. Lack of
documentation affects services’ capacity to clearly identify areas requiring improvement and the
specific actions that may be needed to improve services and prevent avoidable harms. [3]

3.13.1 File of the consumer who has disclosed the sexual safety incident
Documentation should comprise actual accounts of events using the consumer’s own words and
clear descriptions of behaviours wherever possible. Terminology or language which can be
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interpreted in different ways and does not specify exactly what behaviour has been observed or
reported should not be used (e.g. terms such as ‘inappropriate sexual behaviour’ or, ‘boundary
issues’). If staff write that psychoeducation has been given they need to specify what actually that
entailed, eg an explanation that sexual activity is not allowed on an inpatient unit. [3]
There should be clear differentiation between events that have been reported to or witnessed by
staff and staff perception or interpretation.
The following should be documented in the consumer file.








Specific details including the nature, time and location of the allegation, any witnesses, the
consumer’s account.
The consumer’s clinical state including mental status, the effects of the incident, and any
coping strategies used.
That the consumer has been provided with information regarding their rights, action which
may be taken and support available.
Any management strategies implemented and their outcome (i.e. helpful or not).
Assessment of their capacity to consent to a forensic examination and/or police involvement
where relevant
To whom the incident has been reported, the actions taken thus far and the wishes of the
consumer in relation to reporting the incident to external agencies, such as Police or the
local Sexual Assault Service
The reference number of any clinical incident notification.

3.13.2 File of a consumer who has been identified as having breached someone else’s
safety
Where the person who has breached someone else’s sexual safety is a consumer, the following
information should be recorded in their file:






Specific details including the time and location of the incident and any witnesses
Whether the person has been informed of the allegation. (The person should not be
informed of the allegation immediately where this may compromise the investigation or the
safety of the consumer who has reported the incident.)
That the person has been provided information regarding their legal rights including access
to legal services.
To whom the incident has been reported and actions taken thus far. This includes any
medical response, who has been notified, Police involvement and what consent has been
given.
The reference number for any clinical incident notification.

The details of any investigation and outcomes of the investigation should be clearly recorded
following the service’s policies for serious clinical incidents and complaints separately from the
medical record.

3.14 Confidentiality
Health professionals (including public health authorities) are under a common law duty to maintain
the confidentiality of all information that comes to them in the course of providing medical
treatment and care to consumers. They also have a statutory duty to maintain confidentiality under
sections 576 and 577 of the Mental Health Act 2014. Confidentiality of information and security of
records is imperative and central to treating clients with respect and dignity. [7]
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When responding to an allegation of sexual assault and documenting the incident, staff should be
guided by the following:







Access to and disclosure of personal information regarding the assault will be limited to
people directly involved in the case;
Clients should be advised that, in some instances, there may be a legal duty to produce
certain documents, for example, subpoenas, summons, notices of non‐party disclosure and
warrants. From a clinical perspective and with a view to fostering trust between staff and
clients, staff should advise the consumer when a court document that requires the
production of records from their medical file has been received.
If staff consider the release of information about the client could adversely affect the client’s
health (physical or mental), they should first obtain legal advice (a senior manager)
regarding their obligations to produce documents.
Section 577 of the Mental Health Act 2014 details the circumstances in which information
may be disclosed.
In most other cases, the consent of the client/guardian must be sought in relation to the
release of information (in some circumstances disclosure may also be justified in the public
interest‐ see above)[56]

3.14.1 Sharing information with police
The procedures for obtaining the consent of a person who has reported a sexual assault have been
discussed above.
If a person has consented to police involvement, then information should be disclosed in accordance
with their written consent or that of their substitute decision maker.
In relation to sharing information with police in relation to the alleged perpetrator of a sexual assault
s 577 (1) (f) of the MHA 2014 states that if a person discloses personal information about a
consumer to the police for the purposes of the investigation of a suspected offence there is no
offence of breach of confidentiality under the MHA 2014. However, s577(1)(f) also does not mean
that staff are compelled to provide information.
In WA health professionals are not legally required to assist the WA Police with their enquiries by
answering questions, providing witness statement or preparing medical reports or other
documentation not already in existence in relation to allegations of sexual assault that occur to
people over the age of 18. In some instances, there may be a legal duty to produce existing
documents, for example, subpoenas, summons, notices of non‐party disclosure and warrants.
However, this should not discourage staff from cooperating with the police where appropriate.
Services should develop clear local policies and procedures for sharing information with the police
and clear processes for identifying issues associated with the use of medical files as evidence in legal
proceedings or as part of police investigations.
Information that might be shared with police wishing to interview someone who has been accused
of sexual assault might include :







the broad nature of the person’s current mental state
the broad nature of any relevant physical conditions
whether the person is likely to understand the interview
whether the consumer has provided consent (where applicable and appropriate)
whether the police interview or procedure is likely to be detrimental to the consumer
whether any additional support or resources are necessary for the police to interview the
consumer to minimise any detrimental effect
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whether there are likely to be any significant risks to the health or safety of the consumer, or
to the interviewing office.

A senior clinician should make the decision about disclosing information.

3.15 Reporting
3.15.1 Clinical incident reporting
All sexual safety incidents should be reported via the service’s clinical incident reporting mechanisms
See section xxx about the importance of reporting mechanisms in fostering a culture that promotes
sexual safety.

3.15.2 Reporting to the Chief Psychiatrist of WA
The Chief Psychiatrist of WA is responsible for overseeing the treatment and care of all voluntary
and involuntary patients of mental health services including public community and inpatient
services, private psychiatric hospital and private psychiatric hostels. The MHA 2014 s254 (a‐c) and
s525 (a‐e) outline the types of incidents that must be reported to the Chief Psychiatrist.
In relation to sexual safety the following incidents must be reported to the Chief Psychiatrist as soon
as practicable following the relevant policy for mandatory reporting of notifiable incidents that can
be found on the Chief Psychiatrist’s website:





Sexual contact and/or allegation of sexual assault (consumer to any other person(s)) that
occurred within an inpatient setting (including emergency departments and hospital
grounds), community mental health service premises (this includes incidents occurring
during staff assessment of the consumer at their home or other premises) or at a private
psychiatric hostel. Disclosure of sexual assault/abuse that has occurred outside of a mental
health service setting is not reportable under this policy.
All allegations of sexual contact reasonably suspected to have occurred with the consumer
by a staff member of a mental health service (includes staff members of a private psychiatric
hostel) or another person within a hospital setting that is not a mental health consumer.
The clinical deterioration of a mental health consumer receiving psychiatric care that results
in the consumer physically, verbally or sexually assaulting a staff member, consumer or
other person is considered a clinical incident . The outcome of this clinical deterioration,
such as physical, verbal or sexual behaviour, needs to be reported to the Chief Psychiatrist.

Please note that all suspected and alleged sexual assaults should be reported to the Chief
Psychiatrist and not only those that have been proved.

3.15.3 Reporting to AHPRA
In 2010 the Health Practitioner Regulation National Law (WA) Act 2010 (WA) was enacted. Under
this Act, the Health Practitioner Regulation National Law is applied as a law of Western Australia.
Section 141 of the Health Practitioner National Law provides for notification by health practitioners
where the health practitioner forms a reasonable belief that another registered health practitioner
has behaved in a way that constitutes notifiable conduct and, as soon as practicable, is to inform the
national agency of the second practitioner’s notifiable conduct. The term ‘notifiable conduct’ is
defined to include engaging in sexual misconduct in connection with the practice of the
practitioner’s profession.
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3.15.4 Mandatory reporting of child sexual abuse
The Children and Community Services Act 2004 requires doctors, nurses, midwives, police and
teachers to report when they have a reasonable belief that sexual abuse of a child has occurred or is
occurring.
Verbal reports can be made by phoning 1800‐708‐704. This is the preferred method o ffirst
reporting. This must be followed up by a written report as soon as practicable, ideally within 24
hours of submitting the verbal report.
Written reports are submitted online or the mandatory reporting forms can be printed off and sent
to:
Fax: 1800‐610‐614
Post: PO Box 8146, Perth BC, WA 6849
Email: mrs@dcp.wa.gov.au
(See section xxx.)

3.16 Investigation standards and processes
The MHCC found in Victoria that common problems with investigations into sexual safety incidents
were :





A lack of escalation of serious complaints to senior management for immediate review and
action because of inaccurate classification of the severity of the incident.
Variable investigation methodologies
A lack of independence in conducting a review of investigations
A lack of rigour in the investigations Variable approaches to involving the consumer care
perspective in investigations. [3]

Services should develop systems to ensure that:
 All allegations of sexual safety incidents are screened for investigation
 There are clear thresholds for when an investigation is warranted.,
 There are minimum standards for investigations,
 There are Guidelines for when an external investigation is warranted .
 If an investigation of a major incident is not warranted then a case review or root cause
analysis should be undertaken [3].
Services should consider opportunities for involving the consumer and carer workforce in activities
related to investigations.
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Section 4
4. Rights and responsibilities in relation to sexual
safety
4.1 Everyone
All consumers, families, carers, staff and others accessing mental health services have a right to:







Feel and be sexually safe while in a mental health service environment.
Expect any concerns they raise about sexual safety to be taken seriously and acted on
appropriately and promptly.
Be consulted about and provide input to sexual safety standards developed within the
service they are involved with.
Be supported in promoting a sexually safe environment, including with information and
training.
Express the gender of their choosing.
Express the sexuality of their choosing in an appropriate context or setting.

All consumers, families, carers, staff and others accessing mental health services have a
responsibility to:




Respect the rights of others to feel safe from acts that compromise or breach their sexual
safety, whatever their cultural background, gender and sexual orientation.
Adhere to the sexual safety standards that define appropriate behavior for the service
setting.
Read information provided to them about sexual safety in the service.

4.2 Consumers
Consumers have the right to:










Be heard and believed regarding their experience of sexual assault, harassment and feeling
unsafe.
Pursue a satisfying, safe, and pleasurable sexual life, with due regard for the rights of others,
on matters related to their sexuality, reproduction, sexual orientation, bodily integrity,
choice of partner, and gender identity; and to the services, education, and information,
necessary to do so.
Be treated with respect and dignity.
Receive services free from abuse exploitation, discrimination, coercion, harassment and
neglect.
Participate in decisions about their treatment, care, wellbeing and sexual safety.
Receive clear information and advice that takes account of their cultural background,
gender, sexual orientation, age and personal experiences regarding:
o their rights and responsibilities in relation to sexual safety;
o the standards of appropriate behavior that exist in the service setting;
o the process for addressing an incident that compromises sexual safety;
o the support services available should they experience an incident that compromises
their sexual safety
Be treated with compassion and understanding when they disclose incidents that have
compromised their sexual safety.
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Be supported by the person of their choice after an incident that compromises or breaches
their sexual safety.
Receive prompt treatment if they disclose an experience of sexual assault or harassment .
Be informed about their options after experiencing a sexual assault or sexual harassment,
and have their wishes respected.
Be protected from further contact with the alleged perpetrator of a sexual assault or sexual
harassment when in the care environment, regardless of whether this is staff member, a
consumer, a family member, carer or friend or visitor.
Be heard, treated with fairness and dignity, provided with appropriate mental health
treatment and support and informed of their options if they are alleged to have been
involved in an incident which compromised someone else’s sexual safety.

4.3 Mental health services
Mental health services have a responsibility to:
















Develop systems, policies and procedures that promote sexual safety and respond to
incidents that compromise sexual safety.
Ensure clear reporting and monitoring mechanisms to ensure accountability for preventing
sexual safety breaches.
Develop sexual safety standards that define appropriate behaviour for the specific service
setting in consultation with all members of the service including consumers and their
families and carers.
Provide education and training for staff in gender sensitive practice, trauma informed care,
sexual safety, sexual health and professional boundaries.
Have clinical supervision systems in place to support staff in understanding and providing
gender sensitive practice, trauma informed care, sexual safety and professional boundaries.
Provide clear information to consumers that takes account of their cultural background,
gender, sexual orientation, sexual needs, age and personal experiences regarding:
o their rights and responsibilities in relation to sexual safety;
o the standards of appropriate behaviour that are expected in the specific service
setting;
o the process for addressing an incident that compromises sexual safety;
o the support services available should they experience an incident that compromises
their sexual safety
Support consumers in expressing their sexuality in appropriate settings or contexts.
Support consumers in expressing the gender of their choosing
Be non‐judgemental, compassionate and understanding when a consumer expresses their
needs or discloses their experience of incidents that compromise sexual safety.
Organise prompt treatment for a consumer once their experience of an incident is disclosed.
Explain the available options and respect the wishes of the consumer unless prohibited by
legislation once an incident has been disclosed.
Protect consumers from further contact with an alleged perpetrator.
Support the consumer to be free from pressure to engage in sexual activity with another
person including their partner or spouse.
Help the consumer to access sexuality and other sexual health education that is appropriate
to their cultural background, gender, sexual orientation age and personal experiences if they
wish to access this.

*See also the Charter of Mental Health Care Principles, Mental Health Act, 2014 published by the
Office of Mental Health, Western Australia, 2014.[58]
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Appendix 1: Members of Consultation Group
To be added.
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Appendix 2: Definitions
Term

Definition

Sexual safety

Sexual safety refers to being and feeling psychologically and
physically safe, including being free of, and feeling safe from,
behaviour of a sexual nature that is unwanted, or makes another
person feel uncomfortable, afraid or unsafe. This includes sexual
assault and harassment. It also extends to being spoken to using
sexualised language or observing other people behaving in a
sexually disinhibited manner, including nakedness and exposure or
masturbation, being made to watch or shown pornographic images
and lacking privacy and dignity when naked. [3]
A state of physical, emotional, mental and social well‐being related
to sexuality, including the absence of disease, dysfunction or
infirmity; a positive and respectful approach to sexuality and sexual
relationships; the possibility of having pleasurable and safe sexual
experiences, free from coercion, discrimination and violence, and;
respect for the sexual rights of all persons. [9]
Any behaviour of a sexual nature that is unwanted, or makes
another person feel uncomfortable, afraid or unsafe. This includes
sexual assault and harassment. It also extends to begin spoken to
using sexualized language or observing other people behaving in a
sexually disinhibited manner, including nakedness and exposure or
masturbation. [12]
Professional boundaries are invisible structures imposed by legal,
ethical and professional bodies that determine the limits of a
relationship between a service employee and the consumer and
family. They define the effective and appropriate interactions
between professionals and the public they serve. Professional
boundaries protect the space between the clinician’s power and
the consumer’s vulnerability. [45]
Boundary crossings are brief excursions across boundaries that may
be inadvertent, thoughtless or even purposeful if done to meet a
special therapeutic need. Boundary crossings can result in a return
to established boundaries but should be evaluated by the clinician
for potential adverse consumer consequences and implications.
Repeated boundary crossings should be avoided. [45]
Boundary violations can result when there is confusion between
the needs of the clinician and those of the consumer. Boundary
violations occur when a person is being exploited, such that the
clinician is meeting his or her own needs when interacting with the
consumer, usually to the detriment of the consumer (adapted from:
A nurse’s guide to professional boundaries).[59]
Sexual Assault is a broad term used to describe a range of sexual
acts committed against a person without their consent. It occurs
when a person is forced, coerced or tricked into sexual acts against
their will or without their consent. [48]

Sexual health

Sexual safety incidents

Professional boundaries

Boundary crossings

Boundary violations

Sexual assault
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Term

Definition

Sexual harassment

Sexual harassment is defined by the Australian Human Rights
Commission as ‘unwelcome conduct of a sexual nature which
makes a person feel offended, humiliated and/or intimidated
where that reaction is reasonable in the circumstances.’
Sexual harassment can involve conduct such as: unwelcome
touching, hugging or kissing staring or leering; suggestive or
offensive comments or jokes; unwanted invitations to go out on
dates or requests for sex; intrusive questions about an individual’s
private life or body; unnecessary familiarity, such as deliberately
brushing up against someone; insults or taunts of a sexual nature;
sexually explicit emails or SMS messages; behaviour which would
also be an offence under the criminal law, such as physical assault,
indecent exposure, sexual assault, stalking or obscene
communications. Sexual harassment is not sexual interaction,
flirtation, attraction or friendship which is invited, mutual,
consensual or reciprocated. [60]
Sexual disinhibition is difficulty controlling sexual behaviour where
sexual thoughts, impulses or needs are expressed in a direction or
disinhibited way such as in inappropriate situations, at the wrong
time or with the wrong person. This behaviour arises for a variety of
reasons that can include a mental illness or disorder, cognitive
impairment, alcohol intoxication, illicit drug use or the side effects
of medication. [8]
For the purposes of the Guidelines, consensual sexual activity is any
activity of a sexual nature (sexual touching, sexual intercourse, anal
and oral sex) that occurs between people over the age of 16 years
after mutual sexual consent has been provided by those involved,
who have been assessed as having the capacity to consent.
The term ‘inappropriate context or setting’ refers to the sexual
activity taking place in an environment or associated with a set of
circumstances that is not considered consistent with sexual safety,
such as an acute inpatient environment, a public area of a non‐
acute setting, or when a health worker suspects that a consumer
has been coerced into engaging in sexual activity or was unwell at
the time that the activity occurred.
Trauma informed care is a framework for human service delivery
that is based on knowledge and understanding of how trauma
affects people’s lives, their service needs and service usage. [17]
Sex refers to a set of biological attributes in humans and animals. It
is primarily associated with physical and physiological features
including chromosomes, gene expression, hormone levels and
function, and reproductive/sexual anatomy. Sex is usually
categorised as female or male but there is variation in the biological
attributes that comprise sex and how those attributes are
expressed. [61]

Sexually disinhibited
behaviour

Consensual sexual activity
inappropriate to the context
or setting

Trauma informed care

Sex
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Term

Definition

Gender

Gender refers to the socially constructed roles, behaviours,
expressions and identities of girls, women, boys, men, and gender
diverse people. It influences how people perceive themselves and
each other, how they act and interact, and the distribution of
power and resources in society. Gender is usually conceptualized as
a binary (girl/woman and boy/man) yet there is considerable
diversity in how individuals and groups understand, experience, and
express it. [61]
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