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My Clinical Reflections 

• Psychiatry Registrar in 1984, FRANZCP in 1988 

• Prince Henry’s Hospital - Disclosure 

• John Cade Unit – Royal Park Hospital 

• The ‘Back Wards’ experience 

• Clinical observations, international research 

• THE CAUSE and the CAMPAIGN 

 



The Worldwide Situation  

• Decreasing length of stay on inpatient units 

• Increasing acuity 

• Mixed gender wards in USA,Europe, New Zealand, Australia – 
same issues of assault, mainly against women 

• UK – gender segregation from 2008 

• India – family admissions 

• Middle East, Asia - segregated wards 



WHY DO THIS REVIEW? 

“An investigation by the Human Rights and Equal Opportunity Commission of 
Australia in 1993 documented in their Report of National Inquiry into the Human 
Rights of People with Mental Illness (4) the recurrent accounts of sexual assault 
in mental health inpatient units, with little response or support of staff. One 
staff member reported to be “extremely disturbed about the risks of female 
patients from male patients… [and] the staff’s lack of care for the women 
involved and their repeated failure to deal with the situation” (p. 274)  

 

IT’S TIME FOR ACTION 

CONSIDERED, CONCERTED , LONG LASTING ACTION 

 



MHCC CALL TO ARMS!! 

• IT’S TIME FOR ACTION 

• CONSIDERED, CONCERTED , LONG LASTING ACTION 

• SPECIAL ACKNOWLEDGEMENT : A review was 
commissioned and funded by the Mental Health 
Complaints Commissioner, Victoria, as part of a broader 
project addressing sexual safety in acute inpatient 
environments.   

 



MHCC commissioned MAPrc in 2016  
to do A LITERATURE REVIEW  

 titled: 
Sexual safety of women during  

psychiatric hospitalisation: 
Risk factors and consequences, and emerging key 

factors in providing trauma-informed inpatient care 
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AIM of REVIEW 

• A comprehensive review of the risk factors 

• Health and mental health consequences, of breaches of sexual 
safety experienced by women during mental health inpatient 
care.  

• Provision of female inpatient trauma-informed care  

• A critical review and evaluation of current and emerging 
trauma-informed strategies, tools, guidelines and policies from 
national and international literature  

 



Method 
• Electronic searches of Medline, EMBASE and PsycINFO were  

performed of international, national scope 

• Relevant governmental and non-governmental organisation reports, reviews, 
and systematic reviews and meta-analyses were also included. 

•  Search strategies will contain subject headings and key words for “women”, 
“sexual assault”, “sexual victimisation”, “sexual activity” “revictimisation”, 
“retraumatisation”, “abuse”, “trauma”, “inpatient”, “mental disorders”, “mental 
health services”, “psychiatric hospital”, “acute”, “vulnerable”, “coercion”, 
“consent”, “patient harm”, “trauma-informed care”, and “recovery-oriented 
treatment”.  

• 148 references included in final paper 



SUMMARISED FINDINGS 

• Sexual Safety Incidents in the Mental Health Inpatient Setting 

• Sexual safety is defined as the recognition, respect and 
maintenance of physical and psychological boundaries between 
people  

• Australia and United States (US) data indicate 5-45% of inpatients 
inpatients have experienced sexual violence during an admission 

• US data- identified sexual behaviour among inpatients to be 
between 30-70%  

 

 

 

 



UK Data 

• United Kingdom (UK) mental health settings over two years (2003-2005) 
identified 122 documented cases, including rape (19 cases), consensual sex 
(20 cases), exposure (13 cases), sexual advances (18 cases), touching (26 
cases), and other incidents (26 cases)  

• Disturbingly, the majority of incidents (114 cases) were categorised as 
causing no degree of harm  

• In the UK, between 1995 and 2005, 13 clinical negligence claims were 
made involving allegations of harm to patients from sexual safety 
incidents, including three unwanted pregnancies 

• This work led to gender segregation in the UK in 2008 



RESEARCH MISSING 

• Absence of Australian data reporting the relative risk of sexual assaults 
experienced by men and women in the mental health inpatient setting.  

• Some data from a large community-based study suggests that 20% of 
women with severe mental illness have experienced recent sexual assault, 
compared to 8% of men with severe mental illness 

• Women with severe mental illness are more likely to be subjected to sexual 
violence than men  

• Extrapolating these data to the mental health inpatient setting, the sexual 
safety of inpatients, particularly women, is a critical issue and greater 
protection needs to be provided to prevent assaults 



LGBT 

• Very little research on the sexual safety of people who identify as lesbian, gay, 
bisexual and transgender (LGBT), in inpatient care. 

• Even currently, disparities in inpatient care due to prejudice, stigma and lack 
of staff training creates heightened vulnerability of LGBT patients, who may 
have specific needs while undergoing mental health inpatient care due to 
their sexual minority status 

• The sexual safety of older women undergoing mental health inpatient 
treatment has been a neglected issue 

• Similarly, the sexual safety of psychiatrically hospitalised adolescents has 
received little research attention. 



RISK FACTORS 

• Patient factors 

• Low self-esteem 

• Distress and social isolation 

• Vulnerability associated with the mental illness 

• The inpatient treatment environment 

• Physical inpatient environment 

• Sedative properties of psychotropic medication 

• Institutional measures of control 

• Inpatient unit culture and responding to sexual safety incidents 

• Perpetrators, and risk and vulnerability assessment  

 

 



RISK FACTORS 

• Wider social factors 

• Gender power inequity 

• Gender-based sexual victimisation 

• Early life sexual abuse 

• Cumulative abuse  

• (Re)victimisation in adulthood 

 

 



Understanding the costs of female  
inpatient sexual victimisation 
 • Health consequences of female inpatient sexual victimisation 

• Mental health consequences of female inpatient sexual victimisation 

• Public health impact and cost of female inpatient sexual victimisation 

• Childhood sexual abuse to be the main risk factor for sexual victimisation in 
adulthood. Childhood abuse is also identified as a major risk factor for severe 
mental illness. Arguably then, female inpatient sexual victimisation – a lot of the 
time – will be a case of revictimisation. As such, the antecedents, consequences 
and complexities of revictimisation will inform methods of preventing female 
inpatient sexual victimisation.     

 

 

 





Trauma-informed care 
 Trauma-informed principle Description

Recognition

Recognise the prevalence, signs and impacts of trauma. This should include 

routine enquiry about trauma, sensitively asked and appropriately timed. 

Recognition of trauma promotes feelings of validation, safety and hope. 

Prevent retraumatisation

Understand that operational practices, power differentials between staff and 

patients, and many other features of psychiatric inpatient care can retraumatise 

patients with a trauma history. Take steps to eliminate retraumatisation.

Cultural, historical and gender 

contexts

Acknowledge community-specific trauma and its impacts. Ensure services are 

culturally and gender sensitive and appropriate. Recognise the impact of racism, 

sexism, homophobia, ageism and poverty. Recognise the impact of 

intersectionalities of the individual's various social identities, and the potential of 

relationships and communities to aid recovery. 

Trustworthiness and 

transparency

Services should ensure decisions (organisational, individual) are open and 

transparent, with the objective of building trust. This is critical in building 

relationships with patients with a trauma history, who may have experienced 

secrecy and betrayal.

Collaboration and mutuality 

Understand the inherent power imbalance between staff and patients, and ensure 

that relationships are based on mutuality, respect, trust, connection and hope. 

These are critical because abuse of power is a core feature of trauma experiences, 

and because it is through relationships that recovery can occur.

Empowerment, choice and 

control 

Adopt strengths-based approaches, with patients supported to take control of their 

lives and develop self-advocacy. This is important as trauma experiences are often 

characterised by a lack of control and disempowerment.

Safety

Trauma engenders feelings of danger. Give priority to ensuring that everyone within 

a service feels, and is, emotionally and physically safe. This includes the feelings 

of safety engendered through choice and control, and cultural and gender 

awareness. Environments must be physically, psychologically, sexually, socially, 

morally and culturally safe.

Pathways to trauma-specific 

care

Patients with a trauma history should be supported to access appropriate trauma-

specific care, where this is desired. Trauma-specific care should be provided by 

mental health services and be well resourced.



Critical evaluation of current and emerging  
trauma-informed care strategies 
 
• Most information on trauma-informed care is grey literature from USA-

based organisations (e.g. Substance Abuse and Mental Health Services 
Administration; Trauma-informed Care Resources; National Association of 
State Mental Health Program Directors, NASMHPD).  
 

• They all agree on the key principles of trauma-informed care 1) clients 
need to feel connected, valued, informed, and hopeful of recovery; 2) the 
connection between childhood trauma and mental illness in adults is 
understood by all staff; and, 3) staff are mindful and empowering in their 
work with individuals, family and friends, and other agencies, to promote 
and protect the autonomy of the individual 



Ward segregation policies 
 • One solution to preventing female inpatient sexual safety incidents 

perpetrated by male co-patients is ward segregation into separate male 
and female patient areas.  

• Several studies have identified that modifying the physical environment 
can be a significant, positive (and relatively straightforward) trauma-
informed care strategy.  

• Internationally, there has been considerable discussion on the benefits 
of ward segregation, which supports the view that the implementation 
of such a policy in Victoria, and Australia, would be a significant step in 
improving the sexual safety of female inpatients. 

 



Ward segregation policies 
 

• Australian research ( Kulkarni et al)  has found that establishing 
female-only areas in psychiatry wards to be effective in 
improving the safety and experience of care for female 
patients. The UK, since 2008 provides all acute mental health 
inpatient care in single-sex units. 



Against Ward Segregation  

• A factor that compromises the sexual safety of single-sex inpatient units 
is whether they are overseen by staff of the same sex. Multiple studies 
have revealed repeated incidences of inpatient sexual assault 
perpetrated by staff members 

• It may be access to choice, rather than mixed-sex versus single-sex ward 
compilation that may be most important 

• Overall, the research demonstrates that providing safe, effective care of 
women in acute inpatient units needs more than gender segregation of 
male and female patients with staff training, and different models of 
care required 

 



CONCLUSIONS 

• Sexual assault incidents experienced by women in the mental health 
inpatient setting are a significant public health, criminal, civil rights, 
human rights and systems issue 

• The consequences of sexual victimisation has staggering health, mental 
health, ethical, legal, educational and economic implications 

• Protecting and safeguarding the safety of acutely unwell female 
inpatients are among the critical functions of mental health services 



CONCLUSIONS 

• Trauma – informed care and practice is urgently needed 

• Environmental change to protect vulnerable women is urgently 
needed 

• Culture change to understand and  provide safety for inpatient 
women is urgently needed 

• Mental health services have a responsibility to provide a safe, 
therapeutic environment for all service users 



We Need To Do Much Better For Her 


